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 Middle School U 2008 Agreement 
Please read this agreement completely and carefully. 


Student’s Name ___________________________________________________________ 
    Please print first and last name 


PAYMENT OF FEES 
  


1. I understand the $20.00 down payment toward each course is not refundable or transferable, unless a requested course is 
unavailable.  No fee credit will be given for days missed during a course.  


2. I understand that a billing fee of $10.00 will be assessed for payments not received by the Monday of a scheduled course, and 
that fees repeatedly not paid by the due dates may result in student’s removal from the program.  I understand that a $25.00 
charge is assessed for each Non-Sufficient Funds (NSF) check.   


3. I understand that a fee of $5.00 per 15 minutes or any portion thereof, is charged for student arriving before 7:30 a.m. or 
remaining after 5:45 p.m.  


4. I understand that a written two-week advance notice must be received by the Administrative Office to cancel any course.  
Failure to submit written cancellation of a course two weeks prior to the start date of that course will result in the liability of all 
fees paid and owed for that course.  I understand that I may add courses at any time, provided space is available. 


5. I understand that if I am receiving financial assistance, I am responsible for any amount not paid by my funding source.  Written 
verification from the funding source must be on file in the Administrative Office prior to confirmation of enrollment. 


My funding source is ____________________________________________________________________________ 


Contact person ______________________________ Phone number______________________________________ 


6. I understand that I may change my child’s weekly course choice for another course during the same week.  I may make up 
       to 3 changes without additional fees.  Each additional change will incur a $5 administrative fee. 


7.    I understand I may request duplicate mailings to a second address for a fee of $30. 


PARENTAL CONSENT 


1. I understand that many of the Middle School U courses are offered contractually through area organizations that are 
responsible for course content and delivery.  I understand I will need to complete an Acknowledgement and Assumption of Risk 
and Waiver and Release of Liability form for my student's participation in a contracted course. 


2. I give my consent for Middle School U staff or the staff of the organization providing my student’s course to act in my behalf to 
obtain emergency care and treatment if deemed necessary for my student. 


3. I give my consent for my student’s participation in any trips scheduled as part of his or her course enrollment. 


4. I give my consent for my student to be transported to and from any scheduled course activity for which transportation is 
provided. 


5. I give permission to have my student appear in any media coverage approved by Middle School U. 


6. I understand that Middle School U reserves the right to remove students from a course who do not abide by Middle School U 
policies, or those who have special needs considerations that cannot be accommodated within the normal staffing pattern.  I 
further understand that the first week of attendance at Middle School U is probationary. 


7. If authorizing student to walk home from his/her Middle School U program site, I hearwith confirm that permission, and reiterate 
his/her departure time(s) of ___________________ . 


 
I/We understand and agree to abide by the above policies. 
 


__________________________________________________   ______________________________________________ 
Printed name of mother or guardian          Printed name of father or guardian  


__________________________________________________   ______________________________________________ 
Signature of mother or guardian / Date          Signature of father or guardian / Date 
 


__________________________________________________        ______________________________________________ 
Social Security #              Date of Birth  Social Security #                                                                 Date of Birth 


White: Administrative Office           Yellow: Program                Pink: Parent Copy 


Part III 








 
 


HEALTH HISTORY AND EMERGENCY CARE PLAN 
Directions:  Please complete this form entirely.  A review by parents/guardians and staff should occur  
at least every annually or when needed.  This form must remain with the student during the hours  
the student is present at Middle School U if the student has any special health care needs. 
 
CHILD INFORMATION: 
 
__________________________________________________________          _____________________________ 
Name (Last)                                      (First )                                  (Middle Name)             Birthdate (M/D/Y) 
 
 
________________________________________________________________           ________________________________ 
Home Address (Street, City, State, Zip Code)                                                                    Date - First Day of Attendance   (M/D/Y)  
 
 
Please fill in the student’s vaccination dates below: 


 
  PARENT / GUARDIAN INFORMATION:  Provide information where the parent(s) / guardians(s) can be reached  
  while the student is in care. 
 
  _____________________________________     ___________________     ____________________    ____________________      
  Name of Parent / Guardian 1                                   Home Phone Number        Work Phone Number          Cell Phone Number 
 
  _____________________________________     ___________________     ____________________    ____________________      
  Name of Parent / Guardian 2                                   Home Phone Number       Work Phone Number          Cell Phone Number 
 
 
EMERGENCY CONTACT INFORMATION:  A minimum of two emergency contacts other than parents is required.  
Emergency contacts must be at least 18 years old and be available at the listed number during program hours. 
                                                                                                                                                                                                           Auth. 
_________________________   ___________________  __________________________________  ________________       Pickup      
Name of Emergency Contact 1    Day Phone Number        Complete Address                                         Relationship to Child         
                                                                                                                                                                                                            Auth. 
_________________________   ___________________  __________________________________  ________________       Pickup 
Name of Emergency Contact 2    Day Phone Number        Complete Address                                          Relationship to Child         
 
PHYSICIAN / MEDICAL FACILITY INFORMATION: 
 
_______________________________________     _________________________________________    ____________________    
Name of Physician                                                     Name and Address of Medical Facility                          Phone Number 


 


Please complete rest of Health History and Emergency Care Plan on the back of this form. 
 


