St. Joseph's

Healthcare % Hamilton

Homes for Special Care Program
100 West 5™ Street, P. O. Box 585
Hamilton, ON L8N 3K7 Canada
Phone 905 522-1155 Ext: 36328
Fax: 905 381-5600

REFERRAL FORMS AND INFORMATION PACKAGE

About the Program

The Homes for Special Care (HSC) Program offers more than just a place to live. It provides
supportive housing with 24-hour supervision in a group home setting for individuals with serious
mental health issues. Clinical staff from St. Joseph's Healthcare Centre for Mountain Health
Services (CMHS) ensure that the residents’ unique needs/choices (e.g. vocational) are assessed
and addressed, and that their strengths or potential for learning are maximized. This is achieved

in collaboration and partnership with residents, families, service-providers, home operators/staff,
and others.

The HSC Program is directly accountable to both the Ministry of Health and Long-Term Care
(MOHLTC) and St. Joseph's Healthcare CMHS. Homes within the HSC Program are
independently owned and operated; however, they are inspected and licensed annually, on behalf
of MOHLTC, by staff from the HSC Program office at CMHS. These homes are located in both
rural and urban areas throughout the regions of Hamilton, Niagara, Brant, and Haldimand.

Additionally, this HSC Program (Central South) operates two Skills Centres that offer
community-integrated therapeutic programs to assist HSC residents in regaining former skills or
learning new ones. A range of prevocational, educational, recreational/social, and life skills
programs are offered on-site at either the Hamilton or Niagara Skills Centre, or off-site at various
locations throughout the residents’ communities. Staff of the Centres, as well as our community
partners, support participants in their skill acquisition and recovery efforts.

Referral Eligibility

individual with a psychiatric diagnosis + current/prior psychiatric hospital
admission(s)

at least eighteen years of age, and vohmtarily agreeing to enter HSC Program

G.P. and psychiatrist designated for follow-up

compliant with prescribed medication and follow-up

not using/abusing alcohol, drugs or other substances

not requiring the level of care associated with LTC facilities
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Forms and Information Required

In order to process a referral for admission to the HSC Program, the following information and
completed forms must be provided:

HSC Program Referral Profile

A recent psychosocial or other relevant assessment

Psychiatric History Record
"Medication Record: include notation re any allergies

Financial Responsibility Acknowledgement for Tenants of Homes Jor Special Care
Application for Reduction in HSC Rent and Care Fees

Income verification, through (i) ‘notice of assessment’ (obtained by contacting Canada
Revenue Agency at 1 — 800 — 959-8281 & asking for “option C report”), OR (ii) a copy
of income tax return for the previous year, OR (iii) a copy of cheque stubs for ODSP,
employment income, pension income, etc. which validate one month’s income, as well as
a copy of bank book and/or investment statements (verifying income earned on assets)

8. Authorization for Disclosure of Personal Information, indicating consent for HSC
Program

MOk Do

Once the completed forms and information are received, and provided that the applicant meets
the aforementioned eligibility criteria, a Referral Meeting or a combined Referral/Intake Meeting
will be scheduled at the HSC Program office. Thereafter, admission to the Program will be
discussed and decided at a subsequent HSC Clinical Team meeting.

Additional Requirements

1. The following results are also required, prior to the applicant’s admission to the Program:
physical examination, TB skin test or chest X-Ray, and Hepatitis B test. These may
be faxed to the HSC Program office.

2. Scheduled visits by the prospective resident to his/her selected home, including dinner,
overnight, and/or weekend visits. Note that visits to the homes cannot take place until the
'TB and Hep B test results are received.

3. Medication:

. a list of medication as of the 1* day of admission to HSC (indicating any changes
from initial referral package).

. 2-week supply of medication to accompany the new resident to his/her new home.

. prescription for sufficient medication until 1% medical or psychiatric follow up
appointment. :

. a list of upcoming medical and/or psychiatric follow-up appointments.

4, A second Authorization for Disclosure of Personal Information indicating consent
regarding the specific home operator and family physician, and other key service-
providers.

Please note that an incomplete referral package cannot be processed or considered for admission.
For questions or further information contact Lidia Fable: 905 522-1155 Ext. 36328 or the
Program Manager, Dawnna Keith at Ext. 36641
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CLIENT:

_Required Files

Date Received

Comments

HSC Referral Profile

Medication Record {include allergies)

Psychiatric History Record

—_— .

