2010 SUMMER CARE REGISTRATION FORM
OUR SAVIOR LUTHERAN CHURCH & CONCORDIA CHRISTIAN ACADEMY

2708 W. Virginia Parkway, McKinney, TX

75071 ~ 972-562-9944 ~ 972-548-7425 fax

Schedule: Monday thru Friday 7:30am-5:30pm
Price: $125/wk due upon enrollment /prior to participation

Ages: 3 years through 5t grade
Note: Each child needs to bring a lunch

& snacks

Please fill out a separate form for each child. Each child
must have a completed health record (on back of form)
on file. Please mail enroliment forms & check (made out
to Our Savior Lutheran Church) to the above address.

PLEASE MARK YOUR ENROLLMENT DATES IN THE CORRESPONDING BOXES:

U JUNE 7 - JUNE 11
U JUNE 14 - JUNE 18
U JUNE 21- JUNE 25

U JUNE 28 - JULY 2
O JuLY5-JuULY?9
U JULY 12-JULY 16

O JuLy19-JuLy 23
O JuLy 26 -JULY 30
O AUG2-AUGS6

Child’s Name: Date of Birth: Child’s Home Phone Number:

Child’s Home Address:

Date of Admission: Local Church Membership:

Date of Baptism:

Parent/Guardian Name: Address (if different from child’s address):

List telephone numbers where Mother’s Telephone Number: Father’s Telephone Number: Guardian’s Telephone Number:
parents/guardian may be Home: Home: Home:
reached while child will be in Cell: Cell: Cell:
care: Work: Work: Work:
Email: Email: Email:

Give the name, address and phone number of person to call in an
emergency plus their relationship to your child in the space to the

right:
| hereby authorize the school to allow my child to leave with the Name: Phone:
following persons. Please list name/phone number for each. 1. 1.
Children will only be released to a parent or person designated in
writing after verification of ID. 2. 2.

3 3
CHECK ALL THAT APPLY:

1. O WATER ACTIVITIES: O | hereby give consent for my child to participate in the following:

O sprinkler play O splashing/wading pools O swimming pools O water table play

2. 0 RECEIPT OF SCHOOL HANDBOOK: *not applicable for summer care*
| acknowledge receipt of the facility’s operational policies including those for discipline and guidance.

3. O EMERGENCY MEDICAL TRANSPORTATION: O | hereby give consent O | do not give consent

AUTHORIZATION FOR EMERGENCY MEDICAL ATTENTION:
In the event | cannot be reached to make arrangements for emergency medical care, | authorize the person in charge to take my child to:

Name of Physician: Address: Phone:
Name of Emergency Medical Facility Preferred: Address: Phone:
Insurance Co. Name: Address:
Group#: Telephone#:

Please list any of your child’s special care needs

| give consent for the facility to secure any and all
necessary emergency medical care for my child

Signature of Parent or Legal Guardian




HEALTH REQUIREMENTS

Name of Child: Date of Birth:

Agep Birth 1 mo 2 mos 4 mos 6 mos 12 mos 15 mos 18 mos 19-23 mos | 2-3 yrs 4-6 yrs
Vaccine ¥V

Hepatitis B

Rotavirus

Diphtheria,
Tetanus, Pertussis

Haemophilus
Influenzae Type B

Pneumoccocal

Inactivated Polio
Virus

Influenza

Measles, Mumps,
Rubella

Varicella

Hepatitis A

Meningococcal

Signature or stamp of physician or public health
personnel verifying immunization information above:

Health Care Professional’s Signature Date
Name and address of health care professional:
Signature of Parent or Legal Guardian Date
Varicella (chickenpox) vaccine is not required if your child has had chickenpox disease. If your child has had chickenpox, please complete the following
statement: My child had Varicella disease (chickenpox) on or about (date) and does not need Varicella vaccine.
Signature of Parent or Legal Guardian Date

O | am excluding my child from the immunization requirements for reasons of conscience, including a religious belief. | have attached an official notarized
affidavit form developed and issued by the Department of State Health Services. | understand this affidavit is valid for 2 years.

For additional information regarding immunizations contact the Department of State Health Services at
http://www.dshs.state.tx.us/immunize/schoolinfo.htm

ADMISSION REQUIREMENT: One of the following must be presented upon admission to the school or within one week of admission:

Please check one option:

1. 0O HEALTH CARE PROFESSIONAL’S STATEMENT: | have examined the above named child within the past year and find that he/she is
physically able to take part in the school program.

Health Care Professional’s Signature Date

2. O Asigned and dated copy of a health care professional’s statement is attached.

3. O Medical diagnosis and treatment conflict with the tenets and practices of a recognized religious organization of which | am an adherent or a member. |
have attached a signed and dated affidavit stating this.

4. O My child has been examined within the past year by a health care professional and is able to participate in the school program. Within 12 months of
admission, | will obtain a health care professional’s signed statement and will submit it to the school.

VISION R 20/ L 20/ O PASS O FAIL
HEARING 1000 HZ 2000 HZ 4000 HZ
R O PASS O FAIL
L O PASS O FAIL
Signature of Health Care Professional Providing Vision and Hearing Screening Date

Signature of Parent or Legal Guardian Date



