
SCULLY LEARNING CENTER FOUNDATION 
 

PART I – PARTICIPANT INFORMATION 
 
Please provide confirma1on of the Par1cipant’s diagnosis(es) with this ques1onnaire. 
 

Name: 
Nickname: 
Gender:             __ Male               __ Female  
Date of Birth:                                 __ Age 
Address: 
 
 
Home Phone: 
Cell Phone: 
Who does the par1cipant live with: 
The following person(s) may pick up the par1cipant from Scully Learning Center Founda1on: 
 

 
PART II – PARENT/GUARDIAN INFORMATION 

 
NOTE: Par1cipant parent(s) must have a strong interest in the goals of Scully Learning Center 
Founda1on and demonstrate their interest via a partnership with SLCF (e.g., volunteering). 
Scully Learning Center Founda1on is NOT a day care facility. 
 

Mother/Guardian Name: 
Address: 
 
 
Home Phone:                                                                                Cell Phone: 
E-Mail: 
Employer: 
Business Address:                                                                         Business Phone: 
 
 
 
Father/Guardian Name: 
Address: 
 
 
Home Phone:                                                                                Cell Phone: 
E-Mail: 
Employer: 



Business Address:                                                                        Business Phone: 
 
 

 
 

PART III – PARTICIPANT ADDITIONAL INFORMATION 
 
Please check the strengths and weaknesses that apply: 
 
Personal Trait                         Strength     Weakness     Personal Trait                 Strength    Weakness  
  
Problem Solving     Family/Home Issues 
 
Academic Achievement    Computers 
 
Asks for Help      Makes/Maintains Friendships 
 
Ar1culates Feelings/Needs    Nego1ates/Compromises 
 
AUen1ve in Class     Physical/Medical Condi1ons 
 
AUendance/Tardiness     Par1cipates in Class 
 
Cooperates with Others    Helpful to Others 
 
Sense of Humor     Vision/Hearing/Language Issues 
 
Emo1onal/Behavioral Issues    Listens Well 
 
Reading      Wri1ng 
 
Follows Instruc1ons 
 
Other:  ________________________________________________________________________  
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