Recent Psychosocial or other Assessment

MOHLTC Application for Reduction in Home for
Special Care Rent and Care Fees

MOHLTC Financial Responsibility
Acknowledgement

Income Source ODSP,0W,Pension, DAS etc.

Authorization for Disclosure of Personal

Inform ation ( consent for examination by St. Joe's Healthcare CMHS
Homes for Special Care)

Physical Activity Consent Form.

Copy of Notice of Assessment (Revenue Canada)

Chest X-ray or TB Test - Date

Hepatitis B Test - Date

Other




. Migif_try ofT Hea!tg Housing Program
&) Ontario geinsTemen Referral Profile

Ministére de ia Santé et Profil de renvoi au
des Soins de longue durée
Foyers de soins spéciaux Programme de logement
Patient Information / Renseignements sur la patients ot le patient - o onoo o o
Date of Referral (yyyyfmm/dd) Date of Admission (yyyylimm/dd) Casebook Number
Date du renivol (aaaafmmyjj) Date d'admisston {aaaa/mmij)) Numéro du recuell de cas
Patient’s Last Name Patlent’s First Name & initfal Date of Birth (yyyy/mm/dd)
Nom de famille de !a patiente ou du patient Prénom et inlifale de la patiente ou du patient Date de nalssance (aaag/mm/jf}

Address Prior to Admission (include Sirest, Clty/Town, Province, Postal Code)
Adresse avant I'admission {rue, ville, province,

Bhthplace Religlon Father's Name Motkier's Maiden Name

Lieu de nalssance Religion Nom du pére Nom de Jeune fille de la mére

Marital Status/Etat malrimonial Sex Language(s) Spoken

[lsinge [“IMaried [TJseparated [TlDivorced [ JWidowed |[JMate [Jremale | Langue(s) parlée(s)

Célibatalre Mari&{e) Séparé(e) Divorcé(e) Veuf(ve) Masculin Féminin

Seclal Insurance No, Heallh Card No. Drug Etigibliity No, Publfe Guardian & Trusiee No.

Numero d'assurance soclale Numéro de carte Santé Numéro d’admissibilité au Numéro du tuteur et curateur
programme de médicaments pubfic

List Financial Resources
Enuméror les rassources financléres

Has applicant ever been on any kind of financlal ald program? Fiease specify
'auteur de la demande a-t-if d&Ja ét& banéficlalre de programmes d'alde financiéra? Vauillez préciser.

Who to contact in case of an emergency / Personne 2 qul s’adresser en cas d’urgence . -

Name Relaﬂoﬁshlp

Nom Lien

Address

Adresse

Work Telephone Number {include area code) Home Telephone Numbar {Include area code)

N* de t€léphone au travall ¢y compris Findicalif réglonal) N*® de téléphone a la malson (y compris 'indlcatif régional)

-Substitution Decision Maker IffWhen Incapable =~ *

. Personne qui prend les décislons au nom de la patlents ou di patient, il y alieu

[_] same as above or/Comme ¢l-dessus ou

Name of Referring Agency/Hospital
Nom de Forganisme ou de 'hdpltal qut a fait le renvel

Address (Include Street, Clty/Town, Province, Postal Code) Phene No. {Incl. Area Code)
Adresse (rue, ville, province, code postal) Téképhone (y compris I'ind. 1ég.)
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Housing Program Referral Profile
Profil de renvol au programme de logement

Patfent's Last Name
Nom de familte de la patlente ou du patient

Pallent's First Name & Initial
Prénom et initiale de fa patiente ou du patient

Casebook Number
Numéro du recuell de cas

rmation / Renseignements diagnostiques

Psychlatric Diagnosls
Diagnosiie psychiatriqus

Secondary Diagnosis
Diagnostic secondaire

Highest School Grade Achieved
Scofarité

Type of Program / Genre de formation

[Jacademic [ commercial

[_]vocational
(Générale Commercials

Professlonnelia

Brief ouliine of applicant's work History (where, whal, performance, efc.)
Bref comple rendu des antécédents professionnels e Pauteyr de la demands (few, fonctions, rendement, efe.)

