
Enrollment/Emergency/Trip Notification Form
McGuffey Foundation School

(Please fill out both pages and return on the first day of school.)

Student Name: __________________________________________   Age: _____   Date of Birth: _____/_____/_____

Entry date this year:_______________    Grade______ Religious Preference (optional): ________________________

U.S. Citizen?  Yes ___  No  ___     If  NO, county of citizenship  __________________________________________

Ethnic Origin (please circle):   Asian    Black    Hispanic    Multiracial    Native American Indian     White    Other

Student’s Place of Birth: ________________________ Mother’s Maiden Name: ______________________________

Name/address of last school attended: ________________________________________________________________

Grades:  ____ through ____ Date:  ______ to______  Did your child receive special services?   Yes _____  No _____

If yes, what services were received?  ___Speech  ___LD  ___CD  ___MH  ___ SED ___Gifted  ___Title  ___ESL

Other program? If so, please specify__________________________________________________________________

Has your child attended (check those that apply); ___ preschool  ___ half-day kindergarten  ___f ull-day kindergarten

School District in which you reside ______________ To which public school would your child go? _______________

Parent1 Name: _______________________________________________ Home Phone: ______________________

Address: ______________________________________________________ Cell Phone: _____________________
   (street) (city) (state) (zip)

Name of employer: ____________________________________________ Work Phone: _____________________

Address of Workplace: _______________________________  Occupation: _________________________________

Does child live with?   ____ Yes ____ No  Email Address: _____________________________

Parent2 Name: _______________________________________________ Home Phone: ______________________

Address: ______________________________________________________ Cell Phone: ______________________
   (street) (city)  (state) (zip)

Name of employer: ___________________________________________ Work Phone: ________________________

Address of Workplace: _______________________________  Occupation: _________________________________

Does child live with?   ____ Yes ____ No  Email Address: _____________________________

CUSTODY; If parents are divorced, or separated, who is the residential parent? ______________________________

We are required to have custody papers from the court on file.  Are these on file?   _____ Yes  _____ No

If there is a schedule for shared custody, please detail it here to alleviate confusion in illness and for transportation:

______________________________________________________________________________________________



Student name: ___________________________________________________________   PART I OR PART II MUST BE COMPLETED
Part I – To Grant Consent
Purpose - To enable parents and guardians to authorize the provision of emergency treatment for children who become ill or injured while under
school authority, when parents or guardians cannot be reached.
I hereby give consent for the following medical providers and local hospital to be called:

Doctor: __________________________________________ Phone: _______________________
Dentist: __________________________________________ Phone: _______________________
Medical specialist: _________________________________ Phone: _______________________
Local Hospital: ____________________________________ Phone: _______________________

In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for (1) the administration of any treatment deemed
necessary by the above-named doctor, or, in the event the designated preferred practitioner is not available, by another licensed physician or dentist;
and (2) the transfer of the child to any hospital reasonably accessible.

This authorization does not cover any major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the
necessity for such surgery, are obtained prior to the performance of such surgery.

Facts concerning the child’s medical history including allergies (drugs, bee stings, foods, etc.), medications being taken, and any other physical
impairments to which a physician should be alerted are as listed:
__________________________________________________________________________________________________________________

Date: ____/____/_____Signature of Parent/Guardian X_______________________________

Part II – Refusal of Parent Consent
I do NOT give consent for any emergency medical treatment of my child. In the event of illness or injury requiring treatment, I wish the school
authorities to take the following action:
____________________________________________________________________ ______________________________________________

Date: ____/____/_____Signature of Parent/Guardian  X______________________________

TRIP PERMISSION FORM
McGUFFEY FOUNDATION SCHOOL has my permission to take my child _________________________________ on field trips as
a part of the ongoing curriculum of McGUFFEY FOUNDATION SCHOOL.  I give my permission for my child to ride in a vehicle
driven by a parent or other authorized person or a bus provided by the school or the Talawanda School District.  I understand that all
reasonable health and safety precautions will be taken.  I hereby release McGUFFEY FOUNDATION SCHOOL from any and all
liability for injury or illness resulting from any cause whatever while said child is away from the school.

X_________________________ __________________________ ___________________________
Signature of Parent / Guardian Subscriber's Social Security No. Name of Employer
________________________ ___________________________ ___________________________
Name of Medical Insurance Co. Subscriber's Name Work Phone No.
__________________________ ___________________________   __________________________
Subscriber's ID Number Relationship to Student Home Phone No.

Sibling name Age Grade School Sibling name Age Grade School
1. 3.
2. 4.

Please list the names, addresses, and phone numbers for relatives, friends, or neighbors who may be notified in case of emergency when parents
cannot be reached.

Name Address Relationship Phone Cell Phone

The following people may NOT be allowed to pick up my child:
Name Relationship Name Relationship

After school arrangements:
Carpool to our home, usually with ___________________ home phone_____________________ cell ________________________
After school caregiver _____________________________home phone_____________________ cell _________________________
Bus from neighborhood to school: #_____ Bus number going home: _____ Destination? __________________________________


