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Timber Ridge
Preparatory School for Girls

301 Timber Ridge, Clark Fork, Idaho 83811

Admissions Phone Number:  (425)-398-6483 Fax Number:  (208)-246-1267

APPLICATION FOR ADMISSION

Applicant’s Name: _____________________________________________________    Gender:  _F_
Last                              First                Middle

Applicant’s Primary Residence Address:

_________________________________________________________________________
Street                                             City                                           State                                                      Zip Code

Telephone Number: _______________________    Social Security Number:  ____________________

Is applicant currently living at home?  Yes:    No:  

If no, please explain:  _______________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Race:  __________________________          Indian Heritage?  Yes:      No:  

Adopted? Yes:  No:     If adopted, date and age at adoption:  _____________________________

Religious Preference(s)   Parents:  ______________________     Child:________________________

Birth Information:  __________ //_____________________________________________________
            Date                                  City                 County                  State

Height:  ________    Weight:  ________    Eye Color:  ________     Hair Color:  ___________________

Present grade in school:  __________        Mother’s Maiden Name: ____________________________

Any identifying marks (IE: birthmarks, body piercings, tattoos, scars):  _________________________

_________________________________________________________________________________

_________________________________________________________________________________

Person filling out this application:  _________________________

Relationship to Applicant:  _______________________________

Phone Number:  _______________________________________

Parent and/or Guardian’s Name:  __________________________

Parent(s)  Phone Number:  _______________________________

Parent(s)  Fax Number:  _________________________________

Signature:  ___________________________________________

Date:  _______________________________________________

Attach current photo here
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Referral Source:  _____________________________    Name:  ______________________________

Address:  _________________________________________________________________________

Phone Number:  ______________________________     Permission to contact:      Yes       No

Name, address and phone number of person(s) to be notified in case of an EMERGENCY:

Name:  ________________________________________ Relationship:  ___________________

Address:  _________________________________________________________________________

Phone Numbers:  ___________________________________________________________________
Home Work

Fax Number:  ____________________________  E-mail:  __________________________________

Name:  ________________________________________ Relationship:  ___________________

Address:  _________________________________________________________________________

Phone Numbers:  ___________________________________________________________________
Home Work

Fax Number:  ____________________________  E-mail:  __________________________________

Who is the financial sponsor of the applicant? (This is the person responsible for tuition and fees):

Name:  ___________________________________________________________________________

Address:  _________________________________________________________________________

Phone Numbers:  ___________________________________________________________________
Home Work

Fax Number:  ____________________________  E-mail:  __________________________________

Is this person to receive updates on the applicant’s progress?  ________

If no, please explain:  _______________________________________________________________

_________________________________________________________________________________
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Family Information

Parent or Guardian Identification
(Please fill out as completely as possible, even if a parent or parents are deceased.)

Father:

_____________________________________________     Social Security Number:  ______________
First Middle    Last

_________________________________________________________________________________
Home Address           City and Street           State       Zip Code

_________________________________________________________________________________
Home Telephone Number Cell Phone Number      Fax Number             E-mail Address

__________________________________________________________________________________________
Education Employer

__________________________________________________________________________________________
Business Address           City and Street          State      Zip Code

__________________________________________________________________________________________
Current Occupation and Title  Business Phone Number/Pager Number

__________________________________________________________________________________________
Marital Status   Date of Marriage Date of Divorce?

May he receive progress reports?     Yes:      No:   

If no, please explain why:  _____________________________________________________________________

If divorced, attach divorce decree and/or proof of custody of applicant.

Mother:

_____________________________________________     Social Security Number:  ______________
First Middle    Last

_________________________________________________________________________________
Home Address           City and Street           State       Zip Code

_________________________________________________________________________________
Home Telephone Number Cell Phone Number      Fax Number             E-mail Address

__________________________________________________________________________________________
Education Employer

__________________________________________________________________________________________
Business Address           City and Street          State      Zip Code

__________________________________________________________________________________________
Current Occupation and Title  Business Phone Number/Pager Number

__________________________________________________________________________________________
Marital Status   Date of Marriage Date of Divorce?

