KAST-KIDS AFTER SCHOOL TIME CHILD REGISTRATION FORM

TO THE PARENT OR GUARDIAN: This form must be completed for each of your children who will be enrolled in
the program, and must be updated whenever information changes.

DATE OF CHILD'S ENROLLMENT: PROGRAM: Explorers / Adventurers (circle one)
Child’s name: Grade: Date of birth:

Address: Phone number:

IDENTIFYING INFORMATION OF PARENT/S OR GUARDIAN/S LEGALLY RESPONSIBLE FOR CHILD:

Name: Name:

Address: Address:

Home phone number: Home phone number:

Cell phone number: Cell phone number:

Email: Email:

Indicate where parent/guardian above can be reached while child is in care. Include name, address and phone number of
business if applicable. Include any special instructions, e.g. pager, cell phone, etc.

Business Name: Business Name:

Address: Address:

Phone number: Hours: Phone number: Hours:

Special Instructions for reaching parent/guardian:

EMERGENCY CONTACT PERSON: You (parent/guardian) are required to list at least 1 person with whom you

would feel comfortable leaving your child, and who could assume responsibility for your child if you could not be reached
immediately in an emergency, or if for some reason you could not pick up your child and were unable to communicate
with the program.

Name: Name:
Relationship: Relationship:
Address: Address:
Phone number: Phone number:
NON-EMERGENCY ALTERNATE PICK-UP PERSONY/S: I,

(Parent/Guardian Signature) Date Signed
authorize the following individual(s) to pick up my child from the program on a non-emergency basis.
Name: Name:

Relationship: Relationship:

Address: Address:

Phone number: Phone number:

INCLEMENT WEATHER PLANS:

If school is canceled due to inclement weather my child will (place check mark)

Take regular bus home: Take bus #: ‘ Be picked up from school: Walk home:
Other (please specify):

MEDICAL INFORMATION

Any chronic conditions, allergies or medications that could be important in case of sudden illness or injury:

Child’s Usual Physician: Phone number:

Physician’s Address:

EMERGENCY MEDICAL TREATMENT AUTHORIZATION

I hereby give permission for the staff of to provide simple first aid
treatment to my child, when necessary. In the event of a more serious
illness or injury, I give permission for my child to be transported to a hospital or other emergency medical facility to
receive emergency medical treatment. I also authorize ambulance/rescue squad attendants to administer such treatment as
is medically necessary, and I authorize licensed health practitioners working in the hospital or emergency medical facility
to examine and provide emergency medical treatment to my child if warranted. I understand that I will be contacted by
child care program personnel as soon as possible regarding any emergency involving my child.

Parent/Guardian Signature: Date:
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