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Bennett 29J School District School-age Childcare Program

Annual Enrollment Record
School Year: ___________



Site: Bennett Elementary  

Name of child: ______________________________________________   Age: _______                       

                     
  (First)                           (M.I)     (Last)

Address: __________________________________________________________________


   
(Street) 




(City)


(Zip)


Date of Birth _________________________



MM/DD/YYYY

Date of enrollment into program: ______________________________






MM/DD/YYYY

Sessions which my child will be attending (please check all that apply)

_______ Before Care

______ After Care


_____ Both

Name of parent(s) or legal guardian:

#1_____________________________________________________________________


(First) 



(M.I.)
(Last)

#2_____________________________________________________________________


(First) 



(M.I.)
(Last)

Home address of parent #1: 


Home address of parent #2 (if different):

__________________________________
__________________________________

(Street)

(City)

(State/Zip)
(Street)

(City)

(State/Zip)

Employment address of parent/guardian #1:

__________________________________
__________________________________

(Place of Employment)



(Place of Employment)

__________________________________
__________________________________

(Street)

(City)

(State/Zip)
(Street)

(City)

(State/Zip)

Employment address of parent/guardian #2:

__________________________________
__________________________________

(Place of Employment)



(Place of Employment)

__________________________________
__________________________________

(Street)

(City)

(State/Zip)
(Street)

(City)

(State/Zip)

Telephone numbers/email of parent #1: 

Telephone numbers/email of parent #2

Home: 
_______________________

Home: 
_______________________



Work:
_______________________

Work:
_______________________

Cell:
_______________________

Cell:
_______________________

Email: 
_______________________

Email: 
_______________________

Special instructions as to how parents can be reached during the hours the child is at the program:
______________________________________________________________________________

______________________________________________________________________________

Names and telephone numbers of persons other than parents or guardians who are authorized to sign the child from the program:
_______________________________________

______________
_____________

(First)



(Last)


Telephone)

(Relationship)
______________________________________________________________________________


(Street)






(City)


(State/Zip)


_______________________________________

______________
_____________

(First)



(Last)


Telephone)

(Relationship)
______________________________________________________________________________


(Street)






(City)


(State/Zip)


_______________________________________

______________
_____________

(First)



(Last)


Telephone)

(Relationship)
______________________________________________________________________________


(Street)






(City)


(State/Zip)


All individuals listed above must be an authorized adult (at least 18 years of age), and must comply with the program's sign in and sign out policies and procedures.
Name, address, and telephone number of child's physician and dentist:
_______________________________
 ________________________________________

(Name of physician)


 (Street)


(City)

(State/Zip)

______________________________
 
(Physician’s Phone number)


 

_______________________________
 ________________________________________

(Name of dentist)



 (Street)


(City)

(State/Zip)

______________________________
 
(Dentist’s Phone number)


 

Activity Permission and Exceptions:

I give permission for my child to participate in program activities with the exception of the following (please provide explanation):

___________________________________________________________________________

___________________________________________________________________________

_________________________________________
Signature of parent or legal guardian
Permission to View Videos:

Please initial the following statements:
_______________   I give permission for my child to view "G" rated movies.
Sunscreen Permission:

Please initialize one of the following statements:
_______________   
I give permission for childcare staff to assist my child with sunscreen.
_______________
I would like my child to apply his/her own sunscreen, without assistance 



from childcare staff.
Staff will make every effort to keep children safe; however, the program is not responsible for skin damage from sun exposure.
Special Instructions: Please check off one of the following statements:
□ 
In the event that my child's sunscreen is not readily available, my child may use the 
sunscreen provided by the program. 
□
I do not want my child to use any other sunscreen other than the one he or she 
brings.
DISCLAIMER: I understand that the Bennett 29J School District childcare programs are responsible for children who are enrolled, registered, and signed into the program according to the program's policies and procedures. I acknowledge that I have received, read, and understand the policies and procedures of the program. I also understand that failure to comply may result in denial of services.

____________________________________________

________________________

Signature of Parent/Guardian





Date

BENNETT 29J STUDENT EMERGENCY CARD FOR SCHOOL YEAR:  ______



Program: Bennett Elementary Before/After School Care
Grade: _____________


Teacher: __________________
Last Name: ________________________
First Name: _______________
Sex: __
Home Phone: ___________
Birth date: ________ 
Height: _______
Weight: _____

Address: __________________________
City: ____________________ Zip: _______
Mother/Guardian Name: ________________________________

Employer Address: ______________________________________________________

Home Phone: 
____________________ Work Phone: _________
Cell/Pager: _______
Father/Guardian Name: ________________________________
Employer Address: ______________________________________________________

Home Phone: 
____________________ Work Phone: _________
Cell/Pager: _______

IS STUDENT IN GOOD GENERAL HEALTH? ______________________________________
______________________________________________________________________________
SPECIAL MEDICAL PROBLEMS / DISABILITIES? __________________________________

______________________________________________________________________________

MEDICATIONS CHILD IS TAKING ON A REGULAR BASIS AT HOME OR AT SCHOOL:

________________________________________________________________________________________________________________________________________________

Hospital of choice: Please check one or list an alternative.
____ The Medical Center of Aurora (303) 695-2600 1501 South Potomac, Aurora

____ Sky Ridge Medical Center (303) 788-2550 10101 Ridge Gate Parkway, Lone Tree

____ Swedish Medical Center (303) 788-5000 501 East Hampden Avenue, Englewood

_____Denver Health (303) 436-6000 777 Bancock Street, Denver

____ Littleton Adventist Hospital (303) 730-8900 7700 South Broadway, Littleton

____ Parker Adventist Hospital (303) 269-4000 Parker Rd & E-470, Parker

____ University of Colorado Hospital (303) 372-0000 9th Ave. and Colorado, Denver

____ Other Name _________________
Address ______________________ Phone __________

______________________________________________________________________

___
Insurance Company and Policy #: ___________________________________________

______________________________________________________________________

Physician's Name
Address



Telephone
Names, addresses, and telephone numbers of persons (other than parents or guardians) who can assume responsibility for the child in the event of an emergency, if parents or guardians cannot be reached immediately. Please list at least one contact. 

____________________________________________________

______________

(First)




(Last)



(Telephone)


______________________________________________________________________________


(Street)






(City)


(State/Zip)


____________________________________________________

______________

(First)




(Last)



(Telephone)


______________________________________________________________________________


(Street)






(City)


(State/Zip)


IN AN EMERGENCY, THE ABOVE PERSONS HAVE MY PERMISSION TO AUTHORIZE EMERGENCY TREATMENT FOR MY CHILD. If the above people cannot be contacted, program staff are authorized to use their best judgment in an emergency situation. Parent/guardian will assume all financial responsibility.
____________________________________________
______________________


Parent/Guardian Signature




Date 
