AFTER SCHOOL PROGRAM REGISTERATION FORM

Child’s Name__________________________________________________________________________
Child’s Birthday________________________________________________________________________
Parent’s or Guardian’s Name_____________________________________________________________
Address______________________________________________________________________________
Phone Numbers:  Home_______________Cell__________________Work_________________________
Emergency contact Name__________________________________Phone Number__________________
Child’s Alberta Health Care No:____________________________________________________________
Child’s physician____________________Phone Number________________________________________
General State of health (allergies, medical conditions, special needs, etc.)
______________________________________________________________________________________
***If your child requires medication after school.  It must be given by a parent or guardian.  Staff members/
volunteers are NOT permitted to administer medication under any circumstances.
Is your child/children’s immunizations up to date	Please circle	YES        NO 
***(You may be requested to present immunization records.)
What activities is your child interested in?
_____________________________________________________________________________________
Will your child be picked up or walking home from the After School Program?  _____________________
***Please attach a letter of permission if child is walking.
Please list approved names by yourself that child/children may be released to.
Name_____________________________________Phone Number_______________________________
Name ____________________________________Phone Number_______________________________
By signing below, I give permission for my child/children to participate in the After School Program at 
St. Anthony Elementary School or Eldorado Elementary School.  In case of an emergency, I give my permission for the staff to administer and obtain proper medical treatment for my child.
Signature_____________________________________________Date____________________________



REFERRAL FORM
AFTER SCHOOL PROGRAM

Child’s Name___________________________Age______________________Grade___________________
Parent/Guardian Name__________________Home Phone________________Cell Phone_______________
School___________________Child’s Teacher__________________________________________________

Has child attended in previous years?   Yes or No  		If so, what years?___________________
Criteria for Referral:
*Achieving below capacity in school or has learning difficulties.
*Lacking active participation in school or after school extra curricular activities.
*Has experienced loss or grief in their family (death, divorce).
*Limited financial resources.
*Under the age of twelve and going home alone.
*Other – A meeting with the Program Coordinator will be required.
Reason for Referral:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Referral Source ___________________________________________Date______________________________________
***This program is sponsored by FCSS – Family and Community Support Services and is part of the DVFSL Program.


