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Full Name: _____________________________
Nickname: ______________________________
Date of birth: ____________________________


Emergency Contact Information
	Name
	   

	Relationship
	

	Phone
	



	
Primary Diagnosis

	

	Primary Language
	

	
Communication Considerations

	



Important information to know about me in an emergency: 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
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My Important People

Immediate Caregiver Contact Information
Primary Caregiver #1
 Name: __________________________________________
 Relationship: ____________________________________
 Phone Number: __________________________________
 Alternate Phone: _________________________________
 Email: _________________________________________
 Address: _______________________________________
Primary Caregiver #2
 Name: __________________________________________
 Relationship: ____________________________________
 Phone Number: __________________________________
 Alternate Phone: _________________________________
 Email: _________________________________________
 Address: _______________________________________
Emergency Backup Caregiver
 Name: __________________________________________
 Relationship: ____________________________________
 Phone Number: __________________________________
 Alternate Phone: _________________________________
 Email: _________________________________________
 Address: _______________________________________




Preferred Hospital/Clinic

 Name: __________________________________________
 Phone Number: __________________________________
 Address: _______________________________________




Primary Care Provider (PCP)

Name: __________________________________________
 Role/Specialty: __________________________________
 Clinic/Hospital: __________________________________
 Phone Number: __________________________________
 Fax Number: ____________________________________
 Email: _________________________________________
 Address: _______________________________________


Important Notes

Medical Diagnosis/Allergies:

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Medications: 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Diet Information/Special Instructions: 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

*For more details see Medication and Diet Information and Daily Living. 



Insurance Information 
Primary Health Insurance
Insurance Company: _______________________________________
Member Name: ____________________________________________
Member ID Number: _______________________________________
Group Number: ___________________________________________
Policy Holder: ___________________________________________
Relationship to Individual: ________________________________
Customer Service Phone: _________________________________
Website: ________________________________________________

Secondary Insurance (if applicable)
Insurance Company: _______________________________________
Member ID Number: _______________________________________
Group Number: ___________________________________________
Customer Service Phone: _________________________________
Website: ________________________________________________

Prescription Drug Coverage
Pharmacy Benefit Manager (PBM): __________________________
Member ID Number: _______________________________________
Customer Service Phone: _________________________________
Preferred Pharmacy: ______________________________________
Pharmacy Phone: _________________________________________

Medicaid / Medicare (if applicable)
Program: ________________________________________________
Member ID Number: _______________________________________
Phone: _________________________________________________
Keep Copies Of:
· Insurance cards (front and back)
· Medicaid/Medicare cards (if applicable)
· Pharmacy insurance card
· Prior authorization letters
· Explanation of Benefits (EOBs)




Seizure Protocol
Type(s) of Seizures:
____________________________________________
Typical Length of Seizure:
____________________________________________
Average Frequency:
___________________________________________

Known Triggers:
· Illness
· Lack of sleep
· Missed medication
· Stress
· Hormonal Changes
· Excitement/Big Emotions
· Flashing lights
· Fever
· Dehydration
· Other: __________________________________

Warning Signs 
Check any that may occur before a seizure:
· Unusual smell or taste
· Staring
· Confusion
· Sudden fear or anxiety
· Dizziness
· Tingling sensation
· Repetitive movements
· Other:____________________________________


*Page can be removed if not applicable. 

What To Do During a Seizure
· Stay calm.
· Note the time the seizure starts.
· Protect the person from injury by moving nearby objects away.
· Ease the person to the floor if needed.
· Turn the person onto their side when it is safe to do so to help keep the airway clear.
· Loosen tight clothing around the neck if needed.
· Stay with the person until they are fully awake and aware.
· Continue timing the seizure.
· Offer reassurance as they recover.
Do NOT
· Do not restrain the person's movements.
· Do not place anything in the person's mouth.
· Do not give food, drink, or medication until they are fully alert and able to swallow safely.
· Do not leave the person alone during or immediately after the seizure.
Rescue Medication (If prescribed)
Medication Name: ________________________________________
Dose: ____________________________________________________
Route:
· Nasal
· Rectal
· Buccal
· Other: ___________________________________


Give if: 	____________________________________________________
		____________________________________________________
Medication Location:
______________________________________________________________________

*Page can be removed if not applicable. 

