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Change Academy
Lake of the Ozarks





Student Application

Dear Parent or Guardian, 

This form consists of four parts.  Please fill out all four parts as completely and as accurately as possible.  Please print legibly with a black ink pen and mail or fax to our admissions office.  Leave blank any items that do not apply.
Part I- Administrative Information

	1. Person Completing Form:      

Last Name:                                       First Name:                                    MI:

	2. Today’s Date:

	3. Student Information:

	Last Name:
	First Name:
	MI:

	DOB:
	Age:
	Grade:

	Height:
	Weight:
	Hair Color: 

	Eye Color:
	Sex:           FORMCHECKBOX 
 Male           FORMCHECKBOX 
 Female

	Race (Optional):
	Religion: 

	Is the student adopted:   FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

If yes, from where at what age?

***If your child is adopted please complete the attached “Adoption History Form”.

	Student’s Social Security Number: 



	List any Serious Medical/Dental Concerns:



	List all Student’s Current Medications:



	List all Student’s Past Medications:



	Is the Student a U.S. Citizen?       FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

If no, what is the student’s country of origin?

	Who does the student live with? 



	Who has legal Custody?



	4. Father’s Information:

Last Name: ________________________ First Name: ________________________ MI: _____                   

Street: ___________________________ City: ________________ State: _______ Zip: _______

Home Phone: _____________________ Age: ______ Occupation: ________________________

Business Name: __________________________ Bus. Phone: ____________________________

Business Address: _________________________________ Fax: _________________________

Cell Phone:     ____________________________  Pager: _______________________________
Email Address:

	5. Mother’s Information:

Last Name: ________________________ First Name: ________________________ MI: _____                   

Street: ___________________________ City: ________________ State: _______ Zip: _______

Home Phone: _____________________ Age: ______ Occupation: ________________________

Business Name: __________________________ Bus. Phone: ____________________________

Business Address: _________________________________ Fax: _________________________

Cell Phone: ______________________________ Pager: ________________________________
Email Address:

	6. Step-Father Information:

Last Name: ________________________ First Name: ________________________ MI: _____                   

Home Phone: _____________________ Age: ______ Occupation: ________________________

Business Name: __________________________ Bus. Phone: ____________________________

Business Address: _________________________________ Fax: _________________________

Cell Phone:                                                              Work Phone:

	7. Step-Mother Information:

Last Name: ________________________ First Name: ________________________ MI: _____                   

Home Phone: _____________________ Age: ______ Occupation: ________________________

Business Name: __________________________ Bus. Phone: ____________________________

Business Address: _________________________________ Fax: _________________________

Cell Phone:                                                              Work Phone:

	8. Emergency Contact Information (Other than the parent/guardian): 

Last Name: ________________________ First Name: ________________________ MI: _____  

Relationship to Student:                                               Phone#:

	9. Person Financially Responsible:

Last Name: ________________________ First Name: ________________________ MI: _____

Relationship to Student: _______________________ Home Phone: _______________________                 

Street: ___________________________ City: ________________ State: _______ Zip: _______

Work Phone:                                              Employer:

	10. Referral Source:  How did you hear about Change Academy?




Part II- Medical History and Information

	Please check yes or no to the following questions.  If you check yes to questions 6 - 14, please provide explanatory information in the space provided below.

	1. Does your child wear glasses?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	2. Does your child wear contact lenses?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. Has your child had a dental exam in the last 6 months?

Provider Name:                                                   Phone Number:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. Is your child under the treatment of an orthodontist for braces or retainers?

Provider Name:                                                   Phone Number:
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. Does your child have asthma?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. Is your child allergic to anything?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	7. Have there ever been problems with your child’s hearing or speech?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	8. Has your child ever been hospitalized or had surgery?

If yes, please provide dates and reasons below.


	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	9. Has your child had a cold or hot weather injury within the past five years?

If yes, please provide dates and type of injury below.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	10. Does your child have a history of frequent accidents?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	11. Has your child ever had a broken bone?

If yes, please explain below.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	12. Is your child taking any prescription medications? Please note name, dosage and frequency.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	13. Has your child been recently taken off psychotropic medications?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	14. Has your child had any disease or major illness? Please indicate what and when below.
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Notes from Above:



	Medication Name:                                      Dosage:                                  Frequency:

	Medication Name:                                      Dosage:                                  Frequency:

	Medication Name:                                      Dosage:                                  Frequency:

	Per JCAHO and Missouri DSS  Regulations, Students must have: 

· A dental exam dated within the last six months

· A physical exam dated within the last thirty days, prior to admission.

· A full battery of psychological testing dated within the last calendar year. 



	THE FOLLOWING IMMUNIZATIONS ARE REQUIRED BY THE STATE OF MISSOURI.  PARENT/GUARDIAN MUST ENSURE THE STUDENT HAS ALL IMMUNIZATIONS UP TO DATE PRIOR TO ENROLLMENT:

	· PPD or TB (within the last 30 days)

· Tetanus (within the last 10 years)

· MMR

· OPV/Polio

· DTP

· HIB or Influenza

· Varicella or Chicken Pox

· Hepatitis B

	Medical Insurance Information.  Please provide information below:

Insurance Company: ____________________________________________________________

Street Address: _________________________________________________________________

City: _________________________________ State: ________________ Zip: ______________

Insurance Claims Phone Number: __________________________________________________

Policy Number: ________________________________________________________________

Policy Holder Name: ____________________________________________________________

Policy Holder SS#: ______________________________________________________________

Employer Name & Group # (If a Group Policy): _______________________________________
Insured Parties DOB: ____________________________________________________________


Part III- Student Social History

	Behavioral Checklist. Please check all that apply to the student.
	Please provide a description for each checked item in the space provided below.

