Stepping Stones Learning Center 
Registration Form for FLDDSO
Respite Camp
Child’s Name ____________________________________________ Date of Birth _____________ Age ________ 

Street Address ____________________________________________ City _________________ Zip ___________

Phone (       ) ______________ Cell Phone (       )____________     Social Security Number___________________
E-Mail Address _________________________________    Boy (  Girl (   Ethnicity _______________________
Diagnosis: ____________________________    District/County ________________________________________
Parent/Guardian Information

Mother’s Name _______________________________________________________   check if legal guardian (
Mother’s Employer ____________________________________    Work Phone (_____) _____________________
Father’s Name ________________________________________________________ check if legal guardian (
Father’s Employer _____________________________________    Work Phone (_____) ____________________
Does child live with both parents? Yes (   No (  If no, state with whom _________________________________
Child’s Physician _____________________________ Phone (       ) _____________ Fax (       ) _______________

Address_______________________ City_____________________ State________ Zip______________________
Medical Restrictions: ___________________________________________________________________________

Allergies: ____________________________________________________________________________________
Diet Restrictions: ______________________________________________________________________________

Alert/limitations: ______________________________________________________________________________
Emergency Contacts - star (*) those that are also authorized escorts
Name __________________________________ Phone (____) ___________   Alt.Phone (____) ___________
Address ________________________ City___________ State______ Zip________    Relationship _______________
Name __________________________________ Phone (____) ___________   Alt.Phone (____) ___________
Address ________________________ City___________ State______ Zip________    Relationship _______________
Name __________________________________ Phone (____) ___________   Alt.Phone (____) ___________
Address ________________________ City___________ State______ Zip________    Relationship _______________ 

Authorized escorts other than parents and those listed above: (identification required prior to pick-up):

PLEASE SEE/COMPLETE THE BACK SIDE                                             Over(

DDSO Information

Eligible for DDOS  Yes ⁭  No ⁭   Medicaid id Number _____________TABS Number_________________
Medicaid Service Coordinator Name/Agency_________________________ Phone Number______________

Is your child approved for extended school year services  Yes ⁭  No ⁭
List child’s special interests, hobbies and/or talents: ________________________________________________________________________________________

Describe your child’s personality _____________________________________________________________

________________________________________________________________________________________
Yes
No
Comments
      
      
_____________________________________ Child is toilet trained

      
___      _____________________________________ Child requires a 1:1 aide in a school setting                                                                                                      for daily activities
     
___      _____________________________________ Child lacks safety awareness
      
      
_____________________________________ Primary communication is verbal
        
      
_____________________________________ Primary communication is non verbal

      
      
_____________________________________ Child displays aggressive behaviors     


      
      
_____________________________________ Has behavior guidelines or an Functional                                                                                                        Behavior Assessment (FBA)
      
      
_____________________________________ Displays fears and anxieties
      
___
_____________________________________ Accepts a variety of food options
Additional comments: __________________________________________________________________________________________________________________________________________________________________________

What are your goals for this program? __________________________________________________________________________________________________________________________________________________________________________
Parent/Guardian available for daily transport to and from program  Yes ⁭  No ⁭
_________________________________________                                                  _________________

                       Parent/Guardian Signature                                                                                     Date
OFFICE USE ONLY


Date______________


Time______________


 











