
 
F.R.I.E.N.D.S. of Broomfield 

Social Program  
Registration Form 

Revised 2026 
 

 
Today’s Date:__________________                             

General Participant Information  

Legal Name: First: __________________Middle: __________________Last: ____________________________________ 

Preferred Name: _________________________________________________ 

Birth Date: _________________________   

Sex: M____   F____            

Medicaid Number: ________________________________________________ 

Home Mailing Address 

Street Address: _______________________________________________________________________________________ 

City: __________________________ State: __________________________     Zip Code: ___________________________ 

Participant’s Primary Phone Number: ___________________________________________________________________ 

Email Address: ________________________________________________________________________________________ 

State ID Information 

Name as written on ID: __________________________________    ID Number: __________________________________ 

State ID Number: _____________________ Date of Expiration: ___________________ State of Issuance: __________      

Is this a REAL ID? There will be a star in the upper right corner Yes____ No____  

Contact Information 

Contact #1 Name: _____________________________________    Relationship: ________________________________  

Primary Phone Number: __________________________ Secondary Phone Number: ___________________________ 

Email Address: _________________________________________ May we send you updates about events? Yes / No  

Should this person be called for in an emergency Yes_____ No_______ 

Contact #2 Name: ______________________________________    Relationship: ________________________________  

Primary Phone Number: ________________________ Secondary Phone Number: ______________________________ 

Email Address: ________________________________________ May we send you updates about events? Yes / No  

Should this person be called for in an emergency Yes_______ No_______ 



 

2 
 

Health Insurance Information  

1. Company Name: _____________________________________ Group Number: _____________________________  

ID Number: _______________________________________ 

2.Company Name: _________________________________ Group Number: __________________________________  

ID Number: _______________________________________ 

3. Medicaid Number_______________________________ Tier Level: __________________________ 

 

Residential Agency Information   

Agency Name: ______________________________________________________________________________ 

Agency Address: _____________________________________________________________________________________  

Agency Contact Name: ______________________________Phone Number: _________________________________                                
Email Address: _______________________________________ 

Residential Agency Nurse Name: ________________________ Phone Number: _____________________________ 

Caregiver Name: _______________ Phone Number: _______________________ 

Email Address: _________________________________ 

 

Billing Information 

Billing Agency: __________________________________ Contact Name: _____________________________________ 

Billing Address: ______________________________________________________________________________________ 

Phone Number: ______________________________ Email Address: _________________________________________ 

 

Transportation Information: 

How will the participant get to and from FRIENDS for social events? 

Check all that apply 

______Caregiver       Name/s: _____________________________________ 

_______Access-a-ride AAR ID Number_____________________________ 

_______Trans-Dev 

_______Andy’s House 

_______ Uber/Lyft – Will you be setting up your own ride home during the event? _______________ 
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Care Information 

Staff to Participant Ratio  

______1:3 ____1:1  

Ambulation 

____Needs assistant on unstable ground or stairs         ____ Arm in arm assistance when walking  

____ Need extra time when walking                                        ____No help, independent on all terrains       

While Attending Social Events I Will Be Using: 

____ Walker ___ Cane    ____Manual wheelchair       

 ____ Electric wheelchair    Battery type _______________________ Wheelchair Weight_____________                                                                                                       

____Would you like to use a wheelchair for longer distances?  

If Wheelchair is Used         

____ Can self-transfer      

____ Bears own weight  

____ Needs full assistance transferring (How 
many people?)      

_____ Needs to use a Hoyer lift for transfers  

_____Requires a wheelchair accessible van  
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Assistance Needed (Check all that apply) 

 

Give a Detailed Description of all Assistance Needed: 

 Toileting  Vision  Hearing 

 No assistance needed  No Difficulty Seeing  No Difficulty hearing 

 Needs assistance in the 
bathroom 

 Wears Glasses  Hard of Hearing 

 Wears incontinence 
products 

 Visually Impaired  Wears hearing aids 

 Needs assistance with 
incontinence products 

 Blind  Deaf 

      

 Speaking  Eating   

 No Difficulty Speaking  I am independent   

 Difficult to understand  I need assistance   

 Nonverbal  I need to be fed   

 Uses signs and gestures  I can read the menu   
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Behavior (Check all that Apply) 

 Physically Aggressive  I need line of sight supervision  Vehicle Safety 

 Verbally Aggressive  History of not listening to adults  Refusal to leave and area 

 Swearing  History of stealing  Throws Objects 

 Inappropriate Sexual 
Behavior 

 Self-injurious  Other: 

 Inappropriate with others  I wander away from the group   

 Registered Sex Offender  Eloping   
 

_____Participant has no behavior concerns      

Do you have a behavior plan?  NO___ YES ___ If yes, please provide us with a copy 

Explain All Behavior Areas Marked:  
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Medical History            

My Diagnosis is: ___________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Specific Medical Needs: ___________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Allergies: _________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Medical Protocols: (Please attach copies of the protocols) ____________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Dietary Guidelines: ________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Eating Guidelines and Food Restrictions: ____________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Adaptive Equipment: ______________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 
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Check All That Apply  

