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Luke County 

Freshman Academy-Basic Skills
Please completelv fill out this registration form for your child to join Communities in Schools of East Chicago/Lake County's program. 

High School credit will not be given, unless your child attends ALL sessions regularly. 

Srudcnt Info rmation: 

Srudent School ID#: ____ __ _ 

Student: ____________________ Gender: ___ Race: ___ Birthday: ___ _ 

Address: ______________________ _ Grade: 9th Cumulative GP A: __ _ 

Pa rent Contact Information: 

Primary Contact: (Please indicate: OMom ODad Domer ________ � 

Mother/Guardian Name: _________ ______________ _ 

Address: ________________ Zip: ___ (Same as child: 

Home Phone: Work Phone: ________ _ 

Email: _________________ _ 

) □ Yes □No 
Cell Phone: _______ _ 

Father/Guardian Name: _______________________ _ 

Address: ________________ Zip: ___ (Same as child: 

Home Phone: _____ _ Work Phone: _____ _ 

Email: _________________ _ 

Emergencv Contacts: 

#1 Name: ______________ _ Phone: _______ _ 

(Relationship to St11de11t: _________ _ 

#2 Name: ______________ _ Phone: _______ _ 

(Re/atio11ship to St11de11t: _________ ___, 

P ick-Up Policv: 

D My child has been instructed to walk home after the Program. 

) 0Yes0No 

Cell Phone: _ _ ___ _ 

( □Home D Cell)

( □Home O Cell )

D I will take responsibility to have my child picked up promptly after the p rogram. 
D My child does have pennission to ride the School City of East Chicago bus home. 

Permission for Progr am Participation: 

I give permission for my child,---------------� to participate in the Communities in Schools of East Chicago/Lake County 

___ rogram. 

Parent/Guardian Signature: __________________ Date: _____ _ 

Media Release: 

During the course oftbe program students may be photographed to promote and publ icize the program. 

Please indicate you give permission for your child to be photographed to promote and publicize the program by signing here: 
� Parent/Guardian Signature: _________________ Date: _____ _

Please note do not sign ifyou prefer your child not to be photographed. 
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Authorization to Treat a Minor/ Release/ HeaJth Information 

Minor's Name: _______________ Date of Birth _____ Height ___ Weight __ _ 

Address ____________ City ____ State __ Zip School: ______ _ 

I/we, the parent(s) or legal guardian(s) of the above named minor, hereby give my/our pemussion for my/our child to participate in the CISEC-LC 
program and activities, including transportation involved for his/her participation in off-campus activities, and absolve CISEC-LC from liability to me/us 
and my/our children because of illness or injury to my/our child or loss of his/her property resulting from such participation. Further, I/we hereby assume 
all risk associated with my/our child's participation the CISEC-LC program and activities, and agree to hold hannless CISEC-LC, its employees, agents, 
representatives, and volunteers from any and all liability, actions, course of actions, debts, claims or demands of any kind and nature whatsoever which 
may arise by or in connection my/our child's participation in any activity related to CISEC-LC program. 

In event of medical emergency, I/we hereby authorize CISEC-LC leadership to exercise its discretion in obtaining and/or providing medical attention for 
my/our child. I/we hereby assume full responsibility for all financial obligations arising from transporting my/our child to a medical facility, and for aJl 
other expenses related to obtaining and/or providing medical attention for my/our child. It is understood that this authorization is given in advance of any 
specific diagnosis, treatment or hospital care being required, but is give to provide authority and release to obtain or render care which CISEC-LC 
leadership, in the exercise of its best judgment, may deem advisable. It is understood that effot1 will be made to contact the undersigned prior to rendering 
treatment to the patient, but that treatment ,vill not be ,vithheld if the undersigned cannot be reached. 

Name of Health Insurance Co. __________________ Policy# ________ _ 

Name of Physician ____________________ Phone ____________ _ 

Do you have any of the following? If yes, please explain type and severity: 

Medication Allergies NO YES __________ _ 

Food Allergies 

Other Allergies 

NO YES _________ _ 

NO YES _________ _ 

Asthma NO YES ________ _ 

Diabetes NO YES __________ _ 

Epilepsy NO YES _________ _ 

Do you take any medication(s) on a regular, on-going basis? If yes, please list: 

Please list any other health condition or medical information that may need to be disclosed to medical professionals 

before treatment ___________________________________ _ 

I hereby certify that the forgoing is true & correct, and that I understand and agree to all provisions described herein. 

P,,:nted Name of Mother/Legal Guardian __________________ Date. __ _ 

�
gnature __________________ Home Ph _______ 2nd Ph ______ _ 

Printed Name of Father/Legal Guardian ___________________ Date, __ _ 

Signature __________________ Home Ph _______ 2nd Ph _____ _

Person other than parent(s)/guardian(s) to be called in case of emergency: [Relationship to Student: -------J 

Name Home Ph 2nd Ph ------------------- --------- --------� 
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