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COMMUNITY LIVING\V

Brant




366 Dalhousie Street

Brantford, ON   N3S 3W2


Tel: 519-756-2662


Fax: 519-756-7668


Email: communitylivingbrant@clbrant.com


Website: www.clbrant.com

AIMS DATABASE PROFILE

New Person Supported

Master Index #: __________
Individual Receiving Services:

Name: _____________________________________________________________________________

   (First Name)

(Middle Name)

(Last Name)
(Preferred Name)

(Previous Name)

Address: ______________________ City: _____________ Province: _______ Postal Code: ___________
Phone #: _____________Cell #: _______________ Work #: _____________ Birth Date: ______________ 










      

              (Day/Month /Year)
Sex: _____ Language: ___________ Marital status: __________________ Email: ____________________
Eye Colour: _____________ Hair Colour: _____________ Height: ___________ Weight: ___________

Distinguishing Features: ____________________________________________________________________

ODSP # _____________ SIN # ____________ Health Card # ______________ Expiry Date: ___________
Relationships:
Next of Kin Contact Information
Name: _____________________________________________________________________________________


   (First Name)

(Middle Name)

(Last Name)



(Preferred Name)

Address: ______________________ City: _____________ Province: _______ Postal Code: ___________

Phone #: _________________ Cell #: _________________ Work #: _______________________ ext: ____ 

Relationship to Individual Receiving Services: _________________
Proximity – What type of relationships do they share? (Please circle the appropriate one)
Level 1 – Close family/friend/spouse
Level 2 – See often (friend) but not as close as level 1
Level 3 – Colleagues/same club/organization

Level 4 – Paid to be in person’s life
Contact Information

Name: _____________________________________________________________________________________


   (First Name)

(Middle Name)

(Last Name)



(Preferred Name)

Address: ______________________ City: _____________ Province: _______ Postal Code: ___________

Phone #: _________________ Cell #: _________________ Work #: _______________________ ext: ____ 

Relationship to Individual Receiving Services: _________________
Proximity – What type of relationships do they share? (Please circle the appropriate one)
Level 1 – Close family/friend/spouse
Level 2 – See often (friend) but not as close as level 1
Level 3 – Colleagues/same club/organization

Level 4 – Paid to be in person’s life
Contact Information

Name: _____________________________________________________________________________________


   (First Name)

(Middle Name)

(Last Name)



(Preferred Name)

Address: ______________________ City: _____________ Province: _______ Postal Code: ___________

Phone #: _________________ Cell #: _________________ Work #: _______________________ ext: ____ 

Relationship to Individual Receiving Services: _________________
Proximity – What type of relationships do they share? (Please circle the appropriate one)
Level 1 – Close family/friend/spouse
Level 2 – See often (friend) but not as close as level 1
Level 3 – Colleagues/same club/organization

Level 4 – Paid to be in person’s life
Contact Information

Name: ___________________________________________________________________ Sex: _____


   (First Name)

(Middle Name)

(Last Name)
(Preferred Name)

Address: ______________________ City: _____________ Province: _______ Postal Code: ___________

Phone #: _________________ Cell #: _________________ Work #: _______________________ ext: ____ 

Relationship to Individual Receiving Services: _________________
Proximity – What type of relationships do they share? (Please circle the appropriate one)
Level 1 – Close family/friend/spouse
Level 2 – See often (friend) but not as close as level 1
Level 3 – Colleagues/same club/organization

Level 4 – Paid to be in person’s life
* If you need to add more relationships please write on separate paper*
Family Doctor Contact Information (General Practitioner)
Name: ___________________________________________________________________ Sex: _____


   (First Name)

(Middle Name)

(Last Name)
(Preferred Name)

Address: ______________________ City: ________ Province: _____ Postal Code: ___________

Phone #: _________________ Cell #: _________________ Work #: _______________________ ext: ____
Dentist Contact Information

Name: ___________________________________________________________________ Sex: _____


   (First Name)

(Middle Name)

(Last Name)
(Preferred Name)

Address: ______________________ City: ________ Province: _____ Postal Code: ___________

Phone #: _________________ Cell #: _________________ Work #: _______________________ ext: ____
Eye Doctor Contact Information

Name: ___________________________________________________________________ Sex: _____


   (First Name)

(Middle Name)

(Last Name)
(Preferred Name)

Address: ______________________ City: ________ Province: _____ Postal Code: ___________

Phone #: _________________ Cell #: _________________ Work #: _______________________ ext: ____
Specialist Contact Information

Name: ___________________________________________________________________ Sex: _____


   (First Name)

(Middle Name)

(Last Name)
(Preferred Name)

Address: ______________________ City: ________ Province: _____ Postal Code: ___________

Phone #: _________________ Cell #: _________________ Work #: _______________________ ext: ____
What kind of specialist: _________________
Community Living Brant Services:

Program: ______________________________ 
 Primary Worker: _____________________________
Initial Date into Service: ________________    
 Date into Program: ______________________

Completed by: ____________________
Date: ________________________________







