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Registration Form
Once you have filled out the registration form please send it via email to info@chapters-activities.co.uk
My name: ___________________________________________________________________________
My address:	 ________________________________________________________________________
		 ________________________________________________________________________
My postcode: _______________________________________________________________________
My tel. no:	 ________________________________________________________________________
My parent/carer name:  _____________________________________________________________
My parent/carer telephone no: ______________________________________________________
My email address:  __________________________________________________________________
I live in my own home/with my family/supported living/other  (please state)
______________________________________________________________________________________My date of birth: _____________________________________________________________________
Male/Female/other:    ________________________________________________________________	

Email address for correspondence/invoices: 
______________________________________________________________________________________

[bookmark: _Hlk128299457]
In Case of Emergency (ICE) – Contact 1
[bookmark: _Hlk128299433]Name:      __________________________________________________________________________
Their Relationship to me: ____________________________________________________________
Their Telephone numbers: ___________________________________________________________
____________________________________________________________________________________




In Case of Emergency (ICE) – Contact 2
Name:      __________________________________________________________________________
Their Relationship to me: ____________________________________________________________
Their Telephone numbers: ___________________________________________________________
____________________________________________________________________________________

Your Health Conditions

☐  Physical disability				 ☐ Cerebral Palsy
 ☐ Heart condition				 ☐ Weak limbs
 ☐ Mobility issues					 ☐ Epilepsy
 ☐ Acquired brain injury				 ☐ Asperger's syndrome
 ☐ Mental health					 ☐ Mild/moderate learning disability
 ☐ Severe learning disability			 ☐ Autism spectrum disorder
 ☐ Asthma						 ☐ Diabetes			
 ☐ Speech difficulties				 ☐ Visual issues				
 ☐ Hearing issues     			     	 ☐  Downs syndrome 
 Other________________________________________________________________________________










Your Appearance


Height: __________________________________________________________________________ 
Build: ____________________________________________________________________________
Eye colour: ______________________________________________________________________ 
Hair colour: ______________________________________________________________________
Do you wear glasses? ____________________________________________________________
Do you wear a hearing aid? ______________________________________________________
Any other distinguishing features: _________________________________________________

Your doctors name & address: ______________________________________________________________________________
______________________________________________________________________________ 
Telephone number: ___________________________________________________________


Your allergies/food intolerances

☐ Nut products         			☐ Wheat 
☐ Dairy products 				☐ Penicillin 
☐ Gluten					☐ Hay Fever
☐ Other ____________________________________________________________________________

We kindly ask that you refrain from bringing nuts or products with nuts in them to our session. This rule extends across all of our chapters… services.  This is for the safety of our members with allergies.  Thank you for your cooperation.


 Emergency Medication
	Name of Medication
	Dosage

	
	

	
	

	
	

	
	



Regular Medication
	Name of Medication
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



I certify that the information I have given is true and correct 

Your signature ________________________________________________________________________
 Print name ___________________________________________________________________________

Parent/carer/guardian signature_______________________________________________________
Print name ____________________________________________________________________________









Your Abilities


☐  I need prompting for personal hygiene or to use the toilet
☐  I need help with preparing or cutting up my food
☐   I need help with using money or time schedules
☐   I can be over-friendly with strangers
☐   I don’t have any awareness of danger
☐   I lack capacity to make some decisions.  If yes give details:
_________________________________________________________________________________
☐   I have a strong fear or phobia.  If yes give details:
_________________________________________________________________________________
☐   I have communication difficulties.  If yes give details:
_________________________________________________________________________________
☐   I use sign language or Makaton to communicate.  If yes give details:
_________________________________________________________________________________
☐   I use other methods to communicate.  If yes give details:
_________________________________________________________________________________


I will attend with my own 1:1 support because….

☐   I need support to engage with people/activities.
☐   I need support with personal care or to use the toilet.                          
☐   I need support to use my wheelchair.
☐   I need support to eat my meals.
☐   I may wander off or run away.
☐   I have challenging behaviour.
☐   Other.  Please give details: __________________________________________________
        ___________________________________________________________________________
*Chapters reserves the right to not accept a registration due to members’ abilities.*

Photo Consent Form

I, Name: ____________________________________________________________________

Yes, I agree (please circle below) or No, I do not agree X  to being:

[image: microphne]Taped (Audio)				Filmed	      		 Photographed
[image: talking-man-vector-icon-131496990]				[image: Video camera]				[image: Camera]
This may be used for:								     YES     NO
	[image: reward]
	Supporting my personal learning and development programmes.
	
	X

	[image: staff traing]
	For Chapters staff training
	

	X

	[image: C:\Users\Caroline Fitzgibbon\Desktop\training.jpg]
	Staff training with external agencies (to improve and develop professional skills)
	
	X

	Chapters LOGO TO GO HERE
	Chapters marketing material. 
Online media (website, social media) Print media (brochures, posters)
	
	X

	
	We may also give your photo, film or sound recording to our outside providers but we will check how it will be used first. 
	
	X

	[image: ]
	I can choose to have the recordings destroyed at any time if I want to.
	
	


		
I have understood and agree with this


Your Signature: ______________________________ Date: ____________________


I, as the appointed parent/carer, agree to this on behalf of: 

________________________________________________________________________

Name of parent/carer: 

________________________________________________________________________


Signature: _____________________________________ Date: __________________


Once you have filled out the registration form please send it via email to info@chapters-activities.co.uk
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