 SEQ CHAPTER \h \r 1Emergency Contact Form  - Counselor In Training
Daisy Recreation Program  & Other Programs for People with Special Needs
Please print all information










Program _______________________________________             

C.I.T.’s Name ___________________________ Date of Birth ______________                    
Address (include town & zip code) _________________________________________________________________________________________________________________                                                 

Home Telephone Number ___________________________              C.I.T.’s Cell Phone Number ____________________ C.I.T’s e-mail address _____________________________                                                                                                  

Mother’s Name _______________________________ Work Phone  __________________  Cell  Phone # ______________________ e-mail address _______________________            

Father’s Name _______________________________   Work Phone  __________________ Cell  Phone # ______________________  e-mail address ______________________         

Parent’s Please note: If there has been a custody decision, please list by name the person(s) not permitted to have any contact with your child. __________________________________________________________________________________________________________________________________________                                       

Please list two relatives, friends or neighbors who will pick up and assume responsibility for your child in an emergency:

1.  Name ___________________________  Address __________________________________ Phone # _____________________Relationship _________________________         

2.  Name ___________________________  Address __________________________________ Phone # _____________________Relationship _________________________         
     Doctor ___________________________ Address __________________________________ Phone #   ____________________                                     

G 
Please indicate if your child uses a wheelchair, wears contact lens, eyeglasses, a dental appliance, carries an epi-pen, wears a hearing aid(s), etc.                       
G 
Please indicate if your child has asthma, any allergies (food, medications, etc.)                                                                                         

G 
Does your child have seizures?  If yes,  please describe                                                                                                                                                      

G 
Please describe any medical condition that will limit your child’s participation in the program                                                                                                  

G 
If your child must be taken to the emergency room by a first aid squad, which medical facility do you prefer? If possible?                           

There is no medical insurance coverage included in your registration for any program offered by the Division of Recreation.  By participating in these programs, you assume your own medical insurance responsibilities


$ 
I hereby give the Division of Recreation permission to provide emergency care, as necessary for the well being of my child

$ 
If there is a change in any information on this form I will assume responsibility for notifying the Program Coordinator in writing

$ 
I hereby give permission for my son/daughter to attend/participate in the Division of Recreation’s ______________________________ Program

                           ________________________        
___________________  


Please return this form and any other forms to:

Signature of Parent/Guardian


Date




Janice Tangen-Pennington, Coordinator, Daisy Recreation Program











Division of Recreation

350 Dunhams Corner Road












East Brunswick, NJ 08816

01-18-12