Call 911 Immediately if: 
· The seizure lasts longer than __________ minutes.
· A second seizure begins before the person recovers.
· The person has difficulty breathing after the seizure.
· The person is seriously injured.
· The seizure occurs in water.
· This is the person's first known seizure.
· The person does not regain consciousness as expected.
· Other provider-specific instructions: ___________________________________________________________________________________________________________
______________________________________________________________________

After the Seizure
·  Allow time to rest.
· Speak calmly and provide reassurance.
· Check for injuries.
· Record the seizure.
· Notify family or caregiver if needed.
· Administer rescue medication if directed by the healthcare provider.
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Movement Episode Protocol
Type(s) of Movement Episode:
____________________________________________
Typical Length of Movement Episode:
____________________________________________
Average Frequency:
___________________________________________

Known Triggers:
· Illness
· Lack of sleep
· Missed medication
· Stress
· Hormonal Changes
· Excitement/Big Emotions
· Flashing lights
· Fever
· Dehydration
· Other: __________________________________

Warning Signs 
Check any that may occur before a movement episode:
· Unusual smell or taste
· Staring
· Confusion
· Sudden fear or anxiety
· Dizziness
· Tingling sensation
· Repetitive movements
· Other:____________________________________


*Page can be removed if not applicable. 

What To Do During a Movement Episode
· Stay calm.
· Note the time the movement episode starts.
· Protect the person from injury by moving nearby objects away.
· Ease the person to the floor or a comfortable, safe space if needed.
· Offer reassurances and talk with them through the episode.
· Stay with the person until the episode passes.

Other provider-specific instructions: _____________________________________
___________________________________________________________________
___________________________________________________________________

Rescue Medication (If prescribed)
Medication Name: ________________________________________
Dose: ____________________________________________________
Route:
· Nasal
· Rectal
· Buccal
· Other: ___________________________________


Give if: 	____________________________________________________
		____________________________________________________

Medication Location:
________________________________________________________

*Page can be removed if not applicable. 

G-Tube Information
Type of Tube:
· PEG Tube
· MIC-KEY® Button
· MiniONE® Button
· Other: _______________________________________

Tube Size: ______________________________________________
Balloon Volume (if applicable): ____________________________
Tube Placement Date: _____________________________________
Tube Change Schedule: ____________________________________

Daily G-Tube Site Care
· Wash hands.
· Clean the skin around the tube with mild soap and water (or as directed).
· Dry the area completely.
· Rotate the tube if recommended for this type of device.
· Check for:
· Redness
· Swelling
· Drainage
· Bleeding
· Skin breakdown
· Unusual odor
· Pain or tenderness
Document any concerns and notify the healthcare provider if needed.




*Page can be removed if not applicable. 

Troubleshooting
Tube Appears Clogged
·  Attempt to flush gently with warm water using the prescribed technique.
·  Never force the syringe.
·  Follow provider instructions if the tube does not clear.
Leakage Around Tube
· Check tube positioning.
· Inspect the skin.
· Keep the area clean and dry.
· Contact the healthcare provider if leakage persists or worsens.
Tube Falls Out
· Note the time the tube came out.
· Cover the site with a clean dressing.
· Follow the healthcare provider's emergency instructions.
· Seek immediate medical attention if instructed, as the opening can begin to close quickly.
Call the Healthcare Provider When: 
· Redness continues to worsen.
· Swelling develops.
· Drainage becomes thick, foul-smelling, or pus-like.
· Persistent leaking occurs.
· Tube becomes clogged and cannot be cleared.
· Pain increases.
· Vomiting continues.
· Feeding intolerance develops.
· Fever develops.

Call 911 or Seek Emergency Care When: 
· Difficulty breathing occurs.
·  The individual becomes difficult to wake or is unresponsive.
· Severe bleeding occurs.
· The tube becomes dislodged and the healthcare provider has instructed immediate emergency evaluation.
· Severe abdominal pain or a rigid abdomen develops.
· Persistent vomiting with signs of dehydration occurs.


