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	   21Essa Road, Unit 1, Barrie, Ontario L4N 3K4
      Telephone:(705) 734-2178    Fax:(705) 734-1598


APPLICATION

The applicant is encouraged to participate in the completion of this form as much as possible. This can be done in conjunction with a service provider and/or significant other. We would appreciate a copy of any documentation that supports the request and assists in identifying the specific needs of the applicant.

	Personal Information

	Name



	Date of Birth


	Sex

(  Male   (  Female

	Address
                                             Apt.#


	Home Phone Number

	City


	Province
	Postal Code
	E-mail Address

	Citizenship

( Canadian
( Landed Immigrant
( Other
	Health Card Number

	Do you wear a medical-Alert Bracelet or Necklace?

( Yes

( No
	Marital Status


	Brain Injury Information

	Date of Injury



	Cause of Injury (e.g., anoxia, assault, motor vehicle accident, fall, etc.):



	Family Physician


	Treating Emergency Hospital



	Address
	Address



	City


	Province
	Postal Code
	City


	Province
	Postal Code

	Telephone
	Telephone




	Personal Support Network/Emergency Contact

	 Name


	Relationship
	Contact Person:

( Yes     ( No

	Address


	Home Phone Number:

	City:


	Province
	Postal Code
	Work Phone Number:


	Referring Agent 

	Name



	Position

	Address
	Telephone Number



	City
	Province
	Postal Code
	Fax Number




	Program Requested

	( Independence Training and Community Re-integration (Muskoka Simcoe): _____
( Acquired Brain Injury Day Program:    ( Collingwood     _____                        Barrie   _____
   Midland            _____                        Orillia    _____

    Community Outreach:  _____



	

Reason for Referral

	Individual (Why are you applying to BIS?):

                                                                                                                                                          Referring Agent (to supplement the above):
                                                                                                                                                                                                                                                                                                
                                                                                                                                                                            



Are you currently receiving any rehabilitation services?

( No ( Yes. (Please include the agencies, contact name, and phone number)

                      _                                                                                                                                     __________                  ____                                                                                                                                                       __
Have you participated in a neuropsychological assessment?

( No ( Yes. (Please include name, and phone number of assessor)
________________________________________________________________________________________________________________________________________________________________________________

Have you ever experienced behavioural problems (mood/sleep disorder, hallucinations, etc.) that have required psychiatric intervention?


( No
( Yes. (Please describe)                                                                                                                                                                    _____________________________                    _______________________ ________
                                                                                                                                                                      ______

Do you have difficulty controlling yourself in other ways, not yet been mentioned (anger, touching others,...)?

( No ( Yes. (Please describe)                                                                                                                    __________________________       ________________________________________________________  
                                                                                                                                                                         ____   
Are you undergoing treatment for the above issues now (AA, private counselling, etc.)?

( No ( Yes. (Please describe)

_________________________                                                                                                                          __                                                                                                                                                                              ___ 
Are you receiving Automobile Insurance benefits? ( No    (Yes

Are you receiving Workplace Insurance benefits? ( No    (Yes

Is there a Case Manager involved? ( No
( Yes 

Is there a Lawyer involved? ( No
( Yes

Insurer


______________________________________
Contact Person
______________________________________

Mailing Address
______________________________________

Telephone Number
______________________________________

I,                                                  , have completed, or have had this Application completed for me. I give permission for the information contained herein to be shared with BIS.

                                                                



_______________________________       Applicant Signature






Legal Guardian/Committee (if applicable)
                                                                 



_______________________________        
Please Print Applicant Name





Please Print Guardian/Committee Name
                                                                 



 
__________________________
Witness







Date
If an individual other than the applicant completed this document, please sign below.
                                                                  



________________________________
Completed by (please print)





Relationship to Individual
                                                                   



       ___________________       ______  
Signature







Date
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