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Name:            
   First     Last   M.I. 
 
Address:            
     Street and Number    City   State  Zip 
 
Date of Birth: ____/____/____   Age: ______Grade:    
 
Parent/Guardian Names:           
 
Home Phone: ___________________ Cell Phone: _     
Do we have your permission to call the above numbers?  
 _________yes ________no 
 
Do we have your permission to leave a message if necessary? 
_________yes ________no 
 
Parent/Guardian Email address:          
(Each week we will send an email reminder about group as well as a handout of 
the lesson and activities). 
 
Emergency Contact Name:           
 
Phone: ______________________ Relationship to child:       
 
Allergies (please list ALL): 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
_____________________ 
Dietary Restrictions (please list ALL): 
___________________________________________________________________
___________________________________________________________________
______________ 
 
Does your child have any medical conditions the group facilitator should be aware 
of? 
Yes ____ no    
 



 Center for Counseling and Education, LLC  
Group Program 

 pg. 2 

 
Is your child on any medications? _______yes ______no 
If yes to either, please list and describe: 
______________________________________________________________ 
___________________________________________________________________
___________________________________________________________________
______________ 
 
Is your child toilet trained? _____yes _____no 
 
Does your child need assistance when using the bathroom? _____yes _____ no 
If yes, please talk to your child’s group facilitator.  We may require that you 
remain on the premises during your child’s group. 
 
Does your child have anxiety? 
______none ______ mild _____moderate ______severe 
 
How does your child do academically? 
______below average ______average ______above average 
 
How does your child get along with peers? 
______below average ______average ______above average 
 
Does your child have an I.E.P.? ____yes _____ no 
 
Has your child had any special testing or evaluations in school?  ____ yes ____ no 
If yes to either, please describe: 
___________________________________________________________________
___________________________________________________________________
______________ 
 
Does your child have any communication or language challenges? 
______ yes ______ no 
If yes, please specify: 
___________________________________________________________________
___________________________________________________________________ 
 
Has your child been or is your child currently in counseling? ____yes ____no 
If yes, please provide name of therapist: _______________________________ 
(The group facilitator may find it beneficial to speak with your child’s therapist). 
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List your child’s three greatest strengths: 

1. _________________________________________________________ 
2. _________________________________________________________ 
3. _________________________________________________________ 

 
List three areas that need improvement for your child: 

1._________________________________________________________ 
2._________________________________________________________ 
3._________________________________________________________ 

 
Briefly describe your child’s interests, hobbies and/or activities: 
___________________________________________________________________
___________________________________________________________________
______________ 
 
What are your goals for this group? 
______________________________________________________________ 
______________________________________________________________ 
  
Is there anything else you would like us to know about your child to help us in our 
work together? 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
_____________________ 
 
Would you like to schedule a parent feedback session to learn more about how 
your child interacts with and benefits from the group? _____ yes ______ no  
If yes, what is your availability? 
___________________________________________________________________
___________________________________________________________________
______________ 

The name of the group you are registering for: ____________________________ 

Age Group: __________________ Day: ________________   Time: __________ 

Choose Location: ________Medford    or ________Marlton 


