
Sunset Church 
Special Needs Ministry 

OVERVIEW 

The Special Needs Ministry at Sunset Church seeks to affirm that all people are treasured and loved by 

God by meeting the spiritual, physical, and emotional needs of individuals with a disability, as well as 

the needs of their families.  

If you are interested in joining us in joining us in loving these individuals and families, there are 

currently three capacities in which you can serve. No prior experience is necessary as training will be 

provided. The roles and expectations are explained below.  

1. SUNDAY SCHOOL BUDDY PROGRAM

The Purpose 

The buddy program exists to: 

● Affirm that each one of us are fearfully and wonderfully made! (Psalm 139:14 I praise you, for I

am fearfully and wonderfully made.  Wonderful are your works, my soul knows it very well.)

● Provide a safe, supportive, and accessible environment for all to participate in church activities

and programs

● Encourage each child and their family members to grow in maturity in Christ by hearing the

word and through fellowship with other believers in ways that meet their unique needs

Volunteer’s Role 

Buddies are paired up with an individual who has special needs. A buddy acts as God’s hands and feet by 

serving the family in the following ways: 

● Providing support for your buddy during all Sunday church activities

● Being a caring friend to the individual and family

● Serving as a “go-to” person that communicates with the family and Sunday school teachers if

applicable

● Providing assistance as necessary in any of these areas:

○ Communication

○ Mobility

○ Attention and focus

○ Safety

○ Any other needs identified by the family

● Facilitating peer interaction and encouraging relationships

Expectations/Requirements 

● Commit to 2 Sundays/month for 6 months during one of the service time slots

● Undergo a training process which involves meeting with the family and observing the child in a

natural setting



2. SPECIAL NEEDS SMALL GROUP BUDDY PROGRAM

The Purpose 

The special needs small group exists to: 

● Provide a safe and supportive community for parents who have children with special needs to

support and encourage one another

● Foster the spiritual growth of individuals through bible based discussions, encouragement, and

prayer

Volunteer’s Role 

Buddies are paired up with an individual who has special needs. A buddy acts as God’s hands and feet by 

serving the family in the following ways: 

● Providing a safe and fun environment for the child during small group hours

● Providing assistance in any areas of need identified by the family

● Being a caring friend to the individual and family

Expectations/Requirements 

● The small group meets on the first Friday of every month from 7pm-9pm

● Commit to serving the small group once a month for 6 months

● Undergo a training process which involves meeting with the family and observing the child in a

natural setting

*Please contact Pastor Aurum if you are a parent who is interested in joining this small group.

3. RESPITE VOLUNTEER

The Purpose 

Respites are days of rest during which we offer childcare for families who have children with special 

needs. These events typically around four hours long, excluding the training. They exist to: 

● Give children with special needs as well as their siblings an opportunity to play in a safe and

welcoming environment

Volunteer’s Role 

Buddies are paired up with a child attending respite. A buddy acts as God’s hands and feet by serving 

the family in the following ways: 

● Providing a safe and fun environment for the children

● Providing assistance in any areas of need identified by the family

● Being a caring friend to the individual and family

● Assisting with set up and cleanup

Expectations/Requirements 

● Commit to serving in at least two respites per year

● Attend training prior to the event



Sunset Church  

Special Needs Ministry 

Family Questionnaire 

GENERAL INFORMATION 

Participant’s Name _____________________________________________  Birthdate ________________________  

Mother’s Name __________________________________   Father’s Name _________________________________ 

Mother’s Cell # __________________________________     Father’s Cell # __________________________________ 

Email Address _____________________________________________________________________________________ 

Authorized to Pick Up Child (Include names of authorized parents) ___________________________________________ 

_______________________________________________________________________________________________________________________ 

Emergency Contact __________________________________          Phone Number ______________________________ 

MEDICAL INFORMATION 

Doctor’s Name ________________________________          Doctor’s Phone Number ____________________________ 

Doctor’s Address ___________________________________________________________________________________  

Medical ID Number _________________________________________________________________________________ 

Allergies/Food Sensitivities ___________________________________________________________________________ 

Are the allergies life threatening? ______________________________________________________________________ 

Other health concerns:  

My child’s behavior may indicate a medical problem requiring immediate attention when: 



