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CHAMPIONSSpecial Needs Minis�y
APPLICATION FORM


Date:


Child’s Name:
FIRST


CITY STATE ZIP HOME PHONE


Date of Birth:


Gender: Male


Child Is: Verbal Nonverbal


Nickname:


Language Spoken:


Home Address:


Mother’s Name:


Language Understood:


CELL PHONE


Father’s Name:
CELL PHONE


Guardian’s Name:
CELL PHONE


MM/DD/YYYY


MIDDLE
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LAST


Child’s Diagnosis (e.g., Autism, Down Syndrome, Intellectually Disabled (ID), etc.):


(IF APPLICABLE)


PERSONAL INFORMATION


Female







CHAMPIONSSpecial Needs Minis�y


Full Name Relationship Address Cell Phone
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Persons to contact if parent/guardian cannot be reached in an emergency:


List medication currently prescribed by your child’s doctor:


Health Conditions (Check all applicable)


Dietary Restrictions/Allergies


Other (Specify):


Asthma            Diabetes            Epilepsy            Brain Injury            Hearing Impaired            Vision Impaired


Can your child eat solid food? Yes             No


Feeding Instructions:


Dietary Restrictions:


Food Allergies:


Medicine Allergies:


Other Allergies:


EMERGENCY INFORMATION


MEDICAL INFORMATION







CHAMPIONSSpecial Needs Minis�y
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Physical


Is your child enrolled in school: Grade Level:Yes             No


Does your child receive Special Education Services: Yes             No


What calms your child (e.g., during a tantrum, when he/she is afraid)?


EDUCATION INFORMATION


DEVELOPMENTAL LEVEL


BEHAVIOR INFORMATION


(Please indicate best estimate)


High


Medium


Low


Problem Behaviors
Runs away


Screams/Yells


Uses Profanity


Touches others 
inappropriately 


Aggressive to self 
(scratches, hits, bites, pulls hair)


Aggressive to others (spits, 
scratches, hits, bites, pulls hair)


Other (specify):


Consequences & Discipline Plan
I do not have a discipline plan


Redirect


Time Out


Loss of  Privileges


Spanking


Loss of Items 
(e.g., toys/games, TV, computer)


Other (specify): 


Reinforces & Reward System
Praise 


Food


Books/Toys/Games


Privileges


Tangible Rewards 
(e.g., stickers, wristbands)


Kidslife Dollars


Others (specify):


Cognitive
High


Medium


Low


Emotional
High


Medium


Low


Social
High


Medium


Low







Diapering Instructions:


CHAMPIONSSpecial Needs Minis�y
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Does your child need diaper changes?


(If yes, please provide the necessary supplies and instructions below.)


Please provide any additional information that would assist us in caring for your child:


Please indicate your preferred service to attend. Check only ONE.


Yes             No


OTHER INFORMATION


WEEKLY SERVICES


Sunday 9:00AM
Integrated classes with buddies for 3 years to 5th grade. Service 
for 6th grade to adult in Elementary Chapel.


Sunday 10:45AM
Specialized rooms for 3 years to 12th grade.
Integrated classes with buddies available for 3 years to 5th grade. 
Main service for adults in Main Auditorium.


If you have completed the form electronically, click the SUBMIT button above to email the form to The Assembly.
If you printed the form, please take the completed form to to the Champions check-in desk


located on the second floor, just outside of The Champions classrooms.





		FIRST: 

		MIDDLE: 

		LAST: 

		Nickname: 

		Language Spoken: 

		Language Understood: 

		Home Address: 

		Asthma: Off

		Diabetes: Off

		Epilepsy: Off

		Brain Injury: Off

		Hearing Impaired: Off

		Vision Impaired: Off

		Other Specify: 

		Feeding Instructions: 

		Dietary Restrictions: 

		Food Allergies: 

		Medicine Allergies: 

		Other Allergies: 

		Grade Level: 

		Runs away: Off

		ScreamsYells: Off

		Uses Profanity: Off

		Touches others: Off

		Aggressive to self: Off

		Aggressive to others spits: Off

		Other specify: Off

		I do not have a discipline plan: Off

		Redirect: Off

		Time Out: Off

		Loss of  Privileges: Off

		Spanking: Off

		Loss of Items: Off

		Other specify_2: Off

		Praise: Off

		Food: Off

		BooksToysGames: Off

		Privileges: Off

		Tangible Rewards: Off

		Kidslife Dollars: Off

		Others specify: Off

		DATE: 

		MM/DD/YYYY: 

		Childs Diagnosis: 

		Mother's Name: 

		Mother's Cell Phone: 

		City: 

		State: OK

		Zip: 

		Home Phone: 

		Father's Name: 

		Father's Cell Phone: 

		Guardian's Name: 

		Guardian's Cell Phone: 

		Full Name #1: 

		Full Name #2: 

		Relationship #1: 

		Relationship #2: 

		Address #1: 

		Address #2: 

		Cell Phone #1: 

		Cell Phone #2: 

		List medication currently prescribed by your childs doctor: 

		Physical: Off

		Emotional: Off

		Social: Off

		Other Consequences: 

		Other Problem Behaviors: 

		Other Reinforces: 

		What calms your child?: 

		Diapering Instructions: 

		Additional Information: 

		Submit: 

		Gender: Sunday 10:45am

		Child Is: Sunday 10:45am

		Solid Food: Off

		School Enrollment: Off

		Diaper Changes: Off

		Special Education: Off

		Cognitive: Off

		WeeklyService: Off
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