Queen of Peace After-School Program    Child’s Last Name:________________  Child’s First Name: _______________
2020-2021  Emergency Information          						       Child’s Date of Birth: _____________                                                                     

Child lives with:   Father____      Mother ____    Stepfather____    Stepmother: ____   Other:  ___________________________

Place a star next to the person that should be contacted first in		If neither the parents nor authorized persons can be contacted in case
the case of an emergency.							of serious injury or illness, I authorized the after-school program to
Father:_______________________________________________	              take such emergency action as may be deemed necessary, including	
Address:______________________________________________	              the transportation of the child to a hospital or medical center.
City:____________________ State:________ Zip:_____________	              Parent/Guardian Signature: ____________________________________
Home Phone:___________________ Cell:___________________	              Date: ______________________
Place of Employment:___________________________________
Work Phone:___________________________________________	
E-Mail Address:________________________________________

Mother:______________________________________________	Please list all children in your household
Address:______________________________________________	Last Name     First Name                    DOB             School	          Grade
City:____________________ State:________ Zip:_____________	__________________________    ________   ______________  ____
Home Phone:___________________ Cell:___________________	__________________________    ________   ______________  ____
Place of Employment:___________________________________	__________________________    ________   ______________  ____
Work Phone:___________________________________________	__________________________    ________   ______________  ____
E-Mail Address:________________________________________	__________________________    ________   ______________  ____
Names of two people who could care for your child if you cannot             Do you have internet access at home?  Yes ______    No______
be reached:									Medical Information
Contact 1: Name: _______________________________________	Diagnosis: ___________________________________________________
Address: ______________________________________________	Medications: _________________________________________________
Home Phone: __________________ Cell: ____________________		Allergies: ____________________________________________________
Work: _________________ Relation to Child: ________________		____________________________________________________________	
Contact 1: Name: _______________________________________		Describe Medical Concerns: _____________________________________
Address: ______________________________________________		____________________________________________________________
Home Phone: __________________ Cell: ____________________		Doctors: ____________________________________________________
[bookmark: _GoBack]Work: _________________ Relation to Child: _________________	Please list any additional information on the back.
