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Child/Children’s Information

Name________________________________________________________________________
		(first)			(middle)			(last)
Allergies/Medical Conditions_____________________________________________________

Name________________________________________________________________________
		(first)			(middle)			(last)
Allergies/Medical Conditions_____________________________________________________

Name________________________________________________________________________
		(first)			(middle)			(last)
Allergies/Medical Conditions_____________________________________________________

Morning Care Only_____		Afternoon Care Only_____		Morning/Afternoon Care_____

Parent/Guardian’s Information

Parent/Guardian Name_________________________________________ Relationship____________________

Parent/Guardian Name_________________________________________ Relationship____________________

Address________________________________________City____________________Zip Code_____________

Place of Employment___________________________________________Occupation______________________

Home Phone _____________________Cell Phone ___________________Work Phone_____________________

E-mail ___________________________________	E-mail _______________________________________
Please state any custody arrangements and provide court documentation.
___________________________________________________________________________________________
___________________________________________________________________________________________
Authorized Pick Up/Emergency Contacts (Must be 18 years or older)

I hereby give my consent for the following individuals to pick up my child/children from the St. Therese Before/After Care Program.  I understand that the St. Therese Before/After Care Program is not responsible for my child/children once they have been signed out of the Childcare Program.

In an emergency situation, the St. Therese Before/After Care Program will always try to contact the parent(s)/guardian(s) first.  In case he parent(s)/guardian(s) cannot be reached, we will contact the following emergency contacts.  Please list at least two emergency contacts in order of preference for contact.

Authorized Pick Up:	_____Mother		_____Father		_____Guardian(s)

Name_______________________________		Name____________________________________
Relation to child______________________		Relation to child___________________________
Home Phone_________________________		Home Phone______________________________
Cell Phone___________________________		Cell Phone________________________________
Work Phone__________________________		Work Phone______________________________
Authorized Pick Up_____				Authorized Pick Up_____
Emergency Contact_____				Emergency Contact_____

Name_______________________________		Name____________________________________
Relation to child______________________		Relation to child___________________________
Home Phone_________________________		Home Phone______________________________
Cell Phone___________________________		Cell Phone________________________________
Work Phone__________________________		Work Phone______________________________
Authorized Pick Up_____				Authorized Pick Up_____
Emergency Contact_____				Emergency Contact_____

Parent/Guardian’s Consent
My child/children has/have permission to participate in the St. Therese Before/After Care Program activities.  Basic first aid and emergency treatment are authorized.  I recognize and acknowledge that there are certain risks of physical injury, and agree to assume full risk of injuries, damages, or loss which said participant may sustain as a result of participating in any and all activities connected with or associated with such program.  I authorize St. Therese Before/After Care Program to transport my child via emergency transportation should it be deemed necessary by the staff.
I understand that it is my responsibility to inform the St. Therese Before/After Care Program of any allergies or any other medical condition of the participant(s).  I also understand that it is my responsibility to keep the St. Therese Before/After Care Program informed of any changes to the above information including phone contacts and persons authorized to pick up the participant(s).

______________________________________________________________________                    ________________________________
Parent/Guardian’s Signature								Date
______________________________________________________________________
Printed Name
