

Stonebridge Haven
A promise of peace, hope, healing and happiness
Find Your Balance - Adult Day Program Registration
Name: ____________________________________	Tel: (613) _____________________
Address/Postal Code ___________________________________________________________
D.O.B (DD/MM/YYY) _______________________	OHIP: ________________________
Primary contact: _____________________________	Relationship: ___________________
E-mail _____________________________________	Tel: (613) _____________________
Address _____________________________________________________________________
Emergency contact: ___________________________	Relationship: ___________________
Tel: (613) ___________________________________ 	Alternate: (613) _________________
Physician: ___________________________________	Tel: ___________________________
Medical issues/diagnosis: ________________________________________________________
Medication list: ________________________________________________________________
Do you take medication during the day? If yes, when? _________________________________
We are happy to cue participants to take their medication but will not administer medication.
Allergies (medical, environmental or food): _________________________________________
Diabetes: Yes / No ____	Eating issues (swallowing/choking): __________________________
Food considerations (likes/dislikes/spicy/dairy/gluten/salt): ____________________________
____________________________________________________________________________
I would like to attend the FYB Adult Day Program: Tuesdays _____ and / or Thursdays _____
Participant signature ____________________________	Date _________________________
Caregiver signature _____________________________	Date _________________________
FYB signature _________________________________	Date _________________________



4839 Kinburn Side Road, Pakenham, ON, K0A 2X0    (613) 624-5518     www.stonebridgehaven.ca     HST# 821152717RT0001
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Find Your Balance 

-

 

Adult Day Program 

Registration

 

Name: ____________________________________

 

Tel: (613) _____________________

 

Address

/

Postal Code _____

_

_____________________________________________________

 

D.O.B (DD/MM/YYY) _______________________

 

OHIP

: 

___

_____________________

 

Primary contact: _____________________________

 

Relationship: ___________________

 

E

-

mail _____________________________________

 

Tel

: (613) _____________________

 

Address _____________________________________________________________________

 

Emergency contact: ___________________________

 

Relationship: ___________________

 

Tel: (613) ___________________________________ 

 

Alternate: (613) __

_______________

 

Physician: ___________________________________

 

Tel: ___________________________

 

Medical issues/diagnosis: ________________________________________________________

 

Medication list: ____________________________________________________________

____

 

Do you take medication during the day? 

If yes, when? _________________________________

 

We are happy to cue participants to take their medication

 

but

 

will not administer medication.

 

Allergies (medical, environmental or food): __________________________

_______________

 

Diabetes: Yes / No ____

 

Eating issues (swallowing/choking): __________________________

 

Food considerations (likes/dislikes/spicy/dairy/gluten/salt): ____________________________

 

____________________________________________________________________________

 

I would like to attend the FYB Adult Day Program: Tuesdays _____ and / or Thursdays _____

 

Participant s

ignature ____

_

_______________________

 

Date _________________________

 

Caregiver s

ignature _____________________________

 

Date _________________________

 

FYB s

ignature _________________________________

 

Date _________________________

 

 

