[image: image1.emf]  Once the application is received, applicants will be contacted to discuss program availability and future placement.     Please contact Including Kids if you do not hear from us within a week of sending in  your application.  

[image: image2.emf]  To secure a place in the full time program, a $1,000 deposit will be necessary. INCLUDING KIDS, INC. will only require the de posit when the director is able to  give an approximate start date. This deposit will be applied toward your last monthl y tuition payment. A 30 - day notification of withdrawal from the program is  required to be able to use the deposit toward your last monthly tuition payment if withdrawal is before the end of the school   year.  
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Child Information


Age ____   D.O.B __________ Gender __________   Primary Language  ___________________


Primary Diagnosis ______________________________________________________________________


Secondary Diagnosis ____________________________________________________________________


Current Educational Placement __________________________________________________________


Length of Attendance ______________________________


Previous Educational Placements | (list names & dates of attendance)


		   __________________________________________       __________________________________


		   __________________________________________       __________________________________


		   __________________________________________       __________________________________


Current Private Services Received by child 


Type                                                 Frequency                                                 Provider


___________________________    _______________________________       _____________________________


___________________________    _______________________________       _____________________________


___________________________    _______________________________       _____________________________


Will you want any provider(s) to work in conjunction with InKids?  _____________________________


______________________________________________________________________________________________











Please Circle Appropriate Department for Your Child


Stepping Stones                          LEAP                         SOAR





 Child’s Name ________________________________


Parent #1 Name ___________________________ Parent #2 Name ___________________________


Address   _____________________________________________________________________________


                   _____________________________________________________________________________


                   _____________________________________________________________________________


Home Phone   ______________________________ Work Phone   ______________________________


Cell Phone #1   _____________________________ Cell Phone #2   _____________________________








Medical Information 


Please list any medical conditions that may affect your child’s educational services


(i.e. seizures, allergies, etc.)


______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________________________


______________________________________________________________________________________________


Does your child need to receive any medication, vitamins, or supplements during the day? (Please list medication, frequency, and any specific requirements needed.)


______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________________________


______________________________________________________________________________________________


Please list any food restrictions, including specific diets


______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


Is your child toilet trained? (Are they on a toileting schedule, in diapers, pull-ups, or underwear?)


*Acceptance into the program will not be determined by the toileting level of your child.


______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________
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Insurance Verification


Please fill out this form and return to Including Kids.  This information is needed to better assist in inquiring on insurance benefits for your child.


Please attach a copy of your most recent insurance card (both front and back).


Insured Name: ___________________________________		Insured Date of Birth: ________________


Social Security #: ______________________________   Employer Name: _____________________________


Address: _____________________________________________________________________________________


Phone Number: ________________________________________________________________


Email: ________________________________________________________________________





Child’s Name: _____________________________________		Child’s Date of Birth: _________________


Are you able to get a referral from your child’s doctor for this type of service? ___________________


If yes, from whom?  Name: ___________________________	Phone Number: ______________________





List any and all diagnosis you child has ever received: __________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________





	Name of Child: _______________________________	     Date: ______________	


	Name of Parent/Guardian: __________________________________________


	Signature of Parent/Guardian: ______________________________________














FOR OFFICE USE ONLY


Program: ______________________________________		Days: __________________


Amount: ______________________________________		Hours:: ________________
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