Parent Mentoring and Support Registration Form

Name/ Nombre:________________________________________________________________________________________

Address/Dirección:______________________________________________________________________________________

City/Ciudad, Zip:________________________________________________________________________________________

Email:________________________________________________________________________________________________

Phone/Telefono:_______________________________________________________________________________________

Gender/ Genero:___________________________________    Race/Raza:_________________________________________

[bookmark: _GoBack]Information about child(ren) with a disability in your home/Information sobre el o los/las niños(as) con discapacidades: (required for grant funding/necesaria para solicitor fondos)

DOB:__________________Type of Disability:________________________________ Race:________________Gender:_______

DOB:__________________Type of Disability:________________________________ Race:________________Gender:_______

DOB:__________________Type of Disability:________________________________ Race:________________Gender:_______

Select the class you will be attending/ Seleccione el horario de clase que asistirá:
__  Session 1  Oct 2017 – Dec 2017,  10 a.m.-1 p.m.			10/30, 11/6, 11/13, 11/20, 11/27, 12/4

Parent Mentoring and Support Program
Acknowledge and Release to County:  Manatee
I acknowledge that the program services received by my child and/or family provided by Family Network on Disabilities of Manatee/Sarasota, Inc., is funded in part by the Manatee County Government.  I understand that the program records relating to this service may be public record under Chapter 119, Florida Statutes.  I therefore release to Manatee County Government such program records that may be required for purposes of monitoring and evaluating these services.

Tengo conocimiento que el programa o servicio que mi hijo(a) y/o mi familia recibe de Family Network on Disabilities de Manatee/Sarasota, Inc., es en parte gracias a fondos del Gobierno del Condado de Manatee. Entiendo que mi información para este programa puede ser de conocimiento publico bajo el Capitulo 119 de los Estatutos de la Florida. Por consiguiente otorgo permiso al Gobierno del Condado de Manatee revisar mi información referente a este programa con propósitos de monitoreo y evaluación de este Programa.

___________________________________________________		__________________________
Parent Signature / Firma del Representante Legal			Date / Fecha

___________________________________________________
Printed Name / Nombre del Representante Legal
