Parent Questionnaire for “Kid’s Power!”
Dear Parent,

Please provide the following information to help make your child’s experience in Kid’s Power! a very positive one.  Add any other important information on the back of these sheets.  This information is confidential and only the program facilitators will have access to it.  Thank you!

Today’s Date: ____________________________

Child’s name: __________________________________________________Birth date: _________ Sex: _____

Street address: _____________________________________________________________________________

City, State, Zip code: ________________________________________________________________________

Phone number (s): ____________________________________________________Grade in school: _________  

Names/Ages of other children in the family:______________________________________________________

What is the history of the parent relationship (married, separated, divorced, single, remarried)? 

__________________________________________________________________________________________

If separated or divorced, who has child custody? __________________________________________________

How frequent is visitation with the non-custodial parent? ___________________________________________

What concerns relate directly to your child? ______________________________________________________

Are you aware of any alcohol, tobacco, or other drug problems in your family? __________________________

If so, how is this person related to your child? _________________________________________________________________________________________

Does the child have problems in school? _________________________________________________________________________________________

Does the child have health problems?  Currently taking any medications? _________________________________________________________________________________________

Stomachaches, headaches, sleeping or eating problems? _________________________________________________________________________________________

Any major changes within the past year for your child (death, separation, moves, etc.)? _________________________________________________________________________________________

_________________________________________________________________________________________

What would you like from this program?  What current issues need exploration? _________________________

Has your child ever participated in a support group? _______________________________________________

Counseling /therapy? ________________________________________________________________________

Other comments you’d like us to know to better assist your child: 

Person filling out this form: _____________________________________________________________

Relationship to child: _________________________________________________________________

Release of Information for participation in Kid’s Power!

Today’s Date: ________________________

Name of participant:  ___________________________________ Age: _____ Sex: ___________

Name of parent or guardian:  ______________________________________________________

Street address:   ________________________________________________________________

City, State, Zip code:  ___________________________________________________________

Phone number (s):  ______________________________________________________________

Name of emergency contact:  _____________________________________________________

Relationship to participant: ______________________ Phone number: ____________________

Nebraska State law requires any person who suspects or has witnessed child abuse or neglect to report the incident to local law enforcement or the Nebraska Department of Health and Human Services.

I am aware of and assume all risks and wish to allow my child to participate in the activities of the Kid’s Power! Program facilitated by Central Nebraska Council on Alcoholism staff, Grand Island, Nebraska.   As part of the consideration for my child’s participation in Kid’s Power!, I agree to assume full responsibility for any loss, injury, or inconvenience that my child might experience.  To the extent that I participate in such activities, I do so voluntarily and assume any and all risk of injury to my person or property resulting therefrom.  I further agree to indemnify and hold harmless the Central Nebraska Council on Alcoholism and all its officers and staff from any and all liability incurred as a result of participation by myself or my child.  I also agree that the terms hereof shall serve as a release and assumption of risk for my heirs, executors and administrators, and for all members of my family.

______________________________________________________________________________

Signature (parent/legal guardian must sign for persons under 18)                               Date
--Please turn this page over and complete the medical information requested--
Medical Information:  It is necessary for us to know if your child has any medical considerations.  If so, please write YES and describe in detail.  Use the space at this bottom of this form if necessary.  If there are no medical considerations, please write NO.

Chronic Medical Conditions?  (for example – diabetes, asthma, seizures, etc.)

Allergic Reactions to anything?   (for example – insect bites/stings, medication, food)

Any surgery, sprained muscles or broken bones within the past 12 months?

Authorization to Treat a Minor:   In the event that I cannot be reached in an emergency, I hereby give permission to the person named as an emergency contact to authorize medical and hospital care of my child, and if such person cannot be contacted, I give permission to the physician secured by the Central Nebraska Council on Alcoholism to hospitalize, secure proper treatment for, and to order injections, anesthesia, or surgery for my child as named above.

____________________________________________________   ________________________

Signature of Parent/Legal Guardian 



 Date

Name of Insurance Carrier ______________________________________________________

Policy Number/Group Number __________________________________________________

Insured Name ________________________________________________________________
