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Brainstorm: A Children’s ProgramBrainstorm: A Children’s ProgramBrainstorm: A Children’s ProgramBrainstorm: A Children’s Program    
    
Registration FormRegistration FormRegistration FormRegistration Form    
    

Parent’sParent’sParent’sParent’s    Name:Name:Name:Name: __________________________________________________   
 
Child’s name:Child’s name:Child’s name:Child’s name: ____________________________________________________ 
 
Date:Date:Date:Date: _____________________________________________________________ 
 
Address:Address:Address:Address: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________    
                                                                
Phone:Phone:Phone:Phone: ____________________________________________________________ 
 
Email:Email:Email:Email:    ___________________________________________________________ 
 
Does your child have epilepsy?Does your child have epilepsy?Does your child have epilepsy?Does your child have epilepsy?            YesYesYesYes    ______  ______  ______  ______            No           No           No           No ________________________    
 
If no, who in your family has epilepsy?If no, who in your family has epilepsy?If no, who in your family has epilepsy?If no, who in your family has epilepsy? __________________________ 
 
Age of child:Age of child:Age of child:Age of child: _____________________________________________________ 
 
Additional CommentsAdditional CommentsAdditional CommentsAdditional Comments:::: 
 
 
 
 
 


