PO Box 108R
Redan VIC 3350

Phone: (03) 5335 5213
Mobile: 0412 784 874

Supported Holidays Victoria

APPLICATION FORM
Return this form, the Terms & Conditions form and 10% deposit to secure your place in the holiday.
Booking on the Holiday to -





Holiday Date-

	Surname
	                                                               Date of Birth

	Christian name
	

	Address
	

	Phone 
	                                              Mobile

	Email
	

	Date
	                                              Sign


 SUPPORT NEEDS

Please tick which of the following best describes the level of support required. 
	Activity
	High
	Some
	Independent
	Comments which will assist us

	Communication
	
	
	
	

	Dressing
	
	
	
	

	Bathing
	
	
	
	

	Grooming
	
	
	
	

	Personal Hygiene
	
	
	
	

	Toileting
	
	
	
	

	Meal Time Assistance
	
	
	
	

	Bedtime Routine
	
	
	
	

	Sleeping requirements
	
	
	
	

	Road Safety Awareness
	
	
	
	


	So that we can best meet your needs while on the holiday we need to know a bit about you. 

Please use this section to provide a brief overview of your disability and general health,
your current living situation, the support you receive and any special requirements you need.

Please advise us of any behavior of concern and strategies used to manage the behavior.

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


 SPECIFIC CONDITIONS

Please tick if you have any of the following.

	Bed wetting
	Seizures of any type
	Asthma
	Dizzy spells

	Sleep walking
	Travel sickness
	Black outs
	Migraine

	Diabetes
	Heart condition
	Hay fever
	Eating problems

	Poor vision
	Deafness
	Mobility problems
	Special Dietary needs


Other (Please Specify)
	

	

	

	

	

	


ALLERGIES
Do you have an allergy?     

          YES                            NO
If yes please tick the appropriate item.

	Foods
	Drugs
	Other

	Food additives
	Insect stings
	


Please specify and give further details regarding special care / diet recommended.
	

	

	

	

	

	


MEDICATION

Are you currently taking medication?           YES                            NO
If yes please list below.

	Medication Name
	Dose
	         Time 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please note all medication must be in a Webster pak and clearly labeled 

Name of person who assisted in filling out this application 

	Name

	Address

	Relationship to Applicant

	Sign                                                     Date
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