Mobility Information
Primary Method of Mobility (check all that apply):
· Walks independently
· Unsteady gate
· Walks with supervision
· Walks with one-person assistance
· Walks with two-person assistance
· Uses a cane
· Uses a walker
· Uses forearm crutches
· Uses a manual wheelchair
· Uses a power wheelchair
· Uses a transport chair
· Uses a gait trainer
· Uses a stander
· Other: _______________________________________


Transfer Methods
Bed→ Wheelchair
Required aid:
______________________________________________________________________
______________________________________________________________________
Equipment used:
· Gait belt
· Transfer board
· Mechanical lift
· Slide sheet
· Other: _______________________________________
Special instructions:
____________________________________________________________________________________
____________________________________________________________________________________
 

Wheelchair→ Toilet
Required aid:
______________________________________________________________________
______________________________________________________________________
Safety reminders:
______________________________________________________________________

Wheelchair→ Shower Chair
Required aid:
______________________________________________________________________
______________________________________________________________________
Special considerations:
______________________________________________________________________

Chair →Standing
Required aid:
______________________________________________________________________
______________________________________________________________________
Cueing or positioning:
______________________________________________________________________



Vehicle Transfers
Required aid:
_____________________________________________________________________
______________________________________________________________________

Adaptive equipment used:
______________________________________________________________________
Preferred transfer routine:
______________________________________________________________________
______________________________________________________________________
Helpful positioning techniques:
______________________________________________________________________
______________________________________________________________________
Comfort measures:
______________________________________________________________________
______________________________________________________________________
Behavioral or sensory considerations:
______________________________________________________________________
______________________________________________________________________
Other important information:
______________________________________________________________________
______________________________________________________________________

*Page can be removed if not applicable. 
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MEDICAL
Medical History 
Medical Conditions
	Condition
	Date Diagnosed
	Current Status

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Surgeries & Procedures
	Procedure 
	Date
	Hospital/Provider
	Notes

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Hospitalizations
	Reason
	Hospital
	Admission Date
	Discharge Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




How GLUT1 Impacts Me
Date Diagnosed: ______________________________
Age at Diagnosis: _____________________________

Current Treatment:

My Daily Symptoms
Please check symptoms that commonly affect me.

Neurological
· Seizures
· Movement disorder
· Ataxia
· Tremors
· Muscle weakness
· Muscle stiffness
· Fatigue
· Headaches
· Episodes of confusion
· ____________________________________
· ____________________________________








Cognitive & Learning
· Learning differences
· Difficulty with attention
· Slow processing speed
·  Memory difficulties
·  Executive functioning challenges
· Difficulty following multi-step directions
· Speech or language differences
· ____________________________________
· ____________________________________
· ____________________________________
· ____________________________________

Physical
· Tires easily
· Low endurance
· Poor coordination
· Difficulty with fine motor skills
· Difficulty with gross motor skills
· Needs mobility assistance
· ____________________________________
· ____________________________________
· ____________________________________
· ____________________________________




Factors That May Increase Symptoms 
· Illness
· Fever
· Missed meals
· Delayed meals
· Not following my diet plan
· Dehydration
· Poor sleep
· Physical fatigue
· Emotional stress
· Busy or overstimulating environments
· Medication changes
· Hormonal Changes
· Growth (children) 

Additional Notes: 
______________________________________________________________________
______________________________________________________________________
Signs That I May Need Help
· Become unusually quiet
· Become irritable
· Have trouble speaking
· Walk differently
· Become unsteady
· Stare or seem "zoned out"
· Become sleepy
· Have increased seizures
· Need extra processing time



Additional Notes: 
______________________________________________________________________
______________________________________________________________________
What Helps Me Feel Better
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

My Daily Supports
I need help with:
· Medication
· Ketogenic meals
· Meal timing
· Drinking enough fluids
· Mobility
· School/work accommodations
· Communication
· Supervision for safety
· Transportation




Genetic Testing
Testing Completed: ______________________________________________________
Date: _______________________________________________
Genetics Provider: _____________________________________________

Summary of Results:
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________


Clinical Trials & Research
Study Name: _________________________________________________________
Research Institution: ____________________________________________________
Principal Investigator: ___________________________________________________
Study Dates: ___________________________________________________________
Current Status:
☐ Active
☐ Completed
☐ Withdrawn
Notes:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________





