The John Howard Society of the Lower Mainland of BC


APPLICATION TO PROVIDE ICN SERVICES

Personal Information

	Name of Applicant A
	Date of Birth

(mm/dd/yy)
	Social Insurance No.
	Languages Spoken



	Home Tel.
	Work Tel.
	Pager / Cell No.
	Driver’s License No.
	Driver’s Record Attached

(        ) Yes
(        ) No


	Name of Applicant B
	Date of Birth

(mm/dd/yy)
	Social Insurance No.
	Languages Spoken



	Home Tel.
	Work Tel.
	Pager / Cell No.
	Driver’s License No.
	Driver’s Record Attached

(        ) Yes
(        ) No


	Street
	City
	Postal Code

	Mailing Address (if different than above)
	City
	Postal Code


	Directions To Home If Needed


	How many people are living at home with you?  (Please list in order of age.)
	Relationship of Applicants to each other

	
	(        ) Siblings
(        ) Married

	
	(        ) Common-law

	
	(        ) Other _________________


Have you had Non-Violent Crisis Intervention training?

	Applicant A
	Applicant B

	(        ) Yes
(        ) No
	(        ) Yes
(        ) No

	If yes, when and where :
	If yes, when and where :


Have you had Sign Language training?

	Applicant A
	Applicant B

	(        ) Yes
(        ) No
	(        ) Yes
(        ) No

	If yes, when and where :
	If yes, when and where :


Have you taken Food Safe training?

	Applicant A
	Applicant B

	(        ) Yes
(        ) No
	(        ) Yes
(        ) No

	If yes, when and where :
	If yes, when and where :


Education & Experience
Please attach resume if available.

	Applicant A
	

	Education completed
	

	Special training
	

	Previous experience & skills relating to respite care
	Date of recent 1st Aid Certificate


If no, willing to attain?



	Applicant B
	

	Education completed
	

	Special training
	

	Previous experience & skills relating to respite care
	Date of recent 1st Aid Certificate


If no, willing to attain?



Employment

	Applicant A
	
	

	Present Employer
	Length in Present Employment
	(        ) Part time

(        ) Full time

	Duties
	
	


	Applicant B
	
	

	Present Employer
	Length in Present Employment
	(        ) Part time

(        ) Full time

	Duties
	
	


Basic Information

	Please check the types of respite care you would be able to provide.

	(        ) In your home

(        ) In the individual’s home
	(        ) 24 hours only
(        ) Up to 1 week
(        ) Longer than 1 week

(        ) Weekends only – including civic holidays
(        ) Yes         (        ) No



Are you able to provide emergency respite on short notice?


May we include your name and phone number on our “Emergency Response” respite list?

Please indicate degree of disability you are able to provide are for.

	Developmental Disability
	Behavioural Challenges
	Individual Requiring Personal Care
	Multiple Disabilities
	Medically Sensitive

	
(        ) Mild


(        ) Moderate


(        ) Severe
	
(        ) Mild


(        ) Moderate


(        ) Severe
	
(        ) Yes


(        ) No
	
(        ) Yes


(        ) No
	
(        ) Yes


(        ) No



Would you be prepared to provide respite care to more than one individual?


Age range of individual desired 

References
Please list names and addresses of three persons, including one relative.

These persons must know you well enough to answer questions about your family.
	1.
	Name
	Telephone
	Relationship

	Mailing Address
	City
	Postal Code


	2.
	Name
	Telephone
	Relationship

	Mailing Address
	City
	Postal Code


	3.
	Name
	Telephone
	Relationship

	Mailing Address
	City
	Postal Code



If you are currently employed, may we contact your present employer for a reference?

I/We declare that the information contained in the application is true to the best of my/our knowledge and believe that I/we have not omitted information requested.

And I/we understand that the information provided to the questions above is required to ensure that I/we am/are qualified applicant caregiver(s) and that any false statement with invalidate the application or status of our home as a Respite Care Home.


Name of Applicant A
Signature
Date


Name of Applicant B
Signature
Date


Name of Witness
Signature
Date

Print and mail to:
ICN Services, Vancouver Apartments 
3008 Clark Drive 
Vancouver, BC 
V5N 3J1 
(        ) Yes	(        ) No





(        ) Yes   (        ) No





(        ) Yes	(        ) No





(        ) Yes          (        ) No
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