GATEWAY TO SOCIAL OPPORTUNITY

C/O Carol Lampf & Belle Bennett

6 Lackawanna Avenue, Chatham, NJ 07928

973 454 7627 / 973 214 1850

ENROLLMENT APPLICATION

Student________________________________

Birthdate______________________________

Home tel. Number_______________________

Email address___________________________

Cell number ____________________________

Business # Mom _________________________

Beeper number_________________________

Business # Dad __________________________

Home address_________________________________________________________________________

Mother’s name _______________________________  
Father’s name ___________________________

Name of School or Program student attends________________________________________________

Vision / Hearing and Communication






Remarks

a) Is student’s vision impaired?




___yes
___no
____________  


b) Does student wear glasses?




___
___
____________


c) Is the student hearing impaired?



___
___
____________

d) Does the student communicate wants and needs?

___
___
____________


e) Does the student understand and respond to questions?
___
___
____________

f) Does the student follow directions given in a large group?
___
___
____________

Medications & Allergies & Physical Considerations
a) Is the student taking any medication?  _________________
If yes, list medications _______________________________________________________

b) Does the student have any allergies?   __________________

c) If yes, list the allergies _______________________________________________________

d) Does the student have any mobility considerations?

e) If yes, please list (e.g. walking pace, negotiating stairs...) ___________________________

f) Does the student have any physical limitations (e.g. rod in back, scoliosis...) ___________________________________________________________________________

g) Does the student presently have seizures or a history of seizures?  ______yes    ________no

h) If yes, please elaborate on type, frequency, manifestation, medication and treatment.  COUNSELOR MUST BE NOTIFIED. _________________________________________________

Behavior and Transitioning
a) Is the Student comfortable in a large group ?
_____yes  _____no  ______________

b) Does the student have any fears?


_____yes  _____no _______________

c) Does the student need prompts to stay w/ group?  _____yes  _____no _______________

d) How does student transition between activities? Normal ____ Needs Advance Notice____

e) How does student handle changes in weather?    Normal ____ Needs Advance Notice____

f) Does student have any behavior/frustrations issues?    _________yes  _______no

g) If yes to #F, describe in detail and list management techniques.  (Parent or guardian will be notified if such behavior is observed.)

Eating
a) Does student have any allergies?   


_____yes  _____no ________________

b) Does the student follow a special diet?

_____yes  _____no ________________

c) Does the student require help to order food?
_____yes  _____no ________________

d) Does the student require prompts during mealtime?____yes  _____no ________________

Please provide any other information that will assist our staff in providing a successful experience for your child (e.g. behavior plan currently in place at school and/or home/ or work, or any other specific social school you want addressed).

I have answered these questions related to my child’s health to the best of my ability.  It is the parent’s/guardian’s responsibility to notify the Head Counselor by Phone and in Writing of any changes.

Signature____________________________________ Date________________________________
Authorization for Medical and/or Surgical Treatment

Name of Child _______________________________________________________________

Name of Parent/Guardian _____________________________________________________

Date _______________________________________________________________________

It is our firm hope that the authorization granted by this form will never be used.  However, for the safety of your child, sound medical practice calls for this authorization.  In emergency situations, where parents or legal guardians cannot be immediately contacted, this form will be extremely important.  The authorization granted by this form will be used in the event that contact with a child’s legal parent(s) or guardian(s) cannot be contacted.  Below, please indicate two (2) emergency numbers where someone can be reached, in case the parent or guardian cannot be contacted.  Time will be a factor if medical assistance is required.  This form will assure us that no time is wasted in giving immediate treatment.  Our counselors will carry this form with them at all times.

AUTHORIZATION


In the event my child requires medical care, I hereby authorize the physician and/or physicians and/or hospital to which he or she may be brought to perform all necessary procedures and render any medical treatment, including the administration of anesthesia if needed for the performance of an operation, should the physicians present consider it necessary, while he/she is under Gateway jurisdiction.

Name of Student ___________________________________________________________

Parent/Guardian Phone #________________________   Cell # ______________________

Pager # ______________________________  Work # ______________________________

Insurance Co  : _______________________________ Policy # _______________________

Subscriber’s name_____________________________________ ID# ___________________

Below please indicate :  Emergency Number, Name, Relationship

1. ______________________________________________________________________

2. _______________________________________________________________________

3. _______________________________________________________________________

X________________________________________________________________________________

Signature of Parent or Guardian                                                

Date

Permission and Authorization Form

Name of Child __________________________________  DOB_________________________

Name of Parent/Guardian _____________________________________________________

Phone #_________________________________  Cell:_______________________________

Gateway is granted permission to release my child to the following person(s):

Name & Address & Tel #_________________________________________________________________

Name & Address & Tel #_________________________________________________________________
Name & Address & Tel #_________________________________________________________________
Signature to Release_______________________________________________Date:________________

Permission Slips

Medical Emergency/Family Physician_____________________________________________________________

Doctor’s Phone #_______________________________________ In the event I cannot be reached in an emergency, I hereby give permission to the authorized representative of Gateway to obtain necessary emergency treatment for my child named above.

Signature _____________________________   Date:_______________________

Field Trips

Permission is granted to Gateway to take my child on trips outside the program as part of the regular program.

Signature _____________________________   Date:_______________________

Pictures

Permission is granted for photographs to be taken of my child and gateway has the right to utilize these photographs in brochures or display materials. Names and towns may______________ or may not__________ be used.

Signature _____________________________   Date:______________________
