		Authorizations and Permissions Form

Name of child or children:	_______________________________________________________________________
Mother (or guardian):	  __________________________________ home phone______________cell phone_______________
Father (or guardian):	___________________________________ home phone______________cell phone_______________
Mother e-mail________________________________ Father e-mail_________________________________________
Security Question ( to identify you on the phone)  _______________________________________________________
Security Answer:  _________________________________________________________________________________
Emergency Contacts and Child Pick up:  we will always attempt to contact parents first in case of illness or emergency.  Failing this, we will call down the following list of names that you provide.  Please list people who are local and would be willing to pick your child up if needed, and that have your permission to transport them.   Note:  We are combining emergency contacts and child pick up lists.  Please list all names below of people you give permission to pick up your child. (If you wish to add more names to this list,  a “contact addition form” is available.)   Two emergency contacts are required:

Name:________________________________ home phone______________cell phone______________relationship_________________
Name:________________________________ home phone______________cell phone______________relationship______________
Name:________________________________ home phone______________cell phone______________relationship______________
Name:________________________________ home phone______________cell phone______________relationship______________
Name:________________________________ home phone______________cell phone______________relationship______________
Out of State Contact Name:__________________________ home phone______________cell ______________relationship___________
Check box for any names listed above that you do NOT want us to call in an emergency, but that may pick up your child with your permission.

Emergency Medical Information:
Child’s Doctor____________________________location____________________________phone_______________________________
Child’s Dentist___________________________ location____________________________phone_______________________________
Insurance Co.____________________________policy holder____________________policy number________________________________
Authorization for Care and Medical Release:
In the event that my child:  (name of child/children)__________________________________________________, becomes ill or sustains an injury while attending Lighthouse Montessori School, I give permission for any of the school staff or administration to give first aid for his/her relief.  If the staff or administration of Lighthouse Montessori School believes that my child needs immediate medical attention, consent is hereby given to admit him/her to any hospital.  Consent is also given to any licensed physician, surgeon, or medical professional consulted for treatment,  to administer such treatment, drugs and medication, and to perform such surgical procedures as he/she shall think the existing emergency requires for the relief of pain and to preserve his/her life and health.  Authorization is also given for such other measures or procedures as may be required.  I hereby agree to be financially responsible for all expenses incurred in the care of my child should any type of medical treatment become necessary.  This will include, but is not limited to the cost of hospitals, doctors, ambulance services, etc.
(Signature of parent or guardian)	       X_____________________________________________
Over-the-Counter Medications:  I give the staff at Lighthouse Montessori School my permission to give my child:
After Bite Kids- a topical cream for insect bites & stings (active ingredient=Eucalyptus oil 1.3%)
Equate Children’s Allergy Relief- a liquid antihistamine (active ingredients Diphenhydramine HCL 12.5mg/tsp.)
Children’s Bendryl Allergy Chewables or liquid (active ingredient=Diphenhydramine HCL 12.5 mg/tablet or tsp.)
Equate Children’s Pain Relief or Pain Reliever Rapid Tabs- (active ingredient=acetaminophen 160mg/tsp or 80mg/tablet)
Equate Triple Antibiotic Ointment- (active ingredients=bacitracin Zinc, Polymyxin B Sulfate, Neomycin Sulfate)
Please DO NOT give over-the-counter medications to my child at school except those I bring for him along with required paperwork.

 (Signature of parent or guardian)        X______________________________________________


Parent Permission: 	(name of child)__________________________________________________________		

Yes	 NoI give permission for my child to attend field trips.
Yes	 NoI give permission for the school to share my contact info with other school parents. (Play dates, Birthdays)
Yes    NoI give permission for my child’s photograph to be published on the school’s Facebook/Instagram page.
Yes	 NoI give permission for my child’s photograph to be published in school publications (DVD yearbook).
Yes  	 NoI give permission for my child’s photograph to be published in/on the school brochures and website.
Yes	 NoI give permission for photographs or filming of my child by the news media. 
Yes	 NoI give permission for my child to ride bicycles and scooters at school.  (Child must provide their own helmet)


Note:  All Students are required to bring their own helmets from home and wear them in order to ride bikes, scooters or to sled.  They will not be allowed to participate in these activities unless they are wearing a helmet.

				(Signature of parent or guardian)	       X______________________________________________

Waiver of Liability:
I, _____________________________________(parent or legal guardian), agree that I will not hold the staff, administration, board members or parents of a student at Lighthouse Montessori School liable for any accident that might happen to my child; ______________________________________(child/children’s names), while in attendance at Lighthouse Montessori School or related activities.  Lighthouse Montessori School carries liability insurance.  In case of an accident, claims will be filed to the student’s insurance first and then to the schools’ insurance.  The school’s insurance will perform an investigation to determine liability.  

I understand that if my child causes harm to another student; I will be responsible to compensate the student’s family for medical costs incurred and/or negotiate an agreement between the two families.

(Signature of parent or guardian)	       X______________________________________________  (date)_____________________
	
Medication:	If your child needs medication at school you will need to do the following things:
· Notify the administrative staff
· Fill out a medication authorization form
· Medication must be delivered to the school by a parent or authorized adult
· Children may not bring any medication to school	
· All medications must be turned in and remain at the front desk										
Illness Policy:	    Children with any of the following symptoms within the last 24 hours may not attend school:
· Fever (99.9 or higher)	
· Vomiting  	
· Diarrhea  	
· Extreme Lethargy	
· Yellow/Green Nasal Discharge
· Rash	
· Head Lice

If Your Child becomes sick at school, we will call you and ask you to pick him/her up immediately.  If you can not be reached, we will call down your emergency call list until someone is reached that can pick up your child.  PLEASE KEEP YOUR EMERGENCY CONTACT LIST UP TO DATE.  I have read and agree to follow the above policies:  

			(Signature of parent or guardian)	       X_____________________________________________
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