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THE Shire School 
 
 

APPLICATION FOR ADMISSION 
 
 

GENERAL INFORMATION 
 
Name of Applicant __________________________________________ 
Nickname ___________________________________________________ 
 
Date of Birth _____________    Age ____        
Current Grade _____________ 
 
 
CONTACT INFORMATION 
 
Name of Parents: 
____________________________________________________________ 
 
Address: 
____________________________________________________________ 
____________________________________________________________ 
 
Phone Numbers: 
  Home: ___________________________ 
 Mother’s Work ___________________ 
 Father’s Work ___________________ 
 Mother’s Cell ___________________ 
 Father’s Cell ___________________ 
 
Email Address: 
____________________________________________________________ 
 
Primary Residence of Child: 
____________________________________________________________  
____________________________________________________________ 
 
  
Current School: ____________________________________________    
Phone No. __________________________________________________ 
 
Prior School Experiences: 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
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CHILD’S MEDICAL HISTORY 
 
Were there any medical concerns at birth? 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Are there any current medical concerns? 
____________________________________________________________
____________________________________________________________ 
____________________________________________________________ 
 
Have you treated your child bio-medically?  
___________________________________________________________ 
 
If so, name of physician: 
___________________________________________________________ 
 
Brief list of interventions and outcome: 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
____________________________________________________________
__________________________________________________________ 
 
Is your child taking any medication? If so, name and dosage. 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
How long has your child been on this medication? 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Does your child have any medical diagnosis, health, asthma, 
allergy issues? 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Does your child have a formal or informal diagnosis of some 
type (Learning Disability, PDD, ADHD, etc.)?  If yes, please 
describe history of who performed testing, concluded 
diagnosis and approximate date of diagnosis: 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
____________________________________________________________
____________________________________________________________ 
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CHILD ”S THERAPEUTIC HISTORY 
 
Please list the types of therapies your child is currently 
receiving, name and contact information of provider 
(tutoring, speech, sensory etc.).  How often?  Please use 
attached sheets for additional information. 
 

1. _______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________ 

2. _______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________ 

3. _______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________ 

4. _______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________ 

 
Please list any other significant therapeutic resources your 
child previously received and whether you found them to be 
successful: 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
SPEECH AND LANGUAGE 
 
At what age did your child begin to speak? 
____________________________________________________________ 
 
Does your child have a speech delay or a diagnosed language 
disorder?  
____________________________________________________________
____________________________________________________________ 
 
If so, please describe in detail  (ie; articulation, 
pragmatics, apraxia)  
 
 
 
____________________________________________________________
____________________________________________________________ 
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ATTENTIONAL 
 
Does your child have difficulty focusing on schoolwork? 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
 
Does your child have difficulty sustaining attention in 
group settings or interactions? 
 
 
 
 
 
SOCIAL/EMOTIONAL 
 
Please describe any social, emotional and/or behavioral 
concerns that affect your child: 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
In school: 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Outside of school:  
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Does your child have meltdowns in school?  If so, what 
typically triggers them? 
 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
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Does your child have meltdowns at home?  If so what 
typically triggers them? 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Please describe your child’s social/emotional strengths: 
 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
What is your child’s favorite family activity? 

 
 
 
 
Does your child seem generally happy? 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Does your child enjoy play-dates? 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
How does your child relate to adults? 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
How does your child relate to peers? 
____________________________________________________________
____________________________________________________________
____________________________________________________________
________________________________________________________ 
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SENSORY  
 
Has your child ever been diagnosed or treated for sensory 
integration/sensory processing disorder? 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Does your child have trouble touching certain textures or 
does he mind being touched? 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Does your child crave sensory input? 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Does your child crave movement? 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Does your child shy away from loud noises, crowded rooms, 
etc.? 
 
____________________________________________________________
____________________________________________________________ 
 
Does your child have trouble filtering sounds and sights 
while engaged in focused activities? 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
Please comment on any concerns regarding your child’s 
sensory issues: 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
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ACADEMIC QUESTIONS 
 
Does your child like school? 
____________________________________________________________ 
 
 
What is your child’s current teacher/student ratio in 
school?  
____________________________________________________________ 
 
Could your child manage a teacher/student ratio of 2 to 6?  
____________________________________________________________ 
 
What is your child’s biggest challenge in school? 
____________________________________________________________ 
____________________________________________________________ 
 
 
What is your child’s greatest academic strength? 
 
 
 
If you could create an ideal school day for your child, what 
would it include? 
 
 
 
 
Please make any other comments you feel would be helpful to 
us in knowing and working with your child.  Feel free to 
attach a separate sheet for this answer. 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
The Shire School not only welcomes, but will be reliant upon 
parent participation and involvement in the school.  In what 
areas would you like to participate; i.e. administrative, 
classroom support, lunch and recess, curriculum development, 
etc. 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
____________________________________________________________
____________________________________________________________ 
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The Shire School follows a practice of non-discrimination 
based upon race, color, creed, or national origin in the 
admission of pupils. 
Acceptance of any child at The Shire School is a decision of 
the Shire School Board of Trustees and faculty, based on the 
compatibility of the school, parents and child. 
 
 
Name and signature of person assuming financial 
responsibility 
 
* $50 non-refundable application fee required with 
application submission 
 
 