Study Name: ___________________________________________________________
Research Institution: ____________________________________________________
Principal Investigator: ___________________________________________________
Study Dates: ___________________________________________________________
Current Status:
☐ Active
☐ Completed
☐ Withdrawn
Notes:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________



Study Name: ___________________________________________________________
Research Institution: ____________________________________________________
Principal Investigator: __________________________________________________
Study Dates: _________________________________________________________
Current Status:
☐ Active
☐ Completed
☐ Withdrawn
Notes:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________



Current Medical Providers
 & Contact Information
Primary Care Provider (PCP)
Name: __________________________________________
 Role/Specialty: __________________________________
 Clinic/Hospital: __________________________________
 Phone Number: __________________________________
 Fax Number: ____________________________________
 Email: _________________________________________
 Address: _______________________________________
Specialist #1
Name: __________________________________________
 Role/Specialty: __________________________________
 Clinic/Hospital: __________________________________
 Phone Number: __________________________________
 Fax Number: ____________________________________
 Email: _________________________________________
 Address: _______________________________________
Specialist #2
Name: __________________________________________
 Role/Specialty: __________________________________
 Clinic/Hospital: __________________________________
 Phone Number: __________________________________
 Fax Number: ____________________________________
 Email: _________________________________________
 Address: _______________________________________


Therapist / Counselor 
Name: __________________________________________
 Type (PT/OT/Speech/Mental Health): ________________
 Clinic/Organization: _______________________________
 Phone Number: __________________________________
 Email: _________________________________________
 Address: _______________________________________
Therapist / Counselor 
Name: __________________________________________
 Type (PT/OT/Speech/Mental Health): ________________
 Clinic/Organization: _______________________________
 Phone Number: __________________________________
 Email: _________________________________________
 Address: _______________________________________
Therapist / Counselor 
Name: __________________________________________
 Type (PT/OT/Speech/Mental Health): ________________
 Clinic/Organization: _______________________________
 Phone Number: __________________________________
 Email: _________________________________________
 Address: _______________________________________









Additional Providers (Optional)
Name: __________________________________________
 Role/Specialty: __________________________________
 Phone Number: __________________________________
 Clinic/Organization: _______________________________
Name: __________________________________________
 Role/Specialty: __________________________________
 Phone Number: __________________________________
 Clinic/Organization: _______________________________
Name: __________________________________________
 Role/Specialty: __________________________________
 Phone Number: __________________________________
 Clinic/Organization: _______________________________


Medical Records

Consider keeping records of the following: 



Immunizations
· Complete Immunization Record
· Annual Influenza Vaccine Record
· COVID-19 Vaccine Record
· Other Vaccination Records

Laboratory Results
· Blood Work
· Urine Testing
· Stool Testing
· Culture Results
· Other Laboratory Reports

Imaging & Diagnostic Testing
· MRI Reports
· CT Scan Reports
· EEG Reports
· X-ray Reports
· Ultrasound Reports
· Echocardiogram
· EKG/ECG
· Pulmonary Function Testing
· Sleep Study
· Swallow Study
· Vision Testing
· Hearing Evaluation
· Other Diagnostic Testing

Genetic & Specialized Testing
· Chromosomal Testing
· Genetic Testing Reports
·  Whole Exome/Genome Sequencing
· Genetic Counseling Notes
· Metabolic Testing

Hospital & Emergency Records
· Emergency Department Visit Summaries
· Hospital Admission Records
· Hospital Discharge Summaries
· Operative Reports
· Intensive Care Unit (ICU) Records

Therapy Records
· Physical Therapy (PT)
· Occupational Therapy (OT)
· Speech-Language Therapy (SLP)
· Feeding Therapy
· Behavioral Therapy
· Psychological Evaluation









[bookmark: _heading=h.5jqm027ah2k]
MEDICATION & DIET INFORMATION
Medication
Current Medications
	Medication
	Dose
	Route
	Frequency
	Purpose
	Prescriber

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Medication History 
	Medication
	Dose
	Date Started
	Date Stopped
	Prescriber
	Reason Started
	Reason Stopped
	Side Effects/Response

