

Presbyterian Church at New Providence

1307 Springfield Ave., New Providence, NJ  07974

Parent/Guardian Name: ________________________________________Home Church____________________

Address: ___________________________________________________________________________________




Street




         Town/Zip Code

Home Phone Number ___________________  Cell Number (M)______________  Cell Number (F)___________
E-Mail Address _____________________________________________ (please print clearly) 

Emergency Contact Person ____________________________________________ Phone __________________
1.  Child’s Name _________________________________________________________ Nickname _________________________

Age (as of 9/30/10): ______________  Birthdate: ________________________  Gender (circle):      M       F

To better serve your child, please advise if there are any special needs (ADD, ADHD, Autism, CP, Learning Disabilities, etc.):

________________________________________________________________________
Allergies: ______________________________________________________________________  Epi-Pen?  Yes___  No____

2.  Child’s Name _________________________________________________________ Nickname _________________________

Age (as of 9/30/10): ______________  Birthdate: ________________________  Gender (circle):      M       F

To better serve your child, please advise if there are any special needs (ADD, ADHD, Autism, CP, Learning Disabilities, etc.):

________________________________________________________________________
Allergies: ______________________________________________________________________  Epi-Pen?  Yes___  No____

3.  Child’s Name _________________________________________________________ Nickname _________________________

Age (as of 9/30/10): ______________  Birthdate: ________________________  Gender (circle):     M       F

To better serve your child, please advise if there are any special needs (ADD, ADHD, Autism, CP, Learning Disabilities, etc.):

________________________________________________________________________

Allergies: ______________________________________________________________________  Epi-Pen?  Yes___  No____

My weekly volunteer job at Youth Club or Kid’s Club: _____________________________________________







                                          (position)

                         
The hours I will be volunteering are: ___________________________________________________________
Parent Signature: ____________________________________________  Date:_________________________

I give my permission to use pictures of my child in PCNP website, slide show, newsletter ______________ (initial)
Cost is $25 per child.  Please make checks payable to PCNP-Youth Club and include with this form.