	
	Previous Counseling
	Therapist: ______________

Location: 

_______________________

Phone:
	Year:

	
	Previous Wilderness
	Name of Program: 

_______________________

Therapist: ______________

Phone:
	Dates of Attendance:

	
	Previous Psychiatric Hospitalization(s)
	Name of Hospital:

Reason for Hospitalization(s):


	Dates of Hospitalization(s):

	
	On Probation
	Dates:

Reason:


	
	Prior Psych. Testing***

(Please Provide a Copy)
	Date of Testing:

Name of Clinician:

	
	Abortion/Pregnancy
	

	
	Academic Decline/ Issues
	

	
	ADHD
	

	
	Adoption***


	If Your Child is Adopted Please Complete Adoption History Form.

	
	Aggressive Behavior (Verbal)
	

	
	Aggressive Behavior (Physical)
	

	
	Alcohol Use/Abuse
	

	
	Anger Management (Poor)
	

	
	Attitude/Argumentative
	

	
	Arrest History
	

	
	Attachment Issues
	

	
	Bedwetting (Enuresis) 
	

	
	Bullying/Intimidation
	

	
	Car Theft
	

	
	Clingy/Demanding
	

	
	Current Legal Issues
	

	
	Defensive Behavior
	

	
	Depression


	

	
	Destruction of Property
	

	
	Difficulty Understanding  Cause & Effect
	

	
	Dishonesty/Deceit
	

	
	Drug Use/Abuse
	

	
	Eating Disorder or Issues with Food (hoarding, refusing to eat, etc.)
	

	
	Family Conflict
	

	
	False Allegations of Abuse


	

	
	Fascination with Fire/Fire Setting
	

	
	Grief/Loss
	

	
	Hoarding (Food or other items)


	

	
	Indiscriminate Affection 

(Often toward strangers)
	

	
	Lacking Motivation


	

	
	Lacking Empathy
	

	
	Learning Disabilities
	

	
	Manipulative 
	

	
	Physical Abuse
	

	
	Negative Peer Influences


	

	
	Oppositional Behavior


	

	
	Poor Social Skills
	

	
	Poor Impulse Control
	

	
	Promiscuity/Sexual Acting Out
	

	
	Psychotic Episodes
	Frequency:

Duration:



	
	Restraint History 


	Frequency: 

Duration:


	
	Running Away
	Frequency:

Duration:



	
	School Dismissal
	Name of School:

Reason for Dismissal:



	
	Self-Mutilation/ Self-Injury
	Date of most recent self-Injury:

Frequency:

Severity:

	
	Severe Need to be in Control
	

	
	Sexual Harassment/Abuse (Victim)
	

	
	Sexual Harassment/Abuse (Perpetrator) 
	

	
	Suicidal Threats
	

	
	Suicide Attempts
	Date of Attempt(s):

Method of attempt(s):

Intervention:



	
	Tantrums/Rages
	

	
	Trauma
	

	
	Truancy
	At what age did the behavior began: _____________

Frequency:

	
	Violence/cruelty toward animals
	

	
	Violence/cruelty toward people
	

	School History: 

List all schools attended, start with most recent and include name, city, state and dates/grades attended.

	School Name
	City, State
	Grades attended

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	Please describe your child’s interest and hobbies. What does your child enjoy doing? Does your child participate in any extra curricular activities?



	Please describe your child’s personality:



	Please describe your child’s strengths:



	Please describe your child’s interaction with her peers. Is he/she able to make friends? Is he/she able to maintain friendships? Why or why not?



	Please describe what you see as your child’s areas of needed growth:



	Spirituality:

	Please describe your family’s current religion or belief system:



	Do you belief in a higher power or God? If yes, please describe below:



	Please describe how your spirituality impact your daily life:



	Please describe how your spirituality impacts your relationship with your child:



	Please describe how your spirituality impacts your discipline of your child:



	Please describe your understanding of your child’s current religion or belief system:



	Does your child believe in a higher power or God?  If yes, please describe below:



	Home Relationships & Discipline:

	Please describe your child’s relationship with each parent.

Mother:

Father:



	Who handles discipline in the home?



	How is your child disciplined?



	How does your child respond to discipline?



	What types of discipline work best?



	What types of discipline have not worked?



	Have you or anyone had to physically intervene with your child?




Part IV- Family History
	Number of years have you been married: 



	Number of years parents have been divorced:



	Please check all that apply to immediate family members.
	Provide a detailed explanation for each checked item in the space provided below.

	 FORMCHECKBOX 
 Mental Illness
	

	 FORMCHECKBOX 
 Physical Abuse
	

	 FORMCHECKBOX 
 DFACS Involvement
	

	 FORMCHECKBOX 
 Abuse (Physical, Emotional, and/or Sexual)
	

	 FORMCHECKBOX 
 Substance Abuse
	

	 FORMCHECKBOX 
 Divorce
	

	 FORMCHECKBOX 
 Re-Marriage
	

	 FORMCHECKBOX 
 Grief/Loss
	

	 FORMCHECKBOX 
 Suicide
	

	 FORMCHECKBOX 
 Legal Issues
	

	 FORMCHECKBOX 
 Eating Disorder
	

	Please explain physical or sexual abuse incidents reported to authorities.  Explain legal action taken and final disposition and any DFACS involvement with the family.



	Sibling Information:

	Name:                                                Age:                                                  Adopted:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Name:                                                Age:                                                  Adopted:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Name:                                                Age:                                                  Adopted:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Name:                                                Age:                                                  Adopted:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Please provide any other information you feel is important for Change Academy to know when review your child for admission:
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