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A Pennsylvania 21st Century Community Learning Center   Regional Talent Centers
        Participant Registration Form                            Imagine 2014                             
PLEASE PRINT
STUDENT’S INFORMATION
       Program Site:  ML King     Audenried (circle one)
First Name __________________________   Last Name ______________________   Middle Initial _________
Address ____________________________________________________________________________________
City _____________________   State _________    Zip Code __________     Date of Birth ________________

Home Telephone Number __________________________
Cell Phone Number _______________________            
Gender:   ____ Male     ____Female                   School’s Name _______________________________________   
 Room/Section Number _________________     Grade _______   Student/Pupil ID#   _____________________     
Teacher’s Name _________________________________     
Program Area of Interest:  CHOOSE & CIRCLE ONLY ONE MAJOR

MUSIC (Vocal/Instrumental)         ART             THEATRE          DANCE 
Instrument? ________________           Circle one:  Beginner      Intermediate         Advaced
PARENT/LEGAL GUARDIAN INFORMATION
First Name ___________________________  Last Name _______________________  Middle Initial  ________
Address ___________________________________________________________________________________
City ___________________   State ___________    Zip Code _________     Relationship ________________    
Home Number __________________   Cell Number __________________
Work Number __________________________   Email Address ______________________________________

EMERGENCY CONTACTS  **The people listed below should be responsible individuals who can: 1) give permission to administer health care; 2) pick up your child illness or early dismissal and 3)  have the authority to speak on behalf of the parent or legal guardian**
____________________________
     _________________           ___________________    __________________

                  NAME


         RELATIONSHIP
            HOME NUMBER                   CELL/WORK NUMBER

____________________________
     _________________           ___________________    __________________

                  NAME


         RELATIONSHIP
            HOME NUMBER                   CELL/WORK NUMBER

____________________________
     _________________           ___________________    __________________

                  NAME


         RELATIONSHIP
            HOME NUMBER                   CELL/WORK NUMBER

HEALTH INFORMATION
Any Special Needs or medical condition (learning or mental disabilities, autism, ADHD, ADD, Bipoloar etc,) 
            (   NO    (  YES
  
If YES, please list:
__________________________________________________________________________________________
Any Allergies to food, insect bites, medications, drinks, etc?              (   NO    (  YES
If YES, please list:
__________________________________________________________________________________________
Any medication(s) being taken by student? 

              (   NO    (  YES
If YES, please list:
__________________________________________________________________________________________
Doctor’s Name ____________________________ Address ______________________   Phone ______________

Medical/Health Insurance Name ________________________     ID # ___________________________

I understand that in case of any emergency requiring medical treatment, every effort will be made to reach one of the people listed. If none of these people can be contacted, I authorize the school to give consent to treatment as deemed necessary by emergency responders.
Print Parent/GuardianSignature:___________________________  Date:  ____________
Signature Parent/GuardianSignature:________________________  Date:  ___________
PLEASE NOTE: All information on this form is needed to secure funding for this program. 


Information is kept confidential will NOT be used for ANY other purpose.
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THE SCHOOL DISTRICT OF PHILADELPHIA

440 North Broad Street Philadelphia, PA 19103

Waiver and Release
  
           I am the parent/guardian of__________________________________________, a student at 
                                                                                         Print Child’s Name

 _____________________________________________ School of the Philadelphia School District or

                    Print Name of Child’s School

Charter Schools or private/parochial schools.  I hereby give permission for my child to be filmed, photographed and/or videotaped for the School District of Philadelphia in conjunction with the Pennsylvania 21st Century Regional Talent Centers located at Martin Luther King (6100 Stenton Avenue, Philadelphia PA 19138) or Charles Y. Audenried High School (3301 Tasker Avenue, Philadelphia, PA 19145)
             In signing this form, I hereby release any and all actions and claims which I, my child, my family members, our heirs, executors or administrators may have against the School Reform Commission and any and each of its members, and/or The School District of Philadelphia and its employees, representatives, agents, successors and assigns, arising for any reason whatsoever from the use, publication, distribution, or republication of the images and/or words gathered during this event/activity.

 

 

___________________________                          ___________________________
Print Parent/Guardian Name                                 Parent/Guardian Signature
 

 

Home Address
 

__________________________________________

__________________________________________

Philadelphia, PA 191____

 

 
 _____________________
              Date