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



Medication Allergies: 
____________________________________________________________
____________________________________________________________
____________________________________________________________

Diet Information
Ketogenic Diet Team: _______________________________
Registered Dietitian: _______________________________
Last Updated: ______________________

Ketogenic Diet Prescription
Diet Ratio: ______ : ______
· Classic Ketogenic Diet
· Modified Ketogenic Diet
· Modified Akins Diet
· Other: __________________________________

Daily Fluid Goal: ___________________________
Formula Schedule: 
	Time
	Measurements
	Mixing Instructions 
	Storage Instructions
	Notes
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Morning Routine
Typical Wake-Up Time: ______________________
Preferred Morning Routine:
·  Wake independently
· Needs verbal reminders
· Needs physical assistance
· Other: ______________________________________
Morning Activities (check all that apply):
· Bathroom/Toileting
· Shower/Bath
· Brush Teeth
· Wash Face
· Hair Care
· Get Dressed
· Medication
· Breakfast
· Other: __________________________________________________

Special Instructions or Preferences:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________



Evening Routine
Typical Bedtime: ______________________
Evening Activities (check all that apply):
· Dinner
· Medication
· Bath/Shower
· Brush Teeth
· Pajamas
· Relaxation Activity
· Reading
· Screen Time
· Other: _________________________________________

Preferred Bedtime Routine:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________


Sleep Schedule
Typical Bedtime: ______________________
Typical Wake Time: ______________________
Average Hours of Sleep: ______________________

Naps:
· Yes
· No
If yes, describe:  __________________________________________
Sleep Supports:
· White Noise
· Night Light
· CPAP/BiPAP
· Positioning Equipment
· Medication
· Other: ________________________________________
Sleep Concerns:
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



Toileting Support
Level of Assistance:
·  Independent
· Reminder Needed
· Standby Assistance
· Partial Assistance
· Full Assistance

Continence: 
· Independent
· Wears Briefs/Pull-Ups
· Catheter
· Ostomy
· Other: ____________________________________________

Supplies Needed:
____________________________________________________________
____________________________________________________________
____________________________________________________________

Special Instructions:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Hygiene Routines
Bathing: 
· Independent
· Supervision
· Partial Assistance
· Full Assistance

Hair Care Preferences:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Oral Care Preferences:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Skin Care Routine:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Shaving/Grooming Preferences:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Preferred Toiletries or Products:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Additional Hygiene Notes:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
________________________________________________________________________________________________________________________

*Include visual aids here or reference where they might be located. 


	Day
	AM
	Afternoon
	PM

	Sunday


	
	
	

	Monday


	
	
	

	Tuesday


	
	
	

	Wednesday


	
	
	

	Thursday


	
	
	

	Friday 


	
	
	

	Saturday


	
	
	


Daily Schedule


Program Information 
Program #1
Program Name:  _______________________________________
Organization: __________________________________________
Location (City, State): ____________________________________
Days / Time: ___________________________________________
Contact Person: ________________________________________
Contact Email / Phone:___________________________________
Program #2
Program Name:  _______________________________________
Organization: __________________________________________
Location (City, State): ____________________________________
Days / Time: ___________________________________________
Contact Person: ________________________________________
Contact Email / Phone:___________________________________
Program #3
Program Name:  _______________________________________
Organization: __________________________________________
Location (City, State): ____________________________________
Days / Time: ___________________________________________
Contact Person: ________________________________________
Contact Email / Phone:___________________________________

Additional Notes: 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

School Information
School Details
School Name			___________________________________________
Address			___________________________________________
Main Office Phone		___________________________________________
School Website		___________________________________________

Key Contacts
Teacher Name			___________________________________________
Email / Phone			___________________________________________

School Office Contact		___________________________________________
Email / Phone			___________________________________________

Nurse / Health Office		___________________________________________
Email / Phone			___________________________________________

Schedule Information
School Start Time
▢ _____________
School End Time
▢ _____________

Transportation
☐ Bus  ☐ Car Rider  ☐ Other: ________________________
Bus Number / Route (if applicable)		_________________________________________
Pick-Up Location / Drop-Off Location	_________________________________________
School, Work & Community Accommodations
Helpful accommodations for GLUT1 include:

