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ArtBurst Aftercare Application 2020

* *All registrations are received and reviewed on a first come, first served basis/ Upon filling all spots, additional submissions will be added to our waiting list.**

Expected start date: ___/_____/____
Current School: _______________________________________________________________
Current Grade level: _______________
How many days a week? ______________
Student Information:
First Name: _______________________________
Last Name: _______________________________
Gender:  M   F
Birthday: _____/_____/_____
Phone: ______-___________-_______________
Address: ____________________________________________________________________
                 ____________________________________________________________________
City: _____________________________________________ Zip:________________________

Parent Information: (Only 1 Required)
Full Name: __________________________________________________________________
Home Phone: ______-________________-_______________
Cell Phone: ______-______________-_______________
Work Phone: ______-______________-___________________
Email: ________________________________________________________________
Address: Same As Child ___________ (Check if same as child)
______________________________________________________________________________
City: _________________________________________       Zip: __________________
Parent Information: (Only 1 Required)
Full Name: __________________________________________________________________
Home Phone: ______-________________-_______________
Cell Phone: ______-______________-_______________
Work Phone: ______-______________-___________________
Email: ________________________________________________________________
Address: Same As Child ___________ (Check if same as child)
______________________________________________________________________________
City: _________________________________________       Zip: __________________

Emergency Contact:
Full Name: ___________________________________________________________________
Primary Phone: ______-_____________-_____________
Secondary Phone: _______-________________-_______________
Address: ______________________________________________________________________
                ______________________________________________________________________
City: _________________________________________  Zip : ___________________
Preferred Physician: _____________________________________________________________
Preferred Hospital: ______________________________________________________________
Address: ______________________________________________________________________
City: _____________________________________________   Zip: ________________________

Authorization for Medical Assistance
“If my child, _______________________________________________________, should become ill or injured at ArtBurst Aftercare at Early Scholars Learning Academy, I understand that the childcare provider will: (1) Contact me immediately, and (2) Contact the person(s) I have designated if I cannot be reached. 


Other Important Information: 
Is your child immunized?   Y    N

Does the child have any allergies?    N      Y    If so, please explain below.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the child have any medical conditions?    N       Y    If so, please explain below.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I, ___________________________________________________ authorize Early Scholars Learning Academy, to administer any necessary medication to my child if need be. 

How many Siblings does the child have?  Please list Age and Names
______ yrs.               ________________________________________________
______ yrs.               ________________________________________________
______ yrs.               _________________________________________________
______ yrs.               __________________________________________________
______ yrs.               _________________________________________________

Please List who is authorized to pickup child below (A copy of their license will be required)
Name: _______________________________________________________________
Name: _______________________________________________________________
Name: _______________________________________________________________

Sign: _________________________________                 Date: ______/__________/________
Print Name: ________________________________________
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