May she receive progress reports?     Yes:      No:    

If no, please explain why:  _____________________________________________________________________
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Step-father:

_____________________________________________     Social Security Number:  ______________
First Middle    Last

_________________________________________________________________________________
Home Address           City and Street           State       Zip Code

_________________________________________________________________________________
Home Telephone Number Cell Phone Number      Fax Number             E-mail Address

__________________________________________________________________________________________
Education Employer

__________________________________________________________________________________________
Business Address           City and Street          State      Zip Code

__________________________________________________________________________________________
Current Occupation and Title  Business Phone Number/Pager Number

__________________________________________________________________________________________
Marital Status   Date of Marriage Date of Divorce?

May he receive progress reports?   Yes:  ______    No:    ______

If no, please explain why:  _____________________________________________________________________

Step-mother:

_____________________________________________     Social Security Number:  ______________
First Middle    Last

_________________________________________________________________________________
Home Address           City and Street           State       Zip Code

_________________________________________________________________________________
Home Telephone Number Cell Phone Number      Fax Number             E-mail Address

__________________________________________________________________________________________
Education Employer

__________________________________________________________________________________________
Business Address           City and Street          State      Zip Code

__________________________________________________________________________________________
Current Occupation and Title                Business Phone Number/Pager Number

__________________________________________________________________________________________
Marital Status   Date of Marriage Date of Divorce?

May she receive progress reports?   Yes:  ______    No:    ______

If no, please explain why:  _____________________________________________________________________

If any parent(s), step-parent(s), or adoptive parent(s) are deceased, please list the name, age and date

of death:  ________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
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Enrolling Circumstances

Reasons for placement. Please describe in detail your child’s behavioral and emotional issues:

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Family Dynamics

Please write a brief synopsis of parents’ marriage:  ________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Are parents divorced?  _____________ Child’s age at time of divorce:  __________________

Who has custody of your child?  _______________________________________________________

Has the divorce been an issue for your child? If so, please explain:  ___________________________

_________________________________________________________________________________

_________________________________________________________________________________

Any past or current divorce and/or custody battles?  _______________________________________

_________________________________________________________________________________

_________________________________________________________________________________

If parent(s) are remarried, has that been an issue for your child?  _____________________________

_________________________________________________________________________________

_________________________________________________________________________________

Does any family member of the applicant (this includes grandparents, aunts and uncles) have a history
of drug and/or alcohol abuse, mental illness, emotional instability or learning disability? Yes:   No:
If yes, please list name, relationship and condition:
_________________________________________________________________________________

_________________________________________________________________________________
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Has any relative of the applicant attempted suicide?  Yes:   No:   If so, how and when: _________

_________________________________________________________________________________

_________________________________________________________________________________

Has any relative of the applicant experienced a life-threatening accident, illness or injury?

Yes:  No:  If so, please explain: _____________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Is there any history of physical or sexual abuse of any family member(s)? Yes:   No: 

If so, please explain: ________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

If applicant is adopted, does she have any adoption issues? Yes:   No:   If so, please clarify:

_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

Sibling Identification

List in chronological order (eldest first), all siblings to the applicant. This includes all step and half
siblings, whether applicant has lived with them or not. (Please indicate if any are deceased.)

Name          Sex           Age      Birth Date      Current Residence

____________________________         ______      ______     ____________       _________________________

____________________________         ______      ______     ____________       _________________________

____________________________         ______      ______     ____________       _________________________

____________________________         ______      ______     ____________       _________________________

____________________________         ______      ______     ____________       _________________________

____________________________         ______      ______     ____________       _________________________

____________________________         ______      ______     ____________       _________________________

   

How is applicant’s relationship with her siblings? Do you have any concerns? Please explain:

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

How is applicant’s relationship with you or members of your extended family? Any concerns?

