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SRS requires that the following form be updated seasonally or due to a change in 
participants' health. Please complete this form entirely, and return it with payment. You 
must have a current registration to participate in any SRS activities. All information is 
confidential.  

Participant Information: 

Name: ______________________________     Birth Date: ___________  Sex: _____ 

Address: ______________________________  City: __________________ 

State: _____   Zip: ________  Email: ________________ 

Primary Phone: __________  Cell Phone: _____________ 

Park District: _____________________  Group Home: ______________ 

Agency Affiliation: _______________________________ 

Parent/Guardian Information: 

Name: __________________________________ 

Address: _______________________________ 

City: _____________  State: _____  Zip: ________ 

Primary Phone: ____________    Cell Phone: _______________ 

Emergency Contact Information: 

Name: _________________________   Relationship: _____________ 

Phone: _______________ 

Medical Information: 

Physician’s Name: ________________      Hospital: __________________ 

Spring 2025 Registration
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Phone: _____________ 
 
Primary Diagnosis: _____________________________________________ 
 
Secondary Diagnosis: ___________________________________________ 
 
Tertiary Diagnosis: ______________________________________________ 
 
Seizure Disorder/Type: _______________     Frequency:  _______________ 
 
Seizure Duration: _________   Seizure Trigger/Warning Sign: _______________ 
 
Other Impairments: ________________________________________________ 
Allergies: ________________________________________________________ 
 
Medication (type, dose & frequency); use a separate sheet if needed: 
 
 
 
 
Adaptive Equipment Needs:  _______________________________________________ 
 
Dietary Restrictions: _____________________________________________________ 
 
 
Daily Living Skills (please circle): 
 
Eating:  Independently      Needs monitoring       Requires assistance  
Explain: ____________________________________________________________ 
 
Bathroom:  Independently   Needs monitoring   Requires assistance 
Explain:  ______________________________________________________ 
 
Dressing:  Independently   Needs monitoring   Requires assistance 
Explain:  ______________________________________________________ 
 
Mobility:  Independently     Walker     Wheelchair (Manual or Electric)      
Can the participant transfer?  Yes/No 
Is the participant clear of Atlantoaxial Instability (AAI)?  Yes/No 
 

SRS South Spring 2025 Program Registration 
Please select the programs you are registering for.   

Payment due upon registration. 
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Name:________________________________    Phone:_______________________ 
 
Email:___________________________ 
 

Program Fee X Program Fee X 
Little Guppies 
4/7-5/19 

$45  Fiesta Dance 
4/11 

$30  

Just for Kicks 
4/7-5/19 

$45  Sky Zone 5/2 $40  

SO Bowling 
4/7-5/19 

$35  Spring Formal 5/9 $35  

Sports Skills 
4/15-5/20 

$35  Leather Stamping 
5/16 

$30  

Sports Skills 
4/15-5/20 

$35  Movie Night 5/23 $20  

Alley Cats 
4/9-5/20 

$35     

King Pin 
4/9-5/20 

$35  Netflix & Chill 
 4/25,  5/23 

$10  

All About Plants 
4/10 & 24, 5/8 

$35  Hollywood Park 
4/12 

$55  

Culinary Critics 
 3/6 

$35  Cooking with Mike 
4/19 

$10  

   Flavor Fiesta 
5/1 

$10  

   Shopping & Lunch 
5/10 

 
$15 

 

      

    
 

  

      
      

 
 
 
 

Total: ___________   Paid: ___________    Balance Due: ___________




