
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AAADDDEEELLLIII   CCCEEENNNTTTEEERRR                  

APPLICATION FORM 
  

  Rehabilitation course: from_______till_______ 200___       ADELI Center Contact Person: ________ 
 
 1. Details of Parent/Guardian:  Mr.    Ms.    Mrs.    
 
 First name:       ______________________  Date of birth: ____/____/__________   
              dd       mm          yyyy 
 Last name:  _____________________________________________________ 
 
 Country:   ______________________  State: _________________________ 
 
 City/Place:  ______________________  ZIP/Postal code: ________________ 
 
 Street/address: _____________________________________________________   
 
 Telephone:  ______________________  Fax: __________________________ 
 
 E-mail:   _______________________@____________________________ 
 
 
  2. Patient details:                   Mr.    Ms.    Mrs.  
 
  First name:   ________________________________________________   
 
  Middle Name(s) : ________________________________________________   
 
  Last name:   ________________________________________________ 
 
  Date of birth: ____/____/_______  Date of last diagnosis: ____/____/_______ 

  dd          mm         yyyy                                                                    dd          mm         yyyy 
 
Name of insurance institution: _________________________________________ 
 
Patient height: __________________ (cm)   Shoe size:  ______________________  
 
Diagnosis:     _______________________________________________________________ 

 
____________________________________________________________________________ 

 
Operations and rehabilitation courses done: ___________________________________ 

 
____________________________________________________________________________ 

 
  ____________________________________________________________________________ 
 



 

 

 
 
 
 
 
 
 
 
 

APPLICATION FORM (continued) 
 
  2. Patient details (continued)  
 
Epilepsy:   a) number of fits per month __________________________________ 
 

b) treatment (medications) ___________________________________ 
 
  _________________________________________________________________ 
 
  Recent X-ray of the hips (6 months), medical report: _______________________ 
 
  _________________________________________________________________ 
 

Heart disease:  ______________________   Scolisosis:  ___________________________ 
 
  Diabetes:      yes        no     Hydrocephalus:  yes       no     

 
Tracheostomy/G-Tube:  ___________________ Shunts:    yes        no 
       
Visial and auditory ability: 
__________________________________________________________________________ 

 
__________________________________________________________________________ 

 
  Medications currently taken, purpose: 
  __________________________________________________________________________ 
 
  __________________________________________________________________________ 
 
  Physical abilities (e.g. crawling, walking, sitting, etc.): 
  __________________________________________________________________________ 
 
  __________________________________________________________________________  
 
  Allergies: _________________________________________________________________ 
 
  Equipment used (e.g. walker, crutches, canes, etc.): _______________________  
 
  __________________________________________________________________________ 
 
  
I have read and agree with the General Terms and Conditions of the ADELI Rehabilitation Center.  
            

 Date ______________ Signature ________________ 
      
     Please fill out the form and fax to the ADELI Center: 
        Fax number ++ 421 33 77 18 108 


