
VAUGHN SCHOOLS After-school Program 

WATCH 2024 - 2025 

Student Name: Gender: Female 
-------------

Male 

Address: ______________ City: _________ ZIP: ____ _ 

Home Phone: Cell Phone: 
------------- --------------

Email Address: 
--------------------------------

Mother's Name: Father's Name: 
------------ -------------

EMERGENCY CONT ACT INFORMATION 

Name Relationship Home Phone Cell Phone 

Name Relationship Home Phone Cell Phone 

Name Relationship Home Phone Cell Phone 

Medical lnfonnation (must be completed prior to student attending WATCH) 

Medical Problems/ Allergies ___________________________ _ 

EMERGENCY MEDICAL RELEASE 

If emergency medical care is necessary and I cannot be reached, I authorize the Vaughn Public Schools to 
act on my behalf in granting pennission for my child to receive emergency medical treatment. Parents are 
responsible for all expenses incurred as the result of medical treatment. 

Parent/Legal Guardian Date 








