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				                    RAISING LEADERS
MENTORING GROUP
Child Name______________________________________ Date of Birth___________   Sex M ___  F ____
                            (Last, First)						                 (MM/DD/YYYY)
Address: _____________________________________________________________________________
                 Street			              apt#	                  City                                   St                            Zip

Telephone(Home):_____________________________How did you hear about us:___  Internet ___ Yellow  Pages____ Flyer/ Other_______________________     




__This form contains Term of Agreement as an additional sheet, and forms a binding contact signed
I/We acknowledge that we have read the terms of agreement and consent to the same and warrant the information set out above is correct
____________	____________________________  ______________________  ____________________
Date		Mother print/signature		      Father print/signature	Witness signature
Emergency Contact Information 1			Emergency Contact Information 2
Name: __________________________________              Name: __________________________________
Relationship to child: _________________________	Relationship to child: _______________________ 
Street Address: ______________________________	Street Address: ___________________________ 
Cell or Daytime Phone: ______________________	Cell or Daytime Phone: _____________________
 

Health Information
Physician’s Name: _________________________________________(Tele): ______________________
Physician’s Address: ____________________________________________________________________
                                               Street				 City                                   St                            Zip
Allergies/Medical Condition: __________________________________________________________________________________ 
_________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________
Peanut Allergy   Yes  ___ or   No___	Medications_______________________________________________________________

Father/Guardian_______________________	______________________________
			Last name			First name
Address: _____________________________________________________________________________
	(If different from child)		apt#		City		      St		Zip
Telephone(Home): __________________________Cell_________________________Email_____________________________

Work Place: _______________________________________________________________________Telephone_______________
                      Street				 City                                   St                            Zip


Mother/Guardian_______________________	______________________________
			Last name			First name
Address: _____________________________________________________________________________
	(If different from child)		apt#		City		      St		Zip
Telephone(Home): __________________________Cell_________________________Email_____________________________

Work Place: ______________________________________________________________Telephone: _____________________
                      Street	                                       City                                   St                   Zip      
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JUST BECAUSE WE CARE