Fulure rehabilitation goals and plans
Buts et plans en matidre de réadaptation

Applicant’s motivation for placement

Motivation de I'auteur de la demande quant au placement

Comments Additionaf pertinent information that vould warrant speciaf atfention}:
Observalions (renseignements supplémentaires quf demandent une altention spéciale)

Referring Worket's Name
Nom de la travailleuse ou du travaillsur qui
a fait la renvol

Patlent Care Unit {if applicable)
Unité de solns du patient ou de la patiente
{s'ty a lau}

Telephone no. {Incl. Area code)
Telaphene {y compris Findlcatif régional)

| have explained the Housing Program to ihe applicant and { feel that he/she is an appropriate candldate. It Is understood that should the applicant
be accepted In the Housing Program, | will be expecled {o continue to be lnvolved In a consultative role.

J'al expliqué le programme de logement & F'auteur de Iz demande et fe crols quil est un candidat approprié. Il est entendu que st l'auteur de la
demande est adimis dans {e programme de logement, je m'attends & continuer de jouer un réle consultatif.

Slgnatura

Dale (yyyy/mm/dd)(asaaimm/]j)

I have discussed the Housing Program wilh my

program.

worker and my physician. | undersiand and agree to abide by the rules and requlations of the

J'al discuté du programme de logement avec ma travallleuse {mon travatileury el mon médecin. Je comprends les régles et réglements du

pregramme ef J'acceple das les observer.

Signatur

Date {yyyyimm/dd){aaaalimmijj

Patient.Profile / Profil de la patient u du patlent. : SRR Rt o

Speech/Discors [ ]Rational/Ratfonnel || Clear/ Clalr [T Initiates / face des converstions ] Responds / Répond

Volce / Voix [TJquiet/ Faivte [JAverage /Moyenne [ Loud/ Forte [lother (specify)
Autre (préciser)

Comments:

QObservalions ;

3888-41 (01/07)
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Housing Program Referral Profile

Profil de renvoi au programme de logement

Pattent's Last Name

Nom de famile de ia patiente ou du patlent

Patient's First Name & Inilial

Prénom st initiale de la patiente ou du patient

Cassbook Number
Numéro du recueil de cas

Patlent Profile / Profil de Ia pationte ou du patient

Memory
Mémotre
Past Events [Ncood [Csome []Ltttie or None
vénaments passée Bonne Partialle Minime ou nulle
Recent Events Good Some Little or None
Evénements récents L] Bonne Ll Partiefle DMlnIme ou nulle
Orientation Good Some [[JLitiie or None
Orientation Person Bonne Partielle Minime ou nulle
Place Good Some Liitte or None
Bonne Partlelle Minime ou nulle
Time [MNeocd [C]some [Mittte or None
Bonne Partielle Minime ou nulle
Angor [ JNot a problem if provoked [Jverbat Outoursts [[JAagressive benaviour
Colére Pas un probléme Sl provoquéfe) Emportements verbaux Comporlement agressif
[ ]Frequent [ Junpredictabte [[]strikes Out [ Breaksithrows abjects
Fréquente Imprévisible Donne des ¢oups Briseffance des objets
Camments:
QObservations ;
Aclivity Levei Underaclive Average Quits Activg Restless
Activité Peu Aclii(ve) Moyenne Trés acliffve) Aglté(e)
Meod Disorders [_INot Apparent [[]Occastonat Sadness [ Crles Frequently Has tried to hurt self
Troubles de Non apparents Tristesse occaslonnelle Pleurs souvent Atenté de se blesser
Fhumeur
Comments:
Observations :
Blzarre Ideas Of Persecution Of Importance Makes Up Evenls Stories From The Past
|dées bizarres Idés de persécution Idées de grandeur fFabule Ressasse g passé
[ Not Apparent [ JHaliveinalions [JAudlo Visual
Non apparentes Hallucinations Auditives Visuelles
Comments:
Observations :
Soclal Adjustments [ |Friendly ["JReserved Withdrawn [ oregarious
Adaptlens sociales Amical Réservé(e) Replié{e) sur sof Grégaire
[ Jtoner [] independent [ Attention Seeker [other
Solitaire indépendant{e) Veut allirer I'attention Autre
Comments:
Observalions :
Habits [ _]Smoking Pilfaring L—_]Hoardlng Poor Budgeling Skills
Habltudes Fumne Commet das larcing Accumule A pelne & gérer un budge
Gomments
Observations
Sexuality Masturbates D Exposes Self Suggestive Touching
Sexuallté Se masturbe S'exhibe Fall des altouchements suggestifs
Comments
Observations ;
3888 (01/07) Page 3 ofide 6




