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	CareRing Registration FORM


Referral DATE:____________ Review DATE:______________ (six weeks from service start)
Name: ______________________________________________________________________

Ph: __________________________________M:_______________________________

Email: _________________________________________________________________

DOB: _________________________________

Address: _______________________________________________________________________________________________________________________________________

HOUSING INFORMATION: I live in a          ⁯House       ⁯ Apartment         ⁯ Duplex

	CALL TIME: 

Please provide ½ hour timeframe for calls (to reduce calls overlapping timeslots – i.e. 8:30-9:00am

Preferred time:___________________________________________________________________

CALL DAYS:

Please circle

Monday          Tuesday          Wednesday         Thursday           Friday            Saturday




 It is very important for us to have the names of at least two friends or neighbours who are willing to check on you upon request if contacted by CareRing.

	Name:______________________________

Phone No:___________________________

Address:_____________________________ ________________________________________________________________________ 

Relationship_________________________

Does this person have a key? ⁯Yes   ⁯No
	Name:______________________________

Phone No:___________________________

Address:_____________________________ ________________________________________________________________________ 

Relationship_________________________

Does this person have a key? ⁯Yes   ⁯No


	EMERGENCY CONTACT PERSON – (in case of life threatening emergency)

Name____________________________________          Relationship_______________________________

Address__________________________________________________________________________________________________________________________________________

City ______________________State_________________________Postcode_________

Ph: H(    )_________________W:(    ) ____________________M:__________________




	HOME HEALTH CARE INFORMATION   Please complete if applicable

Provider’s Name_________________________     Ph._____________________________

Schedule of visits________________________________________________________________




	MEDICAL INFORMATION:

Do you have any medical conditions we need to know about in the event of an emergency?

⁯Yes               ⁯No                If yes, Please describe:

Medications

In the last 12 months, how many times have you:

Called 000 ________________________________

Visited the ER_____________________________

Been Hospitalised__________________________

Dr’s name____________________________________________________

Dr’s Ph:______________________________________________________




	Hobbies or Special Interests

Is there anything special you would like us to know about you?

Do you drive?  : _____
Do you have your own car?  : _____




	I understand it is my responsibility to inform CareRing at 0448 368 460 prior to the scheduled telephone call if I will be unavailable to answer the phone (i.e., out of town, doctor’s appointment, etc.)

I further agree to allow emergency personnel from my local jurisdiction to gain entry to my home to check on my welfare if circumstances require it. 

I agree to hold harmless CareRing, its agents and volunteers for any claim of negligence/gross negligence arriving from any program action. 

Please sign and return in envelope provided or fax to 8644 0689
Signed____________________________  Date________________________________




CareRing is a free service offered by
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