VACCINATIONS (DATES) 1ST 2ND 3RD 4TH 5TH 


 DTP Diphtheria, Tetanus, Pertussis         


 Poliomyelitis (oral Sabin)           


 Hib           


 Hepatitis B          


 MMR Measles, Mumps, Rubella     
 Varicella (Chicken Pox) 
 Or approximate date of disease   
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  Other condition(s) requiring special care – Specify:       


  Emotional / Behavior Disorder including ADD or ADHD or other Mental Health concerns or diagnosis – Specify: 


SITE USE - REVIEW DATES                                                                                                                                  
      _______________    _______________    _______________    _______________ 


  Food Allergies – Specify food(s):     


  Non-food Allergies – Specify:       


SPECIAL HEALTH INFORMATION (Be specific) Continue on separate sheet if needed. 
 


1. Check any special medical condition that the student may have: 
  No specific medical condition         Asthma          Diabetes       Epilepsy / Seizure Disorder 


  Gastrointestinal or Feeding concerns including special diet and supplements      Cerebral Palsy / Motor Disorder 
  


 
 
                         
    


 
 


   
 
 
 
 
 
 
 


 


 


 
 
 
 
2. Triggers that may cause problems – Specify: 


 
 


3. Signs or symptoms to watch for – Specify: 
 
 


4. Steps the Middle School U staff should follow.  If medications are necessary, a copy of the authorization to                               
Administer Medication must be completed and submitted to the MSU staff.  Forms are available at the office or site. 


a. 
 


b. 
 


c. 
 


5. Medications the student takes regularly outside of program: 
 
 
6. When to call parents regarding symptoms or failure to respond to prescribed treatment: 


 
 


7. When to consider that the condition requires emergency medical care or reassessment: 
 
 


8. Additional information that may be helpful to the Middle School U staff: 
 


 
In the event the student becomes ill or injured, I understand every effort will be made to reach me or an emergency 
contact person on file.  I give my consent for Middle School U to act on my behalf to obtain emergency care and 
treatment if it is deemed necessary. 
 
 
________________________________________________________              ___________________________________________ 
Signature – Parent or Guardian                                                                            Date Signed 
      
 








Part 1 REGISTRATION FORM - MIDDLE SCHOOL U - STOUGHTON - 2008 
 


 


_________________________________ ______________   ____  ____   _____________   _______________________   
Student's Name      Birthdate     Age  Sex      Grade in Fall 2008   School attending in Fall 2008      
Student attended:  Summer Camps 2007 and/or the 2007-2008  AFTER SCHOOL program?    Yes  No 
Student resides with:  Mother  Father  Guardian 


____________________________________________            ______________________________________________ 
Mother or Guardian                 Father or Guardian  
____________________________________________            ______________________________________________ 
Address                  Address 


____________________________________________            ______________________________________________ 
City/State/Zip                 City/State/Zip 


____________    ____________  _________________             ____________    ____________  ____________________ 
Day Phone                 Home Phone   E-Mail Address             Day Phone                Home Phone E-Mail Address               


____________________________________________             _______________________________________________ 
Name of workplace/ Complete Address              Name of workplace/ Complete Address  


Student’s departure is to be as follows (please inform the MSU Director in writing of any changes). 


 


 Student may walk home after the course for which he/she is registered.                                        Departure time(s)__________ 


 Student is to wait for an authorized pick-up person; list names other than parents below.  Unless otherwise noted, parents listed above are considered  
      authorized pick-up and emergency contact persons. 


Additional pick-up persons and contact information may be written on the back of this form. 
 


                                                                                                                                                                                 Relationship  
                               Name                           Day Phone #   Address   To Student  
        
1. ________________________________________________________________________________________________________       
 


2. ________________________________________________________________________________________________________  


DIRECTIONS: Indicate first and second choice by writing the course name in the appropriate area below.  Individual course fees are listed in the brochure.  
*Note: No courses, Friday, July 4.  Due to no classes on July 4, all classes this week will run an additional half-hour.. 


Dates Morning Course        8:30 - 11:30 a.m. All-Day Course       8:30 a.m. - 4 p.m. Afternoon Course       1 - 4 p.m.


July 14-18 
1 1 1 


2 2 2 


July 21-25 
1 1 1 


2 2 2 


July 28 – Aug. 1 
1 1 1 


2 2 2 


Aug. 4 - 8 
1 1 1 


2 2 2 


Aug. 11 - 15 
1 1 1 


2 2 2 


     Aug. 18-22 
1 1 1 


2 2 2 


  
             Please check if you would like more information about the following programs:  ___ AFTER SCHOOL Day Camps   ___ Generation Tours   ___ Wander Wisconsin 


Date Received _____________        Amount Paid ____________       Check # ______________        Visa/MC____________              Received by ____________ 
 