Housing Program Referral Profile
Profil de renvoi au programme de logement

Patlent's Last Name Palient’s First Name & Initiat Casebook Number
Nom de famille de la patlente ou du patient Prénom et inftiale de la patlente ou du patient Numéro du recuell de cas
Cautlon [Elopement 3 Careless Smoker [0 Substance Abuse ] Criminat Charges
Avarilssement Fait des fugues Fumer imprudant Toxlcomane Accusations criminelies
[ Sels Fires [0 History of Medication Non-compliance [ Aleohol {"] Other
Allume Ne prend pas toujours Consomme de 'alcohol Autre
des Incendies ses médicaments
Commenis:
Observations :
Mobility [J walks Unaided
Mobllité Marche sans aide
Comments:
Obserdions :

Specific Recommendations or Comments:
Recommandations ou observations particuléres

Briefly oulline condilions fimiiling applicants funclion:
Résumer les froubles qul fimitent le fonctionnement de I'auteur de fa demande :

MEDICATIONS / MEDICAMENTS

Generic Name / Nom générigue Dosage / Posologle Frequensy / Fréquence Roule f Voie

[ JRequires PRN Regularly f PRN souvent requir

Generic Name / Nom générique Dosage / Posolegle Frequency / Fréquence Route / Vole
Diet [ JRegular [|other (specify)
Régime alimentalre Ordinalre Spécial (veulllez ptréciser)
Medical Problems {i.e. incontinence} D Acute DChmnlc
Problémes médlcaux f¢.-3-d. incontinence) Algus Chronique

Dates for Completed Investigations
Dates des investigations terminées

Chest X-ray Dental Examination Urinalysis VDRL Cther
Radiographie puimonaire Examen dentaire Analyse d’urine VDRL Aulre

In my opinion, this patlent does not require further hospital care and any medical care required can be camied ouf by a communily physician

A mon avis, celte patlents ou ce patient n'as pas bescin de soins hospilaliers supplémentaires et les soins médicaux requls pourront étre dispenses
par un médecin de la collectivité.

Signature Date (yyyy/mm/dd){aaaa/mmi)
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Housing Program Referral Profile
Profil de renvoi au programme de logement

Patlent’s Last Name Patlent’s First Name & Initial Casebook Number
Norn de famille de fa patiente ou du patient Prénom et fnitiale de la patlente ou du patient Numéro du recuell de cas

o he.com letedbythe Housing ProgramlRéserveau

I ‘programm de logement

The applicant was accepted [____|Yes [JNe
La demande a 66 acceptéo Qui Non

If not accepted, specify reasons why
Si elle a é&té refusée, raisons

If accepted, address of Home
Sl elle a &té acceptée, adresse du foyer

Nams of Worker Date of Placement
Nom du travailleur ou de Ia travailleuse Date du ptacement
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Medication Record

Applicant’'s Name: Date:
Reported/
Current Dosage/ Observed Side
Medication Frequency Date Started | Date Reviewed Effects

Allergies: No____Yes___ Specify
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Yo
o>
Eﬁ" Ontario Mintstry of Health Homas for Special Care Application for Reduction In Home

and L.ong-ferm Care for Special Cara Rent and Care Fees
A, Applicant
Last name First name Soctal Insurance no,
Mame of the Home for Speclal Gare Address {no. and siraat} City or town Postal Code

B. Applicant income Statement -

[1 Nctice of Assessment sent by the Minlster of National Revanue, lo the tenant, for the immediafely preceding year Is altached,

I the tenant Is not required to fils with the Canada Ravenue Agency an income lax refum for the Immediately preceding year or if 1he Notice of Assessment Is
unavallable, aftach (1) a statement desciibing circumstances and Indloating what acceptable documentation Is belng used as proof of the tenant's disposabla
Income for the immediately preceding yaar; and (2) proof of tenant’s disposabls income for that year.

