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	Orchard Farm School District 

Discovery Zone Before & After School Enrollment Form

2011-2012


Please submit this form and a $20.00 annual non-refundable supply fee per child to Discovery Elementary.
Checks or money orders should be made payable to – Orchard Farm School District. 
Please indicate which school your child attends:
______Discovery Elementary 

______Orchard Farm Elementary
Student Information:

Last Name: __________________________ First Name: _________________________   Sex:  M or   F

Birth date: ___________________________ Grade in 11/12:_____________________     

Parent #1 Information:

Relationship to child: ________________________________

Last Name:  __________________________________________ First Name: _________________________________

Address:  ________________________________________ City & Zip: ______________________________________

Home Phone:  ____________________ Cell Phone:  ____________________ Work Phone: ____________________

Employer:  ________________________________________________________________________________________

Email Address: ______________________________________________ 
Parent #2 Information:

Relationship to child:  ________________________________

Last Name:  __________________________________________ First Name: _________________________________

Address:  ________________________________________ City & Zip: ______________________________________

Home Phone:  ____________________ Cell Phone:  ____________________ Work Phone:  ____________________

Employer:  _______________________________________________________________________________________
Email Address: ______________________________________________ ( 
Custodial Information: The above child lives with:  ___ both Parents_____ Mother _____Father _____Legal Guardian 

Is there a shared custody agreement?   _____No
_____Yes (Court documents must be on file in school office)
Emergency Contacts or Authorized Persons to Pick Up Child
Please provide at least two people other than parents/guardians to contact in an emergency or who may pick the child up from the program.  Prioritize the contacts.  We will call them in the order listed.  

	Name
	Relation to Child
	Home Number
	Cell Number
	Work Number

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	


Billing Information:






Who is responsible for Payment?      

Email Address of Responsible Party
_______________________________

_________________________________
I understand that all payments are due BEFORE services are rendered._______ (Initials)

Form of Payment:

_____ Check 

_____ Money Order

I will make payments:

_______Weekly

______Bi-Weekly 

______ Monthly

Commitment of Days:
I am committing my child to the following days and session during the week (Please circle the days your child will attend and check only 1 Session your child will attend): 
	M         T          W        TH    F

____AM Only Session

____PM Only Session

____AM & PM Session


I understand I will be charged on a weekly basis for the number of days I have indicated above and not my child’s attendance.  _______ (Initial)

Signatures

Your signature on this form indicates that you are in agreement with the authorized Emergency Contacts, Billing Information and Commitment of Days provided.

____________________________________
    ____________________________________

  Parent/ Guardian Signature                 Date           Parent/Guardian Signature               Date

STUDENT MEDICAL INFORMATION 

Today’s Date: ___________________________________

Medical Conditions

	Does your child have any medical conditions (i.e. ADD, ADHD, heart disease, diabetes, asthma, epilepsy, severe allergies {bees, wasps, food, pollen, mold, etc.}, ear problems or any chronic condition, etc.) the school needs to be aware of?                    Yes            No   

If yes, please explain:

Does your child have a 504 Plan or IEP?          Yes           No  



LIST ANY PRESCRIBED MEDICATION(S) THAT YOUR CHILD TAKES AT HOME ON A REGULAR BASIS:

	


MEDICAL/INSURANCE PROVIDER & CONSENT INFORMATION:

	Physician’s Name:


	Physician’s Address:
	Physician’s Phone #:  (include area code)

	Dentist’s Name:
	Dentist’s Address:
	Dentist’s Phone #:  (include area code)



	Hospital Name:


	Hospital Address:
	Hospital Phone #:  (include area code)

	Name of Insurance Provider:




I, the undersigned, do hereby authorize officials at Orchard Farm School District to contact directly the persons named on this sheet, and do authorize the named physicians to render such treatment as may be deemed necessary in an emergency for the health of said child.

In the event physicians, other persons named on this card, or parents cannot be contacted, the school officials are hereby authorized to take whatever action is deemed necessary in their judgment for the health of the aforesaid child.

I will not hold the school district financially responsible for the emergency care and/or transportation for said child.

_________________________________________________


__________________

Signature of Parent or Legal Guardian                          



Date

