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ADHD PARENTING TRAINING REQUEST FOR SERVICE 
 

Child’s Name:  ___________________________________________________________  Date:  ______________________________ 
               (surname)                                        (given) 
D.O.B.:  ___________________________________      Sex: ____ F  ____  M  Personal Health #:   ______________________________ 

Aboriginal Heritage: ____ Yes   ____ No   Language(s) spoken:_______________________   Interpreter Required? ____ Yes   ____ No 

Child resides with:  ___ Both Parents   ___  Parent #1 only  ___  Parent #2 only   ___  Foster family  ___ Other ___________________ 

Legal Guardian is:   ___ Both Parents   ___  Parent #1 only  ___  Parent #2 only   ___ Social Worker  ___ Other ___________________ 
 

#1 Parent/Guardian Name: ___________________________________________  Email :  ___________________________________ 

Address:  ________________________________________________________________ Postal Code:  _________________________ 

Parent/Guardian Home Phone: _____________________  Cell Phone: ____________________ Work Phone:____________________ 
 

 

#2 Parent/Guardian Name: ___________________________________________  Email :  ___________________________________ 

Address:  ________________________________________________________________ Postal Code:  _________________________ 

Parent/Guardian Home Phone: _____________________  Cell Phone: ____________________ Work Phone:____________________ 
 

Siblings (number and ages): _____________________________________________________________________________________  

Grade: _________        School: ___________________________________________________________________________________      
____________________________________________________________________________________________________________ 
 

Physician Child Sees Most Frequently:  _____________________________________   Phone:  _______________________________ 

Other Agencies/Professionals Involved:    __________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

Diagnoses:  __________________________________________________________________________________________________  

Medications:  ________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 

Primary Concern(s):  ___________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Previous parenting training program(s) ____________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Availability for weekly meetings (check all possibilities):   ____   (mornings)  ____  (afternoons)  _____  (evenings) 

I, _______________________________________________________________________________________, have discussed this      
                            (name, agency, address, and phone number of the person requesting service) 
 

request for service with the above mentioned parent/guardian of the child. 
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