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
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        Applicant History

Applicant’s Characteristics and Behaviors

 Accident prone
 Alcohol use
 Aggression towards
others

 Alienation from parent
 Anxiety
 Blacks out
 Bedwetting
 Blames others
 Bullies
 Basically unhappy
 Binges and/or purges
 Car theft
 Cutting on self
 Cruelty to pets or animals
 Cries easily or often
 Complains a lot
 Defiant
 Destroys property
 Difficult to control
 Dishonest
 Dare devil behavior
 Depressed  mood
 Denies mistakes
 Does not like being
touched

 Drug use
 Easily frightened
 Excitable
 Frustrated easily
 Fire setting
 Gang involvement
 Irritable
 Impulsive
 Intimidated by others
 Internet addiction
 Isolates
 Lack of motivation
 Lack of remorse
 Lies
 Manipulative
 Manipulated by others
 Mood swings
 Overeats
 Obnoxious
 Panic attacks
 Poor concentration
 Poor attention span
 Poor hygiene
 Phobias

 Physical violence
 Quarrelsome
 Rage attacks
 Starves self
 Suicide threats
 Suicide attempts
 School failure
 Sexually acting out
 Sexual identity issues
 Seeks attention
 Shy or timid
 Sneaky and/or deceptive
 Strange thoughts
 Sleep disturbances
 Theft
 Threatens others
 Truancy
 Temper tantrums
 Vandalism
 Verbally abusive
 Violence
 Withdrawn
 Weapons use

A surprising number of what are considered “normal” children may exhibit some of the above behaviors and
characteristics in an attempt to create an image and are not indicative of any serious psychological problems. Any
comments you may have on the above would be beneficial in our work with your child.

Any comments on any of the behaviors that you checked off?  ________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Has your child demonstrated violent and/or assaultive behavior?     Yes:  No: 

If so, please explain the circumstances and behavior(s):  ____________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Has your child had any history of self-harm, bizarre or unusual behaviors? Yes:  No: 

If so, please explain:  ________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Has your child demonstrated gang-related behavior? Yes:  No: 

If so, please describe these behaviors:  _________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
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Has your child had any involvement with the legal system?    Yes:  No: 

If yes, please describe:  _____________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

You must attach a copy of any court orders as they pertain to the applicant’s probation (any sentencing
requirements, reason for probation, dates of probation, etc.

If applicant is on probation, please provide the following:

Probation Officer’s Name:  ___________________________________________________________

Address:  _________________________________________________________________________

Phone Number:  ____________________________  Fax Number:  ____________________________

Has your child had any changes in behavior or mood (sad, anxious, withdrawn, angry)? Yes:  No: 

If yes, when did these changes occur? __________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Has your child had any abnormal thoughts? Yes:  No:  If so, please describe them:  ____________

_________________________________________________________________________________

_________________________________________________________________________________

Has your child ever exhibited fire-starting behaviors and/or a fascination with fire?  Yes:  No: 

If so, please describe: _______________________________________________________________

_________________________________________________________________________________

Has your child ever had suicidal ideation and/or attempted suicide? Yes:  No:         If so, list the

circumstance(s), date(s) and eventual outcomes: _________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

        
Has your child had any traumatic events (death, abuse, divorce, moving, illness, etc.) or changes in her

life? Yes:  No: Please explain: _____________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
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Has your child experimented with drugs and/or alcohol?       Yes:    No:  

If yes, when did you discover your child was using drugs and/or alcohol and at what age?

      Has Used   (age begun)               Frequency and Current Use

Tobacco   ______________ ____________________________

Wine   ______________ ____________________________

Beer   ______________ ____________________________

Hard liquor (tequila, vodka, etc.)   ______________ ____________________________

Marijuana   ______________ ____________________________

Hallucinogens (LSD, PCP, etc.)   ______________ ____________________________

Stimulants  (uppers, cocaine, crack)   ______________ ____________________________

Depressants (sedatives, barbiturates)   ______________ ____________________________

