School: ___________________________________________Year_________________
Grade: ____________ Classroom Teacher: ________________________________

Student’s Name: _________________________________________________________
Address: _______________________________________________________________
Parent/ Guardian Name(s): _________________________________________________
Home Phone: __________________________ Cell Phone: _______________________
Work Phone: __________________________   Emergency Phone: _________________

I authorize the following person(s) to pick up my child from the LEAPs Program:
	Name
	Relationship
	Phone Number(s)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


(**If you wish to change the authorized list, you must notify the LEAPs Program and modify this form.)
If school closes early due to inclement weather (heavy rain, flooding, snow, ice, etc.), the LEAPs Program will be canceled. How will your child get home? (Choose one)
             Car Rider	            Bus (#______)		            Other: ______________________

Does your child have any severe health conditions that we should know about (i.e., medical conditions, allergies to food or stings, need an epi-pen or inhaler, etc.)? ____________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

            I understand that my child’s picture may be used for educational purposes.

Parent/ Guardian Signature: _____________________________________ Date: ____________

In order for my child to successfully participate in the LEAPs afterschool program, I agree to do the following: 

Ensure that all authorized persons who can pick my child up from the program are listed on the registration form. _____

Follow and support the attendance policy. I understand that if my child misses 4 consecutive un-excused absences from the program, or a total of 8 unexcused over a period of time, they can lose their spot in the program and another child will be invited in their place. _____

I understand that I can pick up my child at 5:15. I should always arrive at that time. _____

I understand that in case of discipline issues staff will notify me of concerns and we will work together to ensure that the issues can be resolved with my child. _____

I know the homework help time is at 3:10 until 3:45. If my child misses that time, I understand they will still have homework to be completed without the assistance of staff. _____

If my child participates in sports, they can still attend our program if they are in attendance in times when there are no practices or games. _____

Name of Parent: _________________________________________
Parent Signature: ________________________________________
Date: ______________








Safety Protocols

PARENTS/GUARDIANS - When school is dismissed early because of weather, we need a secondary plan on file for sending children home (A) if schools are dismissed early; B) if schools are let out on time BUT after school activities are cancelled). 

**To ensure your child's safety, please complete the following form (both A and B) and return it to an After-school Program teacher.

Student Name: __________________________ Grade: ______ 
Teacher: _____________________ 

LEAPS Plan A: Schools are dismissed (let out) early. Please allow my child to: 
____ 1. Ride the bus home (Bus number _______) 
____ 2. Wait for EARLY parent pick-up. 
____ 3. Other (please explain): ____________________________________________________


LEAPS Plan B: Schools are dismissed on time, BUT afterschool activities are cancelled due to the possible approach of severe weather (heavy winds/storms, icy conditions, flooding, etc.). Please allow my child to: 
____ 1. Ride the bus home (Bus Number _______)
____ 2. Wait for car (pick-up) 
____ 3. Other (please explain) _____________________________________________________



What phone number should be used for the automated call system in the event of early dismissal or cancellation of afterschool program? _______________ . 

Secondary phone number be used for the automated call system in the event of early dismissal or cancellation of after school program? ______________ . 







Emergency Contact Information:
Name (1): ______________________________________________Phone: _________________
Name (2): ______________________________________________Phone: _________________
Primary Care Provider: ___________________________________Phone: _________________

         I give permission for LEAPS staff to call 911 for emergency treatment while they are attending the program IF I cannot be contacted.


Preferred Hospital: ______________________________________________________________

Parent’s Signature: _______________________________________ Date: __________________
























Student Allergy Form
Student Name: ________________________________________________ Grade: ________
School/ Site: _____________________________ Date of Birth: _______________________
Allergic Reactions:	            YES		            NO
Triggers:
            Medications: _____________________________________________________________
            Insects: _________________________________________________________________
            Food: __________________________________________________________________
            Other: __________________________________________________________________ ______________________________________________________________________________
Symptoms of Reaction:
            Itching	             Swelling (Lips, Mouth, Tongue, Throat)	            Hives/ Rash
            Nausea/ Vomiting/ Stomach Cramps	            Shortness of Breath	            Wheezing
            Coughing	           Dizziness                      Loss of Consciousness
            Other: __________________________________________________________________
______________________________________________________________________________
Does any of the above allergies produce a severe reaction that requires the use of an EpiPen or Twinject?	            YES	            NO
Where should the Epipen or Twinject be kept?
           With Student (student is capable of properly using medication)
            Front Office/ Nurse’s Office
            Other: __________________________________________________________________ _____________________________________________________________________________
Medications (including Epipen or Twinject)
1. Start Date_______________________ End Date: ________________________
Name of Medication: ______________________________________________
Dosage: __________________________ Time: _________________________
2. Start Date_______________________ End Date: ________________________
Name of Medication: ______________________________________________
Dosage: __________________________ Time: _________________________

