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Registration, Medical Information and Release Form
NAME OF STUDENT: 
First                                      . Last                                             .

DATE OF BIRTH: 
Day              . Month                            . Year                         .

ADDRESS: 

Street                                                                                                               .

                     

City                                                 . Postal Code                                        .

HOME TELEPHONE 
(         )                                 .

PARENT/GUARDIAN #1:     
First                                  . Last                                           .

                                               
Relationship to student                                                         .

                                               
Work Phone (      )                           .
                                               
Cell Phone   (      )                           .
                                               
Email address                                            .

PARENT/GUARDIAN #2: 
First                                  . Last                                           .

                                               
Relationship to student                                                         .

                                               
Work Phone (      )                           .
                                               
Cell Phone   (      )                           .
                                               
Email address                                            .

EMERGENCY CONTACT: 
First                                  . Last                                       .

                                                
Relationship to student                                                    .

                                                
Work Phone (      )                           .
                                                
Cell Phone   (      )                           .

FAMILY PHYSICIAN:   

Name                                  .Telephone (      )                        .

                                          
Address                                                                                  .                                        

HEALTH CARD NUMBER                                                                               .
DOES YOUR CHILD HAVE ANY MEDICAL CONDITIONS, ALLERGIES OR OTHER SPECIAL NEEDS THAT VISION DANCE ACADEMY SHOULD KNOW ABOUT?

                                                                                                                            .

RELEASE

I hereby release Vision Dance Academy , all program staff and/or any other persons involved with the direction and organization of Vision Dance Academy class, from all claims for damages arising from accidents or injuries which are caused by or arise from participation of my child, names on this form, in any facility or at any facility where Vision Dance Academy is being held.  In the event of accident or illness involving my child while attending Vision Dance Academy, I hereby authorize, if I am not immediately available, the administration of any medical procedures deemed necessary by the child’s physician, selected by the program staff. I also give permission for my child to be transported to the physicians office or the hospital, with no liability on the driver’s part.  An ambulance may be called to transport my child to the hospital if required. I also give permission for my child’s photograph to be used for Vision Dance Academy’s advertising purposes.

PARENT/GUARDIAN SIGNATURE                                                            DATE                                    .

How did you hear about Vision Dance Academy?

Returning Student h   Website h  Newspaper h Yellow Pages h
Referral (if so please list name)                ___      _______  ___  Other             _  ______              .

Class                                                                                    Day                          Time_____________                             

Class                                                                                    Day                          Time_____________                                 

Class                                                                                    Day                          Time_____________       

Class                                                                                    Day                          Time_____________       

Class                                                                                    Day                          Time_____________       

Class                                                                                    Day                          Time_____________       
Class                                                                                    Day                          Time_____________       
Office Use Only                                                                               .

Term 1                      .  Paid(Initial)           .  Cheque #                 . Sept 1/10 

Cost Dep                  .  Paid (Initial)          .  Cheque #                 . Nov 1/10

Term 2                      .  Paid(Initial)           .  Cheque #                 . Jan 1/11 

Term 3                      .  Paid(Initial)           .  Cheque #                 . Mar 1/11 

