D LEFC

Disability Adult Bible Fellowship 2025
NAME: Last: First:
Date of Birth: Current Age: Sex: M/ F

Participant Phone Number if applicable:

Participant Email Address:

PARENT/CAREGIVER NAMES:

Parent/Caregiver Email Address:

Parent/Caregiver Phone Number:

MEDICAL HISTORY

PLEASE CHECK ALL THAT APPLY:

Heart disorder
Bleeding/Clotting Disorder
Difficult menstrual periods
Diabetes

Seizure/Epilepsy Seizures/Type/Protocol:

Asthma Asthma Attack Protocol:

()
()
()
()
()
()

PAST SURGERIES:

ALLERGIES: ( ) Insect Stings ( ) Medications

( ) Seasonal ( ) Food

Other:

FREQUENT CONCERNS: ( ) Ear Infections ( ) Colds
( ) Stomachache () Anxiety
( ) Headaches ( ) Fears



D LEFC

Disability Adult Bible Fellowship 2025

INDEPENDENT IN THE RESTROOM (circle one): YES NO

ASSISTANCE NEEDED WHILE EATING (check all that apply):

( ) Cutfood ( ) Help to pour drinks () Watch for choking hazard
() "Messy” eater ( ) Spill hazard ( ) Pureed food
( ) Significant food allergy () Watch for quantity control ( ) Liquid/Thick if needed

DIETARY RESTRICTIONS:

OTHER:

MEDICATIONS/EMERGENCY MEDS IF NEEDED (Epi Pen, etc.):

DIAGNOSIS (check all that apply):

Autism Down Syndrome

()
Intellectual Disability ( YADHD
Hearing Loss ( ) Sensory Processing
Communication Disorder () Brain Injury
Genetic Disorder:

Other:

()
()
()
()
()
()

BEHAVIORS/TRIGGERS TO BE AWARE OF:
Please include sensory triggers, change in routine, change in schedule, etc.
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EMERGENCY CONTACT

Participant Name:

Caregiver/Parent’s Name:

Name Phone # (s)

Can we text you during the service if needed? (circle one)  YES NO



