Qigong Sensory Training: Therapist and Parent Dual Qigong Program
Distance Training Course  – May-September, 2012
Child/Family Registration Form

PLEASE PRINT CLEARLY
Parent/Guardian #1 
Name:_____________________________________	
Home Phone: _______________________________ Cell Phone: _________________________
Work Phone:  __________________________Email: __________________________________
Address: 	
City: 		State: 		Zip: 	

Parent/Guardian #2
Name:_____________________________________	
Home Phone: _______________________________ Cell Phone: _________________________
Work Phone:  __________________________Email: __________________________________
Address: 	
City: 		State: 		Zip: 	

Child’s Name: _______________________________ Birth Date:_________________________
Your relationship to the child (e.g. mom, grandfather): 	
Therapist with which you will be working during this training:  __________________________
Does your child have a medical and/or educational diagnosis of autism?  
_____ Medical diagnosis of autism
_____ Educational diagnosis of autism
_____ No diagnosis of autism
Does your child have any other medical problems or diagnoses?
_____ No
_____ Yes.  If yes, please specify:  	
	
	

Is your child taking medications and/or supplements?  
_____ No
_____ Yes.  If yes, please specify:  	
	
	
Is your child receiving any other treatment for autism at this time and/or are you planning to start any new treatments in the next five months?
_____ No
_____ Yes.  If yes, please specify:  	
	
	


By signing below, I certify to the truth and accuracy of the information provided on this registration form.  


_______________________________________________    __________________
Signature of Parent/Guardian					Date


Please initial each of the following statements to signal your agreement and understanding of the responsibilities you will have as a parent/caregiver of the child receiving treatment:
_____ I agree to attend 20 half-hour treatment sessions as scheduled with my QST therapist. 
_____ I agree to complete the pre- and post-test surveys for my child.
_____ I have reviewed and signed the attached consent form.
_____ I understand that the QST therapist with whom I will be working may charge me for QST therapy sessions, and I agree to make arrangements for payment directly with the therapist.     

Questions?  Please contact Pam Tindall at pamtindall@gmail.com or (509) 493-1035.


 
INFORMED CONSENT FOR PARENTS OF YOUNG CHILDREN ON THE AUTISM SPECTRUM TO PARTICIPATE IN A QIGONG SENSORY TRAINING PROGRAM 

This opportunity to participate in a Qigong Sensory Training course is offered by Pam Tindall, a Qigong Sensory Therapist and Master Trainer in partnership with the Qigong Sensory Training Institute.

Research using Qigong Sensory Training shows it can be helpful for young children on the autism spectrum with sensory impairment: both in relieving their sensory impairment and in helping them to learn better.  You are beginning an eighteen week program of training and treatment with your therapist and are being asked to sign this consent to signal that you understand the program and its requirements, and give consent for you and your child to participate.

Your therapist will ask you to fill out several questionnaires before and after the training and treatment program which will be useful to both of you in documenting change in your child, as when you live with your child every day, sometimes even big changes can go unnoticed.  

At the end of the training, your therapist will meet with you, show you the results of pre and post testing, and give you a recommendation for how long you should continue the home program. 

This is a gentle touch therapy and does not involve risk of harm, for children or parents, if it is correctly done.  You will receive ample instruction in the therapy, and be tested on whether you are giving it correctly.  If you drop out of the program early, or do not comply with it as instructed below, there is a risk that your child may not receive the full benefit of the therapy.

We ask several things of you if you decide to begin this program:

1. During the 18 weeks of the program, you must be willing and able to give your child the daily massage treatment lasting about 15 minutes. 

2. We prefer that you not begin any new therapies for autism during the time that your child is in the program. If it becomes necessary to do so, we ask you to let us know the type of therapy, and when it is begun.

3. You will need to be willing and able to transport your child to get treatment from the therapist a total of 20 times.  Treatment by the therapist is twice a week for five weeks, followed by a month off and then another cycle of treatment twice a week for five weeks.  

4. If you consistently miss treatment appointments, it may be necessary to drop your child from the training.

I have read the above information and agree to participate in this training program.  I understand that I may withdraw at any time and that information gathered will be used in the manner described above. 



____________________________________________		___________________________________
Participant Signature						Child’s Printed Name	

____________________________________________		_________________________
Participant Printed Name 						Date

Photography/Videography
Permission Form–Release

	
My child and I will be participating in a Qigong Sensory Training course and hereby grant permission for my child and me to be videotaped during the course.

By signing this Release, I understand and acknowledge that these video images will be used for training and supervision purposes with therapists in this training cohort (class) only, that they will not be used for any other purpose, and that the tapes will be destroyed at the end of this training course.  

	

		
(please print your name)



		
	
		

	(trainer  signature)
	
	DATE

	

Address: 	

	

	
	

	
(phone)




