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WWeessttccooaasstt  CChhiilldd  DDeevveellooppmmeenntt  GGrroouupp  IInncc..        
  

CCLLUUBB  CCOONNNNEECCTTSS            
Therapeutic Social Skills Groups for Children and Youth 

  
RReeggiissttrraattiioonn  FFoorrmm    

  

GGeenneerraall  IInnffoorrmmaattiioonn  
Child/Youth Name____________________________________________ 
   Last    First      
 
Date of Birth _____/_____/______Age________ Male           Female  
  Day     Month    Year 
 
Parents/Guardians_________________________________________________ 
  1. Name in full and relationship 2. Name in full and relationship 
 
Family Address__________________________________________________________ 
   Street and number   City  Postal Code 
 
Home Phone __________________      Work Phone  _________________ 
 
Cell/Pager__________________Email_________________________________ 
 

Clinical Information 
Referring Source ________________________________________ 
 
Most Recent Diagnosis  
 
 High-functioning Autism 
 
 Asperger’s Syndrome 
 
 Pervasive Developmental Disorder-NOS (Not otherwise specified) 
 
Additional Diagnoses? 
 

____________________________________ 
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General Health Information 
 
Allergies_________________________________________________________ 
 
Medications 1.___________________________ 
  
  2.___________________________ 
 
Emergency Contacts  
 
1._______________________________________________________________ 

Name   Relationship   phone during day/evening 
 
2._______________________________________________________________ 
 Name   Relationship   phone during day/evening 
 
 

Social/Emotional Information 
 
What are your child’s two main interests? 
 

1. ___________________________________________________________ 
 
2. ___________________________________________________________ 

 
What are your child’s main dislikes? 
________________________________________________________________ 
 
________________________________________________________________ 
 
What do you see as your child’s strengths? 
________________________________________________________________ 
 
________________________________________________________________ 
 
Thank you for taking the time to complete this application form. If you have additional 
information that you feel is applicable to your child’s group experience please feel free to 
include it with this application form. Please mail or fax this to us as soon as possible, so 
that we can process all the information in a timely manner. If you have any questions 
about this form or the group process, please contact us: 
 
Dr. David Worling, Clinical Director   Patricia Lyon: Coordinator 
Ph:  604-732-3222     Ph:  604-732-3222 
Fax:  604-732-3232     Fax:  604-732-3232 
dworling@childdevelopmentgroup.com   info@childdevelopmentgroup.com 
 
 


