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PCMS After School Program Registration

Student’s Name:___________________________________Grade:_______________________

Parent’s Name:____________________________________Cell #:_______________________

Work #:______________________________________               Work Hours:________________

Emergency Contact Person:______________________________Cell #:____________________

Emergency Contact Person:______________________________Cell #:____________________

Any known allergies:_____________________________________________________________

Health related information you want us to know:________________________________________

______________________________________________________________________________

Medical Insurance Carrier:____________________________Policy #:______________________

In the event of an emergency, if you cannot be reached, do you give permission for us to contact 911?

_________yes _______no

Beverly Landers, Executive Director
6473 Clark Road      •     Paradise     •     CA     •     95969

(530) 872-7277     • www.pcmsbulldogs.org

http://www.pcmsbulldogs.org