· Frequent rest breaks
·  Flexible schedule
· Extra time for tasks
·  Visual supports
· Reduced distractions
· Assistance with mobility
· Access to ketogenic meals/snacks
·  Water available at all times
·  Elevator access
· ___________________________________________
· ___________________________________________
· ___________________________________________




[bookmark: _heading=h.we8whcfs721]BEHAVIORAL & COMMUNICATION SUPPORTS
Communication Methods
Primary Communication Method
· Verbal Speech
· Gestures
· Sign Language
· Communication Device (AAC)
·  Picture Communication
· Communication Book
· Writing
· Other: __________________________________________

Best Communication Styles
· Speak slowly
· Give one instruction at a time
· Use short, simple sentences
· Allow extra time to respond
·  Use visual supports
· Demonstrate the task
· Repeat directions if needed
· Offer choices instead of open-ended questions
· Check for understanding
· Other: ______________________________________________________


How I Express My Needs
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Things That Make Communication Easier
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________


Behavioral Considerations
Triggers
Situations, environments, or events that may cause stress, anxiety, or challenging behaviors:
· Loud noises
· Unexpected changes in routine
· Crowded environments
· Waiting
· Being told "no"
· Hunger
· Fatigue
· Pain or illness
·  Bright lights
· Certain textures
· Being rushed
· Other: _________________________________________________ 

Describe any additional triggers:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________




Calming Strategies
When I become upset, these strategies are most helpful:
· Quiet environment
· Deep breathing
· Preferred music
· Fidget items
· Weighted blanket/vest
· Movement or walking
· Swinging or rocking
· Favorite toy or comfort item
· Time alone
· Talking with a familiar person
· Visual schedule
· Sensory break
· Other: ________________________________________________

Additional Notes:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________



Sensory Preferences
I seek:
·  Movement
· Deep pressure
· Music
·  Visual stimulation
· Oral sensory input
· Other: ___________________________________________

I am sensitive to:
· Loud sounds
·  Bright lights
· Strong smells
· Certain clothing textures
· Touch
· Crowds
· Temperature
· Other: ______________________________________________

Helpful sensory accommodations:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________



Social Preferences
Preferred ways to interact with others:
·  Enjoys conversation
· Prefers small groups
· Prefers one-on-one interactions
· Needs time to warm up to new people
·  Prefers familiar routines
· Enjoys independent activities
· Enjoys group activities
· Other: ___________________________________________________________
People who provide comfort or reassurance:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Favorite activities or interests:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________



Safety Concerns
Please check all that apply:
· Wandering or elopement risk
· Limited awareness of danger
· Self-injurious behaviors
· Aggressive behaviors when distressed
· Requires supervision in the community
·  Water safety concerns
· Other: ___________________________________________________

Additional safety information:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________


De-escalation Techniques
Signs I may be becoming overwhelmed:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Helpful responses from caregivers:
· Speak calmly
· Reduce noise and distractions
· Offer choices
· Give additional processing time
· Redirect to a preferred activity
· Provide a sensory break
· Allow personal space
· Use visual supports
· Maintain a predictable routine
· Contact a familiar caregiver
· Other: ___________________________________________________________

Strategies that should be avoided:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________


When additional assistance may be needed:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Additional Notes
Important information every caregiver should know:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Therapist Contact Information: ____________________________________________
Is there an active behavioral plan?     YES       NO
If yes, where is the plan located? ___________________________________________



Hobbies & Interests
Things I enjoy doing:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Favorite hobbies or activities:

____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________



Religious, Spiritual & Cultural Practices
Religion or Spiritual Beliefs (if applicable):
____________________________________________________________
____________________________________________________________

Religious Services or Practices:
____________________________________________________________
____________________________________________________________
Holiday Traditions:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Cultural Traditions or Customs:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Dietary or Religious Considerations:
____________________________________________________________
____________________________________________________________
Comfort Items
Items that help me feel safe, calm, or comfortable:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Where these items are usually kept:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________



