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One Wellwynd
35 Wellwynd
Airdrie, ML6 0BN
Tel: 01236 779191
www.hopeforautism.org.uk
Dear Parent/Carer,
Details of HOPE Membership

HOPE has been providing support services in North Lanarkshire for Autistic children and young people since 2006. We offer various block group sessions, which include gaming, special interest groups, social groups and sports, as well as trips and outings for young people and their families. Groups are offered out to members when they become available throughout the year, although spaces are limited at times. We also have a Family Support Service and a bi-annual training calendar.
Your membership, of £50 per financial year (April to the following March) allows you to access the following: 

· Access to all Support Group Meetings and drop ins throughout the year.
· A one-to-one support appointment with our Autism Practitioner.
· Training courses that we provide throughout the year. A number of these are free and you are also entitled to one of the paid coursed free per year with your membership. All other paid courses that we provide throughout the year will have a reduced members rate.
· Signposting to partner Advocacy Services
· Signposting to partners who specialise in Benefits, Grants and services advice.
· Access to the HOPE resource library
· Closed Facebook Information and Activity pages for HOPE parents/carers.
· Signposting to any other agencies where appropriate
· HOPE groups, Sports Groups and Siblings Groups (all at additional costs, when spaces are available)

The £50 yearly membership fee is for the family as a whole, regardless of how many children you have accessing services. 

Payments can be made by cash/cheque/BACS (including a reference: the parents full name)
Sort code: 80-05-26 Account number – 00148468
Name- Hope for Autism

Groups are delivered weekly or fortnightly in 4 blocks throughout the year at a current cost of £6.50 per session. Sports sessions current cost is also £6.50 but these are varied and can change throughout the year. 

Our main way of communicating with members is by email and our Facebook pages.
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  Carol Russell MBE (Chairperson)
HOPE membership application form:
Family details
	Parents Names:      
                                
Address: 
     

Phone number:      
Email address:      
Children name and ages:
1.Name                               Date of birth      
2.Name                               Date of birth           
3.Name                               Date of birth           
4.Name                               Date of birth          
    


What supports are you interested in (tick all that apply):
Social Groups (waiting list)		|_|
Siblings Groups (waiting list)		|_|
Family Support Service		|_|
Training				|_|

Annual Membership (£50)
Fee Paid by:  
Cash 					|_|
Cheque					|_|
BACS (see details on page1			|_|
Date paid:      
Please read the below statements and tick and sign that you have read and understood your responsibilities as a HOPE member:
I understand I am responsible for:
Updating HOPE with any changes to details such as phone numbers/email address |_|
Updating HOPE with changes to medical conditions |_|
Updating HOPE after an Autism assessment is complete (if currently on the waiting list for assessment) |_|
Paying the annual membership fee of £50 |_|
Responding to HOPE communication in a timely manner. HOPE’s main method of communication is via email. Please check junk mail boxes. |_|
Signing GDPR form |_|
Providing paperwork for each child wanting to participate in HOPE activities |_|
I understand that becoming a member doesn’t guarantee an immediate space in a social group |_|
I understand that to become a member I must live in North Lanarkshire |_|

Signed:      
Name:      
Date:      

We aim to meet the needs of all our members in the best way possible.  However, please note, our support services are sometimes limited to resources and availability as we are a Charity.
Your child/young persons’ progress in Session Groups will be monitored and reviewed during their time at HOPE. Groups will be run in 4 blocks throughout the year.
   When appropriate we aim to encourage as many of our young people to move to local community activities when they feel more socially and emotionally confident. We will continue to work with the community in order for transitions to be smooth for our young people.  This demonstrates successful transition outcomes are being met.

Young person’s information form:
HOPE for Autism is committed to protecting all young people at events. So that we have all the relevant information that we need to ensure safety at the events we would be grateful if you could carefully complete the following information. 
Young person’s Details - Please complete the following:
	Name of Participant:       
Date of Birth :      
Male/Female:      
Home Address if different to above:      


Postcode:


Emergency Contact Details
	Name of emergency contact 1:       
Relationship to the participant (e.g. mother, sister, neighbour) :      
Home Address:      

Home Tel:      
[bookmark: Text47]Mobile:       

	Name of emergency contact 2       
Relationship to the participant (e.g. mother, sister, neighbour) :      
Home Address:      

Home Tel:      
Mobile:       


Medical Information 
The following information and consent is requested to ensure the health and well being of all participants.  The information contained in this form is confidential and will only be used to safeguard the participant's health and well-being should the need arise.
	Name of Doctor :      
Doctor’s Address:      
Doctor’s Telephone Number:      


Please provide details of any pre-existing medical conditions that may affect participation at the event:
	     


