Shimek BASP Child Registration

Child’s First Name Last Name Date of Birth Sex
Address City, State, Zip
Parent/Guardian Home Phone Cell Phone
C ) C )
Workplace Work Phone Cell Phone Provider
C )
Address, City, State, Zip (if different from child) Email
Cell provider allows us to send text alerts in the event of an emergency.
Parent/Guardian Home Phone Cell Phone
C ) C )
Workplace Work Phone Cell Phone Provider
C )
Address, City, State, Zip if different from child) Email
Physician Address, City State, Zip Phone
C )
Dentist Address, City State, Zip Phone
(G
Hospital Address, City State, Zip Phone
C )

Unless indicated above E.A.S.Y will use the following providers: The College of Dentistry, 801 Newton Rd, Iowa City, IA 52242, (319) 335-7499 Iowa City,

1A 52245

The University of Iowa 200 Hawkins Dr, Iowa City, IA 52242, (319) 356-2233

Pediatric Associates of Iowa City 1360 N Dodge St #1500, Iowa City, IA 52245, (319) 351-1448

Name of Insurance

Subscriber’s Name

Plan ID #

Special Conditions, Disabilities, Allergies, or Medical Information for Emergency Situations

Name any concern that might require special care. Expect and give permission for the center to post the name, photo, and type of health
concern the child has that might require an emergency response, eg, food allergy, severe reaction to insect stings, asthma, blood sugar

condition, medication problem.

I give consent for my child to participate on group walks. Fieldtrips in a car, van, or public transportation will

require a separate permission statement.

Parent/Guardian

Date

Usual Schedule Tues
Mon

Wed Thur

Fri



https://www.google.com/search?q=the+college+of+dentistry&rlz=1C1CHBF_enUS990US990&oq=the+college+of+dent&aqs=chrome.0.0i512j46i175i199i512j69i57j46i175i199i512l2j0i512l3j46i175i199i512j0i22i30.3719j0j15&sourceid=chrome&ie=UTF-8
https://www.google.com/search?q=university+of+iowa+hospital+emergency+room&rlz=1C1CHBF_enUS990US990&sxsrf=ALiCzsZU6tNGeH5ACFfJxSVBuxT1yPvjjA%3A1659560282651&ei=WuHqYt2zJ5uHptQP6bO-4Ao&gs_ssp=eJwFwUsOQDAQANDYikPMxsZGVVGO4BampjTBNK3v7b2XZuVSVt7Le4vNLJIhF6_uSKmqF6pVhCjtIF6y2GDdys6g7M2sx-I63E0huvMDtuD4mWDl6N05bUA7hYUO80Fg3n-ozh_8&oq=university+of+iowa+hospital+emer&gs_lcp=Cgdnd3Mtd2l6EAEYADILCC4QgAQQxwEQrwEyBQgAEIAEMgYIABAeEBYyAggmMgUIABCGAzoECCMQJzoHCC4Q1AIQQzoECC4QQzoFCAAQkQI6BQguEJECOgoILhDHARDRAxBDOgQIABBDOggILhCABBDUAjoICAAQgAQQyQM6BwgjELACECc6BwgAEMkDEA06BAgAEA1KBAhBGABKBAhGGABQAFj7VWDSZmgLcAF4AoABpgiIAYc2kgEQMy4yMi4xLjEuMC4xLjIuMZgBAKABAcABAQ&sclient=gws-wiz
https://www.google.com/search?q=pediatric+associates+iowa+city&rlz=1C1CHBF_enUS990US990&sxsrf=ALiCzsZC1f5ZAqGcZtfyU5z0FMNHTGILVg%3A1659560357610&ei=peHqYs7vJNaIptQPnOO04Ag&gs_ssp=eJzj4tZP1zcsSc_JS4svNGC0UjWosDBPNTExTEsyMTBJNEhNSrMyqEg2SEwxtUxJTjOxMDRNMrfwkitITclMLCnKTFZILC7OTwayU4sVMvPLExWSM0sqAUOyG0c&oq=pediatri&gs_lcp=Cgdnd3Mtd2l6EAEYADIKCC4QxwEQrwEQQzIFCAAQkQIyBwgAELEDEEMyBQgAEJECMgcIABCxAxBDMgsIABCABBCxAxDJAzIFCAAQkgMyBAgAEEMyBAgAEEMyBAgAEEM6BAgjECc6CwguEMcBEK8BEJECOgUIABCABDoLCC4QgAQQxwEQ0QM6BwguENQCEEM6DgguEIAEELEDEMcBENEDOgQILhBDOgcIABDJAxBDOggIABCABBCxAzoKCAAQsQMQyQMQQ0oECEEYAEoECEYYAFAAWJ8RYK0gaABwAXgAgAGrAYgBzgeSAQMwLjiYAQCgAQHAAQE&sclient=gws-wiz

Emergency Contacts (a minimum of 2 required)

(Individuals to whom a child may be released if parent/legal guardian is unavailable or who may be contacted in an emergency)

Emergency Contact 1 Home Phone Cell Phone
Workplace g/Vork)Phone g(elatgonship to child
Emergency Contact 2 (Homg Phone Cell Phone
Workplace %Vork)Phone %(elatgonship to child
Emergency Contact 3 (Home): Phone Cell Phone
Workplace %Vork)Phone g{elatgonship to child
Emergency Contact 4 (Home)a Phone Cell Phone
Workplace E/Vorijhone g(elatgonship to child

Parent/Legal Guardian Consent

As parent/legal guardian, I give consent for my child to receive first aid from facility staff and, if necessary, to
be transported to receive medical/surgical/dental care in an emergency. I understand that I will be responsible
for all charges not covered by insurance. The information on this form may be shared with staff members who
are responsible for supervision of my child. I understand that I will be asked to sign separate consent forms for
medication administration, release of confidential information, field trips, and special program activities.

For child pickup and emergencies: If I am unavailable for a routine or emergency pickup of a child, I give
consent for the emergency contact person listed previously to act on my behalf until I am available. I
understand that a photo ID will be requested by staff members to be sure that the person picking up my child is
a person who is listed on this form as a person who is authorized to do so. I agree to review and update this
information whenever a change occurs and at least annually.

Parent/Guardian Date

Photography Release

E.A.S.Y may take photographs/video tapings of our child for use in classroom projects, portfolios, and displays
within the center.

Parent/Guardian Date

I/We do donot (circle) give consent that E.A.S.Y/Shimek BASP may take photographs/video tapings of
our child and I/We consent that the program may use the photographs/video tapes of our child in promoting
the purpose of the Center. We recognize E.A.S.Y/Shimek BASP will not identify our child by name in the
photographs used. We understand that no financial benefits from the use of the photographs/video tapes are
obligated to be paid by us.

Parent/Guardian Date







