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1123 Grandview Ave, P. O. Box 2667

Saint John, N.B. 

E2L 4Z1

Phone: (506) 696-5672 Fax: (506) 696-2233

Email: catena@nbnet.nb.ca
Date of Application: _____________ Date Received: _____________

INDIVIDUAL APPLICATION FORM

Individuals Name: ____________________________________

Diagnosis: ____________________________________________

Birthdate: ____________________

Address: ____________________________________

City_______________________

Postal Code: ___________________

Phone #_______________

Medicare #: ________________________S.I. N: _____________________

Resides with: ________________________Relationship: ________________
Address: _____________________________________

City: _________________________

Postal Code: ____________________

Phone #_____________Work #______________ Cell #_____________

In case of an emergency or center closure, would you please list two relatives or friends who may be contacted in your absence?

Name: ______________________ 

Relationship: ________________

Phone #_____________Work #_______________Cell #_____________

Name: _______________________

Relationship: _________________

Phone #_____________Work #_______________Cell #_____________
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Are there any allergies staff should be aware of: ______ if so please specify________________________________________________

Does the individual require assistance with any of the following: Yes/ No/ Occasionally?

Toileting

__________


Dressing

__________


Eating

__________


Hygiene

__________

Elaborate if necessary: ____________________________________________________________________________________________________________________________________
Is the individual subject to:  Yes/ No/ Occasionally?

Fainting

__________


Seizures

__________


Diabetes

__________


Allergies

__________


Deafness

__________


Speech Difficulties
__________


Poor Eyesight
__________

Elaborate if necessary:

____________________________________________________________________________________________________________________________________
Are there any behavioural difficulties the staff should be aware of: ______ if so please specify_______________________________________________________
__________________________________________________________________
Is individual interested in employment outside of center: _________
Has individual any strong dislikes or aversions: ______ if so please specify_______________________________________________________________________________________________________________________________
Will the individual be able to provide their own transportation to and from the center? ________
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If center is closed early can individual go home unattended: _________
What medication and dosage are used by individual?

_______________________


_______________________


_______________________


_______________________


_______________________


_______________________


_______________________

Are there any medications to be given while attending center: ______If so please specify: ____________________________________________________________________________________________________________________________________ 

Are there any effects of medications that staff should be aware of: _____If so please specify: ____________________________________________________________________________________________________________________________________
School History

Grades attended: __________________________

Where: __________________________________



Year of completion: ________________________

Work History

Has the individual attended workshops or vocational training programs before: _____If so, please specify where they attended, when, and their reason for leaving: __________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________
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Name of referring agency or person: ___________________________

Is the applicant a client of Social Development?  YES /NO

                                                          Other___________________________

Name of Case Manager or Social Worker____________________________

Phone # ________________    

Has individual been assessed under long term care: _________ if so when: _____________________________________________________________

Is the individual involved in any on-going programming: ______If so please specify: ____________________________________________________________________________________________________________________________________
Would Parent of Guardian be willing to follow up with skills programming at home: __________

What do you expect the training center to provide for the individual: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your goals for individual: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What does individual like to do independently for special interests and hobbies: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Doctor’s Form 

(Please have this section completed and returned A.S.A.P)

PHYSICIAN: ____________________________

ADDRESS: ______________________________

PHYSICAL/INTELLECTUAL DISABILITIES OF INDIVIDUAL (IFANY):
IS INDIVIDUAL SUBJECT TO?
Fainting ________________________

Seizures ________________________

Diabetes ________________________

Allergies ________________________

Deafness ________________________

Speech Difficulties ________________

Poor eyesight _____________________

Other ____________________________
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MEDICATION PRESENTLY BEING TAKEN: 

EFFECTS OF MEDICATION:
MEDICATION TO BE TAKEN WHILE AT CENTER:
Drug____________________________________

Dosage and time to be taken_________________________

If medication is changed, please notify center. 

ADDITIONAL INFORMATION/ COMMENTS:
SIGNATURE OF PHYSICAN: _______________________________

                                       DATE: ________________________________
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Signature of person applying on behalf of individual:

______________________________
Date: __________________________

Signature of individual:

_______________________________ Date: _________________________

* Please return this form to the training center.  After receipt of application the admissions committee will arrange an interview for the individual *

