Mentored Learning

Academic Client Information

Please fill in the requested information.  Feel free to leave blank any information you are uncomfortable sharing at this time.

Name









Date




Home Phone



Work


Cell

Are there any restrictions on leaving messages?

Yes

No

Mailing Address


City






State


Zip

Age



Date of Birth



Gender:
M
F
 


Mother’s Name






Phone


Father’s Name






Phone
Student lives with 
Parent’s e mail: ___________________________________
In case of emergency please contact:

Name







Relationship

Address








  Phone

List any medical conditions for which you are currently being treated.



Do you or have you ever had seizures?

Yes

No

Have you ever been diagnosed with a physical, emotional or learning disability?









Yes

No

If yes, list diagnoses and dates.






School








Grade


Have you been identified for Special Education services?  
Yes

No
If yes, what services are you currently receiving?





Please list educational challenges





Please list physical challenges





Please list social challenges





Have you done any tutoring or counseling in the past?
Yes

No

If you have, please list when and describe briefly.






















































































Please tell me why you are here and what result you hope to get from our working together.













































