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Disability: ____________________________________________________ 
 
How does your disability affect you? 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 
What should staff know to assist you better? 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
Participant Name: _____________________________________________ 
 


