Mater Dei Academy Extended Care Registration
Please check if any child has allergies

Family Name _____________________________________________________________	

Child(ren) Names
1.  _____________________________ Gr. _____		3. ______________________________ Gr. _____
2.  _____________________________ Gr. _____		4. ______________________________ Gr. _____
Address __________________________________________	City ___________________________	Zip _____
Home Phone ______________________________________	Email Address _____________________________

Afternoon Attendance Schedule 	_____		_____		_____		_____		_____
(check only days child will attend)		Monday		Tuesday		Wednesday	Thursday		Friday 
If unsure- leave blank)

Parent / Guardian Information
1.  _____________________________		_______________________________________________
Name						Relationship
______________________________________________________________________________________
Address/City/Zip (if different from child)
____________________________	______________________________	_____________________
Cell Number				Work Number				Home Number 

2. _____________________________		_______________________________________________
Name						Relationship
______________________________________________________________________________________
Address/City/Zip (if different from child)
____________________________	______________________________	_____________________
Cell Number				Work Number				Home Number 
In Case of Emergency and a parent cannot be reached, these people may be called:
1.  _____________________________		_______________________________________________
Name/Relationship				Cell/Home/Work Numbers
2. _____________________________		_______________________________________________
Name/Relationship				Cell/Home/Work Numbers
List additional persons permitted to pick up your child(ren):  Do not list mom or dad
1.  _____________________________		_______________________________________________
Name/Relationship				Cell/Home/Work Numbers
2. _____________________________		_______________________________________________
Name/Relationship				Cell/Home/Work Numbers




MATER DEI ACADEMY EXTENDED CARE2021-2022

EMERGENCY MEDICAL AUTHORIZATION

Family Name:  _________________________________________________________________________________________

Student’s Name:  					                                      			Grade:  			

Allergies:	                                               				                                                 			                                                       

Student’s Name:  					                                      			Grade:  			

Allergies: 	                                            		                             					                                                       

Student’s Name:  					                                      			Grade:  			

Allergies:	                                            	                                  						                                                       

Student’s Name:  					                                      			Grade:  			

Allergies:	                                            		                             					                                                       

If your child becomes ill and both parents work, which parent should be called first?			
PERSON TO BE NOTIFIED IF PARENTS CANNOT BE REACHED
MUST WRITE 2 NAMES OR “NONE” IN SPACE

Name						Address					Phone #				

Name						Address					Phone#				

PURPOSE: Persons given permission to authorize emergency treatment for children who become ill or injured while under school authority, when parents cannot be reached.
Persons given above permission to provide emergency transportation:  Circle:	YES    /    NO

PART I:  TO GRANT CONSENT MUST HAVE PHYSICIAN & DENTAL INFORMATION
I hereby give consent for the following medical care providers and local hospital to be called:

Physician							Phone #				

Dentist							Phone #				

Medical Specialist						Phone #				

Local Hospital						 Emergency Room #				

In the event reasonable attempts to contact me at 			(best phone #) or other parent at 				
[bookmark: _GoBack]or 				 have been unsuccessful, I hereby give consent for:						 1. The administration of any treatment deemed necessary by : Dr.				(preferred Doctor) or Dr. _______________referred Dentist) or in the event the designated preferred practitioner is not available, by another licensed physician or dentist; and  2. The transfer of the child to 					(preferred hospital) or any hospital reasonably accessible.
This authorization does not cover major surgery unless the medical opinion of two other licensed physicians or dentists, concurring in the necessity for such surgery, are obtained before the surgery is performed.
Facts concerning the child’s medical history including allergies, medications being taken, and any physical impairments to which a physician should be altered.											

Father’s Signature					  Mother’s Signature						

 Date:							    Date:					_________	PART II: REFUSAL OF CONSENT (DO NOT COMPLETE IF YOU COMPLETED PART I)
I do NOT give my consent for emergency medical treatment of my child.  In the event of illness or injury requiring emergency treatment, I wish the school authorities to take no action or to:
														
														

Father’s Signature					   Mother’s Signature					

Date:							    Date:					_________	





