APPLICATION FORM

HANDICAMP BŘEZEJC
7. 7. – 21. 7. 2012
Applicant‘s name (first name, family name) .......................................................................................................................................................
Date of birth (dd/mm/yy)..............................................................................................................

Address.................................................................................................................................................................................................................................................................................................

Phone.............................................................................................................................................

E-mail............................................................................................................................................

Do you need any special equipment? ..............................................................................................................................................................................................................................................................................................................

In what areas you need help from assistant (emptying, help with dressing, ..)

.............................................................................................................................................................................................................................................................................................................
English language on communicative level            YES - NO
health conditions of the participant

Diagnosis.......................................................................................................................................

Health insurance company............................................................................................................

Medical orthopaedic helps (wheelchair, crutches,...) .......................................................................................................................................................

Allergies........................................................................................................................................
Diet................................................................................................................................................
Medicaments (dispensing) – it is necessary to have all medicaments with .......................................................................................................................................................
If you are applying with your PCA, it would help us if you send your applications together. Please, give the name of your PCA (first name, family name) .......................................................................................................................................................

PCA’s date of birth (dd/mm/yy)...................................................................................................
Date and applicant’s signature......................................................................................................

