 HAPPY DAY CLUB
ALZHEIMER’S DAY RESPITE PROGRAM

APPLICATION FOR ENROLLMENT
Referral Source: _____________________________Phone: ______________ Date: __________

PARTICIPANT INFORMATION

Name: _______________________________ Phone: _____________________________  

Address: ___________________________City:__________________  State: _____  Zip: _____

DOB: __________   Age: ____   Best Email Address:___________________________________
CAREGIVER INFORMATION
Caregiver Name: __________________________________ Relationship: ____________

Address: ______________________  City: ____________________  State: ____Zip:_____

Phone -  Home:________________  Work: ________________ Cell: __________________

Length of time care giving: ____________   DOB: ______________  Age: ______

Are you interested in attending a caregiver support group meeting?   __Yes __No __Maybe 

Does the participant have a court appointed legal guardian?  ____Yes  ___No

Name: ______________________________  Relationship: ___________________ 

   
Phone -  Home: _______________   Work: _______________    Cell: _________________

Does the participant have a Durable Power of Attorney for Health Care? ___Yes  ___No   

Durable Power of Attorney for Financial?  ___Yes  ___No

Name: __________________________________  Relationship: _____________________

 Phone - Home: _________________ Work: __________________   Cell: ______________

Does the participant have a living will?  ____Yes  ____No

Email Address: _______________________________________________

EMERGENCY INFORMATION AND TREATMENT AGREEMENT

Individuals attending the Alzheimer’s Day Respite Program must have an emergency contact person and be under the care of a physician.  The contact person may be any person who can take responsibility for the participant.

The program staff will contact the person(s) listed on the form if the participant becomes ill or needs urgent medical attention while at the program. In an emergency situation, the ambulance will be called first and the contact person second.  Contact persons will be called in the order listed below until someone is reached.

It is possible that program staff may not be able to reach any of the contact persons.  Signing this form means that the participant and caregiver agree to allow the Alzheimer’s Day Respite Program staff to exercise judgment in seeking medical care.

Participant’s Name: ____________________________________________

Participant’s Physician: _________________________________________

Clinic/Hospital: _____________________________  Location:_________________

Phone: _____________________

If the caregiver is unavailable, identify additional emergency contacts:



Contact Name: __________________________   Relationship: ________________

Phone- Home:________________ Work:____________ Cell: _________________



Contact Name: ___________________________   Relationship: _______________

 Phone- Home: ________________Work:____________ Cell: ________________

                        Contact Name:____________________________  Relationship: _______________

Phone – Home: ________________ Work: ___________ Cell: ________________


Is anyone available to transport the participant? ___Yes  ___No 

Name:_____________________________________________________________

Phone- Home: _____________  Work: _______________  Cell: ______________

I (we) understand and accept the emergency contact process as outlined herein.

Signature of Participant: __________________________________   Date:____________

Signature of Guardian/Caregiver:____________________________  Date: ____________

PARTICIPANT HEALTH INFORMATION

What is the diagnosis?

____Alzheimer’s Disease(Probable Alzheimer’s/Senile Dementia of Alzheimer’s type)

____Multi-Infarct Dementia(Includes stroke, Cerebrovascular disease or Arteriosclerosis)

____Parkinson’s Disease

____Other Specific Dementia Types: ______________________________________

____Unknown - Explain: ________________________________________________

____High/Low Blood Pressure: ___________________________________________

____Other: ____________________________________________________________

Is participant aware of diagnosis?  ___Yes  ___No


Primary health care provider:  (Physician, Specialist, Nurse Practitioner)


Name:__________________________________  Specialty: ____________________

Address:__________________________________   Phone: ____________________

Date of last medical exam: ___________   Date of last hospitalization: _________

Reason: ______________________________________________________________

Overall rating of physical health: (Circle)   Excellent    Good    Fair    Poor

Special health conditions:  ___Yes  ___No  (Circle all that apply)



Seizures   Heart   Swallowing   Falling    Asthma/Breathing   Dizziness



Other(Explain): __________________________________________________


Dietary restrictions:  (Circle all that apply)  Low Sodium    Low Fat    Diabetic    None



Other (Explain): ____________________________________________________

Special equipment used: (Circle all that apply)   Hearing Aid    Glasses    Dentures    Walker  

