CASTRO VALLEY ADULT AND CAREER EDUCATION
2010 Summer K-5 Enrichment Program

ENROLLMENT FORM

Please fill out one Enrollment Form for each child:

Student’s Name: OM OF Grade Just Completed:
Home Address:
i Street . City Zip Code
Telephone Number: Daytime - Evening -
Elementary School Attending:
CLASS # CLASS TITLE PERIOD / TIME FEE

Parents or legal guardians of registered students participating in Castro Valley Adult and
Career Education K-5 Summer Enrichment Program agree to hold the Castro Valley Unified
School District free and harmless of any claim or expense that may arise because of
participating in the class(es). Castro Valley Unified School District does NOT carry medical
insurance for its’ students.

Parent or legal guardian signature:

Parent or legal guardian printed name:
Date:

3/10



CASTRO VALLEY ADULT AND CAREER EDUCATION
2010 Summer K-5 Enrichment Program

EMERGENCY CARD

Please fill out the requested information completely:

The completed Emergency Card MUST BE returned to the summer school site to ensure the safety of
your child in case of serious accident or illness. It is vitally important that all information is accurate and
up-to-date. If one of the adults listed below cannot be reached in the event of an emergency, the school
will call the Sheriff's Department for necessary arrangements.

Student’s Name:

Last name First name Middle Initial
Date of Birth: Language your child speaks at home:
Home Address:

Street City Zip Code
Child resides with: Parent / Guardian:
Home Phone: _( ) Cell Phone: _( ) Work Phone: _( )
Parent / Guardian:
Home Phone: _( ) Cell Phone: _( ) Work Phone: _( )

Has your child been diagnosed as having special needs? [ Yes ([ No

Has your child been diagnosed as having special needs? [ Yes (O No
EEE I EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEENI

In Case of an Emergency, please list alternate authorized people and contact phone numbers in the
event a parent listed above cannot be reached:

Name: Relationship: Phone:( )
Name: Relationship: Phone:( )
Name: Relationship: Phone:( )
Doctor/Practitioner Name: Phone:( )
Address:

Medical Plan: ID#:

Medical history / medications / allergies or other emergency information important to know about
your child:

Signed: Date:




