
                                        City of Longmont Recreation Services 
 

SCOPE Program for People with Disabilities 
Participant Assessment Form 

 
Statement of Confidentiality: 
The City of Longmont SCOPE program constantly strives to offer appropriate, safe, and effective 
programs to participants.  This requires a great deal of pre-planning and appropriate staffing. In 
order to best serve all participants of the SCOPE program, it is imperative that staff receive as much 
information as possible on every participant.  The information in this assessment will be held in 
confidence and only given to staff on a need-to-know basis.   
 
I give my permission for the staff of the City of Longmont Recreation Services SCOPE program to share 

and discuss the information included in this assessment in order to ensure that appropriate, safe, and 

effective services are delivered.  I understand that this information will only be shared with the staff of the 

City of Longmont SCOPE program and strictly on a need-to-know basis. 

 

___________________________________________   _______________________ 
Signature of Parent/ Guardian                  Date 
 
 
  
Please Print and Fill Out Completely 
 
Name_______________________________________________________________________ Phone__________________________ 
  Last   First   Middle 
 
Address___________________________________________________ City_____________ State________ Zip_________________ 
 
Parent/Guardian/Care Provider______________________________Phone________________ Email__________________________ 
 
Emergency Contact Person________________________________________________________________ Phone ________________ 
 
Check One: 
                   Group Home/Institution________  In Own Home/Apartment________ Live with Parent________ 
 
Diagnosis (Please be as specific as possible) ________________________________________________________________________ 
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Please check all that apply: 
___ ADHD/ADD 
___Uses a wheelchair  
               ___ Totally dependent for mobility 
               ___ Intermittent use (explain below) 
               ___Transfers self from/to wheelchair 
               ___Needs assistance with transfers 
        
___ Wears orthotic braces (explain below) 
___ Uses crutches  
               ___ Totally dependent 
               ___ Intermittent use (explain below) 
___ Uses a walker 
               ___ Totally dependent 
               ___ Intermittent use (explain below) 
___ Seizures  
               Date of last seizure_________________ 
___ Heart Problems (explain below) 
___ Diabetes 
               ___Self regulated 
               ___ Needs assistance (explain below) 
___ Hearing impairment (explain below) 
___Visual impairment (explain below) 
___High blood pressure 
___Easily disoriented/confused (explain below) 

 
 
___Requires one-on-one attendant (not provided by SCOPE) 
___Requires assistance while eating (not provided by SCOPE) 
___Requires assistance with toileting (may be provided) 
___Non-verbal 
___ Speaks in sign language 
                     ___ ASL 
                     ___Uses own sign 
                     ___Fluent 
                     ___Uses few signs 
___Sensitive to the Sun 
___Easily fatigued 
___Shunt: Type_____________________________ 

 
 

Allergies and/or Serious Reactions 
 

___Bee/Wasp Sting 
___Drugs (list below) 
___Food (list below) 
___Latex (explain below) 
___Other:___________________________ 
 

 
EXPLANATION OF ABOVE ________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Dietary 
restrictions___________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
 
Medications__________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
 
Activity restrictions_____________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
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Behaviors 
___Bites 
___Kicks 
___Hits 
___Pinches 
___Verbal Outbursts 
___Non-responsive to commands 
___Abusive to self (explain below) 
 
__________________________________ 

___ Runs Away 
        Triggers:_______________________ 
 
__________________________________ 
 
___ Other behaviors not listed:__________ 
 
__________________________________ 
 
__________________________________ 

                                      
                                      __________________________________ 
           
                                      __________________________________ 
 
MAJOR Likes: prioritize please                                       MAJOR DISlikes: prioritize please 
1.                 1. 
2.                 2. 
3.                 3. 
4.                 4. 
5.                 5. 
Other_______________________              Other:________________________ 
 
 
Primary mode of transportation to programs (choose one):             
___transports self    ___family/friend  ___RTD  ___taxi 
 
 
 
 
Other information you feel our staff should know about participant:_______________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 