Detail any medication (prescription or non prescription) that the participant will be bringing with them, and any specific instructions HOPE should be aware of: 
	     


If you have a medical condition that requires medication to be securely stored, or treatment that requires assistance please contact HOPE.
Detail any allergies, including allergies to medication:
	     



Please state any other medical information you feel is relevant:
	     



Autism
[bookmark: Check5][bookmark: Check6]Has your young person received an autism diagnosis		Yes |_|	No |_|
If no, have they been referred for an assessment?		Yes|_|	No |_|
Additional diagnosis:
Does your child have any additional diagnosis:
· ADHD (Attention Deficit Hyperactivity Disorder)	|_|
			
· OCD (Obsessive Compulsive Disorder)		|_|				
· Mental Health Conditions (anxiety/depression)		|_|
			
· Learning disability   				|_|

· Physical disability				|_|	

· Extreme demand avoidance (EDA/PDA)		|_|	
Other _________________________________________

Are any of the following professionals involved with your young person?
CAMHS					|_|
Educational Psychologist			|_|		
Occupational Therapist			|_|			
Paediatrician				|_|			
Social Work				|_|			
Speech and Language Therapist		|_|
Other		______________________________________			
Communication 	
How does your young person communicate their needs (tick as many as relevant):
Spoken language				|_|
Makaton					|_|
Visuals					|_|
Leading by the hand				|_|
Pointing/gesture				|_|
Electronic device (AAC)			|_|
Other: _______________________________________________

Does your young person need support in understanding spoken language? 
Yes 	|_|	No	|_|
If yes what supports help:
	     






Any other information regarding your young person’s communication:
	     








Does your young person need any support for going to the toilet/ taking part in activities/ eating/drinking? 
Please specify:
	     





What does your young person enjoy doing/what are their interests?
	     





What does your young person not like doing?
	     





What sensory preferences/dislikes does your young person have?
	     





Any other information you think is necessary for your young person’s needs to be met during HOPE activities? 
	     




Declaration of Consent
Participants Parent or Legal Guardian 
I consent to the named young person participating at HOPE: Yes |_|	No |_|
I consent to the participant receiving medication first aid as required: Yes |_|    No |_|
Use of Photographs, Film or Video Recordings
During your participation at HOPE, photographs and film clips may be taken. Photos are an excellent way of promoting the work at HOPE and help us immensely with funding applications. We would like your permission to use the photographs in the following ways:  
(please tick all you consent to being used)
HOPE funding applications |_|
HOPE publications (website/flyers) |_|
Facebook |_|
events to generally promote the work of HOPE. |_|
I consent to the named young person's image (photo/video) being used in the ways described above: 	Yes |_|	No |_|
[bookmark: Text34]Signature:			     
[bookmark: Text35]Print Name:		     
[bookmark: Text36]Date:			     
[bookmark: Text37]Relationship to Participant:	     

DATA PROTECTION STATEMENT
HOPE for Autism is committed to meeting its obligations under the General Data Protection Act (May 2018). HOPE for Autism will hold and process relevant information in-order to provide the services that you require. It is the policy of HOPE for Autism to ensure that all data provided by you or the person referring you to the service will be stored securely. You have the right to access the personal information that HOPE for Autism stores on you, subject to other legal restrictions and third-party confidentiality. If you wish to see these details, please call HOPE for Autism on 01236 771191. Should you have a complaint regarding the processing of your personal data you should write to HOPE for Autism, One Wellwynd, 35 Wellwynd, Airdrie, ML6 0BN
By signing this form and having read the statement above, you are providing your consent for that data to be held and processed. 

NAME:
SIGNED:
DATE:

For additional children please copy and paste all ‘young person’s information’ from Page 3-8. 


Young person’s Details - Please complete the following:
	Name of Participant:       
Date of Birth :      
Male/Female:      
Home Address if different to above:      


Postcode:


Emergency Contact Details
	Name of emergency contact 1:       
Relationship to the participant (e.g. mother, sister, neighbour) :      
Home Address:      

Home Tel:      
Mobile:       

	Name of emergency contact 2       
Relationship to the participant (e.g. mother, sister, neighbour) :      
Home Address:      

Home Tel:      
Mobile:       


Medical Information 
The following information and consent is requested to ensure the health and well being of all participants.  The information contained in this form is confidential and will only be used to safeguard the participant's health and well-being should the need arise.
	Name of Doctor :      
Doctor’s Address:      
Doctor’s Telephone Number:      


Please provide details of any pre-existing medical conditions that may affect participation at the event:
	     


Detail any medication (prescription or non prescription) that the participant will be bringing with them, and any specific instructions HOPE should be aware of: 
	     


