
Washington Elementary School 
Creativity, Academics, Teamwork, for Success (C.A.T.S.) 

Registration Form/Consent to Participate in C.A.T.S. Before & After School Program 
 

For the 2023-24 after school program, students enrolling in the program need to commit to regular participation 
according to the school delivery plan in place (in-person or remote). More details are included in the Parent 
Handbook.  Please complete the form below and return it to your son/daughter’s classroom teacher. All 
students must return a completed consent form before participating in the C.A.T.S. program. 
 
Student’s Name: _________________________ Age_______/Birth Date______________/ Grade_____ 
Homeroom Teacher: __________________________________ 
Home Address: __________________________________________________________________________ 

        (Please exact street address for busing purposes)                         (Town/State/Zip Code) 

Parent Name:_________________________Parent Address: (if different from the student)________________ 
Home Phone #: _____________Parent Cell Phone #:_____________ Work Phone #:______________ 
E-mail Address: __________________________ 
Check one or both program(s) that your child will be attending:          morning Program         evening program   

Transportation Information/Early Dismissal Consent 
 

Please check if your son/daughter will be riding a bus home from C.A.T.S. 
Please check if your son/daughter will NOT be riding a bus home from C.A.T.S. because they live within 
a one mile walking distance of the school.   
Please check if your son/daughter will NOT be riding a bus home from C.A.T.S. because they will be 
picked up by: parent, guardian, or other designated person(s) listed on this form. 
 

If you are picking up your son/daughter early from C.A.T.S., you (parent, guardian, or other designated person) 
must come in and sign him/her out. 
Please list anyone who is allowed to pick up this student other than the parent or guardian.  Include the names 
and phone numbers of people you trust to be responsible for your son/daughter after school in the event that 
C.A.T.S. is cancelled and you cannot be reached by phone. 

 
Name: __________________________ Relationship: __________ Home Phone ________________Cell Phone__________ 
  
Name: __________________________ Relationship: __________ Home Phone  ________________Cell Phone__________  
 
Name: __________________________ Relationship: __________ Home Phone  ________________Cell Phone__________  

 
Please list the student’s current evening bus driver’s name_____________________ and bus number______ 

 

Field Trip Consent/Press Release Consent  
Field trips are part of the before/after school educational program and part of the C.A.T.S. grant criteria.   
Adequate notice of field trips including destination, departure and return times will be provided for parents.   
 
Photographs/video tapes of students participating in the C.A.T.S. program are used to promote the program 
through displays, press releases, newspaper articles, or television. 
 
Please indicate if you give permission for your son/daughter to participate in these activities: 
______Can  ______Cannot            participate in field trips 
 
______Can  ______Cannot            be photographed for program promotion 

Grant Assurances 
The C.A.T.S. afterschool program is funded by a 21st Century Community Learning Center Grant. Whether in-
person or remote programming is delivered, the grant guidelines require students to attend the program 
regularly (2-4 days per week) and parents are required to participate in 3 C.A.T.S. sponsored family events 
throughout the year. Please sign below to agree to these requirements and to verify the information provided 
on this form. 
 
Parent/Guardian Signature ___________________________________Date  __________ 

(Complete other side) 
 

  



Emergency Medical Authorization 
 

The purpose of this form is to enable parents to authorize emergency treatment for their son/daughter in the event he/she 
is ill or injured while under school authority, when parents cannot be reached.  (For afterschool licensing purposes, 3 
contacts are required) 
 

People to be contacted in the event of an emergency if parent cannot be contacted: 
1.  Name: ___________________________Address: __________________________________________ 
Relationship_________________________  Phone:___________________Cell Phone:________________ 
2. Name: ___________________________Address: __________________________________________ 
Relationship_________________________ Phone:___________________Cell Phone:________________  
3. Name: ___________________________Address: __________________________________________ 
Relationship_________________________ Phone:___________________Cell Phone:________________  

 
Physician/Clinic_______________________Address: ___________________________________________ 
City, State__________________________    Phone:  ______________________________________________ 
 

Dentist/Clinic_______________________    Address: ____________________________________________ 
City, State_________________________      Phone:  _______________________________________________ 
 

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

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or 
dentists, concurring in the necessity for such surgery, are obtained before surgery is performed. 
 

I understand medical information may be shared with appropriate school personnel as deemed necessary by the 
school administration. 

 

List all allergies (medicines, food, etc): _____________________________________________________ 
 
List medicines and who is to give the medicine: ______________________________________________ 
 

List any additional facts concerning the student’s medical history, and any physical impairment to which a 
physician should be alerted:  
 ___________________________________________________________________________________ 
 ___________________________________________________________________________________ 
Refusal to Consent 
 

I do NOT give my consent for emergency medical treatment of my child.  In the event of an illness or 
requiring emergency treatment, I wish the school authorities to take the following action: 
___________________________________________________________________________________ 

 

___________________________________________________________________________________ 
  
 Parent/Guardian signature ______________________________________Date___________________ 

 
Additional Information 

 

Please list any additional information the after-school personnel may need to know concerning this student’s 
health, safety, or general well-being. 
 

 ____________________________________________________________________________________ 
 ____________________________________________________________________________________ 

 

The C.A.T.S. program is provided in partnership with the Gallipolis City School District, the Gallia-Vinton 
Educational Service Center, and the 21st Century Community Learning Center Grant. 
 
In order to keep the After School Program safe and effective, class sizes will be limited. 

 



    
 
 
Please keep this Reference Guide for your records at home. 
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