
ST. LAWRENCE ELEMENTARY/MIDDLE SCHOOLS 
EXTENDED DAY CARE PROGRAM 

1977 St. Lawrence Dr. 
Santa Clara, Ca. 95051 

(408) 296-8077 or  (408) 296-7085 (Teen Center) 
 
 

Child’s name___________________________Birthday_______________Grade _____ 
 
Child’s name___________________________Birthday_______________Grade______ 
 
Child’s name___________________________Birthday_______________Grade______ 
            
           Home Phone__________________ 
 
Address__________________________City_______________Zip________ 
                    
Father's name______________________ Home phone________________ 
 Work phone___________________ Cell Phone__________________ 
  E-mail_______________________ 
 
Mother's name______________________ Home phone________________ 
 Work Phone___________________ Cell Phone__________________ 
           E-mail________________________ 
 
You must list 2 people who we can contact in an emergency in the event that parents 
cannot be reached. 
 1. Name______________________ Phone________________ 
 2.  Name______________________ Phone________________ 
 
Please list anyone not listed above who has permission to pick up your child. 
 1. ________________________________ 
 2. ________________________________ 
 
Please note: A yearly, non-refundable, per family $25.00 registration 
   fee is required for new families.  Returning families are 

required to pay a $10.00 re-registration fee.  No fee for Children’s 
Center/Teen Center registration if Summer/Teen Camp  
registration fee was paid.  Please make checks payable to:  St. 
Lawrence Children’s Center. 

 
Health Record: Please list any special health conditions of your child such 
   as allergies, fainting spells, nosebleeds, etc. of which we 
   should be aware._________________________________ 
   _______________________________________________ 
Parent Signature_____________________________Date___________________ 
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Child’s Name(s):_____________________________________________ 
 

 
ST. LAWRENCE CHILDREN'S CENTER AND TEEN CENTER 

 

Authorization For Emergency Medical Treatment 
 
Authorization is hereby given to St. Lawrence Children's/Teen Center officials to render 
emergency medical treatment for any serious injury or illness to my child or children in 
the event I cannot be reached at the time of the accident or illness.  I also authorize 
emergency transportation of my child to a hospital if deemed necessary (911 service). 
 
Name of hospital I wish my child to be transported to: 
 
______________________________________________________________Hospital 
    City 
 
Medical coverage___________________ Number__________________ 
 
Doctor____________________________ Phone___________________ 
   
Dentist____________________________ Phone___________________ 
 
 
Known allergies to medication___________________________________ 
___________________________________________________________ 
___________________________________________________________ 
 
 
__________________________________   __________________ 
Signature of parent or guardian   Date 

 

 