Seizures YES NO   Asthma 
Controlled YES NO   Pulmonary disease 

Protocol YES NO   Headaches 
Diabetes YES NO   Stomach Problems 

Controlled YES NO   High Blood pressure 
Injections YES NO   Uses portable Oxygen (Please 

describe device below) 
Blood Testing YES NO   Catheter (explain below) 

Protocol YES NO   DNR 
Allergies YES NO    

Epi Pen YES NO    
Protocol YES NO    

 

Please describe severity and any assistance needed in the space below: 
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Medication  

______ Staff will need to administer my medication while I am at an activity  

______ I can wear sunscreen 

______Staff may help me apply sunscreen 

*Copy of current MAR is required for traveling 

Medication: Dosage: Route: Time of 
administration:  

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 

PRN’s I take: Symptoms  
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Additional Medical Information: 
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Likes and Interests (Check all that apply) 

 Shopping 
 Swimming 
 Animals 
 Museums 
 Roller Coasters 
 Slow Amusement Park Rides 
 Eating at Restaurants 
 Outdoor activities     
 Walking Outside 
 Elevators 
 Escalators 
 Large Group Settings 
 Small Group Setting 
 Loud environments 
 Music 
 Sports 

 

Tell Us About Yourself: 
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Social Program Registration and Payment Policy 

Revised 2026  

Registration For Events  

To participate in FRIENDS Social Program events, you must first be enrolled in the social program.   

Please let FRIENDS know if you will be paying privately or will be using funds in your Medicaid waiver. 

FRIENDS will need a copy of your current service plan.  

After you are enrolled, you will need to register for each event you are interested in attending separately.   

Please be aware there are caps on the number of people who can attend an event; it is best to register as soon as 

possible for an event.  

To register for a social event please contact Jen King at jking@friendsofbroomfield.org or by calling 303-404-

0123, ext. 1061.  

Payment for Events 

Private Payment 

You can pay privately for Social Program events including Men and Women’s Night Out and FRIENDS Night 

Out.  Our weekend Friends Day Out events will always be private pay.  

 Payments can be made online at https://www.friendsofbroomfield.org/product/Social/social  

We will also accept payments in cash or check. You can mail payments to FRIENDS of Broomfield, 11851 

Saulsbury Street, Broomfield, CO 80020.  You can also bring payments to FRIENDS reception desk Monday 

through Friday 8:30 to 4:30 p.m.  

Medicaid Waiver Payment 

Our monthly Men’s, Women’s, and Friend’s Night Out social events can also be paid for through Medicaid’s DD 

or SLS Waivers. To use the waiver for payment 240 Supported Community Connections (SCC) units per year 

must be allocated to FRIENDS of Broomfield Social Programs in your annual service plan. The service plan 

will need to be sent to jking@friendsofbroomfield.org.  

The units must be renewed in your service plan annually and the new service plan needs to be sent to 

jking@friendsofbroomfield.org.  

FRIENDS can only bill through the waiver upon receipt of your service plan. All events attended prior to the 

receipt of your service plan will need to be paid privately.  

 

If you will be using your waiver as payment, please sign below otherwise it will be assumed all payments will 

be made privately. 

______________________________________________________________________________________ 

Signature     Print name                                                        Date  

 

mailto:jking@friendsofbroomfield.org
https://www.friendsofbroomfield.org/product/Social/social
mailto:jking@friendsofbroomfield.org
mailto:jking@friendsofbroomfield.org
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Refunds 

In the event a social event has been paid for, and a participant must cancel FRIENDS will refund all payments.  

( ) The refund needs to come to me directly 

 

( ) On behalf of the person. the refund needs to be sent to:  

 

Name: __________________________________________ 

 

Address: ________________________________________ 

 

I have read understand FRIENDS Social Program Registration and Payment Policy 

 

______________________________ _____________________________________________________ 

Signature     Print Name                                                        Date  

 

_____________________________________________________________________________________ 

Guardian Signature             Print Name      Date  
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RELEASE AND WAIVER 

I hereby release FRIENDS of Broomfield, a Colorado non-profit corporation, its officers, directors, 

affiliates, employees, independent contractors, agents, volunteers, and each of them (collectively and 

individually, the releases are called “FRIENDS”), from any and all claims, damages, demands, rights of action 

or causes of action, present or future, known or unknown, anticipated or unanticipated, including personal 

injury or death, arising out of or in any manner resulting from my attendance and participation, or the 

attendance and participation of any person under my guardianship, in travel and event activities sponsored, 

managed or conducted by or under the authority of  FRIENDS of Broomfield, including without limitation any 

claims, damages, demands, rights of action or causes of action resulting from or arising out of the negligence of 

FRIENDS. 

 Further, I and any person under my guardianship, hereby agree to waive any and all such claims, 

damages, demands, rights of action or causes of action, indemnify and hold harmless FRIENDS against the 

same, and covenant not to bring or file any lawsuit, claim or demand for damages on account thereof. Further, I 

and any person under my guardianship hereby agree to release and discharge FRIENDS from any and all 

liability for any loss or theft of, or damage to, personal property. I understand that the specific nature of 

potential loss or injury is not known at this time, but it is my intention that this Release and Waiver apply to any 

such unknown future loss, damage or injury.  

