St. Joseph After-School Program 
Child(ren)’s Name and Grade :______________________________________

                                                _______________________________________

Parents’ Names___________________________________________________________
Address:________________________________________________________________

Phone Numbers: (home) ___________________________________________________

                            (work) ___________________________________________________

                            (other) ___________________________________________________

Please circle the days your child(ren) will be attending:  M  T  W  R  F  

Approximate pickup time: ___________________________________

Beginning date:____________________________________________

Emergency numbers if parent is not available:

Name ________________________________________Phone _____________________

Name ________________________________________Phone _____________________

This program begins immediately after regular school hours and ends at 5:30 P.M. Should you be running late, your substitute pickup person to call is:

Name ________________________________________Phone _____________________

Name ________________________________________Phone _____________________

I give my child(ren) permission to be picked up by the above listed or by the following:
Name ________________________________________Phone _____________________
Name ________________________________________Phone _____________________

Name ________________________________________Phone _____________________

Any additional information (allergies, medical concerns) about your child(ren) that your caregiver should know:

