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Lightning Bolts BASE
Child's Full Name:                                                                                                                    

Birth Date:                                                           
Enrollment Date:                                   ___
Home Address:                                                                                                                          

Home Telephone:                                                                                                                       

Please List Parent to be Contacted First in an Emergency:

1.                                                                        
Employed by:                                        

Home Address (if different from above)


Telephone Numbers (**1st  # to call)

Employer Name and Address                          

 Work Phone                                         

____________________________________

____________________________________
Email:                                                                                                                                         

2.                                                                     

Employed by:                                        

Home Address (if different from above)


Telephone Numbers (**1st  # to call)

Employer Name and Address                          

 Work Phone                                         

____________________________________

____________________________________
Email:                                                                                                                                         

Emergency Contacts/Authorized for pick up in Colorado (other than parents)

Name:                                                              

Relationship:                                         

Address:                                                                                                                                     

Daytime Phone:                                              

Employed by:                                        

Name:                                                              

Relationship:                                         

Address:                                                                                                                                     

Daytime Phone:                                              

Employed by:                                        

Name:                                                              

Relationship:                                         
Address:                                                                                                                                     

Daytime Phone:                                              

Employed by:                                        

Individual(s) NOT authorized to pick up your child:

Name:                                                            

Relationship:                                         

Medical Care

Child's Primary Care Physician:                                                                                                 

Physician's Phone Number:                                                                                                       

Physician's Address:                                                                                                                  

Child's Dentist:                                                                                                                           

Dentist's Phone Number:                                                                                                           
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Dentist's Address:                                                                                                                      

Insurance coverage provided by:                                                                                               

Policy #:                                                           

Group #:                                                

Health Statement

Allergies: None or Describe _________________________________________________________________________

Type of Reaction ____________________________________________________________________________

Significant Health Concerns: Severe Allergies Reactive Airway Disease Asthma Seizures Diabetes Hospitalizations Developmental Delays Behavior Concerns Vision Hearing Dental Nutrition 

Other ________________________________

Explain above concern (if necessary, include instructions to care providers): _________________________________________________________________________________________

Current Medications/Special Diet: None or Describe __________________________________________________________________________________________
Immunizations: Up-to-Date Copy on file at Ben Franklin Academy 

__________________________________________________________________________________________
Policy and Procedures
I have read the Lightning Bolts BASE Handbook and understand all of the policies and procedures and agree to abide by them. _______________ (Initial)

I hereby give permission for my child to view G rated movies, and use computers and video games while at BASE ___________(Initial) 

I hereby give permission for my child to have sunscreen (provided by parent) applied before going outside. ___________________(Initial)

I understand that tuition credits must be bought in advance to care being needed.  _____________(Initial)

Emergency Authorization
Preferred Hospital (specify name – not closest)                                                                        

Hospital Phone Number:                                                                                                            

Hospital Address:                                                                                                                       

Significant Medical Information:                                                                                                 

I understand that in the event of an emergency every attempt will be made to contact me or the person identified above who can assume responsibility for my child. If the staff at Ben Franklin Academy is unable to reach me and it is necessary to administer medical treatment I hereby give my consent to such treatment. I agree to pay for any expenses that occur as the result of each treatment.

Signature:_____________________________________________________Date: ____________________
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