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Cuisle Holiday Centre
Donamon, 
Co Roscommon.

Ph: 090 6662277 

Email - cuisle@iwa.ie


Web: www.cuisle.com

Guest Booking Form

If you require no supports during your holiday please just complete the Personal Details Section and return the signed form. 

If you feel you may require supports during your holiday please complete the sections that are relevant to you. The information you provide on your daily living requirements will assist us in planning with you a safe and enjoyable holiday and are treated in the strictest of confidence. Please return the signed form and prescription sheet to the holiday centre.

 Personal Details 

Name
____________________________________ 
Date of birth ____/______/_____
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Address___________________________________      Male 
                 Female 



_________________________________________

_________________________________________
Tel Home______________________________     Mobile_________________________

Nature of disability _______________________________________________________________________

G.P.
  ___________________________      Medical Card No.____________________

Address________________________________________________________________
______________________________________________________________________

Telephone Number_______________________________________________________
Emergency Contact,  Name_________________________________________________
Address_________________________________________________________________ 
Phone no: ______________________________________________________________
(A 1) Interests and Activities 
Activities are planned according to the preferences expressed by the group in advance of the visit. Guests are recommended to bring spending money for the holiday.

Are you interested in any of the following?

Cinema
Yes

No  

Outings
Yes 

No

Pub

Yes

No  

Shopping
Yes

No



Massage
Yes

No

Hairdressing
Yes

No


Theatre
Yes

No    

TV/Videos
Yes

No

Music

Yes

No

Fishing
Yes

No

Bowling
Yes

No



Total Rest and Relaxation
 Yes
          No  
We may be in a position to facilitate some of the above activities, if you have other interests please list below
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________
(A 2) Food & Drink preferences

What are your favourite foods?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you follow a special diet for example Gluten Free/Low Fat etc?  Describe in detail

______________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any food allergies or intolerances?  Describe in detail?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________

(B 1) Aids & Appliances  

For your enjoyment and comfort, please let us know if you use any of the following equipment. You may be required to bring some/all of this equipment with you. Staff will discuss this with you before your arrival.
Do you use and or will you be bringing 
         
 use / bringing
         
        use / bringing

         use / bringing

Walking aid 



Eating utensils 

        Cot Sides 




Manual Chair



Hoist


         Air Flow Mattress


Power chair  



Perching Stool   

   High/Low Bed         


Transfer Board

       
Oxygen Therapy
              Shower Chair                   










Charts or 



Catheters/ pads  
   
         Dressings        

Speech Board
Please specify any other requirements_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(B 2)Personal Dignity      
In daily living do you require support with any of the following?

Washing

Yes

No

Walking
Yes

No


Showering/Bathing
Yes

No

Transfers
Yes

No


Toileting       
Yes

No

Mealtimes
Yes

No



Dressing

Yes

No

Medication
Yes

No


Shaving

Yes

No

Oral Hygiene Yes

No

Do you require assistance during the night e.g. turning or toileting?       
 Yes                    No

 If so, how often?

_____________________________________________________________________________________________________________________________________________________________________________________________
Comments/any further information you think may be important
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
B 3) Medical / Health Requirements
Nursing care requirements need to be discussed and booked in advance so it’s essential to inform us of all your nursing requirements 

Do you have any difficulty with the following?






Yes

No

Vision



(

(
Hearing



(

(
Speech


          (

(
Swallow



(

(
Memory



(

(
If yes to any of the above, please give details:

__________________________________________________________________________________________________________________________________________________________________
Do you require support to take your medication?      Yes                 No

Please give details.
____________________________________________________________________________________________________________________________________________________________________________________________ 

Do you consent to IWA staff administering your medication
Yes                 No
If you need our support in taking medication we require you to ensure that your medication is BLISTER PACKED by your local pharmacy prior to the visit. This service is usually free and will need to be pre-booked at your local pharmacy.

Do you require assistance with the following? 
Dressings


 Injections


Bowel Care




Catheters/Urinary 

Other (Specify) 

Peg Feeding
Devices

Suctioning





Colostomy/Urostomy 
Please  give details ______________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any broken areas on the skin?  Please give details.
_____________________________________________________________________________________________________________________________________________________________________________________________
To ensure a safe and enjoyable holiday please inform us of any relevant recent medical history.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature:

_______________________________________________




(To be signed by parent/guardian if guest is under 18 yrs)

Date:


_______________________________________________

                     Cuisle Holiday Centre

                  Medication Consent Form

Please sign either A or B.

A. I consent to have my medications administered by Cuisle staff from my bubble pack.

Signed;  _________________________

Address;  ___________________________

                 ___________________________

                 ___________________________

Date;       ___________________________

B. I wish to administer my own medication and take full responsibility for its safe keeping during my holiday.

Signed;____________________________

Address; __________________________

                ___________________________

                ___________________________

Date;  ____________________________

Prescription Sheet
PLEASE USE BLOCK CAPITALS ONLY
(to be filled in by your doctor)

Print Clearly

Name of Guest:
_________________________
Doctors Name:
_______________________

Doctor’s signature: _______________________ 

Address:
_________________________
Address:
_______________________
Phone No:
_______________


_________________________


_______________________
Fax No:

 _______________________



_________________________


________________________

	Date
	Drug

(BLOCK LETTERS)
	Dose
	Frequency of Administration
	Method of Administration
	Doctor’s Signature
	Discontinued Date
	Initials

	
	1
	
	
	
	
	
	

	
	2
	
	
	
	
	
	

	
	3
	
	
	
	
	
	

	
	4
	
	
	
	
	
	

	
	5
	
	
	
	
	
	

	
	6
	
	
	
	
	
	

	
	7
	
	
	
	
	
	

	
	8
	
	
	
	
	
	

	
	9
	
	
	
	
	
	

	
	10
	
	
	
	
	
	

	
	11
	
	
	
	
	
	

	
	12
	
	
	
	
	
	

	
	13
	
	
	
	
	
	

	
	14
	
	
	
	
	
	

	
	15
	
	
	
	
	
	

	
	16
	
	
	
	
	
	

	
	If your patient requires Analgesia i.e. Panadol, Aperients, Inhalers etc. on a P.R.N. basis, please describe below
	

	
	A
	
	
	
	
	
	

	
	B
	
	
	
	
	
	

	
	C
	
	
	
	
	
	

	
	D
	
	
	
	
	
	


Next steps 
1 . Please send the Booking form and your completed prescription sheet,  signed, stamped and dated by your GP to the address listed below.
     2.   A staff member may contact you by telephone to clarify any details   

           related to you booking.

If you have a communication difficulty you  may wish to nominate a person / advocate to speak on your behalf.

Nominated person
Name:  
 ___________________________________________________

Tele: 

 ___________________________________________________

Mobile           ____________________________________________
Send your completed Booking from and prescription sheet to:-

                              Cuisle Holiday Centre

                             Donamon, Co. Roscommon.            

Please feel free to come and visit 

 our holiday centre prior to your planned holiday.

If you have any queries in relation to your holiday contact us on 090 6662277 or cuisle@iwa.ie
FOR OFFICE USE ONLY

Reference Number
____________________________

Date Received

____________________________

Acknowledgement
____________________________

Or Confirmation Letter Date