Important Relationships
People who are important to me:
	Name 
	Relationship
	Phone (Optional)
	Notes 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Pets that are important to me:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Notes: 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
My Favorites
Favorite Music or Artists:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Favorite Movies:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Favorite TV Shows:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Favorite Books or Authors:
________________________________________________________________________________________________________________________
____________________________________________________________
____________________________________________________________




Favorite Foods:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Favorite Drinks:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Favorite Restaurants:
____________________________________________________________
____________________________________________________________
________________________________________________________________________________________________________________________

Favorite Colors:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________





Favorite Holidays:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
Favorite Places to Visit:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Favorite Activities with Friends or Family:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________




Things I would Like Caregivers to Know
What makes me happy:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
What makes me feel respected:
________________________________________________________________________________________________________________________
____________________________________________________________
____________________________________________________________
Things I don't like:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

The best way to encourage me:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________




Anything else that is important about me:
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
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Legal Paperwork
Place a copy of legal paperwork here. 
Documents to consider: 
· Letters of guardianship
· Power of attorney forms
· Medical power of attorney
· Supported decision-making agreements
· Custody agreements
· Adoption paperwork (if relevant)
· Insurance Policies/Cards
· Advance Directive
· Will/Trust Information 

Family/Estate Attorney Information	____________________________________
						_____________________________________
						_____________________________________
Important Legal Documents
	Document
	Completed
	Location

	Will
	☐
	

	Special Needs Trust
	☐
	

	Guardianship Documents
	☐
	

	Healthcare Power of Attorney
	☐
	

	Advance Directive
	☐
	

	Insurance Policies
	☐
	

	Other: 
	☐
	





Financial Information
Monthly Income & Benefits
	Source
	Monthly Amount
	Deposit
	Date
	Notes

	SSI
	
	
	
	

	SSDI
	
	
	
	

	Employment
	
	
	
	

	Other
	
	
	
	

	Other
	
	
	
	



Monthly Expenses 
	Expense
	Monthly Amount
	Due Date
	Auto Pay

	
	
	
	    Y          N

	
	
	
	    Y          N

	
	
	
	    Y          N

	
	
	
	    Y          N

	
	
	
	    Y          N

	
	
	
	    Y          N


Estimated Total Monthly Expenses: $____________________

Trusts & Savings
Special Needs Trust
Trust Name: ____________________________________________
Trustee: _______________________________________
Phone: ____________________________________
Email: ___________________________________
Attorney: __________________________________-

ABLE Account
ABLE Program: _______________________________
Account Administrator: ___________________________
Account Number (Last 4 Digits Only): _____________________________
Primary Contact: _____________________________

Banking Information
Primary Bank/Credit Union: _________________________________
Financial Advisor (if applicable): ______________________________
Bank Contact Person: ___________________________________
Phone: _______________________________
Email: _________________________________



Advance Care Planning
Advance Directive
· Completed
· In Progress
· Not Applicable
· Not Completed

Document Location: ________________________________________
Healthcare Agent (if applicable): _____________________________________
Notes: ___________________________________________________________________

Healthcare Power of Attorney
· Completed
· Not Applicable
· Not Completed

Document Location: _______________________________________
Agent: ______________________________________
Phone: _________________________________________

Guardianship Information
Current Guardian(s): ___________________________________________
Type of Guardianship: __________________________________________
Court or County: ________________________________________________
Important Notes: _________________________________________________
_________________________________________________________________

Successor Guardian Plan
Primary Successor Guardian: ________________________________________
Relationship: ________________________________________
Phone: ________________________________________
Email: ________________________________________

Alternate Successor Guardian: ________________________________________
Relationship: ________________________________________
Phone: ________________________________________
Email: ________________________________________

Planning Notes: _________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

Long-Term Housing Plan
Preferred Living Arrangement:
· Family Home
· Supported Living
· Group Home
· Assisted Living
· Independent Living with Supports
· Skilled Nursing Facility
· Other: _______________________________
Preferred Community or Location: __________________________________________

Funeral & Memorial Preferences
Preferred Funeral Home (if selected): __________________________
Burial Preference:
· Burial
· Cremation
· Green Burial
· Family to Decide
Preferred Cemetery or Final Resting Place: _________________________
Religious, Spiritual, or Cultural Preferences: ______________________
__________________________________________________________
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