Opiates  (methadone, heroine)   ______________ ____________________________

Inhalants  (glue, gasoline, etc.)   ______________ ____________________________

Others   ______________ ____________________________

How serious do you view your child’s substance abuse? _____________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Has your child ever overdosed or suffered from alcohol poisoning? Yes:  No:      If so, explain the

circumstances and treatment: _________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Has your child ever been treated for substance abuse?  Yes:   No: If yes, please explain:  ______
_________________________________________________________________________________

_________________________________________________________________________________

Has your child ever run away?  Yes:   No:          If yes, please answer the following questions:

� When?  __________________________________ How many times? ___________________

� How long was she gone?  ______________________________________________________

� Where did she go?  ___________________________________________________________

� Did she call home?  ________  Did she run by herself, or with others?  ___________________

� Was theft of a vehicle involved?________________________  How far did she go?  ________

� Was law enforcement involved? Yes:   No:     How involved?  _______________________

� What was her reason for running?  _______________________________________________

Is your child sexually active? Yes:  No:       (Please describe her history, any abortions, etc.):

_________________________________________________________________________________

_________________________________________________________________________________
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Has your child exhibited any inappropriate sexual behaviors (i.e.: sexually acting out, inappropriate

touching, pornography, etc.)    Yes:  No:    If yes, please explain: __________________________

_________________________________________________________________________________

_________________________________________________________________________________

Has your child ever been sexually abused or raped?   Yes:   No:     If yes, please explain:  _______

_________________________________________________________________________________

_________________________________________________________________________________

Does your child make friends easily, or does she have difficulty making and/or sustaining friendships?

_________________________________________________________________________________

_________________________________________________________________________________

Does your child prefer to be alone? Yes:   No:       If so, why? _____________________________

_________________________________________________________________________________

_________________________________________________________________________________

How well does your child get along with others? Her age?  Younger?  Older?  ____________________

_________________________________________________________________________________

 Does your child tend to have more friends of the same sex, or opposite sex? ____________________

_________________________________________________________________________________

Has your child recently changed peer groups, or stopped associating with longtime friends?

_________________________________________________________________________________

_________________________________________________________________________________

Is your child bright, but unmotivated?  __________________________________________________

_________________________________________________________________________________

Is she insecure, or lacking confidence?  _________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

How is discipline handled in your home?  ________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Who is the primary disciplinarian?   Father:     Mother:       Why?  __________________________

_________________________________________________________________________________

_________________________________________________________________________________

Is your child faced with a conflict in parenting styles? Yes:  No:   If so, how?  ________________

_________________________________________________________________________________

_________________________________________________________________________________
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What do you find to be the most challenging aspect of your relationship with your child?

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

  
What are your child’s strengths?  ______________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

What are your child’s weaknesses as you perceive them?  ___________________________________

_________________________________________________________________________________

_________________________________________________________________________________

What do you feel your child would say are her weaknesses?  _________________________________

_________________________________________________________________________________

_________________________________________________________________________________

What do you love the most about your child?  _____________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

What is your greatest fear for your child?  _______________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

What is your greatest hope for your child?  _______________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

What goals do you hope to obtain for your child while she is enrolled at Timber Ridge?  ____________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
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Is there any other information that you feel we at Timber Ridge should know that would enable us to

have a clearer understanding of your child?  ______________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

  

Applicant’s Placement History

Has your child had previous placement(s) outside the home?  Yes:     No:  

If yes, please list the names and addresses of other schools, institutions, detention facilities, foster
homes and/or programs below, including dates of entry and exit. Please list the latest placement first:

______________________________   ______________________  ________________________
Placement   Dates               Reason for Change

Contact Person:    ___________________________ Title:  ________________________________

Phone Number:  _______________________        Address:  _________________________________

May we contact?  Yes:  No:   If not, why? ____________________________________

______________________________   ______________________  ________________________
Placement   Dates               Reason for Change

Contact Person:    ___________________________ Title:  ________________________________

Phone Number:  _______________________        Address:  _________________________________

May we contact?  Yes:  No:   If not, why? ____________________________________
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Applicant’s School History

Has applicant ever been expelled, suspended, or asked to leave a school, boarding program or

placement?    Yes:   No:     If so, please describe the circumstances: ________________________

