
GUYS WITH :8 
TOOLS AND 

�-L]S 
ME-ORING 

REGISTRATION FORM 
Child 

First Middle Last 
-------------- -------- -----------

Gender: Male Female 
School Name ______________ Grade __ Birth date __ / __ / ___ Age 
Street 
Address ______________________________________ _ 
Town/City _______ State ___ Zip code _____ Child's Home Phone ________ _ 

Parent/Guardian - Contact Information 

Parent/Guardian #1 

First Last 
------------------ ----------------

Street 
Address 

----------------------------------------

_ __ Town/City _ _ _ _ _ __ State_ Zip Code _ _ __ Home Phone _ __ _ __ Work Phone 

Cell phone ___________ FAX ___________ E-mail ________ _ 
Occupation _____ ______________ Employer ______________ _ 

Parent/Guardian #2 
First Last Ms. Mrs. Mr. Other 

---------------- ----------- ----

Street 
Address 

---------------------------------- - - - - --

Town/City ______ State_ Zip code ___ _ Home Phone ___ Daytime phone ______ _ 
Cell phone FAX E-mail ___________ _ 
Occupation ______________ __ Employer _________________ _ 
Child lives with: 

Person responsible for payment 

Emergency Contact Information - Alternate Pickup/Release 
Emergency Contact #1 

First Name Last Name Home Phone Work Phone 
------- ------ ------- -----

Cell Phone Email Relation to child 
--------- ----------- -----------

Emergency Contact #2 

First Name Last Name Home Phone Work 
--------- --------- -------

Phone Cell Phone Email Relation to 
child 

- - - - - --

--------- --------------

Please list those people including in addition to parents/guardians who are permitted to pick up your child: 
1: ____________ 2: __________ 3: ---------

Medical Release Infonnation 

Physician ______________________________________ _ 

Address 
-----------------------------------------

Phone __________________ Hospital Preference _____________ _
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