Community Living Alternatives, Inc. 

CLA² - Center for Learning and Activities

14252 E Evans Ave., Aurora, CO 80014

303-745-8015 ext 27; fax 303-745-1126

 www.clainc.org
Center for Learning and Activities (CLA²) is a program of Community Living Alternatives, Inc. The following information will be kept confidential. It is required to assist our staff in preparation for your adult to have the best experience possible.

Sessions will fill up on a first come first served basis. Applications will not be reviewed until the $25 registration fee has been received. Please send applications and registration fees to Dot Wagner at the above address or dwagner@clainc.org. 

Participant Information:

Last Name __________________________First Name_______________ Middle Name _____________

Nickname _______________________

Gender ________ Age ________ Height _______ Weight _______

Birthday Month _________ Day _________ Year _______

Transportation provided by ______________________________________________________________

Parent or Legal Guardian Information:

Parent Name ______________________________________ Guardian? ____________________

Mailing Address _______________________________________________________________________

                                  Street                                   City                                     State                          Zip Code

Phone Number: Work  (     )  _____________ Home (     )           ______Cell (     )______________

Email address: _________________________________________

Emergency Contact During Sessions (other than above listed parent or guardian):

Name _________________________________________________________________________

Emergency Contact Phone Number (    )____________

_____________________________________________________________________

Nature of Disability (please let us know which conditions are important to know about):

( Cerebral Palsy (wheelchair)                    (  Psychosis                                ( Attention Deficit Disorder

( Cerebral Palsy (walks)                           ( Down Syndrome                       ( Mild Developmental Disability

( Spina Bifida (wheelchair)

          ( Autism                                     ( Moderate Developmental Disability



( Spina Bifada (walks)                              ( Seizure Disorder                       ( Severe Developmental Disability              

( Hearing Impaired                                  ( Diabetes                                  ( Profound Developmental Disability 


( Visually Impaired                                  ( Down Syndrome                       ( Other __________________________

Personal History

This information will help us meet the needs of your individual. Please circle the ratio of care required in each area for

 individual participant:  to staff

Physically:    1:1      2:1      3:1     4:1

Socially:    1:1      2:1      3:1     4:1     


Eating:                 ( No Assist

( Partial Assist

( Total Assist

Does individual have difficulties swallowing?           ( Yes               ( No
List problem foods, diet restrictions, allergies, and adaptive equipment for eating: 

Communication:    ( Verbal               ( Sign language             ( Communication board   

 ( Aug. Communication Device                  ( Gestures              (  Other____________________ 

Does individual understand what is said to him/her? _______________________________________________________________

Can individual express his/her needs? ___________________________________________________________________________

Social Background:

What hobbies/activities does individual enjoy during free time?

 ________________________​​​​​​​​​​​​​​​​​​​​​_______________________________________________________

________________________________________________________________________________________________________________________________________________________________

List any special behavior problems: 
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

When do behavior problems occur? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe effective methods to control difficult behaviors: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Is the individual prone to wandering or running away?      □   yes       □   no 

Please add any other information, positive or negative, CLA² staff should know about the individual (behavior issues, assistance with toileting, anger issues, coping skills, anger management skills, etc.)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________|
If your individual will need to take medications, please list medications and explain administration process. CLA² staff will call you, discuss your situation, and determine how your individual’s can be accommodated.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please attach copy of insurance/Medicaid/Medicare card. 

Preferred Hospital: _____________________________
Please read the following statement carefully and initial this statement indicating that you have read, understand, and agree to the statement.

_______I authorize CLA² to administer medical assistance in case of an emergency. I understand that in case of an emergency or accident, 911 will be called. I authorize emergency Medial Services (EMS) to administer any medical treatment, medication, or appliance deemed necessary by EMS. I also authorize transportation by EMS to the nearest appropriate medical facility, if determined necessary. I understand that CLA² staff via the phone numbers I provided at the check-in desk will contact me immediately. I understand that I will be responsible for payment of all EMS, hospital, and physician charges for emergency services to my young adult.

____________________________________________


_____________________

Signature of parent or guardian





Date
