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SARBI
SASKATCHEWAN ASSOCIATION FOR THE REHABILITATION OF THE BRAIN INJURED
27-425 Winnipeg St.; Regina, SK; S4R 8P2
Phone: (306) 347-9088          Fax: (306) 347-9089          Email: sarbiregina@sasktel.net
)APPLICATION FORM
NAME: _____________________________________	DATE OF BIRTH: _____________________________
ADDRESS: _________________________________        	HSN: ________________________________________
___________________________________________	PHONE: _____________________________________
LIVING SITUATION: ________________________        	EDUCATION LEVEL: _________________________
CURRENT EMPLOYMENT (ie: full/part time, volunteer, retired, unemployed, etc.) _________________________
Top of Form
INSURANCE:    PIPP      SGI Torte      WCB      No Insurance     Other: _____________________
ETHNICITY:   Status Indian      Non Status      Metis       Non Aboriginal
CONTACT (KIN): ___________________________	RELATIONSHIP: _____________________________
ADDRESS: _________________________________	PHONE: _____________________________________
___________________________________________
CAUSE OF INJURY: ____________________________________________________________________________
DIAGNOSIS: ________________________________ 	DATE OF INJURY: _____________________________
CURRENT PHYSICIAN: _______________________	PHONE: ______________________________________
HOSPITAL: __________________________________	LENGTH OF STAY: ____________________________
DESCRIBE PAST THERAPY RECEIVED AND HOW OFTEN (ie: Physio, Occupational, Speech, etc.):
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
DESCRIBE CURRENT THERAPY RECEIVED AND HOW OFTEN (ei: Physio, Occupational, Speech, etc.):
______________________________________________________________________________________________
______________________________________________________________________________________________
LEVEL OF CARE (if known): _____________________________________________________________________
CURRENT MEDICATIONS (including injections, dosage and frequency): __________________________________
______________________________________________________________________________________________
_______________________________________________________________________________________________
ALLERGIES: ___________________________________________________________________________________
_______________________________________________________________________________________________

SPECIAL NEEDS (including diet, treatments, skin care, illness, etc.):  ____________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
HOW MUCH ASSISTANCE IS REQUIRED WITH THE FOLLOWING ACTIVITIES? (Please describe): 
WALKING: ___________________________________________________________________________________
______________________________________________________________________________________________
MOVING WHEELCHAIR: _______________________________________________________________________
______________________________________________________________________________________________
TRANSFERRING: ______________________________________________________________________________
______________________________________________________________________________________________
DRESSING: ___________________________________________________________________________________
______________________________________________________________________________________________
EATING: ______________________________________________________________________________________
______________________________________________________________________________________________
MANAGING BLADDER: ________________________________________________________________________
______________________________________________________________________________________________
MANAGING BOWELS: _________________________________________________________________________
______________________________________________________________________________________________
COMMUNICATING (ie: Do they speak clearly?  Use a communication board?): ____________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
DESCRIBE THE LEVEL OF UNDERSTANDING INSTRUCTIONS (ie: Follow simple or complex instructions, 
how long to respond, etc.): ________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
DESCRIBE IN DETAIL THE APPLICANT’S MEMORY (ie: Can they state their name, address, what they did 
yesterday?): ____________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
WHICH OF THE FOLLOWING ACTIVITIES DOES THE APPLICANT ENJOY?
CARD GAMES  BOARD GAMES   PAINTING   SOCIALIZING WITH OTHERS
 PICNICS   OUTDOOR ACTIVITIES     CRAFTS   STRETCHING/EXERCISE
 OTHER: __________________________________________________________________________________
WOULD THE APPLICANT BE ABLE TO PARTICIPATE INDEPENDENTLY AND MAINTAIN INTEREST IN THESE ACTIVITIES?  IF SO, FOR HOW LONG? ____________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
ARE THERE ANY PROBLEMS WITH THE FOLLOWING? (Please describe): 
VISION (ie: Does applicant wear glasses?): ___________________________________________________________
______________________________________________________________________________________________
HEARING: ____________________________________________________________________________________
______________________________________________________________________________________________
ARE THERE ANY UNUSUAL BEHAVIORS THAT MAY INFERFERE WITH PROGRAM PARTICIPATION 
(ie: aggressiveness, unwilling to cooperate, etc.): ______________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
DESCRIBE IN DETAIL WHAT GOALS THE APPLICANT WISHES TO ACHIEVE AT SARBI:  _____________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
DESCRIBE IN DETAIL WHAT GOALS THE KIN WISH TO ACHIEVE: _________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
HOW WOULD THE APPLICANT BE TRANSPORTED TO SARBI PROGRAMS? _________________________
______________________________________________________________________________________________


  HAVE YOU COMPLETED ALL SECTIONS OF THIS APPLICATION?
  IF YOU WISH TO ADD FURTHER INFORMATION, PLEASE SEND AN ATTACHED SHEET.

REFERRED BY: ______________________________________________________________________________
DATE: ______________________________________________________________________________________
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SASKATCHEWAN ASSOCIATION FOR THE REHABILITATION OF THE BRAIN INJURED
27-425 Winnipeg St.; Regina, SK; S4R 8P2
Phone: (306) 347-9088          Fax: (306) 347-9089          Email: sarbiregina@sasktel.net
)





PHYSICIAN REFERRAL FORM

PATIENT NAME: ______________________________________________________________________
HSN: ________________________________	DATE OF BIRTH: ___________________________
ADDRESS: ____________________________________________________________________________
POSTAL CODE: ______________________	PHONE #: _________________________________
DIAGNOSIS: __________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
RELAVENT MEDICAL AND SURGICAL HISTORY: ________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
CURRENT MEDICATIONS: _____________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
ALLERGIES: __________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
ADDITIONAL COMMENTS: _____________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

PHYSICIAN’S SIGNATURE: _____________________________________________________________
ADDRESS: ____________________________________________________________________________
PHONE #: ____________________________	DATE: ____________________________________













RELEASE AND CONSENT FOR THE TAKING OF RECORDS

The person(s) signing this Release and Consent Form authorize the Saskatchewan Association for the Rehabilitation of the Brain Injured (SARBI), through its consultants, staff and volunteers or agents to take:
· Still Photographs					_____
· Audio Recordings					_____
· Video or Television Recordings			_____
· Or, to introduce the client (with discretion)
to various individuals or Associations
while touring our facilities				_____
of  ________________________________________________________________ for the purpose of:
			(Name of Client)
· Evaluation and Programming				_____
· Publication (Scientific or Medical)			_____
· Publication (general, fundraising)			_____
· Teaching Programs					_____
· Other _________________________			_____

I waive all claims against SARBI, its consultants, staff, volunteers and agents, which may arise from the taking of recordings and understand that there is no payment to the client for the taking of the recordings or for the use.  All the recordings are the property of SARBI.

Date: __________________________	____________________________________
						Client
						____________________________________
						Client’s Guardian
						____________________________________
						SARBI Representative 
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