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STUDENT APPLICATION AND MEDICAL INFORMATION

Section 1: Student Information

Full Name: ______________________________________________________________

Male Female Age: _____ Grade: _____ Date of Birth: ____/____/____

Place of Birth: _______________________ SSN: ____________________________

Religious Pref: ___________________________

Date of Enrollment: ___/____/____ Height: ________ Weight: _____ Eye color: ______

Hair color: _____ Shoe size: _____ Waist size: _____ Shirt size: Sm Med Lg 
X-lg XX

Section 2: Emergency Contact Information

Name: _________________________________ Relationship: _______________________

Street Address: _____________________________________________________________

City: ___________________________ State: _________________ Zip Code: ________

Home Phone: ____________________ Work: ______________ Cell: _________________

Section 3: Father’s Information

Name: _______________________________________ SSN: _____________________

Street Address: _____________________________________________________________

City: ___________________________ State: _________________ Zip Code: ________

Home Phone: ____________________ Work: ______________ Cell: _________________

Occupation: _____________________________ Stepmother’s name: _______________

Section 4: Mother’s Information

Name: _______________________________________ SSN: ___________________________

Street Address: ______________________________________________________________

City: ___________________________ State: _________________ Zip Code: _________

Home Phone: ____________________ Work: ______________ Cell: __________________

Occupation: _____________________________ Stepfather’s name: ________________

Section 5: Marital Status

Are parents divorced/ separated? ________________if yes when? ______________________________________________________________________________

Are there any special circumstances? _________________________________________

Has the divorce been an issue? _______________________________________________

Who has legal custody of the child? __________________________________________

Who has physical custody______________________________________________________

Can the non-custodial parent have access to information about the child’s treatment? ______________________________

Visitation agreement: ______________________________________________________

Section 6: Referral Information

How did you first hear about this program?

□ Web Search □ Educational Consultant □ Previous Parent □ Advertisement

□ Other Program □ Other

Please list name of specific referral source indicated above:

_________________________________________________________________________

□ Internet search keywords used: _______________________________________

□ If found on a website please list here: ________________________________________________________________________

Section 7: Objectives

What specific events precipitated enrollment to this program? ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

What are your specific objectives for your son/daughter while in this program? (i.e. therapy, school, living arrangements, activity level) _______________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

What are you plans for placement, if any, after this program? _______________________________________________________________________

_______________________________________________________________________

________________________________________________________________________

If you are not already working with an educational consultant/professional, would you like this program to provide assistance with the aftercare placement Yes/No

Other comments: _________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Section 8: Parent/Child Relationship

Describe the relationship of your son/daughter to you and other family members.

Relationship with Father: ___________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Relationship with Mother: ___________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Relationship with Stepfather: _______________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Relationship with Stepmother: _______________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Describe your son/daughter’s relationship with his/her siblings (including step and half siblings)

Name Age/sex Type of Relationship

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Additional family information: (i.e. significant family issues or illnesses) _____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Have there been any physical confrontations between parents and child? If yes please give details. _____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Is your son/daughter adopted? ___________ if yes, at what age?

_____________________________________________________________________________

Were there any special circumstances? Explain: _____________________________________________________________________________

_____________________________________________________________________________

Does adoption appear to be an issue?  Explain______________________________________________________________________

_____________________________________________________________________________

Were there any complications during pregnancy, birth, or early years? Explain: _____________________________________________________________________________

_____________________________________________________________________________

Section 9: Emotional Concerns:

Describe any major traumatic events or changes in your son/daughter’s life (abuse, illness, death, rape): ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Have there been any difficult moves to a new home or school(s)? ________________________________________________________________________

________________________________________________________________________

Has your son/daughter ever been hospitalized for psychiatric/psychological reasons and/or been diagnosed with a mental disorder (i.e. depression, OCD, ODD, PTSD)? Y/N

Diagnosis: ______________________________________________________________

Describe circumstances, dates, etc: ________________________________________________________________________

________________________________________________________________________

Describe any history of self-harm, bizarre, or unusual behavior: ________________________________________________________________________

________________________________________________________________________

Describe any depressive features, mood swings, or periods or isolation: ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Describe the way your son/daughter expresses anger: ________________________________________________________________________

________________________________________________________________________

Is your son/daughter bright but unmotivated? Explain: ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Is he/she insecure or lacking confidence? Explain: ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Describe your son/daughter’s positive traits, strengths, hobbies, and talents: _______________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Additional comments: ___________________________________________________

________________________________________________________________________

________________________________________________________________________

Section 10: Medical History

Students Name: ____________________________________D.O.B. ____/____/____

Family Physician’s name, address, and phone number: ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Orthodontist’s name address, and phone number: ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Does the student currently have a health problem? Yes_______ No ________

If yes, please identify and describe the condition: ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please provide the date of the last physical exam and the name of the physician: _____________________________________________________________

________________________________________________________________________

Does the student use an inhaler or need to carry an Epinephrine pen? 

Yes_____ No_____

Please provide the date of the last dental examination: _________/_______/___________

Is the student currently under the treatment with an Orthodontist? Indicate if he/she is fitted with: □ Braces □ Retainer □ Other:_____________________________________

Date of last eye examination: _____/_____/_____ does the student require corrected vision? Yes____No_____ indicate if the student wears: 

□ Glasses □ Contact Lenses

Indicate if require for: □ reading □ classroom □ all the time

Does the student have any dietary restrictions? Yes_____ No_____

If yes please identify and describe these restrictions:___________________________________________________________

________________________________________________________________________

If the student is female, please provide the age of onset of menstruation: _________________________________________________________________________

Please list any difficulties: _________________________________________________________________________

Section 11: Attention or Emotional Difficulties

If at any time the student had been diagnosed as having attention or emotional problems,

What was the diagnosis? ___________________________________________________

Who made the diagnosis and when? __________________________________________

___________________________________________________________________________

Has the student ever been hospitalized or undergone surgery? Yes_____ No______

If yes please describe the circumstances and give dates: ______________________________________________________________________________

______________________________________________________________________________

Has the student ever had a broken bone? Yes_____ No_____ If yes please describe the circumstances and dates: ______________________________________________________________________________

______________________________________________________________________________

Parent/Guardian Signature

Name (print)__________________________________________________________________

Signature: ___________________________________________________________________

Relationship: ________________________________________________________________

Date: ________________________________________________________________________

Parent/Guardian Signature

Name (print)__________________________________________________________________

Signature: ___________________________________________________________________

Relationship: ________________________________________________________________

Date: ________________________________________________________________________
