The ED—TECH Group,,

V|rtual Stackable IT Credential Program
Enrollment Form

Date Student/Representative Name

Age
Client Name Student Organization/Company Name

Client Information

Cell Phone Home Phone Email Address
Address
City State Zip Code
Date of Birth Gender
Emergency Contact Parent/Guardian (Ages 13-21)
Disability: (Check all that apply) Accommodations you would like
Attention Deficit/Hyperactivity Disorder Learning Disability
Psychological/Psychiatric Disorder Blindness/Low Vision
Spinal Cord/Traumatic Brain Injury Deaf/Hard of Hearing
Other (Please Specify): Speech Disorders

Accommodations you would like (Please Explain)

Please indicate any treatment you are receiving:

Briefly tell us why you are committed to earning industry standard information technology credential(s)

Preferable time for virtual classes & seminars (Check the time that best suits your schedule)
___Morning (8:00am - 12:00am) ____Afternoon (1:00 - 5:00pm) ___Evening (6:00pm - 10:00pm)

The ED-TECIH Group Inc. (800) 380-6836 www.ed-techgroup.com




