
BIG BROTHERS BIG SISTERS   of the Greater Kanawha/Putnam Area   
                        

Parent/Guardian Application 
 
Child's 
Name:_____________________________________________________ 
                           First                               Middle                             Last 
 
Social Security #:_______________________________ 

 
Address:_______________________________________________________ 
                   No. and Street                 City, State                                       Zip  
              
Phone:__________________________ 
 
Child's birth date:__________________  Gender:  G Male   G Female 
 
Church 
attending:______________________________________________________ 
 
Race:  G  African-American  G  Asian  G Bi-racial  G  Caucasian   
Other__________ 
 
School:___________________________________Grade:_______________ 
 
Teacher:_______________________ 
 
Parent/Guardian:________________________________________________ 
 
Marital 
Status:____________________________Occupation:___________________ 
 
Employer:______________________________________________________ 
 
Phone:____________________Can you be called at work:_______________ 
 
Business Address:_______________________________________________ 
 
If you have no home phone number, where can you be reached?__________ 
 
How did you hear about Big Brothers Big Sisters?__________________________ 
 
________________________________________________________________________ 

 



How does your child feel about getting a Big Brother/Big Sister?_____________ 

________________________________________________________________________ 

Why do you think your child needs a Big Brother/Big Sister?______________ 

______________________________________________________________ 

Describe your child's relationship with the absent parent?________________ 

______________________________________________________________ 

How often does your child see the absent parent?______________________ 

How would you describe your child's basic personality?__________________ 

______________________________________________________________ 

Describe your relationship with your child._____________________________ 

______________________________________________________________ 

How does your child feel about school?_______________________________ 

How does your child get along with other children?______________________ 

______________________________________________________________ 

Describe any physical or mental limitations that your child may have._______ 

______________________________________________________________ 

Is your child on any medications continuously?  If so, what medications? 

______________________________________________________________ 

What physician is prescribing these medications?_______________________ 
 
Comments _____________________________________________________ 
______________________________________________________________
______________________________________________________________ 
 
 
____________________________________                            ____________ 
           Parent/ Guardian=s Signature                                                    Date 


