
For office use only:  date received:                                                 date enrolled:   /  /   

Jewish Family Service           <<<   OVER   >>>        New Jersey After 3 

 
Jewish Family Service:  CLUB ED Afterschool Program – Cliffside Park Schools  

 
STUDENT ENROLLMENT FORM:  2008/2009 

 
 
All forms must be COMPLETED IN FULL and signed by the parent/guardian of a student enrolling in the program. 
 
Student Name:                           Birth Date:  /  /   
     First        Last         MI      month   day   year 
 
Gender: □ Male  □ Female    Race/Ethnicity (optional):             
Limited English Proficiency (please check one):  □ Yes  □ No  □ Unspecified 
Special Needs (please check one):      □ Yes  □ No  □ Unspecified 
Special Education (please check one):     □ Yes  □ No  □ Unspecified 
Free/Reduced Lunch (please check one):    □ Yes  □ No  □ Unspecified  
 
Grade (2008-2009):           School Attending (2008-2009): Cliffside Park School #     
 
Homeroom Teacher (if known):                
 

PARENT/GUARDIAN INFORMATION 
 
Parent/Guardian #1             Parent/Guardian #2 
 
                                     
First Name     Last Name        First Name     Last Name 
 
                                     
Relationship to Student            Relationship to Student 
 
(   )    -            (   )    -           
Home Phone               Home Phone 
____________________________________________  ____________________________________________ 
Employer                 Employer 
 
(   )    -            (   )    -           
Work Phone                Work Phone 
 
(   )    -            (   )    -           
Other Phone                Other Phone  
 
                                     
E-mail  Address               E-mail Address 
 
                                     
Street Address               Street Address 
 
                                     
City         State   Zip     City         State   Zip 
 
 

RELEASE OF CHILD 
 
I give my child permission to walk home alone at dismissal: □ Yes  □ No 
 
My child will be picked up after school by me or one of the following individuals: 
 
                          (   )   -     
Name              Relationship to Child     Telephone 
 
                          (   )   -     
Name              Relationship to Child     Telephone 
 
                          (   )   -     
Name              Relationship to Child     Telephone 



  

Rev. 5/08                                                                                New Jersey After 3 

 
RELEASE OF CHILD (continued) 

 
If applicable, DO NOT RELEASE MY CHILD TO THE FOLLOWING PEOPLE: 
 
                                     
Name              Relationship to Child 
 
                                     
Name              Relationship to Child 
 
 

EMERGENCY CONTACTS 
 

Please identify TWO persons who may be called between 2:45 pm and 5:45 pm if you are not available. 
 
                                     
First Name     Last Name        First Name     Last Name 
 
                                     
Relationship to Student            Relationship to Student 
 
(   )    -            (   )    -           
Home Phone               Home Phone 
 
(   )    -            (   )    -           
Work Phone                Work Phone 
 
(   )    -            (   )    -           
Other Phone                Other Phone 
 
                                     
Street Address               Street Address 
 
                                     
City         State   Zip     City         State   Zip 
 
 

INFORMATION ABOUT CHILD 
 
What are your child’s interests?                            
 
                                      
 
 
Are there any particular areas in which you would like the program to focus (i.e., math, social skills, health awareness)?  
 
                                     
 
                                     
 
 
I allow the school to release information about my child’s school performance, including, but not limited to, grades and 
test results, to the New Jersey After 3 program:   □ Yes  □ No 
 
 

PARENT/GUARDIAN SIGNATURE 
 
I give my child permission to participate in the Club Ed afterschool program that is fully licensed and certified by the 
State of New Jersey and I have received a copy of the following two documents: 1.  Information to Parents 
                         2. Guidelines for Positive Discipline 
 
 
 
                                /  /   
Parent/Guardian Signature (must be completed for enrollment)               Date 
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Jewish Family Service:  CLUB ED Afterschool Program – Cliffside Park Schools 
 

EMERGENCY MEDICAL CARE FORM:  2008/2009 
 
 
This form must be completed in full and signed by the parent or guardian of a student enrolling in the afterschool program. 
 