PHYSICAL ABILITIES AND NEEDS 

Describe your child’s mobility (e.g. walks, uses crutches/wheelchair): 

Describe your child’s fine motor abilities: 

Describe your child’s vision (e.g. typical, impaired, blind): 

Describe your child’s hearing (e.g. typical, impaired, deaf, hearing aids): 

Describe your child’s eating habits (e.g. feeds self, drinks from open cup, requires assistance): 

Describe your child’s special diet, if applicable (e.g. food textures, likes/dislikes): 



Describe your child’s toileting skills (e.g. independent, requires assistance, diaper-dependent) and how your child 
indicates a need to use the toilet:  

Describe your child’s language abilities and main forms of communication (e.g. verbal, nonverbal, AAC, ASL): 

What languages are spoken to your child at home? 

Describe the extent to which your child understands what others say: 

Describe any other physical challenges your child has or areas you want your child’s buddy to be aware of: 



BEHAVIOR 
 
Describe how your child responds to separation from his/her parents: 

 
Describe your child’s behavior patterns and when they tend to occur (e.g. awareness of danger, aggressive tendencies, 
self-injurious behaviors, tantrums, meltdowns, running, hyperactivity, etc): 

 
If your child shows physical aggression or attempts to run away, we may need to need to physically redirect him/her. 
Please check this box if you understand and agree.  
 
Describe how your child is best comforted:  

 
Describe how your child best comprehends instructions (e.g. visual, auditory, kinesthetic):  

 
 



SOCIAL 
 
Describe your child’s temperament (e.g. shy, outgoing): 

 
Describe how your child reacts to new situations/environments/strangers: 

 
Does your child have siblings? If yes, please describe age of siblings and child’s interaction with his/her siblings or 
individuals that he/she is comfortable with: 

 
Describe how your child interacts with peers at school and/or social groups: 

 
Does your child prefer being:  __ alone,  __ in small groups,  __ in large groups 
 
Does your child do well in structured environments? __ Yes  __ No 
 

LIKES AND DISLIKES 
 
What activities does your child like? List some of your child’s favorite books, videos, and songs if applicable.  

 



What activities does your child dislike and become upset by? 

Are there any smells your child is sensitive to? If yes, please describe. 

Does your child have an aversion to loud noises or specific types of noises? If yes, please describe. 

Does your child enjoy certain noises? (e.g. banging noises, music) 

What sensory materials does your child like and dislike? 

Does your child like hugs and touch or does your child prefer his/her own space? 



Describe forms of stimulation your child likes (e.g. self-stim) 

ADDITIONAL QUESTIONS 

Are you, the parents, currently members/regular attendees of Sunset Church? If yes, which service do you attend? 
__ No  __ 8:30am English __ 10:00am Chinese __ 11:30am English __ 11:30am Chinese 

If no, is taking care of your child during service hours preventing you from attending regularly?  __No __ Yes 

Does your child currently attend Sunday School? If yes, which time slot? 
__ No  __ 8:30am  __ 10:00am 

If not, why? (i.e. specific worries/concerns) 

Would having a buddy enable your child to attend Sunday School regularly? 
__ Yes  __ No 

You are the expert on your child and we want to know how to best serve you and your child. We hope for the buddies 
to be able to directly observe your child/your interaction with your child in a naturalistic setting (e.g. at home, 
playground, etc). Would you be open to meeting up with your child’s buddies to help them learn how to best care for 
your child? 

__ Yes  __ No 

Do you, the parents, attend any other activities at church on Sunday and want a buddy to be with your child during that 
time slot? If yes, what time? 

Additional Comments: 



ADDITIONAL INFORMATION 
 
This form can be submitted to the Special Needs Ministry mailbox or via email at specialneeds@sunsetchurchsf.org. We 
will contact you to set up a time for a parent interview to review this form and to get to know your family and child 
better. The information on this form will only be shared with the ministry coordinators and the individuals who are 
directly caring for your child.  
 
Please attach a copy of your child’s IEP to this form. This will help us to better understand your child and will provide 
additional information in helping us train your child’s future buddies.  
 
 
 
Signature ________________________________________________  Date ___________________________  

mailto:specialneeds@sunsetchurchsf.org
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