Triumphant Lutheran Church
Mother’s Day Out Registration Form

Mother:	Name ____________________________________________________________

		Mailing Address ____________________________________________________

		Home Phone ____________________	Mobile Phone __________________

		Email Address ______________________________________________________

		Employer ________________________	Work Phone ___________________

Father:		Name ____________________________________________________________

		Mailing Address ____________________________________________________

		Home Phone ____________________	Mobile Phone _________________

		Email Address _____________________________________________________

		Employer ________________________	Work Phone __________________

Family Church Affiliation: _____________________________


First Child’s Name _______________________________	Birthdate _____________________

Second Child’s Name ____________________________	Birthdate _____________________

Third Child’s Name ______________________________	Birthdate _____________________

Persons other than parents who are authorized to pick up child:

	Name _________________________________	Phone _______________________

	Name _________________________________	Phone _______________________

	Name _________________________________	Phone	_______________________

My child (children) has my permission to participate in the activities supervised by the Triumphant Lutheran Church Mother’s Day Out program. Such activities include, but are not limited to, educational activities and supervised play on the church premises. I certify that my child is in good health and can participate in all normal activities of the Mother’s Day Out program.

I understand that all reasonable measures will be taken to safeguard the health and safety of my child, and that I will be notified as soon as possible in case of an emergency. However, in the event of sickness or accident involving my child, I will not hold Triumphant Lutheran Church or the leaders or employees of the Mother’s Day Out program responsible. In the event of sickness or accident involving my child, I authorize the calling of a doctor and/or hospital and the providing of other necessary medical services at my expense.

Yes _____	No _____				Date _______________________________	

Printed Name _____________________________  	Signature ___________________________



[bookmark: _GoBack]
Name of Child’s Physician _______________________________	Phone __________________

Child’s Allergies: ________________________________________________________________

___________________________________________________________________________

Illnesses We Should Be Aware Of: ________________________________________________

____________________________________________________________________________

Are your child’s immunizations current?	Yes _____	No _____

(Child’s immunization record must be provided for MDO files prior to child attending MDO.)
