
ORANGE COUNTY SCHOOLS COMMUNITY SCHOOLS PROGRAM                                                   
APPLICATION FOR MIDDLE SCHOOL-AGE CHILD CARE PROGRAMS 

 
Please Fill Out Completely and Print Clearly: 
 
Child’s Name:_____________________________________________________________________________________________ 
            Last     First     Middle 
Child’s Address:________________________________________________________City_____________________Zip________ 
 
Home Phone#:_____________________________ Sex: M_____  F_____ Race:  B   W   A   H   Other:_________________ 
 
Birthdate:_________________________________ Present Grade:______ Age:________ 
 
PROGRAM SITE: ___A.L. Stanback Referral Source: ___ 1-Juvenile Court   4-Mental Health  7-Self 
     ___C.W. Stanford    2-DSS  5-Law Enforcement 8-Clergy 

   ___Gravelly Hill    3-School 6-Parent/Guardian 9-Other 
 
Father/Guardian:__________________________________________________ Work Phone:____________________________ 
 
Mother/Guardian:_________________________________________________ Work Phone:____________________________ 
 
If parents are divorced, who has custody?  Living Arrangements 04-Mother Only  09-Group Home 
___Mother  ___Father  ___Joint Custody    ________________ 05-Institution  10-Institution 
      01-Both Parents  06-Father Only  11-Independent Living 
      02-Mother & Stepfather 07-Other Relative  12-Secure Detention 
      03-Father & Stepmother 08-Foster Care  13-Other 
 
RELEASE INFORMATION (check appropriate space and provide names if applicable) 
_____NO ONE except the parents/guardians should be allowed to pick up the child from the program. 
_____The following persons are authorized to pick up the child from the program (list name & relationship): 
 ________________________________________________________________________________________ 
 ________________________________________________________________________________________ 
 
MEDICAL /DEVELOPMENTAL HISTORY (circle YES or NO for each question.  Explain any YES answers in space below) 
 
Has the child ever been hospitalized?  Yes No Does child get motion sick when traveling?  Yes No 
Any allergies?(list/describe treatment below) Yes No Any physical handicaps?(describe severity below) Yes No 
Any previous diseases or illnesses?  Yes No Any developmental delays?(describe severity below) Yes No 
Any operations?    Yes No Any history of mental retardation in family?  Yes  No 
Is the child under a doctor’s care?  Yes No Any behavior/emotional special needs?   Yes No 
Any history of convulsions?   Yes No Does child have special staff assistance   Yes No 
Any history of diabetes in family?  Yes No  during the regular school day? 
Any history of heart trouble in family?  Yes No Any other special needs?    Yes  No 
 
Explanations for any YES answers (continue on an additional sheet if necessary): 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 
EMERGENCY INFORMATION 
Child’s Doctor:_____________________________________________________________ Phone:______________________ 
Child’s Dentist:_____________________________________________________________ Phone:______________________ 
Hospital preference:_________________________________________________________ 
 
If parents/guardians cannot be reached during an emergency, please call: 
Name:______________________________________ Relationship:_______________________ Phone:_______________ 
 
Name:______________________________________ Relationship:_______________________ Phone:_______________ 
The Program agrees to provide transportation to an appropriate medical resource facility in the event of an emergency.  In an emergency situation, other 
children in the facility will be supervised by a responsible adult.  We will not administer any drug or medication without specific instructions from the 
physician or the child’s parent or guardian. 
 
I agree that the day care provider may authorize the physician of his/her choice to provide emergency care if neither I nor the family physician can be 
contacted immediately. 
 
*Signature of Parent/Guardian:_________________________________________________ Date:________________________ 
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Child’s Name:__________________________________________ 
 



MISCELLANEOUS INFORMATION: 
Please give any additional information concerning your child which would be helpful in his/her group experience (eating and sleeping habits, specific 
likes/dislikes/fears, etc.:  ___________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________ 
 
PARENT INFORMATION: 
Do you, the parent(s), have any special skills, talents, or knowledge that you would be willing to share with the program at your child’s school?  If so, 
please describe:  
_______________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________ 
 
INSURANCE INFORMATION: 
Check the appropriate statement.  YOU MUST CHECK ONE OF THE STATEMENTS. 
 
(_____)  Family / Private Insurance  (_____)  School Accident Insurance  (_____)  No Insurance 
I have family insurance for my child  I have purchased/will purchase school  I do not have family insurance or school accident 
to cover medical expenses resulting from accident insurance for my child.  (If your insurance for my child.  I fully understand that the 
accidents which might occur while my  child is or will be enrolled in the school  Orange County Schools Community Schools 
child is attending the program sponsored accident insurance plan, he/she will be  Program will not be responsible for medical  
by the Orange County Schools   covered during the regular school day and  expenses resulting from accidents which might 
Community Schools Program.  during the extended portion of each day  occur while my financial responsibility. 
     while attending the program.  Contact your 
     school office at the beginning of the school year 
     for more information.) 
 
 
PERMISSION FOR CHILDREN’S SERVICES: 
Read each statement carefully, then sign below. 
I _____GIVE  _____DO NOT GIVE (check one) permission for my child to be transported by activity bus or van to any activity planned for the program.  
I understand that notification of field trips will be posted at the site at least one week in advance of the trip and that I should regularly check at the site for 
this information. 
*Parent/Guardian Signature:________________________________________________________ Date:___________________________________ 
 
I  _____GIVE  _____DO NOT GIVE (check one) permission for my child to be photographed at the program site.  (e.g., by site staff for scrapbook, 
display or by program publications by journalists doing report on school-age care programs) 
*Parent/Guardian Signature:________________________________________________________ Date:___________________________________ 
 
 
ACKNOWLEDGEMENTS: 
Physical / Immunizations:  I certify that my child is enrolled in the Orange County Schools and that a copy of a physical exam and a complete record of 
immunizations are on file in the school office where the child is enrolled. 
 
Application Forms:  I certify that all information I have given on this application form is true and accurate.  I understand that providing false or 
incomplete information will be a cause for disenrollment from the program. 
 
SAFE DEPARTURE: 
If your child is not picked up by 6:00 p.m. the Program Director will call the parent/guardian’s home and/or work numbers. If there is no answer she will 
call the emergency numbers given for the child on the registration form. If neither parents/guardian or emergency contacts can be reached within 20 
minutes after closing time, the Program Director will call 911, and ask for the social worker on call. 
 
If 3 late pick-up occurs during the school year, your child will be terminated from the program. 
 
 
*Signature of Parent/Guardian:______________________________________________________ Date:____________________________________ 
 
 
 
 
 
Office Use Only: 
 
    Date App Received:_______________ Start Date:____________  
 
   Withdraw Date:__________________Withdraw Eff Date:____________ 
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