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RAPID SWIM
REQUEST FOR SERVICES FORM
Participant’s Given Names:

Surname:


Address:__________________________________________Suburb:_____________________ ____State: ______  Postcode: __________  Phone:______________________________________

Date of Birth: 
/
/
         
 Gender: 
Male (
Female (
Language(s) spoken at home: ____________________ ____________           Country of Birth: __________________

Does the participant wish to be recognised as an Aboriginal?                                                                  Yes (        No (
                                                                                         Torres Strait Islander ?                                              Yes (        No (
Does the participant wish to be recognised as coming from a Culturally and Linguistically Diverse background (CALD), Non English Speaking Background (NESB) or New & Emerging Community (NEC)?                 
                                                                                                                  CALD                                                   Yes (        No ( 
                                                                                                                  NESB                                                   Yes (        No ( 
                                                                                                                  NEC                                                     Yes (        No ( 
Does the participant wish to have religious or cultural beliefs taken into consideration in relation to attending Rapid Swim or Aquatic Therapy for Children with Autism?                                                                        Yes (       No (
If YES, please provide details______________________________________________________________________
_____________________________________________________________________________________________
Name of Primary Carer:  Parent/Carer/Guardian(Please circle)


Address (if different to participant address):_________________________________________________________
_____________________Telephone (Home): ____________ (Work/Mob): 


Does the Primary Carer care for any additional people with Integration Difficulties?                          Yes (        No (
If Yes, how many _________.
Eligibility Criteria: 

Rapid Swim:  *Integration Difficulty (Intellectual Disability, physical or other disability)

             Age:  Rapid Swim – open age, ie no age restriction   

 Aquatic Therapy for Children with Autism: Diagnosis of Autism Spectrum Disorder;

                         Age:  0 to 12 years of age 
Please give details of the participant’s *integration difficulty: (e.g. intellectual, physical, autism, sensory) 


Behaviour concerns: 


Name of School or Workplace:____________________________________________________________
Support Level: 
 

Method of Communication: 


Does the person currently access a swimming program?    
Yes (
No (
If “YES” please specify: 


Can the person swim?
Yes (
No (
 If “YES” what are their current capabilities? 


Does the participant:
Live alone 
Yes (
No (

Live with family 
Yes (
No (

Other (Please state) 


Does the Participant receive a pension / benefit?
Yes (
No (
If “YES” please state what type of pension / benefit: 


Is the participant registered with Disability SA?                  


                        Yes (
       No (                                                                           
Will the Participant be accompanied to swimming lessons by parent/s or carer/s?

NOTE:  All participants under the age of 18 years MUST be accompanied by a responsible adult.
   Yes (
No (
Some details may be forwarded to our funding body (Home and Community Care – HACC) for statistical purposes only.  Names and personal contact details will not be used for this purpose.

INFORMATION CONTAINED HEREIN IS STRICTLY CONFIDENTIAL.
Details of Referring Body (E.g. Doctor, Therapist, Disability Agency etc)
Name of Referring Body: 


Contact Person: 


Address: 


Suburb:

State:
Post Code:


Telephone Number:


Whilst the judgement of the person themselves, their parents/care-givers or referring body will be taken into consideration, the final decision regarding the acceptance to the Rapid Swim program is at the discretion of the SASRAPID Board of Management.
Program / Venue Preference(s): 




Would you be interested in Casual (Fill-in) lessons, while waiting for a regular place?                        Yes (
No (
*Note lesson fees would apply. 
PLEASE RETURN TO




                                     IF YOU WOULD LIKE ASSISTANCE
Client Services Officer



                                                  filling in any part of this form,
SASRAPID Inc





                                     please contact the SASRAPID
PO Box 63



                                                               office on (08) 81522472
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