
 American Indian Christian Mission School
924 Mission Lane 

Show Low, AZ 85901 

Phone: 928-537-5912 
Fax: 928-537-5620 

Email: www.aicm.org 

Pre-admission Application 

Date: __________________________ 

Student's Name:  ________________________________________________   Grade: ________ 

Birthdate:  ________________   Social Security Number___________________     Sex _____   

Mailing Address:  ______________________________________________________________ 

Physical Address:_______________________________________________________________ 

Parent/Guardian’s Name:  ________________________________________________________ 

Parent/Guardian's Phone Number:__________________________________________________ 

Child currently lives with:   Birth ___  Adoptive ___  Foster ___   Relative ___  Other ___ 

If not living with birth family, explain the circumstances: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Describe family history (death in family, divorce, geographical moves, trauma) 

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 



Education History: Beginning with pre-school (if applicable) 

Year: Grade: School Name: Was this a good year: Explain: 

 Pre-K   

 K   

 1st   

 2nd   

 3rd   

 4th   

 5th   

 6th   

 7th   

 

Has this child failed a grade in school?  Yes ____No ____ 

 

Has the child ever been expelled from school?  Yes ____No ____ 

 

Individualized Educational Plan (IEP)?   Yes ____No ____ 

 

Has the child received counseling?  Yes ____No ____ 

 

Explain frequent changes of schools 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

Behavior: Please complete with as much detail as possible. 

Type: Yes or No Age: Treatment/Intervention 

Attention Deficit Disorder or ADHD    

Bipolar    

Depression    

Learning Disability    

Occupational Therapy    

Speech/Language    

Behavior Modification Plan    

Modified Class Work/Assignment    

Other    



BEHAVIORAL PROBLEM CHECKLIST 

 

Child’s Name: ________________________________________ 

 

0- if an item does not constitute a problem 

1- if an item constitutes a mild problem 

2- if an item constitutes a severe problem 

 

0 1 2 Restlessness, inability to sit still 

0 1 2 Attention seeking, “show off” behavior 

0 1 2 Sneaks out or stays out late at night 

0 1 2 Doesn’t know how to  have fun: behave like an adult 

0 1 2 Self-conscious, easily embarrassed, shyness, bashfulness 

0 1 2 Disruptiveness: tendency to annoy others 

0 1 2 Boisterousness: rowdiness 

0 1 2 Uses tobacco 

0 1 2 Steals 

0 1 2 Abuses drugs or alcohol 

0 1 2 Hypersensitivity, feelings easily hurt 

0 1 2 Social withdrawals, prefers solitary activity 

0 1 2 Dislike for school 

0 1 2 Truancy from school 

0 1 2 Poor study habits  

0 1 2 Jealousy over attention paid to other children 

0 1 2 Passivity, suggestibility: easily led by others 

0 1 2 Short attention spans, inattentiveness 

0 1 2 Lack of self-confidence 

0 1 2 Easily confused 

0 1 2 Profane language, swearing, cursing 

0 1 2 Fighting 

0 1 2 Loyal to delinquent friends 

0 1 2 Temper tantrums 

0 1 2 Moodiness 

0 1 2 Reserved, secretiveness 

 

 



RELATIONAL INTERACTION 

 

How is your child getting along with? 

 

    Very Well Well    Fair      Poorly Very Poorly 

Parents    ________ ____    ____      ______ __________ 

Siblings   ________ ____    ____      ______ __________ 

Teachers   ________ ____    ____      ______ __________ 

Other Children   ________ ____    ____      ______ __________ 

Neighbors   ________ ____    ____      ______ __________ 

 

 

How does your child spend his/her free time? _______________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

List activities that your family do together__________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

What do you consider to be your child’s best qualities? ________________________________________ 

____________________________________________________________________________________ 

What are some of the frustrations you have with your child?____________________________________ 

____________________________________________________________________________________ 

How involved are you with your child’s education? __________________________________________ 

____________________________________________________________________________________ 

What do you want for your child’s future?__________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Why are you considering this child’s placement at AICM? Please be specific. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

     



American Indian Christian Mission 

  924 Mission Lane 
Show Low, AZ  85901 

PH:  928-537-5912 Fax:  928-537-5620 
Email:  principal@aicm.org 

 
 
 

Request for Records 
Please mail, fax, or e-mail the following information appropriate for: 

 
 
 

Student’s Legal Name  ________________________________________ 
 
Date of Birth: __________________   Last Grade Completed  _______ 

 
Last School Attended:  _______________________________________ 

 
School Street/Mailing Address:  _________________________________ 
 
School Phone:  ______________ School Fax:  ___________________ 
 
Please send to American Indian Christian Mission: 
 
x_ Official transcripts of grades 
x_ Official SAIS # 

x_ Copies of Standardized test scores including copies of Arizona AIMS testing results. 
x_ Attendance Records 

x_ Immunization Records 

x_ Discipline/Behavior Records 
x_ Special Education or Gifted Records if applicable, including: 
 Current Psycho-educational, Speech, Occupational Therapy or Physical Therapy Evaluations 
 Current IEP with Annual Goals and Objectives 

Multi-Discipline team Conference Notes and other records which will assist in determining place-
ment. 
 

 
 
Requested by: ____________________________  Date: _____________ 
            Zac Cooper, AICM School Principal 
 
 
 
Record Request ___________________________ Date: _____________ 
        Parent’s Signature 
 

mailto:principal@aicm.org
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