TowN OF NEw LEBANON SUMMER YOUTH PROGRAM

REGISTRATION FORM

Please complete one Registration Form per child.
Please PRINT neatly and complete ALL sections.

Child’s

Name: Sex:. M /[ F
Last First

Age Date of Birth: / / Grade (In Sept.)

Parent/Guardian’s name(s):

Address: (physical):

(mailing, if different):

Town to which property taxes are paid on residence:

Telephone #'s: (day) (evening)

Telephone number where Parent/Guardian can be reached from 8:00 am to 4:00 pm (during program) ~ if there
are different telephone numbers for different days of the week and/or times of day, please specify:

EMERGENCY CONTACTS

Morning Emergency Closing Telephone Contact:

Due to changes at the Town Hall, emergency evacuations to the Town Hall will be as a last resort. If lightning
storms are predicted for the day, the program will be closed. Please list the name(s) and telephone number(s) for
the person we should contact between 6:00 a.m. and 7:00 a.m. if we are closing the program for the day. If
different contacts and/or numbers apply to different days of the week, please specify:

Day(s): Name: Phone:
Day(s): Name: Phone:
Day(s): Name: Phone:

Please provide the names & telephone numbers (during program hours) of at least two (2) Emergency
Contacts that can be called if your child needs to be picked up or there is an emergency and we are unable to
reach you. Please list them in the order you want them to be called.

1% Contact Name: Phone:
If unavailable,
2" Contact Name: Phone:

MEDICAL AUTHORIZATION:

In case of illness or accident, | request that the Program Director contact me. If unable to reach me, |
authorize the Program Director to contact the Doctor listed below and follow his/her instructions. If the
doctor cannot be contacted or in the case of an emergency, | authorize the Program Director to make
whatever arrangements are deemed necessary. (continued on next page)
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Doctor’'s name: Phone:
Address
*Does your child take any medications? dno QOyes

If yes, please list the medication(s) and dosage(s):

*If your child needs to take his/her medication during program hours, you must provide a written doctor’s order.

Does your child have any allergies we need to be aware of (foods, medications, insect bites, etc.)?

U no U yes
If yes, please list allergen, reaction, and medical response required (you may attach another sheet of paper if
needed):

Does your child have any medical conditions or special needs that we need to be aware of?
4 no U yes
If yes, please explain (you may attach another sheet of paper if needed):

Please note, the more information you can provide us about your child, the more positive their experience with our

youth program will be.

Signature of Parent or Guardian Date
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