_________________________________________________________________________________

_________________________________________________________________________________

Please describe your child’s school performance (i.e. struggles, successes, etc.): __________________

_________________________________________________________________________________

_________________________________________________________________________________

Has your child had difficulties in school? Yes:   No:   If yes, please describe:  _________________

_________________________________________________________________________________

_________________________________________________________________________________

Has your child required any special education or resource classes? Yes:   No:   If yes, which grades

and why? _________________________________________________________________________

_________________________________________________________________________________

Has your child repeated grade(s)?   Yes:   No:   If yes, which one(s)?  ___________

Has your child skipped grade(s)?  Yes:   No:   If yes, which one(s)?  ___________

Has your child taken Honors classes?  Yes:   No:  If yes, which one(s)?  ____________

Has your child ever been held back a grade?  Yes:   No:   If yes, which one(s)?  ___________

Current grade:  ______   Still attending?       Yes:   No:       Last grade completed:  ________

Name of current school:  ____________________________________________________________

Phone Number:  ___________________________________________

Address:  _________________________________________________________________________

   _________________________________________________________________________

School Counselor or Contact Person: ____________________________________________________

Permission to contact:  Yes:   No:   (Please initial) ____________
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Applicant’s Mental Health History

Please provide any information on any psychiatrists, psychologists, and/or therapists who have seen
your child. (List chronologically, with the most recent first):

Therapist Name: __________________________________   Licensure: ______________________

Age When Seen: __________       Dates of Service: _______________________________________

Address:  __________________________________________     Phone Number:  _______________

Reason:  _________________________________________________________________________

Permission to contact:  Yes:   No: 

Therapist Name: __________________________________   Licensure: ______________________

Age When Seen: __________       Dates of Service: _______________________________________

Address:  __________________________________________     Phone Number:  _______________

Reason:  _________________________________________________________________________

Permission to contact:  Yes:   No: 

Therapist Name: __________________________________   Licensure: ______________________

Age When Seen: __________       Dates of Service: _______________________________________

Address:  __________________________________________     Phone Number:  _______________

Reason:  _________________________________________________________________________

Permission to contact:  Yes:   No: 

Has your child ever been hospitalized for a psychiatric/psychological reason?  Yes:   No:    If yes,

please describe dates, where hospitalized, and the circumstances:  ____________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
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Has your child ever been diagnosed with a mental disorder?  Yes:   No: 
If yes, complete the following:

Diagnosis:  __________________________________

Date and Age when diagnosed:  _________________________________________________

Psychiatrist:  ____________________________    Phone Number:  _____________________

Address:  ___________________________________________________________________

Permission to contact?  Yes:   No:    ____________ (Please initial)

Please define any Axis diagnoses (past and present):

Axis I    (Clinical Syndromes) ___________________________________________

___________________________________________

Axis II  (Personality Disorders and ___________________________________________
Developmental Disorders)

___________________________________________

Axis III (Physical Disorders and ___________________________________________
  Conditions)

___________________________________________

Axis IV  (Severity of Psychosocial ___________________________________________
  Stressors)

___________________________________________

Axis V  (Highest Level of Adaptive ___________________________________________
Functioning in Past Year)

___________________________________________

Please list current psychotropic medications (and dosages) taken regularly by your child:

Medication Dosage Prescribing Doctor Phone Number

Please list any psychotropic medications (and dosages) that your child has taken in the past:

Medication Dosage Prescribing Doctor Phone Number
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Applicant’s Significant Medical History

Please give candid and thorough answers to ALL medical questions so that Timber Ridge may know of
any health conditions, concerns or medication requirements while your child is enrolled at Timber
Ridge.

All medications must be listed and sealed in a pharmacy container.

General health condition:    Excellent:  _______ Good:  _______ Average:  _______    Poor:  ________

Physician’s Name:  ________________________________    Phone Number:  __________________

E-mail:  _________________________________________    Fax Number:  ____________________

Address:  _________________________________________________________________________

Date of Last Physical:  ________________    (Must have occurred within the previous six months, or one will

be scheduled within thirty days of enrollment.)

