
RR..AA..VV..EE PPRROOGGRRAAMM AAPPPPLLIICCAATTIIOONN
R.A.V.E. ~ PO Box 80185
Billings, MT 59108-0185

Outside Billings:1-888-882-1927 Within Billings: 406-237-0025

Recreational Adventures Vacation Experiences is a vision of Resource, Support and Development, Inc and is a nonprofit corporation serving
individuals with disabilities over 25 years.

Applicantôs Name _______________________________________________________________

Trip Name ___________________________________ Trip Dates _______________________

Participant Information Please Print

Age Birth date Hgt Wgt Male Female

Address _____________________________________ City__________ State_____ Zip _______
I live with: Family ________ Group home ________ my own ________ Foster Care ______

The agency that assists me is: ____________________________ Phone ___________________

Contact Person ________________________________________ Phone ___________________

Agency Address: ________________________ City ___________ State _______ Zip _________

Where do we send trip information? _____________________________________________________________________

Emergency Contact Information:

Relation: ____________________________ Home Phone _____________________ Work Phone ___________________

Medical & Physical Information Please attach a copy of the insurance card

Physician _____________________________ Clinic ______________________________Phone ____________________

Health Insurance Number____________________________________ Heath Insurer______________________________

Medications List all medication on the attached medication form.

Medication Supervision: Independent _____ Requires reminder _____ Requires supervision _____

Eyeglasses: Y / N Hearing Aid: Y / N Dentures: Y / N Smokes: Y / N Recognizes and reports pain: Y / N

Known Allergies: ____________________________________________________________________________________

Language/Communication Difficulties: ___________________________________________________________________

Fully ambulatory: Y / N, if no, what aids do you use: ________________________________________________________

Seizures: Y / N, if yes, please describe frequency and type: __________________________________________________

__________________________________________________________________________________________________

Bowel and Bladder control: __________ If occasional incontinence, describe frequency, times and treatment ____________

__________________________________________________________________________________________________

Wheel Chair Users

Indicate type of assistance needed for transfers: ___________________________________________________________

Do you self propel your chair or do you require assistance: ___________________________________________________

Please list any other assistant devises you will need to bring on this tour: ________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Photo of Participant
required




