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Personal Data

Last Name: First Name:

Address: City:Apt or Unit:

Phone (Work or School): E-mail Address:

Application for Attendant Outreach Services

Postal Code:Phone (Home): Phone (Cell):

Do you have your own OHIP coverage?   No    Yes - OHIP Number:

Please list two contact persons, including nearest relative:

a)

b)

Are you 16 years of age or older?      Yes     No          	      Sex:     Male     Female     Other

What is the language spoken in the home?  

What is the culture of the home?

Name: Phone:Relationship:

Name: Phone:Relationship:

What is the nature of your disability and approximate date of onset? (Accident, Birth, or Acquired)

Medical Situation
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Current Supports

Has there been any significant  and  recent changes in your medical Health?         Yes          No

Is your Medical Condition: 	    Unchanging	  Increasing		  Decreacing	  Varying

Over the next few years will your need for Attendant Services be: 

				        Unchanging	  Increasing		  Decreacing	  Varying

Do you require the services of a: 

			    Registered Nurse 	  Physiotherapist		   Occupational Therapist

			    How often?: 		  Daily 		   Weekly		   Occasionally
 
How many hours of assistance a day do you require in a day?  

	  1-2 hours		   2-3 hours		   3-4 hours		   4-6 hours 		  6+ hours

Is there a person  who  legally  or  through  habit  or mutual agreement manages your personal , 

health  or  financial affairs?	   Yes          No

If yes, please identify the person and the types of decisions the person makes on your behalf.

Who is your main care giver?  

  Institution

  Family / Friends

  Homemakers

  Meals on Wheels

  Visiting Nurse

  Private Attendant 

  Attendant Care Program

What Technical Aids (Assistive Devices) do you presently use?  Please specify.

Mobility Aids :

Communication Aids:

Other Aids (Dressing, Eating, etc):



Page 3 of 6Applicaion for Attendant Outreach Services

In which areas of daily living do you require assistance?

Please circle the most appropriate description of the following faculties:

Hearing: 	  Good	  Adequate	         Unable	    Able (with Assistive Device) 

Vision: 	  Good	  Adequate	         Unable	    Able (with Assistive Device) 

Speech: 	  Good	  Adequate	         Unable	    Able (with Assistive Device) 	
	

Current Capabilities

NOTE: Identify Type Of Support Required As:       S - Supervision    M - Minimal     T - Total

Bathing Escort

Dressing Medication Assist

Eating Meal Prep

Transfering Laundry

Toiletting Positioning

Bowel/Bladder Routines Tracheostomy

Mobility Gastrointestinal Tube

Shopping

Please specify others not listed:	

Personality

What are your general interests or hobbies?	
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What are your short term (6 month) goals?

What is your long term vision of yourself?  Do you have any specific plans that we should know about 
that might require some personal or mechanical assistance?

Employment Education Volunteer Recreation Other

Do you need 
assistance 
during this 
activity?

What do you 
do there?

How much 
Time is 
Required?

How often 
do you need 
assistance 
here?

What Services 
are Required?

What are your current activities? Do you require Attendant Services in any of the following settings?  
If yes, please identify time required, frequency and services required.
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Signature: Date:

Please fill out this form and save the filled version. You can email it to: 
pmoilh@independentlivinghalton.ca

Or, you can print this form and fill it out by hand, and mail it to:
Independent Living Halton

296 Ontario St N
Milton, ON L9T 2T9

I CERTIFY THAT THE FOREGOING INFORMATION ON THIS APPLICATION FORM IS TRUE AND 
COMPLETE. I UNDERSTAND THAT A FALSE STATEMENT MAY DISQUALIFY ME FROM FURTHER 
CONSIDERATION BY JOYCE SCOTT NON-PROFIT HOMES INC OR CAUSE THE TERMINATION OF 
MY SERVICE CONTRACT. I AM A LAWFUL RESIDENT OF ONTARIO, CANADA.  I HAVE READ AND 
UNDERSTAND THIS DECLARATION. 

This information collected in accordance with the guidelines and requirements of the Home Community Service Act and 
the Multisectoral Accountability Agreement between Mississauga Halton Local Health Integration Network and Joyce Scott 
Non-Profit Homes Inc. The information collected is protected by the Personal & Health Information Protection Act. 

How can we best assist you to achieve your goals/plans while you are a recipient of Attendant 
Outreach Service? 

Is there any additional information you would like to share  which would be helpful to all of us?

mailto: pmoilh@independentlivinghalton.ca
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Consent to Disclose Personal Health Information
Pursuant to the Personal Health Protection Act, 2004 (PHIPA)

I understand the purpose for disclosing this personal health information to the 
person noted above. I understand that I can refuse to sign this consent form.

I, authorize Independent Living Halton to disclose:

 My personal health information, consisting of:

Assessment Forms and Observations from staff,

OR

 The personal health information of

(Print your Name) (Print The Name Of Health 
Information Custodian)

(Describe the personal health information to be disclosed)

(Name of person for whom you are 
substitute decision-maker*)

, consisting of:

To: Case Manager, Community Care Managers and Physiotherapists

My Name: Address:

Home Tel: Work Tel:

Signature: Date:

Witness: Address:

Home Tel: Work Tel:

Signature: Date:

*Please Note: A substitute decision-maker is a person authorized under PHIPA to consent, on behalf of an individual, to 
disclose personal health information about the individual.

(Print name and address of person requiring the information)

(Describe the personal health information to be disclosed)
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