For Office Use Only:  Date of Admission__________________ Age at Admission_________

Lincoln Extended-day Activities Program

Ballfield Road - Box 298

Lincoln,  MA   01773

781-259-0615

leap0615@aol.com
Registration Form
Child’s Name ____________________________________________Date of Birth ________________

Address_______________________________Home Phone _______________Email______________

Mother’s Name _______________________ Address __________________________Phone_______

Father’s Name________________________ Address __________________________Phone_______

Guardian (if different from mother and/or father) ____________________________________________

Address___ ________________________________________________Home Phone___________

Business Information  (parent or guardian MUST complete)

Mother’semployer____________________________________Occupation_________________

Address____________________________________________________Phone____________

    
Work Hours _________________________________________Cell Phone________________

    
Father’semployer_____________________________________Occupation________________

Address_____________________________________________________Phone___________

    
Work Hours _________________________________________Cell Phone________________

Emergency Contact (if parent or guardian cannot be reached).

    
Name________________________________________________Relationship_____________

    
Address_____________________________________________________Phone___________

Name________________________________________________Relationship_____________

    
Address_____________________________________________________Phone___________

Health Care Provider Information

Physician/Clinic_________________________________________Phone_________________ 

 Address_______________________________________________

    

Dentist/Clinic_________________________________________________Phone___________

Orthodontist_________________________________________________Phone____________

Identification Information and Current Picture (if available)

     
 Eye Color ___________Hair Color ____________Gender _______Birthmark_____________

     
Height ______________Weight _________________Skin Color________________________
General Information

School Attending________________________ Primary Language Spoken ________________

 
Physical, Lead Screening, & Immunizations on file at school ____yes ____no

Special limitations or concerns (dietary restrictions, allergies, medication, physical limitations, etc)

__________________________________________________________________________________

Parental Releases

All children in grades k-5 are walked to LEAP by a staff member.  Children in grades 6-8 walk to LEAP unsupervised and are met by a staff member upon arrival. 

All children MUST  be picked up from LEAP by their parent or guardian unless otherwise noted.

I give consent to LEAP to release my child to the following persons or agencies authorized to take or receive my child from the program at the end of the day.

Name______________________________________________________Relationship_____________

Address____________________________________________________Phone__________________

Name______________________________________________________Relationship_____________

Address____________________________________________________Phone__________________

***Any other transportation requests must be stated in writing and they will be placed in your child’s file.

X_________________________________________________________________________________

Parent/Guardian Signature






Date

I understand and agree to the following:

· That I am assuming responsibility for all tuition payments.

· Tuition payments are due on the tenth of each month.

· It is presumed that the child is enrolled for the full academic year. If withdrawal from the program is necessary, one month’s notice to the office is required.

X_________________________________________________________________________________

Parent/Guardian Signature







Date

I give permission for may child to be taken on the following trips on Wednesdays, either by foot or in an authorized vehicle, supervised by the Lincoln Extended-day Activities Program staff:

· museums, bowling, library, Pierce Park, and any other advertised activity.

You will be notified by the first of each month what trips your child will be attending.

X_________________________________________________________________________________

Parent/Guardian Signature







Date

Lincoln Extended-day Activities Program

Ballfield Road – Box 298

Lincoln MA 01773

781-259-0615

leap0615@aol.com
EMERGENCY INFORMATION FORM

STUDENT INFORMATION

Name ________________________________________ Gender _____ Grade _____ DOB __________

Street ________________________________________ City/Town ____________________________________ 

Home Phone _________________________________________________ Zip___________________________

Secondary Address __________________________________________________________________________

CONTACT INFORMATION

Mother Name ____________________________ Daytime Phone ________________ Cell _________________              

Father Name ____________________________ Daytime Phone ________________ Cell __________________

Emergency Contact: _________________________ Phone_________________ Relationship_______________

Emergency Contact: _________________________ Phone_________________ Relationship_______________

Emergency Contact: _________________________ Phone_________________ Relationship_______________

EMERGENCY MEDICAL TREATMENT:  List any health issues, allergies and/or medications __________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Doctor’s Name _____________________________________ Phone ________________________________

Address ___________________________________________________________________________________

Dentist Name _________________________________________ Phone ________________________________

Health Insurance Carrier ________________________________ Policy Number _________________________

WAIVER

I release the Lincoln Extended-day Actitivities Program, Inc also known as LEAP and any of its volunteers or employees from liability for injuries which may be suffered by my child during this program. If I cannot be reached, I permit LEAP, Inc. and anhy of its employees to transport my child to the nearest medical facility and adminster or cause to be adminstered emergency medical treatment to above named shild when appropriate. 

__________________________________ 
_______________________________  
___________________

Parent/Guardian Signature
      

Print Name



Date
Schedule
Child’s Name____________________________ Grade ______________

Please circle the days your child will be attending LEAP

Monday     Tuesday     Wednesday     Thursday     Friday

X_________________________________
X______________

  Parent/Guardian Signature


  Date

