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Consent for Participation in Classes 

 
 
Please review all statements carefully.   
Please initial each box next to the statements to which you are in agreement. 
 
 
�   I/We understand that ��������	
��
  (Health Enrichment and Resource Training) activities and 

classes are to provide participants with information and skills to have a healthy life.  I/We understand 
the risks involved in participation in the classes including those that are exercise and cooking related. 

 
�    I/We give permission for any known personal health information to be given should the participant need 

to be treated for illness or injury.  
  
�    I also grant���������	
��
  the right to photograph and/or videotape me while participating in the 

��������	
��
  activity and understand, should ��������	
��
  wish to use my name, face, 
likeness, voice, and appearance for exhibitions, advertising, and promotional materials, I will be 
contacted to obtain my permission.   

 
 
I/We HAVE READ THIS CAREFULLY AND KNOW IT CONTAINS A RELEASE effective for one 
year from the date of my/our signature(s).    
 
Printed Name of Participant: ____________________________ 
 
Signature of Participant:________________________________ Date: _______________ 
         
Do you have a guardian?  �   Yes   (Guardian must sign below)    �   No 
 
Name of Guardian (printed):____________________________ 
 
Signature of Guardian:_________________________________ Date: _______________ 
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Client Information Release Form 
____________________________________________________________                             
 
The Developmental Disabilities Resource Board of St. Charles County (DDRB) is a Senate Bill 40 Board that 
enables St. Charles County voters to tax themselves to pay for services for people with certain disabilities.  
The DDRB provides funding for the programs and services you receive from Willows Way.   
 
The DDRB periodically reviews individual files/records to assure compliance with agency outcomes, eligibility 
and quality assurance.  This is notice to you that as a funding entity the DDRB will have access to your 
information on file with Willows Way for the purpose of planning and review. 
 
The information reviewed/obtained by the DDRB may be released to a professional consultant contracted by 
the DDRB for the purpose of general data collection to identify trends in the service delivery.  Personal 
identifiable data will not be released to any other party.  The DDRB maintains its client information in 
accordance with the Health Insurance Portability and Accountability Act (HIPAA).  The DDRB does not sell or 
share its customer information with other entities except as noted above. 
 
By signing this document, you give permission for Willows Way to share information with the DDRB to help 
with better continuity of the supports you receive. 
 
I agree to Willows Way sharing information regarding my records with the Developmental Disabilities Resource 
Board of St. Charles County.  I understand that refusal to sign this document will forfeit my ability to receive 
funds from DDRB. 
 
 

This release is valid for one year from date of sig nature. 
 

 
____________________________________________    ___________ 
Printed Name of Service Recipient       Date 
 
____________________________________________    ___________ 
Signature of Service Recipient       Date 
 
____________________________________________    ___________ 
Signature of Parent/Guardian        Date 
 
____________________________________________    ___________ 
Signature of Agency Representative       Date 
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Participant Assessment Form 
 
Each participant should complete this survey, with help if needed, and return to Project HEART.  Please be as accurate as possible.  
Our goal is to provide education, while developing new and improved skills in the best learning environment for each participant.  
After Project HEART reviews the completed Assessment, each participant will be provided with a color grouping and will be able to 
choose classes on a monthly basis to learn with peers.  Thank you. �  
 
Name:________________________________________  Agency:___________________ Phone Number: _(____)______________ 
 
Address:  ___________________________________________________________________________________________________ 
                                                City                                State            Zip Code 
  
List any known Allergies: _____________________________________________________________________________________ 
 
Emergency Contact:  _________________________________________________________________________________________ 
                                                 Name                                                            Relationship                    
   (____)______________________(____)________________________(____)________________________ 
   Home Phone               Work Phone               Cell Phone 
__________________________________________________________________________________________________ 
 

1. ________male _________female 
 

2. What is the reading level of the participant? 
____reads without assistance 
____reads with very little assistance 
____reads some sight words well  

____reads with much assistance 
____does not read most words accurately 
____does not read 

 
3. What are the physical abilities and limitations of the participant? 

____wheelchair 
____walker 
____uneven gait 

____balance difficulty 
____writing difficulty 
____no physical assistance needed 

 
4. Does the participant answer yes/no questions with accuracy? 

____most of the time 
____some of the time 

____occasionally 
____rarely 

 
5. What type of support does the participant receive? 

____lives on own, case management only 
____lives on own, up to 10 support hours a week 
____lives with family, case management only 

____lives with family, up to 10 support hours a week 
____lives with support during waking hours 
____lives with support 24 hours a day 

 
6. What does the participant do (career) during the day/week?  

____stays at home  
____attends day program 
____works at workshop 

____works part-time in competitive job 
____works full-time in competitive job  
_______________________________________other 

 
Other important information to know: 
 
 
 
 


