
 

  

 

2019 - 2020 School Year 

After School Registration 

IAA (K-3rd)  &  Oak Street (4
th

-8
th

) 

(Each child MUST have their own individual form completed.) 
 

Child’s Name: (FIRST)_______________________   (MI) ______   (LAST)____________________________   

Child’s Home Address: ______________________________________________________________________  

Grade (as of September 2019):____ School Attending:_____________________ Date of Birth:____/____/______  

 

Parent/Guardian: ______________________________ Relationship to Child:___________________________  

Address: (if different than child):_______________________________________________________________ 

Cell Phone: __________________ Home Phone:______________________ Work Phone:_________________ 

Email Address:______________________________________ Primary resident of child: ___Yes   ___No 

 

Parent/Guardian: ______________________________ Relationship to Child:___________________________  

Address: (if different than child):_______________________________________________________________ 

Cell Phone: __________________ Home Phone:______________________ Work Phone:_________________ 

Email Address:______________________________________ Primary resident of child: ___Yes   ___No 

 

Emergency Contact(other than parent/guardian):___________________________ Relationship:_____________ 

Cell Phone: __________________ Home Phone:______________________ Permission to pick up:___Yes  ___No 

 

Emergency Contact(other than parent/guardian):___________________________ Relationship:_____________ 

Cell Phone: __________________ Home Phone:______________________ Permission to pick up:___Yes  ___No 

 

Allergies/Dietary Requirements: ______________________________________________________________ 

Child’s Physician:_____________________________ Physician’s Phone Number:_______________________  

Child’s Dentist:_______________________________ Dentist’s Phone Number:_________________________ 

Current Medications:___________________________ Preferred Hospital:______________________________ 

Insurance Company:____________________________Insurance Policy Number:_________________________  

 

Please indicate the days your child will be attending.  If child will not attend on a day listed below, please notify 

the Club as soon as possible. 

My child will attend (please check all that apply): Mon._____  Tues._____  Wed._____  Thurs._____   Fri.____ 

My child has permission to walk home at 6:00pm (5:30pm for IAA): Yes_____ No _____ 

My child has permission to watch a movie rated up to:  G____   PG____   PG-13____   R____ 

 

Other than the above listed parents/guardians and/or emergency contacts, the following people have permission to 

pick my child on any given day: 

Name of Authorized Pick-Up Person(s):                   Daytime/Cell Phone Number 

1. ____________________________________  ______________________________ 

2. ____________________________________ ______________________________ 

3. ____________________________________ ______________________________ 

 

NOT AUTHORIZED TO PICK-UP:  1. ___________________________ 2. __________________________ 



   

DEMOGRAPHIC & CONFIDENTIAL INFORMATION: This information is required, without it we cannot 

secure the funding and support to run the Club programs enjoyed by our members.  This information is never reported with 

your name.  This information is strictly confidential and does not in any way affect eligibility for Club programming. 

 

Member’s Gender:______________ Number of people living in Household:_____ SSN #:________________

     

Ethnicity       Household Income:    Is a Parent/Guardian  

(choose the ONE that applies best):   ___$0-$4,999   incarcerated? 

___American Indian/Alaska Native   ___$5,000-$9,999  ___Yes ___No  

___Asian      ___$10,000-$14,999   

___Black or African American   ___$15,000-$19,999  Member’s household receives 

___Hispanic, Latino, Spanish Origin   ___$20,000-$24,999  the following Services: 

___Native Hawaiian/Pacific Island   ___$25,000-$29,999  ___Food Stamps             

___White      ___$30,000-$34,999  ___Free/Reduced Lunch 

___Mixed Ethnicity     ___$35,000-$39,999  ___General Assistance   

___Other      ___$40,000-$44,999           ___Unemployment 

___Unknown      ___$45,000-UP    

            

Is a parent/guardian an active member of the military? ___Yes ___No      

         

I understand my child will not be able to leave the Club for any reason without written permission or phone call 

from a parent/guardian.  I understand that in order for my child to become registered in the licensed program, I 

need to complete an application for DCF eligibility with proof of income.  I give permission for my child to go on 

trips away from the Club, whether by foot, Van, or other contracted transportation.  I give the Boys and Girls 

Club of Burlington permission to Survey my child for use in reports and general knowledge.  I give the Boys and 

Girls Club of Burlington permission to speak with school staff regarding my child’s behavior and education. I 

give permission for the Boys and Girls Club to access and report my child’s immunization records.  I give my 

consent for consent for photographs, in which my child may appear to be used in any way the Boys and Girls 

Club of Burlington may care to use them.  In case of emergency, the Boys and Girls Club Staff has my permission 

to give first aid or take the participant to a hospital for treatment and call a doctor for medical or surgical care for 

my child. Should an emergency arise, I understand that a conscientious effort will be made to locate me or an 

emergency contact before any action is taken, but I agree to accept any expenses associated with such emergency 

if it is not possible to locate me in advance of treatment.  I hereby, for myself, my child, my heirs, executors and 

administrators waiver and release any and all rights and claims for damages I or my child may have against the 

Boys and Girls Club of Burlington for any and all injuries suffered by my child at any activity sponsored by these 

listed organizations.   I have been informed that the Boys & Girls Club of Burlington has a freedom of access 

policy and complaint procedures concerning the welfare of children outlined in the parent handbook.  I give my 

child permission to use the internet and electronic devices for academics and age appropriate games. 

 

I have read, understand, and agree to the policies and procedures outlined in the Afterschool Parent Handbook.  I 

have explained the rules, policies, and expectations outlined in the After School Handbook to my child 

 

Parent/Guardian Signature: ________________________________________ Date: ________________ 

 

The POSITIVE Place for Kids! 

 
Be sure all forms are completely filled in: 

 After School Registration              Child Care Resource Form        Medication Release Form (optional) 

 School Contact Consent Form      



Copies of the Disclosed Education Record(s) are available upon request to parent(s) or eligible student(s). If 

you have any questions regarding this request, please call ________________________(name and job title)  at 

__________________________.(School)  

 

 

CONSENT FORM FOR THE RELEASE OF A STUDENT’S EDUCATION RECORDS  

School’s Name: _________________________________ 

 

School Address: ___________________________________________________  ______ 

 

School Phone Number: ____________________________ 

 

Student’s Name: _________________________________________ (the “After School Program”)   

 

This Consent Form must be filled out and submitted to the District before the District can comply with the 

parent or eligible student's request to release information, other than Directory Information, regarding a student, 

to ___Boys & Girls Club __, the “After School Program.”                

    

I. Specifications of the education records to be disclosed: Any and all education records of the Student 

maintained by the District that the After School Program believes will assist it in meeting the educational needs 

of the Student and improving the Student’s educational achievement. Such records may include or be relevant 

to, but are not limited to: 

 First and last name 

 Date of birth 

 Student ID number 

 Race/ethnicity 

 Gender 

 IEP  

 Bilingual/Limited English 

 Proficiency  

 Free/reduced lunch  

 Parent/guardian name  

 Grades  

 Email address(es) 

 School attending 

 Phone numbers 

 Grade Level 

 Special education 

 Scores on standardized tests 

 Progress Monitoring  

Assessment Data 

 Student behavior data 

 Student Attendance 

 Address 

 

II. The purpose(s) of disclosure is/are: To improve instruction and other out-of-school time services that 

promote the Student’s success in school, to meet the needs of the Student  more effectively, to equitably support 

students from all demographic segments of the population, to identify gaps in service, and determine whether 

these programs are supporting student achievement in alignment with  educational needs as well as creating a 

culture of positive behavior and strong youth engagement. 

 

III. Describe the party or class of parties to whom the disclosure may be made: The After School 

Program’s staff who work with the student and or staff who record data relating to the student’s participation 

and progress in the After School Program.   

 

My signature below demonstrates my consent to the release of the above named Student’s education 

records to the After School Program, all as more fully described above. This Consent is valid from 

September 1 through August 31 of  the current school year.   

 

_____________________________________________  __________________________ 

Parent or Guardian or Eligible Student     Date       



Boys & Girls Club of Burlington Medicine Release Form 

 
Name of Child: _____________________________  __________________________________ 

    First      Last 

 

Name of medication: _________________________________ Dosage: _________________________  

 

How to administer: __________________ Storage instructions: ________________________________ 

 

Times(s) of day medication is to be given: _________________________________________________  

 

Date prescribed: ________________      Date last dose due: ________________ 

 

Possible side effects: __________________________________________________________________ 

 

Physician’s Name: ________________________________  Phone number: _______________________ 

 

 
I hereby give permission for the Boys & Girls Club of Burlington to give the above medication to my child 

__________________________ (name of child) as instructed above. 

I, ______________________________, hereby authorize the Boys & Girls Club of Burlington to call the health 

care provider prescribing the medication described above to follow up with any questions concerning the 

administration of the medication, any side effects, or other concerns related to the administration of my child’s 

medication. 

I, ______________________________, hereby authorize the Boys & Girls Club of Burlington to disclose 

information about my child’s medication, side effects, or other concerns related tot eh administration of my 

child’s medication.  The purpose of this discloser related to my child care provider’s administration of 

medications to my child in my absence. 

 

I understand that by signing this authorization, I am authorizing the boys & Girls Club of Burlington to disclose 

my child’s health information as describes above.  I also understand that this health information could be re-

disclosed by my child care provider as necessary in caring for my child, and if so, may not be subjected to 

federal or state laws protecting its confidentiality.  

 

These authorization expirers when my child no longer needs the medication.  I have the right to revoke this 

authorization at any time doing so in writing, except to the extent that the child’s health care provider has 

already relied upon it.   

  

_________________________________________ _____________________ 

Parent/Guardian Signature Date 

Medication must be in its original container and labeled correctly by the pharmacy/physician if a perception. 




















