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If you would like your child tested, please fill in the following statement and information:

I hereby give permission for my child, _______________________________________, 

who is in the _____ grade for the _____________school year, to be tested to help determine a 

program that may more completely meet the needs of my child.



Child’s Full Name ______________________________________________________________

Child’s Homeroom Teacher _______________________________________________________

Child’s Birthdate   _______________________________   Age ____________      Sex _______

Name(s) of Parent(s) or Guardian(s) ________________________________________________

Mailing Address  _______________________________________________________________

City, State, Zip Code ____________________________________________________________

Telephone Number ______________________________________________________________

Parent Signature ______________________________________ Date _____________________



If you do not want your child to be tested, please fill in the following statement:

I do not give permission for my child, _________________________________________,

who is in the _____ grade for the ____________ school year, to be tested to help determine a 

program that may more completely meet the needs of my child.  I understand that without this 

testing, my child will not be considered for placement in the GATE program.

Parent Signature __________________________________________ Date ____________
