
 
 

 
 
 
Minor’s Name ____________________________________________________________________ 
 
K# _____________________________ email ___________________________________________ 
 
Address/State/ZIP ________________________________________________________________ 
 
Phone __________________________   Date of Birth __________________ Age ______________ 
 
 
 
Mother/Guardian __________________________________________________________________ 
 
Address/State/ZIP ________________________________________________________________ 
 
Phone _________________________________________ 
 
Father/Guardian __________________________________________________________________ 
 
Address/State/Zip _________________________________________________________________ 
 
Phone _________________________________________ 
 
 
 
Emergency Contact _______________________________________________________________ 
 
Phone  _________________________________ Relationship _____________________________ 
 
Alternate Contact _________________________________________________________________ 
 
Phone  _________________________________ Relationship _____________________________ 
 
List any medical conditions __________________________________________________________ 
 
Allergies ________________________________________________________________________ 
 
 
I, the parent or guardian of the above minor, authorize and consent for my son or daughter to re-
ceive medical and/or personal counseling services as needed. 
 
Signature _________________________________________________ Date __________________ 
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