If you have a medical condition that requires medication to be securely stored, or treatment that requires assistance please contact HOPE.
Detail any allergies, including allergies to medication:
	     



Please state any other medical information you feel is relevant:
	     



Autism
Has your young person received an autism diagnosis		Yes |_|	No |_|
If no, have they been referred for an assessment?		Yes|_|	No |_|
Additional diagnosis:
Does your child have any additional diagnosis:
· ADHD (Attention Deficit Hyperactivity Disorder)	|_|
			
· OCD (Obsessive Compulsive Disorder)		|_|				
· Mental Health Conditions (anxiety/depression)		|_|
			
· Learning disability   				|_|

· Physical disability				|_|	

· Extreme demand avoidance (EDA/PDA)		|_|	
Other _________________________________________

Are any of the following professionals involved with your young person?
CAMHS					|_|
Educational Psychologist			|_|		
Occupational Therapist			|_|			
Paediatrician				|_|			
Social Work				|_|			
Speech and Language Therapist		|_|
Other		______________________________________			
Communication 	
How does your young person communicate their needs (tick as many as relevant):
Spoken language				|_|
Makaton					|_|
Visuals					|_|
Leading by the hand				|_|
Pointing/gesture				|_|
Electronic device (AAC)			|_|
Other: _______________________________________________

Does your young person need support in understanding spoken language? 
Yes 	|_|	No	|_|
If yes what supports help:
	     






Any other information regarding your young person’s communication:
	     








Does your young person need any support for going to the toilet/ taking part in activities/ eating/drinking? 
Please specify:
	     





What does your young person enjoy doing/what are their interests?
	     





What does your young person not like doing?
	     





What sensory preferences/dislikes does your young person have?
	     





Any other information you think is necessary for your young person’s needs to be met during HOPE activities? 
	     








Young person’s Details - Please complete the following:
	Name of Participant:       
Date of Birth :      
Male/Female:      
Home Address if different to above:      


Postcode:


Emergency Contact Details
	Name of emergency contact 1:       
Relationship to the participant (e.g. mother, sister, neighbour) :      
Home Address:      

Home Tel:      
Mobile:       

	Name of emergency contact 2       
Relationship to the participant (e.g. mother, sister, neighbour) :      
Home Address:      

Home Tel:      
Mobile:       


Medical Information 
The following information and consent is requested to ensure the health and well being of all participants.  The information contained in this form is confidential and will only be used to safeguard the participant's health and well-being should the need arise.
	Name of Doctor :      
Doctor’s Address:      
Doctor’s Telephone Number:      


Please provide details of any pre-existing medical conditions that may affect participation at the event:
	     


Detail any medication (prescription or non prescription) that the participant will be bringing with them, and any specific instructions HOPE should be aware of: 
	     


If you have a medical condition that requires medication to be securely stored, or treatment that requires assistance please contact HOPE.
Detail any allergies, including allergies to medication:
	     



Please state any other medical information you feel is relevant:
	     



Autism
Has your young person received an autism diagnosis		Yes |_|	No |_|
If no, have they been referred for an assessment?		Yes|_|	No |_|
Additional diagnosis:
Does your child have any additional diagnosis:
· ADHD (Attention Deficit Hyperactivity Disorder)	|_|
			
· OCD (Obsessive Compulsive Disorder)		|_|				
· Mental Health Conditions (anxiety/depression)		|_|
			
· Learning disability   				|_|

· Physical disability				|_|	

· Extreme demand avoidance (EDA/PDA)		|_|	
Other _________________________________________

Are any of the following professionals involved with your young person?
CAMHS					|_|
Educational Psychologist			|_|		
Occupational Therapist			|_|			
Paediatrician				|_|			
Social Work				|_|			
Speech and Language Therapist		|_|
Other		______________________________________			
Communication 	
How does your young person communicate their needs (tick as many as relevant):
Spoken language				|_|
Makaton					|_|
Visuals					|_|
Leading by the hand				|_|
Pointing/gesture				|_|
Electronic device (AAC)			|_|
Other: _______________________________________________

Does your young person need support in understanding spoken language? 
Yes 	|_|	No	|_|
If yes what supports help:
	     






Any other information regarding your young person’s communication:
	     








Does your young person need any support for going to the toilet/ taking part in activities/ eating/drinking? 
Please specify:
	     





What does your young person enjoy doing/what are their interests?
	     





What does your young person not like doing?
	     





What sensory preferences/dislikes does your young person have?
	     





Any other information you think is necessary for your young person’s needs to be met during HOPE activities? 
	     










1
HOPE makes a positive difference to the lives of people affected by autism.

HELPING OFFERING PROVIDING ENCOURAGING
Company Limited by Guarantee No. 335769	Scottish Charity No: 033312
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