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iTrain + Consulting LLC.
TESTING APPLICATION SHEET
Name of Student: _______________________________________________ Date:__________________
Date of Birth: ________________ Age: ________________ Grade: ________________ Sex: __________
Home Address: ________________________________________________________________________
[bookmark: _Hlk133641357]Father: _________________________  Occupation: _____________________ Phone: _______________

Mother: _________________________  Occupation: ____________________ Phone: _______________
FAMILY HISTORY:
Child is living with: 
[  ]  Birth Father and Mother	[  ]Birth Father and Step-Mother      [  ] Birth Mother and Step-Father
[  ] Father			[  ] Mother			      [  ] Other: _____________________
Other Children in the Family:
[bookmark: _Hlk133641615]Name					Age		Grade		School
_____________________________	__________	________	__________________________	
_____________________________	__________	________	__________________________	
_____________________________	__________	________	__________________________	
_____________________________	__________	________	__________________________	
Is there a history of learning difficulties in your family?			 [  ] Yes		[  ] No	
If yes, please explain: __________________________________________________________________________________________________________________________________________________________________________Briefly describe your child’s relationship with you, your family:
__________________________________________________________________________________________________________________________________________________________________________

MEDICAL AND DEVELOPMENTAL HISTORY

Child was:  	[  ] full term	[  ] premature
State any complications that occurred during pregnancy:
____________________________________________________________________________________________________________________________________________________________
State any complications that occurred immediately after birth:
____________________________________________________________________________________________________________________________________________________________

[  ] needs glasses       
[  ] wears glasses  	
[  ] hearing aid	    
[  ] has/had frequent ear infections
[  ] has allergies        
[  ] has asthma             
[  ] has/had high fevers
[  ] has/had sleeping issues
[  ] has/had speech problems or delays

Explain any items checked:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EDUCATIONAL HISTORY

List all schools currently/previously attended (preschool to present):

School					Grades		Reason for Change
____________________________	_______	____________________________________

____________________________	_______	____________________________________

____________________________	_______	____________________________________

____________________________	_______	____________________________________

____________________________	_______	____________________________________

____________________________	_______	____________________________________

Child writes with: 	[  ] Right hand		[  ] Left hand  		[  ] uses both hands

Check where applicable:
[  ] repeated grade(s)
[  ] received tutoring
[  ] enrolled in special class/classes
[  ] receives/received physical/occupational therapy
[  ] receives/received speech or language therapy

Child’s Best Subject: _____________________ Child’s Worst Subject: ____________________

Child has been tested before	[  ] Yes	 Date: ___________________________	[  ] No 	

Child has been diagnosed as: [  ] ADD     [  ] ADHD	     [  ] Learning Disabled    [  ] Other	

Additional Comments:
[bookmark: _Hlk133643254]__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

State the area(s) in which you feel your son/daughter needs help:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


SOCIAL/BEHAVIOR HISTORY
Check where applicable
[  ] independent	[  ] lacks common sense	[  ] stubborn		[  ] dependent
[  ] anxious		[  ] easily distracted		[  ] aggressive		[  ] complains 
[  ] dishonest		[  ] overly fearful		[  ]withdrawn		[  ] overly sensitive
[  ] shy			[  ] enjoys school		[  ] moody		[  ] self-centered
[  ] passive		[  ] makes friends easily	[  ] confident		[  ]easily frustrated
[  ]prefers playing with older children		[  ] prefers playing with younger children

Is there any additional information you would like to personally share with iTrain+Consulting Educational Therapist?  	[  ] Yes		[  ] No


PERMISSION FOR TESTING

We give our permission to Holly Freed to test our child: ________________________________.
We understand the testing fee is $85.00 per testing session and we understand the testing sessions will last anywhere from 3-4 hours for each battery (Woodcock Johnson Academic and Woodcock Johnson Cognitive).  The fee will be billed upon completion of testing once we know the time taken for testing completion. 

___________________________________________	________________________
Father Signature						Date

___________________________________________	________________________
Mother Signature						Date





















Holly Freed
Certified NILD Educational Therapist
M.Ed., E.S.
701-680-3064
hollyfreed@itrainplus.com
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