                                                                      Cane   Wheelchair              None

Other(Explain): ____________________________________________________


Any allergic reactions:  (Circle all that apply)



Medicines     Animals     Insects     Plants    Foods    None    Other



Explain each allergy and reaction: _______________________________________  


Will participant need to take medication during program period?  ___Yes ___No


**If yes, please discuss with program coordinator.


Medication: ____________________ Reason: _____________ Frequency/Dose: ______


Medication: ____________________ Reason: _____________ Frequency/Dose: ______


Medication: ____________________ Reason: _____________ Frequency/Dose: ______

PARTICIPANT’S BILL OF RIGHTS

Participants of the Alzheimer’s Day Respite Program possess the same human and legal rights as all citizens.  These basic rights are not forfeited upon admission to the program.  The need for care, which prompts admission to the program does not imply any loss of dignity, independence, or rights.

The first goal of adult day program is to respect and promote the dignity and worth of the individual.  Participants are accepted as individuals who are experiencing a need for help but who must not be judged or condemned for their problem or be seen as a problem themselves.  The staff conveys to participants, a recognition of their dignity and worth including each individual as a partner in the process of making decisions about the care they are to receive in the program.


The following rights are accorded each participant:

· The right to be treated with respect and dignity;

· The right to be free from physical or verbal abuse;

· The right to receive adequate and appropriate care within the capacity of the program;

· The right to participate in the development of one’s service plan, with support from staff or significant other is needed;

· The right to refuse to participate in a particular activity;

· The right to privacy and confidentiality in regard to verbal and written information concerning one’s care;

· The right to be fully informed of all the services provided and the charge for each of those services; 

· The right to physical and emotional privacy in treatment and in activities of personal care;

· The right to be informed of the reason for discharge and the procedure for appealing that decision and;

· The right to initiate a complaint and be informed of the complaint procedure.

If participants or their caregivers have a complaint or question about the care received in the Respite Program, or if a participant feels that his/her rights have been abridged or violated, there are several avenues for resolution.

1. Discuss the complaint or problem with the Respite Program Coordinator.

2. Request discussion of the complaint with the Alzheimer’s Day Respite Program Board of Directors.

3. A written complaint form should be filled out and submitted to the Board by the caregiver and the complaint, will be reviewed by the Board as soon as possible.  The participant and the caregiver will be informed in writing of the Board’s decision.

4. Participant and caregiver should feel free to contact Jessica Aguilar, Long Term Care Ombudsman with concerns.  # 1-800-815-0015.

                                   _______________________________signature__________________

RELEASE FORM

I (we) __________________________________________, are applying to participate in the Alzheimer’s Day Respite Program.

I (we) have read the program policies and agree to abide by the terms therein.  I (we) have received a written copy of the Policies and Information for Participants and Families.  I (we) also authorize a photo ID to be kept on file for security purposes.

I (we) will not hold any of the Alzheimer’s Day Respite Program staff, Trinity Lutheran Church, Birchwood Senior Center or volunteers responsible for any injury to the above named participant, which occurs during the course of the program.

Signature of Participant: ____________________________________   Date: _______________

Signature of Participant’s Caregiver: _______________________________ Date: _______________

Relationship to Participant: _______________________________________________________

If the participant has a court appointed legal guardian, that person must sign below:

Signature of Participant’s Legal Guardian: ____________________________ Date: _____________

IDENTIFYING INFORMATION

Participant’s Name:_______________________________________________

Height: ______________  Weight: _____________   Male: ____    Female ____

Color and Characteristics of Hair: _____________________________________

Any other identifying features: (Scars, Moles, Limp, etc.)

_________________________________________________________________

__________________________________________________________________

__________________________________________________________________


PERMISSION FOR FIELD TRIPS/OUTINGS/PHOTOGRAPHS
I give permission for _____________________________(Participant) to accompany the Alzheimer’s Day Respite Program staff and volunteers on field trips and outings planned by the program staff.  These may be neighborhood walks or trips in an authorized vehicle.

I understand that the program has insurance coverage, which includes field trips and outings.

I also give permission for the above participant to be included in photographs taken either by the staff or volunteers, or the newspaper staff – in connection with news articles, advertising, or promotion of the program.

Signed: ________________________________________  Date: ______________

             (Spouse, Caregiver or Legal Guardian)