Is your child covered by medical insurance?  Yes:  No:    If yes, complete the following information:

Medical Insurance Company:  ___________________________    Phone Number:  ______________

Address:  _________________________________________________________________________

Policy, Group or Certificate Number:  ____________________ Birth Date of Insured:  ____________

Coverage:   Outpatient   Major Medical    Hospital     Pharmacy    Dental     Optical

Co-Payment Required?:  $________

Pharmacy Card Number:  ______________________   Pharmacy Co-Payment Required?:  $________

Dental Insurance Company: ____________________________   Phone Number:  _______________

Address:  ________________________________________________________________________

Policy, Group or Certificate Number:  ____________________   Co-Payment Required?:  $________

Name of Insured:  _______________________   Social Security # of Insured:  __________________

Name of Insured’s Employer:  __________________  Employer Phone Number:  _________________

Employer’s Address:  ________________________________________________________________

(Please provide copy of insurance card(s) front and back.)

Are immunizations up-to-date?  Yes:   No: 

Attach a copy of your child’s Immunization Record

Some vaccines are available in combination with others such as measles and rubella (M-R), measles,
mumps and rubella (M-M-R) and diphtheria, pertussis and tetanus (D-P-T).

Tuberculosis Skin Test and results:  ____________________________   Date:  __________________

Does the applicant currently have a health problem?  If yes, please describe:  ____________________

_________________________________________________________________________________

_________________________________________________________________________________
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Has your child ever experienced any of the following (check all that apply):

Dizziness or fainting spells Frequent colds

A knee or ankle injury Excessive bleeding

A rupture or hernia Periods longer than eight days

An ulcer Eating disorder

Anemia Rheumatism

Appendicitis Kidney disorders

Arthritis Skin allergies or rashes

Chest pain or shortness of breath Polio

Chicken pox Hemophilia

Constipation or diarrhea Ear infection

Dermatitis, Eczema Pregnancy

Difficulty walking, running or lifting High blood pressure

Frequent or migraine headaches A back injury or deformity

Goiter or thyroid disease Sweating at night

Heavy periods Scarlet fever

Meningitis, Encephalitis Whooping cough

Mumps Heart trouble or disease

Muscle weakness Bone disorders

Pain in back neck, joints Measles

Pneumonia Seizures, convulsions or epilepsy

Rheumatic fever Painful menstruation

Stomach aches or indigestion Venereal disease

Typhoid Spitting or coughing up blood

Unexplained weight gain Diabetes or sugar in urine

Unexplained weight loss
Pain or bleeding during bowel
movements

Urinary bleeding, frequent urination Tumor, growth, cyst or cancer

Warts or sores on feet Abortion

Please explain any of the conditions checked above:  _______________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Please list any other significant illnesses, diseases or disorders not listed above, including dates:

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
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Have any of the applicant’s close relatives ever had any of the following diseases or conditions?

Condition Yes No Relation to applicant

Tuberculosis

Bleeding disorder

Epilepsy or convulsions

Cardiovascular disease

Diabetes

Kidney disease

Mental illness

Cancer

High blood pressure

Venereal disease

Muscle disorder

Any other illness which runs in your family

Does the applicant wear glasses?  Yes:  No:          If yes,  circle one:  all the time    or   reading only

Does the applicant wear contact lenses?  Yes:  No:                    Please attach latest prescription

Date of last eye exam:  __________

Optometrist Name:  ____________________________   Telephone Number:  ___________________

Does applicant wear an orthodontic appliance?  Yes:  No: 

Orthodontist Name:  ____________________________   Telephone Number:  __________________

Dentist Name:  ________________________________    Telephone Number:  __________________

Date of last dental exam:  ______________   (Must be within nine months prior to enrollment or one will be 
scheduled within three months after enrollment)      

Have there been any problems with the applicant’s hearing?  Yes:  No:       Speech?  Yes:  No: 

Explain:  __________________________________________________________________________

Has the applicant ever been hospitalized for medical reasons? If yes, fill out the following:

Reason Date Physician Hospital

Has the applicant ever had an operation?  Yes:  No:       If yes, what type, when?  _____________

_________________________________________________________________________________

_________________________________________________________________________________

Has the applicant ever been involved in an accident?    Yes:  No:          If yes, what type, when?

