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About me 
My surname:   
My first name:  
What I prefer to be called: 

File number: 

Key contacts 
The person who knows most about my needs, likes and dislikes is: 
You can contact them at: 

I communicate using Sensory sensitivities 

 
 Sentences 
 Gestures 
 Pictures 
 Communication device 
 Single words 
 Sign language 
 Written words 
 Other: 

 

 
 Bright lights 
 Loud or unexpected noises 
 Certain textures 
 Specific smells 
 Specific colours 
 Pain 
 Other: 

 
 

Favourite things (e.g. special interests, activities I enjoy doing, things I’m good at) 
 
 
 

Mood and behaviour  
Things that might trigger me to become upset:  

Warning signs of becoming upset:  

If I become very overwhelmed, I might: (become non-verbal, hurt myself, hit others, etc) 

Things that help me feel better: 
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During my visit 
What is the best way for staff  
to communicate with you?  
 

 Please speak normally 
 Speak using simple, short phrases 
 Use pictures 
 Use written words  
 Other  

 

How will you let us know if you: 
 
Are in pain: 
 
Need help: 
 
Are getting distressed: 
 

How can we best manage your 
environment? 
 

 Arrange a private space for me to wait 
 Low lighting  
 Reduce noise levels  
 Minimise overcrowding  
 Consistent care providers  
 Other: 

 

How can staff support you before and during procedures, like 
taking blood? 
 

 Explain procedure first in a clear, simple way 
 Demonstrate procedure first  
 Show me a written schedule of the steps  
 Show me a visual schedule of the steps  
 Have caregiver present  
 Please minimise non-essential touch 
 Other: 

 
Useful things for distracting and calming: 
 

 Sunglasses  
 Noise cancelling headphones  
 Music  
 Smartphone or tablet  
 Games like “I Spy”  
 Sensory toys  
 Comfort item from home  
 Other: 

 

What else can we do to support you during your visit? 

Other conditions that may affect my care (e.g. dyslexia, ADHD, ODD, anxiety) 
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