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ENROLLMENT FORM 2010

Date of Admission:

KID CARE - AFTER SCHOOL PROGRAM

ChildLast Name: First Name

Date of Birth: Sex: Eye color: Hair Color:
Height Weight: Skin Color:
Identifying Marks:

Parent/Guardian Ifiormation

Name: Name:

Relationship to Child:
Address
City:

State: Zip:

Phone Day:

Phone Evening:

Email:

Allergies / Special Diets

Relationship to Child:

Address:

City: State: Zip:

Phone Day:

Phone Evening:

Email:
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Address:

phone;

Chronic Health Conditions:

Special limitations or concerns:

SCHOOL AGE ONLY:

Current School;

address:

| certify that documentation of physical examination and immunization in accordance with public school health requiremefes,dapoisoning
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Release of Liability Waiver
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the minor to be qualified, in good health, and in proper physical condition to participate in such activity. | hereby, @isasarge, covenant n
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expenses, attorney fees, loss liability, damage or cost any may incur as the result of any such claim.

Signature of Parent or Guardian Date

Payment Info

Amount of Payment: $ Method of payment: Cash Check

Credit card typedircle ong MC / VISA / AMEX / Disc Exp. Date

Card Holder Name:

Account #




MEDICATION CONSENT FORM
102 CMR 7.05(2)(c)

Name of child:

Name of medication:

Prescription: Non-Prescription:

Dosage: ' ‘

Date(s) medication to be given:

Times medication to be given:

Reasons for medication:

Possible side effects:

Name and phone number of prescribing physician:

Directions for storage:

I, ,» (parent or guardian) give permission

to authorized staff member(s) to administer medication to my child as indicated above.

Parent/Guardian Signature Date

Doctor's Signature

(for non-prescription medication)
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