PAGE  

      
 OFFICE USE ONLY



Blue Ridge Autism and Achievement Center
























    312 Whitwell Drive
Date Received ______________________














  Roanoke, VA 24019
Application Fee Rec’d _______________

    Student Application and





   Phone:  540-366-7399
Check # __________Amt_____________ 

      Intake Information






     FAX: 540-366-5523
SR ______
Approved _________________________












     
braac.roanoke@gmail.com
Services Begin______________________











          
Services End_______________________
Child’s Name: __________________________________________
Birthdate:_______________________
Gender:     M     F__    
Address: ______________________________________________
City:____________________State:__________Zip:_________
Parent(s)/Guardian(s) Name:








Relationship



Day





Evening
(1)______________________________     to child________________
Phone:________________
___
Phone:_______________
Email address:_________________________________________
Cell Phone:_____________________________________ 








Relationship



Day





Evening

(2)______________________________     to child________________
Phone:________________
___
Phone:_______________

Email address:_________________________________________
Cell Phone:_____________________________________ 

Emergency Contact:  (Other than parent/guardian):








Relationship



Day





Evening

(1)______________________________     to child________________
Phone:________________
___
Phone:_______________

Cell Phone:_____________________________________ 









Relationship



Day





Evening

(2)______________________________     to child________________
Phone:________________
___
Phone:_______________

Cell Phone:_____________________________________ 
I am applying for the following services for my child: 
_____  Full-time day school program  






___LD  ___Autism  ___Preschool  ___Inclusion



























Other services:
_____(1)
Consultation/observation 

_____  Part-time day school program









_____(2)
ABLLS testing


_____  Home program











_____(3)   Social skills/Play skills groups
_____  After-school tutoring










_____(4)   Sibshop group
_____  Summer day school program only
I affirm that all information on this application is true and correct.  I understand that all requests for admission/services to the Blue Ridge Autism and Achievement Center are subject to approval by the Executive Director and the Program Director.  If the application is approved for initial evaluation, one will be scheduled for your child.  All information collected will be used for admission consideration and is confidential.  I also give permission for BRAAC to provide a consultation and/or observe my child.
___________________________________________
    




__________________

Signature of Parent/Guardian


    





  

 Date
A non-refundable application fee of $50.00 and a 15-minute video recording of parent’s/guardian interacting with their child in a natural environment must be submitted with the application when applying for full-time/part-time day school program, home program, and after-school tutoring.  A non-refundable application fee of $50.00 must be submitted when applying for the summer day school program.  Submission of this application form does not constitute approval of services or enrollment at BRAAC.  If approved, a separate enrollment contract/services agreement must be completed.
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