_________________________________________________________________________________

_________________________________________________________________________________



19

Has the applicant ever broken a bone?  Yes:  No:      If yes, please explain:  __________________

_________________________________________________________________________________

_________________________________________________________________________________

Is there any history of head trauma or concussion?  Yes:  No:      If yes, please explain:  ________

_________________________________________________________________________________

_________________________________________________________________________________

Does your child have hay fever, asthma, hives, eczema?  Yes:  No:      If yes, please describe:

_________________________________________________________________________________

_________________________________________________________________________________

Does your child currently use an inhaler?  Yes:  No:      If so, what type and how often?  ________

_________________________________________________________________________________

Is your child allergic to any of the following?  Yes:  No:           Please check all that apply:

  Penicillin   Sulfa Drugs      Aspirin      Nuts      Shellfish      Iodine      Insect Bites

  Bee or Wasp Stings      Foods: ______________________      Other: ____________________

If yes, please describe, including any prior anaphylactic reactions:  ____________________________

_________________________________________________________________________________

Does your child have any physical limitations such as hypoglycemia, history of diabetes, arthritis,

chronic back/knee pain, etc. that would limit her ability to fully participate in the Timber Ridge

program?   ________________________________________________________________________

_________________________________________________________________________________

Is your child currently taking any over-the-counter medication(s)?  Yes:  No:         If yes, explain:

_________________________________________________________________________________

_________________________________________________________________________________

The State of Idaho requires a doctor’s prescription for any medication given a child on a regular basis including OTC

Has your child experienced any of the following?

    Bedwetting At what age:  ________            Nail biting             At what age:  ________

    Nightmares         At what age:  ________            Head banging    At what age:  ________

    Stuttering At what age:  ________            Tics    At what age:  ________

        Other  ______________________________________    At what age:  ________

Please list any fears your child has, such a fear of darkness, thunder, death, separation, etc.:

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
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ACADEMIC RECORDS RELEASE

 

Student’s Last Name                   First Name              Middle Name                              Date of Birth

I/We hereby grant permission for the release of the following school records to:

TIMBER RIDGE PREPARATORY SCHOOL FOR GIRLS
301 TIMBER RIDGE

CLARK FORK, IDAHO 83811

1. Transcript of credit
2. Withdrawal grades, including incomplete classes
3. Test dates, health records, and counseling information
4. Any other records pertaining to psychiatric or psychological evaluation of the student
5. Cumulative record

Please list all schools attended (most recent first) with complete addresses and phone numbers.
 (If more space is needed, please use an additional sheet.)

School _______________________________________Dates Attended ______________ Grade Completed _____

Address ________________________________________ City __________________ State ____ Zip ___________

Telephone ______________________________ Fax ________________________________

School _______________________________________Dates Attended ______________ Grade Completed _____

Address ________________________________________ City __________________ State ____ Zip ___________

Telephone ______________________________ Fax ________________________________

School _______________________________________Dates Attended ______________ Grade Completed _____

Address ________________________________________ City __________________ State ____ Zip ___________

Telephone ______________________________ Fax ________________________________

School _______________________________________Dates Attended ______________ Grade Completed _____

Address ________________________________________ City __________________ State ____ Zip ___________

Telephone ______________________________ Fax ________________________________

PERMISSIONS TO TEST:
In addition, I/we hereby grant permission to Timber Ridge Preparatory School for Girls to administer
educational tests to my daughter which are pertinent and appropriate.

PARENT/GUARDIAN SIGNATURE: __________________________________ Date: _________

PARENT/GUARDIAN SIGNATURE: __________________________________ Date: _________

(Please return to Timber Ridge Prep prior to enrollment – Fax Number: 208-246-1267)

(Rev.5/07)