Student Name:                          Birth Date:  /  /   
     First        Last         MI     month   day   year 
 
1. If my child requires emergency medical care and I cannot be reached, I give my consent to the above 

afterschool program to obtain the necessary medical care for my child.  I agree to pay all of the costs 
associated with the emergency medical care that my child receives.  I understand that every effort will 
be made to contact me before and after medical care is provided. 

 
2. This information is strictly confidential and will not be shared with anyone without my written consent 

or in the case of emergency medical care. 
 
3. Following emergency medical care, my child may be released to the following people (at least two): 
 
Name:  Relationship to Child:
 
Address: 

 
 Employer:

 
Home Phone: 

 
(            )            - Work Phone: (            )            - 

 
 
Name: 

 
Relationship to Child:

 
Address: 

 
 Employer:

 
Home Phone: 

 
(            )            - Work Phone: (            )            - 

 
Name:  Relationship to Child:
 
Address: 

 
 Employer:

 
Home Phone: 

 
(            )            - Work Phone: (            )            - 

 
4. Health/Insurance Information: 
 
Student’s 
Doctor: 

 Insurance
Company:

 
Phone: 

 
(          )          - 

Policy Holder’s
ID: 

 
Allergies:                             (    ) none Religious Preference: 

(optional) 
 
Last Tetanus: 

 
 

Medication(s) 
being taken:                                       (    ) none 

Address  
(student’s doctor): 

 

 
Additional Comments:  
 
 

 

 
 
5. I understand that this consent will be in effect as of the date of my signing this form and will continue 

as long as my child is enrolled in this afterschool program. 
 
 
                               /  /   
Parent/Guardian Signature (must be completed)                Date 
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Jewish Family Service:  CLUB ED Afterschool Program – Cliffside Park Schools  
 

HEALTH RECORD FORM:  2008/2009 
 

This form must be completed and signed by the parent or guardian of a student enrolling in the afterschool program. 
THIS CONFIDENTIAL HEALTH RECORD WILL ONLY BE USED TO ENSURE THE SAFETY OF THE CHILDREN IN THIS PROGRAM.  THIS INFORMATION 
WILL NOT BE SHARED OUTSIDE OF THIS AFTERSCHOOL PROGRAM.  FEEL FREE TO CONTINUE YOUR NOTES ON ANOTHER PAGE. 
 
Student Name:                          Birth Date:  /  /   
     First        Last         MI     month   day   year 
 
1. Please provide your child’s medical history.  

CONDITION 
YES 

(if yes, write 
approximate date)

NO 

 

ALLERGY YES NO 

Asthma ________ Penicillin  
Convulsions/Seizures ________ Insect Stings  
Diabetes ________ Foods  
Ear Infections ________ Plants  
Chicken Pox ________ Hay Fever  
Measles ________ Topical ointments  
German Measles ________ Other  
Rheumatic Fever ________ If “yes” to any of the above, please specify allergy 

and describe reaction. Mumps ________
Corrective Device  
(glasses, hearing aid, etc.) 

________

Does your child use an inhaler? ________
 
2. List significant illnesses or surgeries.  Provide 

the date and any instructions. 
3. Special situations or needs that program 

staff should be aware of: 
  Child has behavioral/emotional difficulties 

  Child has physical disabilities 

  Other (describe)

 
4. Special Health Care Needs 
Does your child have special health care needs that require treatment and/or medication?  YES   NO   
If yes, describe below.  If your child requires treatment and/or medication during after-school hours, complete the Health 
Care Plan for a Child with Special Health Care Needs form. 
 
                                     
 
5. Medication 
Does your child take medication for any condition or illness?  YES, please describe below    NO 
If your child requires medication during after-school hours, complete the Medication Consent form. 
 
                                     
 
6. Sunscreen and Topical Ointments 
Do you give permission to the afterschool program to apply sunscreen or other over-the-counter topical ointments on 
your child?  YES   NO 
 
 
7. Activities to be encouraged: 8. Activities your child cannot participate in:
 

 
9. My child may participate in all program activities, except those noted in number 8 above. 
 
                               /  /   
Parent/Guardian Signature (must be completed for enrollment)              Date 


	Medication(s) 
	being taken:
	This confidential health record will only be used to ensure the safety of the children in this program.  This information will not be shared outside of this afterschool program.  Feel free to continue your notes on another page.