3. Start Date_______________________ End Date: ________________________
Name of Medication: ______________________________________________
Dosage: __________________________ Time: _________________________



***IF SECOND DOSE OF EPIPEN OR TWINJECT IS NEEDED FOR CONTINUED SYMPTOMS; give ________ minutes after first dose.



Emergency Plan of Action

1. Follow orders listed above for Allergy treatments and medications.
2. If student is hunched over and/or having difficulty breathing, walking or talking, blue fingernails or lips, peak flow meter reading in red zone, and/or medications not helping, call EMS 911. 
3. Notify school personnel trained in CPR/first aid to respond and initiate CPR if needed prior to EMS arrival. 
4. Notify parent/guardian. 
5. If EMS is called, the student must be transported via EMS to emergency facility, or parent/guardian must sign release with EMS and then parent/guardian assumes responsibility for student. 

Physical Disability/ Medical Condition Form
	The LEAPS afterschool program will include daily projects, games, and physical activities that will serve as creative learning experiences for each student. Each child will have the opportunity to participate in these activities. To ensure the students can get the most out of each activity, please answer the following questions regarding any physical disabilities or medical conditions the child may have. By answering these questions, our LEAPS staff will be able to accommodate and assist the students according to their needs. 
Student’s Name: ______________________________________________________________
School/ Site: __________________________________________Grade: __________________

Check ALL disabilities/ medical conditions that apply to your child
LEAPs Registration Form


LEAPs Parent Contract


2

2

____Vision impairment
____Deaf/ hard of hearing
____Mental health conditions
____Autism
____Diabetes
____Asthma
____Epilepsy
____Learning Disabilities 

____Dyslexia
____Speech/ Language Impairments
____Functionally/ Developmentally Delayed

____Other Physical/ Health Impairment 


Are there any disabilities or medical conditions that our staff should know about that affect, or could affect, your child’s participation in the afterschool activities? If so, please explain. ___________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________


Are there any situations that might lead to an exacerbation of the child’s condition/ impairment? ________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________
Are there any accommodations that our staff can provide that can assist the child in daily afterschool activities, or academic accommodations that can help them during the homework portion of the program? ___________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________
Are there any physical activities that your child is unable to do? _______________
______________________________________________________________________________________________________________________________________________________________________________________________________
For medical conditions (diabetes, asthma, epilepsy, etc.), are there any specific treatments or accommodations that the staff needs to be made aware of?
______________________________________________________________________________________________________________________________________________________________________________________________________
Medications? _______________________________________________________
____________________________________________________________________________________________________________________________________

Emergency Contact: Under the circumstances that a child’s condition worsens (hypoglycemic shock, asthma attack, epileptic shock, etc.), and medical help is needed, who should be contacted?
Name (1): ____________________________________Phone: ________________
Name (2): ____________________________________Phone: ________________
Primary Care Provider: __________________________Phone: _______________


Emergency Plan of Action
1.  Notify school personnel trained in CPR/first aid to respond and initiate CPR if needed prior to EMS arrival. 
2.  Notify parent/guardian. 
3. If EMS is called, the student must be transported via EMS to emergency facility, or parent/guardian must sign release with EMS and then parent/guardian assumes responsibility for student. 


            I give permission for LEAPS staff to call 911 for emergency treatment while they are 	attending the program IF I cannot be contacted.


Preferred Hospital: ______________________________________________________________



Parent/Guardian’s Signature									Date
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      I,   _______________________   authorize   Pickett   County   K - 8   School   (Name   of   Parent)     to   release   the   following   information   for   ____________________________   to   (Name   of   Student)     LEAPs   after   school   program.              Student   Identification   Numbers        Grades        Assessment   Scores        School   attendance        School   Day   Discipline   Data     By   signing   below,   I   acknowledge   that   I   understand   that   my   confidential   information   is protected and cannot   be   disclosed without my written   consent.   I   also   understand   that   I   may   revoke   this   consent   at   any   time   in   writing.                 (Parent   or   Guardian   Signature)   (Date)   (Parent   or   Guardian   Name   Printed)   (Date)  

Consent   Form   for   Release   of   Confidential   Student   Information   Pickett   County   LEAPs  


