Please complete both sides of this document.

 Child(ren)’s Name ___________________________

REGISTRATION FOR MASKs FALL SEMESTER 2010
Using the numbers 1 (for first) and 2 (for second) please indicate your choice of preferred weekday. If you have no preference, please select ‘no preference.’ 

____Mondays 
13 September – 
6 December 2010
____Tuesdays 

14 September – 
7 December 2010
____No Preference

MASKs class sessions follow the DPS calendar. In the case of a DPS snow day, MASKs classes will not meet and will not be rescheduled. Due to DPS schedules, there are no MASKs classes the weeks of 18 October, 8 November, and 22 November.

FALL SEMESTER TUITION (DUE BY FRIDAY, SEPTEMBER 10th)
$ 250.00 per child
MADE PAYABLE TO: 
MASKs/Montview Presbyterian

Send to: 

MASKs/Montview Boulevard Presbyterian Church

1980 Dahlia Street, Denver, CO 80220

Child’s Name ___________________________________________________________________

Age _______   
Grade ______         ___Male     ___Female


Taking medication __Y __N Food Allergies __Y __N Other Allergies __Y __N


Specifics/Other Concerns:  _________________________________________________________               
Parent/Caregiver Name(s) ________________________________________________________

Address _______________________________________________________________________

Phone _____________________Cell _____________________Email address________________
Sibling(s)/Additional Child enrolling?

____ yes
____ no

Sibling(s)/Additional Child Name __________________________________________________

Age _______   
Grade ______         ___Male     ___Female


Taking medication __Y __N Food Allergies __Y __N Other Allergies __Y __N


Specifics/Other Concerns:  _________________________________________________________               

Sibling(s)/Additional Child Name __________________________________________________

Age _______   
Grade ______         ___Male     ___Female


Taking medication __Y __N Food Allergies __Y __N Other Allergies __Y __N


Specifics/Other Concerns:  _________________________________________________________               
SIGN-OUT ARRANGEMENTS

MASKs Staff will not release your child other than indicated below.

___ 
My child may be released to no one but myself.

___ 
My child may be released to the following persons with proof of identification.  

1.) Name __________________________________________________ Relationship__________________________

Is this person an emergency contact? 
__yes  __no

Phone ________________________ Cell ________________________ Other ______________________

2.) Name __________________________________________________ Relationship__________________________

Is this person an emergency contact? 
__yes  __no

Phone ________________________ Cell ________________________ Other ______________________

EMERGENCY CONTACT  (IF NOT ABOVE)

Name _____________________________________________________ Relationship__________________________
   

Phone ________________________ Cell ________________________ Other ______________________

MEDICAL RELEASE 
In the event of an emergency where medical treatment is required during MASKs Fall Semester (September -December 2009), by signing below, I give my permission to MASKs leadership to obtain the service of a licensed physician. I certify that I am the legal guardian of the student with the right to give this consent.  

Insurance Company ______________________________________________________________

Policy Number(s) ________________________________________________________________

Name of Doctor/Medical Professional ________________________________________________

LATE PICKUP POLICY

By signing below, I understand that my child/children must be picked up at 5:30 after each session they attend. I understand that I will be charged $5.00 for every 5 minutes that I am late.

MEDIA WAVER
I understand and consent that my child(ren) may be photographed in order to promote the MASKs program. By signing below, I certify that I am the legal guardian of the student with the right to give/withhold this consent.  

___ Permission Granted

___ Permission Denied

______________________________________________________________________________ 

Signature of parent or guardian       


                                              Date







MASKs 1980 Dahlia Street Denver CO 80220 303-355-1651 Extension 110