Income % Monthly $ Annually $ Monthiy $ Annually
ggsrﬂa?n Dgglz)bgi Support Old Age Securlty Penslon
Ontario Works Olhsr Penslons
Employment Income ) Employment nsurance
Self-amployment Income Support Payments Recelved
Interest Incoms : Othar (speciy)
Canada Penslon Plan Banefits
Total Income % $
1. *Netlncome (Tolal Income — Expsnses allowed by Revenue Canads) (fne 236 from Notica of Ascassment) !_$ f
2, Tolal Payable Federal and Provincial taxes (line 435 from Notice of Assessment) ............... i, |\$ |
8. Disposable Annual Income (subtract ftem 2* from “tem 1%}, ................. Cieverraens Crerreeines I's |

* Income from Reglstersd Disahifty Saving Plane is not fo be Inaudad i Het freeome,

C. Applicant Certlfication

, the applleant, herehy apply for a raduction In rent and care fess, and declara that, o tha best of m knowledge, the Informatlon [ provided Is frue and complste,
| consent to the bMinlsiry of Heallh and Long-Teim Care's collection and use and diselosura of the In ormation providsd on or altached to this form, | inderstand
that this Information will only be used or disolosed for the purpose of calculating and detennining whether | am eligible for a reduction In rent and cars feas, |
undersiand that | may withhold my consent fo the coflection of this information, and if | do, | wilf nat be ellgible for a reduction In rent and care fees,

Slanature of appllcant Date Address Telephons no,
|
Stgnature of witness Data Name of witness (pleass print}
Address of witnesa Cly l Province l Pogtal Code
Slgnature of subsﬁtu!e declsion maker | Date Nama of substitute declsion maker
Address of substiiute dscision maker City l Province I Postal Code

B. Calculated Rate (to be completed by Home for Speclal Care Fleld Office Staff)

Manthly Rate

{}  Monthly rate
{subiract tha annual persenyl needs alfowance loial from Saction B Disposable Annual Income ltem @ and then -+- 12) | 5

(# Lesser offine {i) above or the maximum presciibed rent and care rate (monthly par dism) . ... .. RN oy I
Dally Rate
Monihly rale above -+ 304167 L 1vusivsreesessenn. e PN UPUUUUTUSRUUTTTRRTOURTIES -
Reviewsd by (Fleld Offfce stafi} Dats Verifled by (Minfstry staff) Dale

i aok {0 caliaskaty In tho tend and carg feo payabla by the tenan of a Home for al Cara. Tha Al for the codachon 18 7.5,0. 1690, Repulaten 638, 5. 43 untsr
%ﬁs &igrgf?gﬁh7ijgar§dﬂb&° iggéuomw@:s?&?mm Mewmm of iz lnfomwai{ﬁh. p?éQ,, contect ﬂm:w:-f &%’ﬁw Finandat &M@Bm nch, 5700 Yonge Strasl, 1001 foar, Toranto ON M2M 4X6.
no, {4 -

4482-41 [2008/09) CCueen's Pdntar for Ontario, 2008 Stmprimeur da Ja Relaa pour I'Ortado, 2009
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g Ontano Ministry of Health Financial Responsibility Acknowledgement

and Long-Term Cate for Tenants of Homes for Speclal Care

In return for admission Into a Home for Speclal Care as a tenant ihe applicant agrees and accepts to the followlng:

The applicant to a Homs for Speclal Care or the applicant’s lawful subsiitute decision maker agrees to provide Information to the Minlstry of
Healih and Long-Term Gare relating to ncome as wsll as incoma on assels (bank accounts, Investments) held by the applicant {o a Home for
Speclal Cars or on thls applicant's behalf. | understand thal this Information will only be usad or disclosad for ihe purpose of ealoulating and
datermining whather | am eligible for a yeductlon in rent and care fees. | understand that [ may withhold my consent to the collecton of this
information, and If [ do, | will not he eliglble for a reduction In rent and cars fees,

‘The applicant further consents to the Ministry of Community and Soclal Services disclosing to the Minfstry of Health and Long-Term Gare's
Homes for 8peclal Care Program personal information abott the applicant for the purposs of verigﬂng the Initlal or ongolng efigibiitey for soclal
aselstanca of the applicant who Is the subject of this application for admisslon o & Home for Bpedial Cars.

Atenant of a Home for Speclal Care whe Is aigl;htsen (18) years of age or ofder and who has Incoms or a lenant's lawful substitute declslon
maker, Is liabls for payments made by the Min sty of Health and Long-Term Care on his or her behaff,

Where & tenant in a Home for Speclal Cars has Insuificlent Incoms to pay for his or her rent and carg, the Minister of Health and Long-Term Gare
gay pa C{o a Elce;nsae of a Homes for Special Care an amount for rent and care In accordance with Part [X of Regulation 636 of the Homes for
pecial Care Act.

in additlon to the sald rent and care payment the Minister maﬁna for any medical care, clothing, tolletras of other pbrsonsj necessitles required
by and supplied 1o & fenant of a4 Home for Speclal Gare. The Minlstry of Health and Long-Term Care reserves tha tight to determine the amounts
of these payments, the parsonal ltems, and manner of such payments,

The tenant or the tenant’s lawful substitute declsion maker agrees to pay costs Incurved for rent and cars, based on the tenant's Income and in
acgordance with the sald policles of the minlsiry. The tenant or the tenant's lawfu) subsfitute decision marker agrees lo Immediately repott
changes In lncome or $50.00 / month or mors and to provide vertfication of the new Income. The Ministsr may exarcise all rights of recovery as
set out in Part IX of Regulation 638 of the Homes for Special Care Act, ) .

Liabifity and Indemnliflcation

The Crown In rght of Ontarfo will not be liable for an clalm, damagas or otherwisa to the tenant ora tenant's lawful substifute dacision maker
arlsing from or connected with this financlal responsibliity acknowledgement form.

The tenant and/or a tenant’s lawful substitute declslon maker, will during and following this acknovdedgement form, indemnify and save harmless the
Crown In right of Ontarle from and agalnst alf costs, losses, damages, judgements, clalms, demands, suits, actions, complalnts or other proceedings
In any manner based upon, occasloned by o attrbitable to anything done or.omitied 1o be dona by the tenant, the tenant's spouse or the tepant's
lawful substitute declslon maker in conneciion with services provided by a Home for Special Care, purported to be provided of required to be
provided by the Horne for Speclal Cars,

Term

This acknowledgement form will be in force whila the fenant is a tenant In & Homa for Spechal Gate, The minlstry reserves the right io pursue
recoverles from iha lenant or.the tenant's fawful substitute declsion maker whila the tenant is & tenant in a Home for Speclal Care and after &
tenant is discharged from a Home for Special Care.

Frasdom of information

Any Information collscted by the Ministry of Health and Lon%-'l‘ann Cara under this financial responsibliity acknowladgement form is subject to the
provisions of the Freedom of Information and Protectlon of Perscnat Privacy ActR.S.0, 1980, C.E 31.

Coflactlon of the Information on this form Is necessary for the roper administration of authorized activity payment and recovery of racoverable
amounts undsr the Homes for Speclaf Care Act. For Information about the payment and collection process contact the Manager of Supply and
Financiat Services Branch, 5700 Yonge Straat, 10th Floor, Toronio ON MM K8, Telephone 416 327-7972,

in Witness Whereof this acknowledgermant form has bsen slgned by the applleant or the applicant’s lawful substitule deislon maker.

Appllcant
Name of applicant - Signature of applicant Dets
Home addrass City / Town : Frovince Postal Coda

Lawful Substilute Declsion Makesr

Nams of lawful substitute decision maker Slgnature of lawhd substitute decision maker Data

Home addresa City / Town Provines . {Poslal Code
Witness

Name of wiiness Signalure of wiiness Date

[y

Home address City / Town ‘ Province | Postal Coda




§St. Joseplt's Healthcare 2 St Joseph's Hospita

! O Centre for Ambulatory Health Services
) HE"‘_““““ U Centre for Mountain Health Services
Ui Bseonr s REL 350 ETAIL D Off-Site Program

Authorization for Disclosure of Personal Information

Patient ldentification

Patient's Name: Date of Birth
Address:

DDMMAYYYY

I the undersigned authorize: CMHS HSC Program &

Print name of Hsalth Informatien Custodian/Faclity
Disclose Personal Health Information to:

CMHS HSC Program &

Print Name and address of persen Hacility requesting the Information

Address City Postal Code

PURPOSE OF DISCLOSURE: x HEALTHCARE [ LEGAL PROCEEDING O INSURANCE
OTHER :

The Personal Health Information | authorize to be disclosed:
QX Discharge Summary:

