
Lake Country Cottage 
 

First Name _____________________________ MI ____ Last __________________________________ 

DOB ________________________________ SSN ___________________________________________ 

Address ______________________________________________________________________________ 

City ________________________________________ State ______________ Zip __________________ 

Phone (____) _____________ Cell (____) ______________ E-mail ______________________________ 

Occasionally, cottage members & staff will reach out to members for special events or if they haven’t seen you in 

a while.  I would like to be contacted in the following ways (please initial): 

By staff:            Phone ________          Cell ________           Text ________           E-mail ________ 

By member:     Phone ________          Cell ________           Text ________           E-mail ________ 

MEDICAL INFORMATION: 

Mental Health Diagnosis _______________________________________________________________________ 

Medical History (high blood pressure, diabetes, asthma, etc.) __________________________________________ 

___________________________________________________________________________________________ 

Allergies and Dietary Restrictions _______________________________________________________________ 

___________________________________________________________________________________________ 

Medical Alerts (circle all that apply)       Chronic Physical Illness            Severe Allergic Reactions 

Deaf/Hearing Impairment      Asthma        New Psychiatric Medication     Blind/Visual Impairment 

Recent Surgery            Diabetes              Epilepsy/Seizure Disorder                Hypertension 

Other______________________________________________________________________________________ 

Please list any medications you are taking and their purpose (in case of emergency)  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

When you are experiencing mental health symptoms, what helps? 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

What does NOT help? 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 



MEDICAL CONTACTS: 

Primary Care Doctor _______________________________ Clinic ______________________________ 

City ________________________________________ Phone ___________________________________ 

EMERGENCY CONTACTS: 

Primary Contact _________________________________________Relationship____________________ 

Address ______________________________________________________________________________ 

City ________________________________________ State ________ Zip ________________________ 

Phone (___) ______________ Cell (___) _______________ E-mail ______________________________ 

 

RESIDENTIAL STATUS (Circle One) 

Private Residence – Independent Living                                Private Residence – Dependent Living 

Foster Care/Foster Home                                                         Residential Care 

Homeless/Shelter                                                                      Nursing Facility 

Other ______________________________________________________________________ 

Housing Status: (circle one) 

Housed                  At risk of homelessness                  Chronically Homeless                  Homeless 

 

EMPOYMENT INFORMATION: 

Are you currently employed? ___Yes ___No 

If so, is it supportive employment (ex. Tin Ceiling/Salvage Depot)? ___Yes ___No 

Are you satisfied with your position? ___Yes ___No     

Are you satisfied with your hours? ___Yes ___No 

Are you satisfied with your pay? ___Yes ___No 

If you are currently unemployed, do you have any interest in going back to work? ___Yes ___No 

 

 

 

_______________________________________________________________    ____________________ 

Member Signature        Date 



        
 

Authorization for Release of Photographic, Voice, Use of Likeness, Printed 
Quotes or Statements 

 
 
Authorization for use.  By signing this document, I hereby release to Lake Country Associates, Inc. and its 

officers, agents, employees, independent contractors and/or affiliates the rights of my photographs, images, 

likeness, voice as recorded on videotape or film, and any oral or written statement(s), regardless of format 

(whether they are direct quotes or paraphrased by Lake Country Associates, Inc.) for the purpose of promotional 

videos, publications, and marketing material, including Internet publications. 

Use of testimonial/photo/video.  I understand that these testimonials and reproductions may be used in the 

production of materials used to promote Lake Country Associates, Inc. programs, services, and events or Lake 

Country Associates, Inc. in general, in perpetuity.  I waive any right that I may have to inspect and approve the 

finished product that may be used to which it may be applied now and/or in the future, whether that use is 

known to me or my child(ren) or unknown, and I waive any right to royalties or other compensation arising from 

or related to the use of the image or product. 

Permission to revoke.  At any time, I may revoke this permission by contacting Lake Country Associates, Inc. 

management team.  This revocation stops all future use of photos, videos and testimonials.  I also understand 

that the choice of which reproduction is to be used, if any, is at the discretion of Lake Country Associates, Inc., 

and that the decision would be based on artistic merit, specific design needs, technical requirements, and 

marketing and communication strategies.  I also understand that I do not have copyrights to any photographs, 

video or electronic reproductions made by Lake Country Associates, Inc.  

I further acknowledge that: 

1) I am at least 18 years of age and am competent to execute this agreement; 
2) I have read, understand and agree with the terms of this release; and 
3) I have executed this release voluntarily. 
  

Name:  _________________________________________ Date:   __________________________     
   
 
Signature:  ____________________________________________________________________________ 
 
 
Witness:  _____________________________________________________________________________         

515 Bridge Street East 

Park Rapids, MN  56470 

218 366-9229   phone 

218 237-2520   fax 


