Winzai Amadi Counseling and Family Services 

	Administrative Offices
	Satellite Location

	101 Unit B Regency Commons Dr.
Greer, SC 29650
Office Phone (864) 655-4002 Office Fax (864) 655-4003
	700 Squires Point Rd
Duncan, SC 29334
Office Phone (864)249-3756 Office Fax (864) 249-3758

	Email: WinzaiAmadiCounseling@yahoo.com
	Website: WinzaiAmadiCounseling.com




Winzai Amadi Counseling
 After School Program Application

Date: __________

Client Name__________________________________________________________________________
			Last			First			Middle
Date of Birth: ___________________ Age: ___________   Gender: Male/Female    Grade Level: ______
Address: _____________________________________________________________________________
City: ________________________________________ State: ___________________________________
Zip_______________ Name of School: _____________________________________________________
School Address: ________________________________________________________________________
Is the client on Medicaid: Yes/ No  
Please provide Medicaid number (if applicable):  _____________________________________________

Parent Information
Parent/Guardian Name: ________________________________________________________________
 Relationship to Client: __________________________________________________________________
 Parent/Guardian Home Phone: _________________________Alternate Phone: ___________________
 Cell Phone: _______________ Home Address: ______________________________________________
 City: _____________________	State: _____________________________ Zip: ____________________
 
Parent/Guardian Employment
Name of Employer: _____________________________________________________________________
[bookmark: _GoBack]Address: _____________________________________________________________________________
 
Employer Phone Number: _______________________ Shift:( work hours) ________________________
Supervisor Name: _____________________________	Department: ____________________________

Emergency Contact

Emergency Contact
Primary Emergency Contact: ____________________________________Home Phone: ______________
Relationship to Client: _____________________ Address: _____________________________________
City: _____________________________ State: _____________________________ Zip: _____________
Secondary Emergency Contact (Optional): ____________________________ Phone: ________________
Relationship to Client: _____________________ Address: _____________________________________
City: _____________________________ State: _____________________________ Zip: _____________


Medical Information for a Child
Medical Information
Does your child have any medical conditions that we should be aware of? __________________________________________________________________________________________________________________________________________________________________________
 Any Known Allergies:   _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 Any other concerns you would like to share: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any additional information: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________	
			
Hospital/Clinic Preference ____________________________________________________________
Physician's Name__________________________________ Phone Number______________________
Insurance Company_______________________________ Policy Number________________________
Allergies/Special Health Considerations_____________________________________________________
I authorize all medical and surgical treatment, X-ray, laboratory, anesthesia, and other medical and/or hospital procedures as may be performed or prescribed by the attending physician and/or paramedics for my child and waive my right to informed consent of treatment. This waiver applies only in the event that neither parent/guardian can be reached in the case of an emergency.
Parent's/Guardian's Signature______________________________________________Date___________
I give permission for my child to go on field trips. I release [Organization] and individuals from liability in case of accident during activities related to [Organization], as long as normal safety procedures have been taken.
Parent's/Guardian's Signature______________________________________Date___________________
Witness Signature__________________________________________________Date________________

