2011-2012

TEAM KID

MEDICAL INFORMATION

Child’s Full Name ______________________________

Physician’s Name ______________________________

                 Phone # ______________________________

List Medical Concerns:

 (ex. food allergies, seizures, asthma,etc.) ________________________________________________________________________________________________________________________________________________________________________________________________

Please list up to 3 names of those who will be picking up your child/children from Team Kid.  (After the first day of the program, you will receive a “family number”.  Each Thursday thereafter, the person who picks up your child/children, must have a card with your assigned number on it in order to pick up your Team Kid.)

________________________________________________________________________________________________________________________________________________

Parent/Guardian Signature: _____________________

NOTE:  The Team Kid Program will follow SW schedule and cancellationpolicies.  When school is closed or there is early release, there will be  Team Kid meeting that day at Hanover United Methodist Church.
