Spectrum – Family Information Form
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Please complete every question, if it is not applicable please write N/A. Thank you.

Child information
Surname:____________________________

Forename(s):_________________________

Name usually called:___________________

Sex: Male/Female

Date of birth:___________________

Languages spoken: Home_______________




School______________

School/nursery name & address:____________________________________

______________________________________________________________

______________________________________________________________

School/nursery telephone:_________________________________________
Parent/Guardian/Carer information

Parent/Guardian/Carer 1

Title (Mr/Mrs/Miss/Ms/Other):______________

Surname:______________________________

Forename(s):___________________________

Address:______________________________________________________

_____________________________________________________________
_____________________________________________________________
Telephone: Day_____________________ Evening_____________________

                   Mobile___________________

Email:_________________________________

Relationship to child:_____________________________________________

Parent/Guardian/Carer 2

Title (Mr/Mrs/Miss/Ms/Other):______________

Surname:______________________________

Forename(s):___________________________

Address:______________________________________________________

_____________________________________________________________
_____________________________________________________________
Telephone: Day_____________________ Evening_____________________

                   Mobile___________________

Email:_________________________________

Relationship to child:_____________________________________________

Where does your child usually live?__________________________________

______________________________________________________________

Sibling information

	Surname
	 
	 
	 
	 

	Forename(s)
	 
	 
	 
	 

	Date of birth
	 
	 
	 
	 

	Sex
	 
	 
	 
	 


Continue on back of sheet if necessary.
Emergency contact details

Please give details for someone other than the parents/guardians/carers previously listed that we may contact in an emergency:

__________________________________________________________________________________________________________________________________________________________________________________________

Medical information

Medical conditions (e.g asthma, ADHD, cerebral palsy):​​​​​​​​​​​​​​​​__________________

______________________________________________________________

______________________________________________________________

Allergies (e.g. nuts, wasp stings, aspirin):_____________________________

______________________________________________________________

Does your child take any medication? Yes/No (please circle)

If yes please give full details of medication taken:

	Brand name
	 
	 
	 

	Generic name
	 
	 
	 

	Dose
	 
	 
	 

	Time taken
	 
	 
	 

	
	
	
	

	Brand name
	 
	 
	 

	Generic name
	 
	 
	 

	Dose
	 
	 
	 

	Time taken
	 
	 
	 


Continue on back of sheet if necessary.

Referral information

Child referred by:_____________________________________

Name:______________________________________________

Address:____________________________________________

Telephone:__________________________________________

Child’s doctor information:

General Practitioner name & address:​​​​​​​​​​________________________________
_____________________________________________________________

______________________________________________________________

If you child has a hospital doctor please give their name and  which hospital they work at:___________________________________________________

______________________________________________________________

Fit/seizure information

Does your child have fits or seizures?  Yes/No (please circle)

If yes please answer all of the following questions:

1. How often do the fits/seizures occur?___________________________

________________________________________________________

2. What date was the last fit/seizure?_____________________________

3. Are there any warning signs before a fit/seizure?__________________

________________________________________________________

4. How long do the fits/seizures last?____________________________

5. What is the nature of the fit/seizure? (e.g absence seizure, grand mal / tonic clonic)______________________________________________

_______________________________________________________

6. How is the fit/seizure usually dealt with? (please give full details)____

_______________________________________________________

_______________________________________________________

_______________________________________________________

Is your child diabetic?  Yes/No (please circle)

If yes, please give full details:____________________________________

____________________________________________________________

Diet information

Does your child have any food or drink allergies? Yes/No (please circle)

If yes please give details:_______________________________________

___________________________________________________________

Is your child on a special diet? (e.g vegetarian, diary free, low sugar, gluten free, yeast free)________________________________________________

Does your child require their food in a special way? (e.g chopped, pureed)

______________________________________________________________

What does your child particularly like to eat or drink?____________________

_____________________________________________________________

What does your child not like to eat or drink?__________________________

_____________________________________________________________

Any other information related to diet?_______________________________

_____________________________________________________________

Special needs information

 Does your child use a wheelchair, buggy, hoist or any other mobility device?

