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Participant’s Name_______________________________________ D.O.B. ____________

School attending ______________                                                           Grade__________
Family Email: _____________________________________
Parent/ Guardian Information

Name ___________________________________  Relationship _____________________

Address __________________________________________________________________

Home Phone:_________________________ Cell Phone:___________________________

Work Phone:______________________________________________________________

Contact instructions during child care hours ______________________________________

_________________________________________________________________________

Name ___________________________________  Relationship _____________________

Address __________________________________________________________________

Home Phone:_________________________ Cell Phone:___________________________

Work Phone:______________________________________________________________

Contact instructions during child care hours ______________________________________

_________________________________________________________________________


Emergency Contact Person (in the event that a parent or guardian cannot be reached)

Name __________________________________ Relationship _________________________

Address ____________________________________________________________________

Phone: ________________________________ Cell phone: ___________________________

Name __________________________________ Relationship _________________________

Address ____________________________________________________________________

Phone: ________________________________ Cell phone: ___________________________

These people are authorized to pick-up my child from camp or the After School Program and their relationship to my child. 

                     Name

  


               Relationship / Phone
1.Parent(s) Name:












                        ​
2.













3.













4.













5.













I understand that my child will be released only to an individual whose name appears above and who provides proper identification.  I also understand that changes to this form can only be made in person and will not be accepted over the phone.  I understand that you cannot refuse to release my child to any individual who is his/her parent or guardian, regardless of whether or not I have listed them here, unless I provide The Works Family Health and Fitness Center with a court document, indicating that they have no legal right to pick up my child.

Parent/Guardian Signature:










Annual Update: Parent/ guardian must review this information annually, make necessary changes; initial and date below to verify that the information is current.

Date of Review ___________________ Parent/ Guardian __________________

Date of Review ___________________ Parent/ Guardian __________________

� EMBED PBrush  ���








The Works After School ...a licensed after school program.





Contact and Emergency Information
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