Orlando School of Rock 11’
 Summer Camp
3301 Gardenia Avenue ~ Orlando, FL 32805 ~ 407-423-9500

Child’s Information

Child’s Full Name: ______________________________ Birth Date: ____/___/______

Address: ____________________________________________________

City: ____________________________ State: ________   Zip Code: _______________

Home Phone: _______________________ Cell Phone: __________________________

Nickname: ____________________________ Male/Female: ______________________

Grade Level 2009-2010: ______________  

Session Attending:  

Full time:  10-4 pm                Part time:   10-1pm    OR     1-4pm
Parent/Guardian Information

Parent/Guardian Full Name: ________________________________________________

Home Phone: ____________________  Email: _________________________________

Address: ________________________________________________________________

City: _________________________ State: __________  Zip Code: _________________

Occupation: _________________________  Work Phone: ________________________

Name of Employer: _________________________ Cell Phone: ____________________

Business Address: ________________________________________________________

Other Parent/Guardian Full Name: ___________________________________________

Home Phone: ____________________________________________________________

Address: ________________________________________________________________

City: _________________________ State: ________ Zip Code: ___________________

Occupation: ___________________________ Work Phone: _______________________

Name of Employer: ________________________  Cell Phone: ____________________

Business Address: ________________________________________________________

Which is the Child’s Primary Residence? ______________________________________

Which Parent/Guardian is allowed to pick up the child? ___________________________

Child Pick-Up Information

* Please list below the people who have permission to pick up your child.

*Anyone picking up your child must show picture I.D.    

Name: _______________________ Phone: _____________ Relationship: ___________

Name: _______________________ Phone: _____________ Relationship: ___________

Name: _______________________ Phone: _____________ Relationship: ___________

Emergency Contacts

Primary Emergency Contact (other than parents or guardian)

Name: ______________________________  Relationship to Child: _________________

Home Phone: _________________________  Work Phone: _______________________

Address: ________________________________________________________________

Any special instructions on how to reach the Emergency Contact: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Orlando School of Rock

Emergency Treatment Consent Form

Child’s Name: ___________________________ Birth Date: ______________________

Address: ________________________________________________________________

I, the undersigned, being the parent or legal guardian of the above-named child, know that I may not be available to authorize medical, dental, surgical care and/or hospitalization for my child while he/she is attending Orlando School of Rock, and I wish to appoint someone to act in my absence and to give such authorization.  This authorization is intended to give Orlando School of Rock. staff the right to give consent for emergency diagnostic medical, dental, surgical procedures and hospitalization, and which the physician, dentist, or hospital personnel in said persons’ judgment may deem advisable.

(ONLY IF PARENTS ARE UNABLE TO BE REACHED AND IT IS DEEMED AN EMERGENCY BY DOCTORS OPINION)
I have put the important medical facts pertaining to my child, if any, on this document.  These medical facts are intended to assist medical personnel in deciding what treatment is to be given.  It is in no way intended to restrict the giving of authorization or consent by the person(s) name herein.

Name, address and phone numbers of those persons I am so authorizing:

1) Orlando School of Rock Personnel.(ONLY IF PARENTS ARE UNABLE TO BE REACHED AND IT IS DEEMED AN EMERGENCY BY DOCTORS OPINION)
Optional:

2) __________________________   _______________  ___________________

   

Name




Phone #

Relationship to Child

This Authorization takes effect beginning 12 midnight on:  June 2, 2011
It is intended that this document be presented to the physician, dentist, or appropriate hospital personnel at such time that the medical, dental, surgical care or hospitalization shall be authorized.

It is unintended that this authorization relieve the physician, dentist, or person rendering care, or the hospital or institution in which care is given from any liability resulting in failure or me, the parent or guardian of the above-named child, from signing a consent or authorization to render such care.

It is the intent that the person(s) appointed herein shall be able to act in my place in making decisions.

Signed:

________________________________    ______________________________


Parent or Guardian



Parent or Guardian

Special Medical Information

Allergies





Medications

______________________________
____________________________________

______________________________
____________________________________

______________________________
____________________________________

My child has received all immunizations for his/her age, in accordance with the American Academy of Pediatrics guidelines.

Yes _______
No _______  If no, please explain: _______________________________

Surgeries, Medical History or Other Pertinent Facts that should be known:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

My child’s doctor(s) and dentist(s) are listed below so they may be consulted if it’s necessary.

_______________________________________
___________________________________________

Doctor





Phone Number

_______________________________________
___________________________________________

Dentist





Phone Number

Discount Music Center

PHOTO/VIDEO RELEASE FORM
I,________________________________ hereby grant Discount Music Center the 

right to use my child’s picture, video, photograph, and/or voice recording in any and all forms of media and in all manners including, but not limited to , composite or edited forms, for DMC’s use. I understand that these images may be used by DMC for marketing purposes without my express written permission. I waive the right to inspect or approve the finished version(s) of such images including written copy that may be created in connection therewith.

__________________________________________

Signature

________________________

Date

