Safe Zone Application

Child’s First Name:





Last Name:_______________________________

Date of Birth: ____/____/____ School:




  Grade:
     
Parents or Guardian’s Name(s): _____________________________________________________________

Address: _______________________________________________Home Phone #: ____________________
       


Parents/ Guardian (Participant if over 18) Work Phone #




Cell Phone#: ____________________   Email:
Person(s) Emergency Contacts:  

Name:________________________
Relationship: ___________________   Phone#:_____________________

Name:________________________
Relationship: ___________________   Phone#:_____________________

Name:________________________
Relationship: ___________________   Phone#:_____________________

Primary Language:  □English   □Spanish   □Other:_______________________
Name of program:

Session (if applicable):

Fee:

Payment method:

O Check O Cash O Money Order O Credit cards are accepted online and walk
Is your child under medical care or taking any medication(s)? □ Yes   □ No
If yes, please check all of the following conditions that your child has and indicate if medication needs to be dispensed at safe zone?
□ Bee Sting Allergy 
Epi-pen
□ Yes   □ No     □ Other Allergies: _______________________________

□ Asthma 

Inhaler

□ Yes   □ No
  □ Special Needs / Disability:_______________________
□ Diabetes

Insulin

□ Yes   □ No     □ Other:_______________________________________

□ Vision / Hearing     
Glasses
□ Yes   □ No

Family Health Care:
    Physician’s Name:_____________________________  Phone #:_________________ 
Health Insurance# ____________________________________   
Does your child have permission to check out at 8:00 pm and Catch the metro or walk home?       Yes:_____     No:_____
Please read and sign below:



I understand that the Safe Zone Program is a free program.  These services are possible through state grants and district funding.   I give permission for safe Zone staff to review my child’s academic files for the purposes of analyzing program effectiveness and reporting to funding sources. I acknowledge, understand, and accept that there are inherent risks associated with participation in this program and that doing so could result in an injury. Safe Zone assumes no liability for injuries or damages from the results of participation. I acknowledge the fact that the Safe Zone does not provide accident insurance to its program participants. I certify that, to the best of my knowledge, I /my child am / is physically fit and, should this condition change at any time during the program I will notify the administration of Safe Zone immediately. The staff of Safe Zone has my permission to call Emergency 911 and/or to send me /my child to a hospital or emergency care facility, and the hospital and medical staff have my authorization to provide emergency treatment deemed necessary for the well being of me/my child. I agree to abide by all posted, written, or verbally communicated rules and regulations administered by the Safe Zone staff concerning this program. I authorize Safe Zone to take, display, and publish photographs, slides or videos for promotional and/or educational purposes. I have read, understood, and accept the terms of this participant’s agreement as outlined.

Parent or Guardian Signature (if under 18):________________________________ Date:_________

For Office Use Only

Enroll Date:                         Date paid:__________ Type of payment:__________ Amount ______________ Initials: 


Date Disenrolled:  


Reason:
















