2016/2017 SLRC After School Child Care Program


1. CHILD’S NAME 
(first) _______________________(last)_________________________________
 SCHOOL: _______________________________ Grade: _______ (16/17 Year) 
Date of Birth________________________ (month/day/year) Male Female 
Does this child have any allergies? Yes No If Yes, please identify: _____________________________________________________________ 
Does this child have any medical concerns, special needs or require special supports/assistance that we should be aware of? Yes No If Yes, please identify: 
____________________________________________________________________________________________________________________________________________

 AFTER SCHOOL FULL TIME PART TIME ____4 DAYS/week ____3 DAYS/week ____2 DAYS/week ____ 1 DAY/week *If Part time, please specify desired days; flex schedules may be requested but are not always able to be accommodated–monthly schedules are required MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY 
 Storm Days   Yes       No       
PD Days       Yes       No       
2. CHILD’S NAME
 (first) _______________________(last)_________________________________ SCHOOL: _________________________________ Grade: _______ (16/17 Year) 
Date of Birth________________________ (month/day/year) Male Female 
Does this child have any allergies? Yes No If Yes, please identify: _____________________________________________________________ 
Does this child have any medical concerns, special needs or require special supports/assistance that we should be aware of? Yes No If Yes, please identify: 
_____________________________________________________________________________________________________________________________________________________ 
 AFTER SCHOOL FULL TIME PART TIME ____4 DAYS/week ____3 DAYS/week ____
2 DAYS/week ____ 1 DAY/week *If Part time, please specify desired days; flex schedules may be requested but are not always able to be accommodated–monthly schedules are required MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY
Storm Days   Yes       No       
PD Days       Yes       No       





 PARENT/GUARDIAN INFORMATION: (The individual listed below as the Account Holder/Legal Guardian#1 is the individual that will receive the Income Tax Receipt for fees paid.) 
ACCOUNT HOLDER/ 
LEGAL GUARDIAN#1 (first) ___________________(last)_____________________ LEGAL GUARDIAN#2 (first) _________________________(last)_____________________________ 
Phone Numbers: (H) (_____) _____________________ Phone Numbers: (H) (_____) _____________________ 
(W) (_____)_______________ext. ___________ (C) (_____)____________________ (W) (_____)__________________ext. ___________ (C) (_____)_______________________ 
Mailing Address: ______________________________________________________ Mailing Address: __________________________________________________________________ 
City: ___________________________ Postal Code: ______________________ City: ________________________________ Postal Code: _____________________________ 
Employer: ___________________________________________________________ Employer: ______________________________________________________________________ 
Account Holder Email Address: __________________________________________ Legal Guardian#2 Email Address: ____________________________________________________ 
*Note – this email address will be used for electronic issuance of Income Tax Receipts 
for 2016/ 2017 program fees. Account Holder’s to advise of changes in email addresses

 EMERGENCY contacts - I/we authorize the following individuals to pick up my child(ren) and/or act as emergency contacts when a parent/guardian is unavailable: 
1. NAME __________________ _________________________ _____________________ ____________________ __________________________ 
(first) (last) Home/Work Phone Cell Phone Relationship to Child(ren) 
2. NAME __________________ _________________________ ____________________ _____________________ ___________________________ 
(first) (last) Home/Work Phone Cell Phone Relationship to Child(ren) 
3. NAME __________________ _________________________ ____________________ _____________________ ___________________________ 
(first) (last) Home/Work Phone Cell Phone Relationship to Child(ren) 
4. NAME __________________ _________________________ ____________________ _____________________ ___________________________ 
[bookmark: _GoBack](first) (last) Home/Work Phone Cell Phone Relationship to Child(ren) 