G X/Information Relating to: ongoing care and my current status

Q X Other: any documentation/reports

* IF THE PERSON SIGNING IS NOT THE PATIENT, STATE RELATIONSHIP AND
AUTHORITY TO DO SO

Signature Print Name Relationship

Witness Signature Print Name Date

THIS AUTHORIZATION MAY BE RESCINDED OR AMENDED IN WRITING AT ANY
TIME PRIOR TO THE EXPIRATION DATE (3 MONTHS) EXCEPT WHERE ACTION
HAS BEEN TAKEN IN RELIANCE OF THIS AUTHORIZATION

1. This authorization must contain the original signature of the patient or substitute decision maker or the
legal representative if the patent is deceased, and the witness to the signaiure.

2. Requests for release of Information must be dated afier treatment dates.

3. Explration Date: 3 months or as stated — 1 year

PD 5208 : (Rev. 12/2004)




: U Centre for Ambulatory Health Services
Hamilton QO Centre for Mountain Health Services
hU-JSj‘.‘!.-‘.if"-‘.'»!)‘l{‘ﬁ??.'&-’"."‘uu{'l. D Oﬁ_site PI’Ogl‘am -

gSt. Joseph's Healthcare o St doseph's Hospita

Authorization for Disclosure of Personal Information

Patient Identification

Patient's Name: Date of Birth
Address;

DDMMAYYYY

| the undersigned authorize; CMHS HSC Program &
Print name of Health Information Custodian/Facility

Disclose Personal Health information to:

CMHS HSC Program &

Print Name and address of person /acility requesting the information

Address City Postat Code

PURPOSE OF DISCLOSURE: x HEALTHCARE JLEGAL PROCEEDING (1 INSURANCE
OTHER

The Personal Health information | authorize to be disclosed:
G X Discharge Summary:

Q X Information Relating to: ongoing care and my current status

Q X Other: any documentation/reports

* IF THE PERSON SIGNING IS NOT THE PATIENT, STATE RELATIONSHIP AND
AUTHORITY TO DO SO

Signature Print Name Relationship

Wilness Signature Print Name Date

THIS AUTHORIZATION MAY BE RESCINDED OR AMENDED IN WRITING AT ANY
TIME PRIOR TO THE EXPIRATION DATE (3 MONTHS) EXCEPT WHERE ACTION
HAS BEEN TAKEN IN RELIANCE OF THIS AUTHORIZATION

1. This authorization must contain the original signature of the patient or substitute decision maker or the
legal representative if the patient Is deceased, and the witness to the signature.

2. Requests for release of Information must be dated after treatment dates.

3. Expiration Date: 3 months or as stated — 1 year
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H.S.C. S.K.IL.L.S. Centres

Physical Exercise & Activities Consent Form

The following individual would like to participate in our various physical activity programs, e.g. bowling,
swimming, sports, treadmill, elliptical, bicycle and low impact aerobics. Your input will be beneficial as

there may be medical conditions, which preclude this individual’s participation. FYT these programs are
all staff supervised,

Name:

HSC Home: Telephone: ( )

Health and Physical Activity Readiness

Heart condition yes no_
If yes, specify:

Chest pain during activity ves no__

Chest pain at rest yes no___

Dizziness, vertigo yes no__

Bone or joint problem yes no

If yes, specify:

Blood pressure problems yes no
If yes, circle high or low blood pressure

Other reason that would affect physical activity participation yes no
If yes, specify:

Medications for: Heart yes no__ B.P.Problems yes __ no
Other yes no

Recommended activities:

Sedentary/relaxation: e.g. sauna, hot tub

Very Light Effort: strolling, etc.

_ Light Effort: e.g. slow-paced walking, volleyball, easy gardening, stretching, badminton,

Tai Chi, bowling

_ Moderate Effort: e.g. treadmill, stationary bicycle, brisk walking, baseball, swimming,

dancing, water aerobics

. Vigorous Effort: e.g. aerobics, jogging, basketball, lap swimming, energetic dancing,
floor hockey

Comments:

This individual is able/not able to participate in physical activities through their chosen programs with
the Homes for Special Care S.K.LL.L.S. Centre. :

Physician signature Date

If you would like to speak with someone about this form or content, contact Martha Loewen,
cell phone (905) 536 — 3915.