____________________________________________________________

____________________________________________________________

How far can your child walk with assistance (if applicable)?_____________

How far can your child walk without assistance (if applicable)?___________

How does your child communicate? (e.g verbal, sign, pointing, gestures, please give full details)___________________________________________

_____________________________________________________________

Does your child use any communication devices? (e.g picture books, communication boards)__________________________________________

_____________________________________________________________

Does your child wear glasses? Yes/No (please circle)

Does your child wear a hearing aid? Yes/No (please circle)

Can your child swim 50 metres with a buoyancy aid? Yes/No (please circle)
Toiletting information
Does your child wear nappies or pads? Yes/No (please circle)

If yes, please give details of how often you change them:______________
___________________________________________________________

When does your child wear nappies or pads?_______________________

___________________________________________________________

Do you use a hoist to help you change your child? Yes/No (please circle)

Does your child need any assistance when using the toilet? Yes/No (please circle)

If yes please answer the following questions:

1. What kind of assistance does your child require? (e.g verbal prompting, physical help, total assistance)________________________________

________________________________________________________

2. Does your child tell you when they need the toilet? Yes/No

If yes, how do they tell you? (e.g verbal, gesture)_________________

________________________________________________________

If no, how often do you take them to the toilet?___________________

________________________________________________________

3. Do you leave your child on the toilet on their own? Yes/No (please circle)

If yes, how long do you leave them for?_________________________

4. Does your child use a catheter? Yes/No (please circle)

If yes, please give full details:_________________________________

________________________________________________________

5. Please give any other relevant information:______________________

________________________________________________________

Washing information

Does your child need any assistance with washing/showering? Yes/No (please circle)

If yes please answer the following questions:

1. What kind of assistance does your child require? (e.g verbal prompting, physical help, hand-over-hand, total assistance)__________________

________________________________________________________

2. How does your child usually wash/take a shower?________________

________________________________________________________

3. When does your child usually wash/take a shower?_______________

________________________________________________________

Play information

What are your child’s favourite toys or games?________________________

_____________________________________________________________

Which play activities does your child like? (e.g hide & seek, reading)​​​________

____________________________________________________________

Which play activities does your child dislike?_________________________

____________________________________________________________

Does your child enjoy activities with other children?____________________

____________________________________________________________

Going out information

How does your child react to strange people or places? (please give full details)______________________________________________________

____________________________________________________________

How do you help your child to deal with new situations?________________

____________________________________________________________

Can your child cope with public transport? (please give full details of how they react to travelling on the underground or on buses)____________________

_____________________________________________________________

When would be the best time for students to visit your child? (e.g afternoons, evenings, weekends)____________________________________________

_____________________________________________________________

Although this isn’t always possible to arrange, we would like to know whether male or female students would be best suited to be linked with your child:

All male / all female / mixed / doesn’t matter (please circle)

Behaviour information

Does your child have any specific behavioural problems? (e.g hitting, spitting, hair pulling, screaming)__________________________________________

_____________________________________________________________

Do you have any behaviours that you are trying to encourage? (e.g saying please, taking turns)____________________________________________

_____________________________________________________________

Do you have any behaviours that you are trying to discourage? (e.g swearing, kicking)_______________________________________________________

_____________________________________________________________

What do you do to help your child if they become distressed? (e.g explain situation, repeat instructions, take them to a quiet place)________________

____________________________________________________________________________________________________________________________

Consent

I/we am willing for my child/ward (write child’s full name) 






to take part in SPECTRUM.  

In the event of illness or accident requiring hospital treatment I/we authorise






(names of linked students) or the Spectrum Chairperson or Spectrum Vice chairperson to sign on my behalf any written form of consent required by the hospital authorities if the delay required to obtain my/our consent is considered inadvisable by the doctor concerned.

I/we agree to (write child’s full name)








 receiving any emergency operative treatment including administration of anaesthetic recommended by a doctor. 

Sometimes photographs are taken at Spectrum events in order to promote the work the charity does. Please circle yes or no if you are happy for photos of your child to be included.

Yes/No

Signed:


(parent/guardian/carer)
Date:

Signed:


(parent/guardian/carer)
Date:
DATA PROTECTION

I agree that the information provided in this form can be filed on paper and held on a password protected computer by Spectrum.
Signed:


(parent/guardian/carer)
Date:

Signed:


(parent/guardian/carer)
Date:
All information supplied on this form will be treated in the strictest confidence, and all records are kept in a locked room.

PLEASE ADD ANY OTHER INFORMATION NOT MENTIONED ABOVE THAT YOU THINK IS IMPORTANT ON A SEPARATE SHEET
All our students are medical students or students on health related courses such as speech science. They have all had a complete police check.

Please send this completed form to:

The Chairperson

Spectrum,
UCL VSU,

25 Gordon Street,

London,

WC1H 0AY

Please also include a copy of any information sheets or assessment sheets that you may have been given by social services, any key workers, your childs school, or your child’s GP. These forms are extremely useful for us as they provide further information about your child which can enable us to link your child with the most suitable students.

Please also include a photo of your child.

Thank you for your help. 
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