I am fully knowledgeable of the risks and dangers potentially incident to participation in the travel or 

other event sponsored, managed or conducted by FRIENDS, and agree on my behalf, and that of any person 

under my guardianship, to assume the risk there and to. I understand that FRIENDS will make no evaluation or 

recommendation, and I will not construe any statement or action as an evaluation or recommendation, with 

respect to whether I am physically fit and able to participate in any such travel or event. I agree to consult a 

physician before undertaking any such travel or event and obtain permission to participate in the travel or event. 

I agree to advise FRIENDS of any advice or recommendations made by any health care professional with 

respect to particular needs or care that may be advisable with respect to participation in such travel or event by 

me or any person under my guardianship. I, or any person under my guardianship, will indemnify hold harmless 

the entitles or persons mentioned in the paragraph from any and all liabilities or claims made as a result of 

participating in the activities.  

I acknowledge that I have carefully read this Waiver and Release and fully understand its terms, and that 

I and any person under my guardianship, are legally bound by its terms. I am signing this Waiver and Release:  

( ) On my own behalf, and/or  

 

( ) On behalf of the person under my guardianship, whose name is: _________________________  

 

______________________________________________________________________________________ 

Signature     Print Name                                                        Date  
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FRIENDS OF BROOMFIELD: PARTICIPANT RELEASE OF                           
INFORMATION FOR MEDIA/PUBLIC RELATIONS AND MARKETING PURPOSES 

 

FRIENDS of Broomfield is committed to protecting the privacy of our individual’s Protected Health 
information. That’s why we must obtain your written consent before we can photograph you or share 
Protected Heath Information for use in news stories or promotional materials. Only you and your team of 
caregivers may provide details about your case and Protected Health Information to a FRIENDS of 
Broomfield Staff. Please review the following facts and assure your questions are fully answered by a 
FRIENDS of Broomfield Staff before signing this form. You are entitled to receive a signed copy. 

FREQUENTLY ASKED QUESTIONS 

Who will use my information? A FRIENDS of Broomfield staff may share your images or 

information [example: your name or program of participation] with journalists or the public for 

promotional purposes, such as advertising, brochures, web pages, publications or news stories. 

All images used for promotional purposes will be respectful and dignified. 

What happens after my photos and information go public? Once stories, photos, audio and 

videotape enter the public domain, it’s important to understand that other outlets are free to 

use them too. For example, photos and stories in the Broomfield Enterprise can be picked up 

by news wires, reprinted by other websites and broadcasted by radio and television 

stations. 

Before you sign this form, make sure you are comfortable with the amount of public recognition 

you may receive. FRIENDS of Broomfield control how – or how long – news outlets use or 

distribute your information, photos and videotape for future stories. We also cannot guarantee 

that other organizations will not display your publicized images or information on their own 

websites. 

I’m not sure I want to make my information public. Do I have to sign this form? 
Absolutely not! Signing this form is your choice alone and will have no effect 

on your care or support from FRIENDS of Broomfield. 

May I withdraw my consent? You may cancel or revoke your authorization at any time by 

writing to FRIENDS of Broomfield, 11851 Saulsbury St, Broomfield CO 80020; however, if we 

have already used the information and disclosed it as provided by the authorization, we will 

not be able to revoke your authorization. 

Do I approve each photo before use? By signing this form and selecting Option #1 you are giving 

FRIENDS permission to use our best judgment on the photo(s) we choose to use of you. Option #2 

requires FRIENDS to get your signed permission each time a photo of you is used. 
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When does my consent expire? If no date is recorded, your consent expires 12 months after the 

date of your signature. Expiration Date (if less than 12 months)  . 

SIGNATURE 

I have read this form, and all of my questions have been answered. My signature confirms that I 
understand and accept all of the above conditions, and approve the use of my images by FRIENDS of 
Broomfield. I also understand that if FRIENDS of Broomfield features me in a media/public relations 

and marketing purpose that is not listed above that FRIENDS will acquire a specific release of 

information for that purpose. 

 

Signature (Participant or Guardian) Print (Participant or Guardian Name) 

 
  

Date        Participants Name (if Guardian) 

 

 

OPTION #1: 

 

I  [Person’s name] agree to participate in an interview, provided 

details about services and/or have photographs, audio or video recordings made of 

myself, for: 

 FRIENDS of Broomfield brochures or publications 

 FRIENDS of Broomfield website(s) 

 FRIENDS of Broomfield Social Media [including but not limited to: Facebook and Twitter] 

 FRIENDS of Broomfield- related stories in the news media, including but not limited to 

newspapers, television, radio, magazines and online publications. 

 Marketing/advertising by FRIENDS of Broomfield, including possible storage in a 

photo or video archive for future promotional purposes. 

PLEASE LIST SPECIFIC INFORMATION YOU DO NOT WANT DISCLOSED: 

OPTION #2: 

I  (Person’s name) would like FRIENDS to get my permission 

each time a photograph, video or interview of me is used by FRIENDS. 


