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REGISTRATION FORM



Yes, I would like my child to be a part of Golden Girls Mentoring

Check One: First Time Registering ____ Re-registering ____					Date: __________________________


Student’s Name: __________________________________________________________________________________________________________
				Last				First			Middle
Race ________________	Check one:  General Registration Fee: $10 ________Gold Registraion Fee: $25 _______ (t-shirt included)
My child is under custodial care of (check one)
____ Both parents      ____ Mother only      ____ Father only      ____ Other


Parent’s Name (Guardian/Mentor): ___________________________________________________________________________________________
						Last			First		     Middle
________________________________________________________________________________________________________________________
Present Address					City				State			Zip Code
Home Phone #: _____________________     Student Email: _______________________________    Parent Email:____________________________
IG Name: ___________________________   Facebook: ___________________________ Cell Phone #: ____________________________________
Alternate/Emergency Contact Name: _______________________________		Phone #: ______________________
Relationship: _____________________________
Name of School: __________________________________________________________________	          Date of Birth: ________________________
Current Grade: (circle)	7th 	8th 	9th 	10th 	11th 	12th 	____ Other
High School or Colleges interested in:							Careers interested in:
1.__________________________						1._______________________________
2.__________________________						2._______________________________
3.__________________________						3._______________________________
List 3 goals you want to set or achieve this year:
1. _______________________________________________________________________________________________________________

2. _______________________________________________________________________________________________________________

3. _______________________________________________________________________________________________________________


X____________________________________________				X______________________________________________
		Student’s Signature								Parent’s Signature

X____________________________________________				_______________________________________________
                                Mentor’s Signature						Date 

I/We also give permission for my/our child to participate in the Golden Girls Mentoring. My permission is also given to Golden Girls Mentoring to utilize any photo, video, or audio of my child for publicity or advertising purposes. 


Parent/Guardian Signature: _____________________________________________________		Date:_________________________ 

Golden Girls Mentoring Program (GGM)
CHILD MEDICAL HISTORY FORM – CONFIDENTIAL
This medical history form is to be completed and signed by parents/guardians of children then given to the GGMP Mentor

Child’s Name: _______________________________________ Birthdate: ___________ Phone#: ___________________Address: ______________________________ 
Work Phone: ______________________________ City/Zip: _____________________________________________ Cell Phone #:______________________________
Name of family physician: ___________________________________ Phone #: _________________________Date of last health examination: ___________________
Please explain any serious medical problems noted I the last health examination (use reverse side if necessary) _______________________________________________________________________________________________________________________________________

Allergies (check those that apply and specify nature of allergic reaction)
___ Animals _____________________________		___ Hay Fever __________________________
___ Pollen ______________________________		___ Food(s) ____________________________
___ Medicines/drugs ______________________		___ Insect stings  ________________________
___ Plants _______________________________		___ Other (specify) ______________________

Other health conditions or special needs (check those that apply)
___ ADD	 	___Chronic Constipation	      	___Fainting		     ___Motion Sickness
___ ADHD	                    ___ Dental Orthodontic Appliance	___Headaches/Migraines  	     ___ Nosebleeds
___Asthma	(describe)____________________                 ___Heart Disease/Defect  	      ___ Other (Explain below)
___ Bed wetting      _____________________________	                   ___Hearing Impaired	                          ___ Physically Impaired
___ Bleeding/ Clotting Disorder			                   ___Hypertension		       ___ Seizures
___Chronic Ear Infection         ___ Depression   ___Diabetes	___ Learning Impaired	       ___ Sleep Disturbance
___ Current Infectious Disease       ___ Oral Medication		___ Severe menstrual cramps              ___ Visually Impaired
(describe) _________________      ___ Injection	                   ___Mentally Impaired	                           ___ Wears Glasses or contacts
            ___ Emotionally Impaired                                                                                    
Please explain on reverse any items that are checked (including “other” below), indicating any information useful to the adult in charge regarding health concerns. Also indicate any activities to be restricted or other special needs.  
	Other health conditions or special needs, including behavioral (specify, use reverse if necessary) _________________________
IMMUNIZATION HISTORYPERSCRIPTION & NON PERSCRIPTION USES ON A REGULAR BASIS 
1.Medication ___________
Dosage(Amount/Frequency) ___
Related Diagnosis ____________
2. Medication ___________
Dosage(Amount/Frequency) ___
Related Diagnosis ____________
3. Other (Use Reverse) ________


	Type of Vaccine
	
	1
	2
	4
	6
	12
	15
	18
	4-6
	11-12
	14-16
	X 
If current

	
	Birth
	
	
	  Months
	
	
	
	    Years
	
	
	
	

	Hepatitis B
	Hep B-1
	
	Hep B2
	
	
	Hep B3
	
	
	
	Hep B
	
	__

	DTap
Diphtheria, tetanus, pertussis

	
	
	DTaP
	DTaP
	DTaP
	
	DTaP
	
	DTaP
	
	
	__

	Tetanus-Ditheria
	
	
	
	
	
	
	
	
	
	
	Td
	

	Haemophilus influenza type B
	
	
	Hib
	Hib
	Hib
	Hib
	
	
	
	
	
	

	Polio
	
	
	IPV
	IPV
	
	
	*Polio
	
	*Polio
	
	
	__

	**Rotavirus
	
	
	RV
	RV
	RV
	
	
	
	
	
	
	__

	MMR Measles, Mumps, rubella
	
	
	
	
	
	VZR
	
	
	
	VZR
	
	



Source: U.S. Center for Disease Control and Prevention. American Academy of Peidatrics
Tuberculin Test (date of most recent) ______________                ___Positive ___Negative
Other special instructions/diet, etc. 
______________________________________________________________________________________________________________________________
I know of no reason(s), other the information indicated o this form, why my child should not participate in any PG activities. I understand that written permission will be requested for any group activity beyond regular PTE sessions.

I am willing for my child to have emergency treatment if I or the emergency contacts listed on reverse cannot be reached for authorization. I understand that first aid treatment will be given according to Detroit Parent Network and local guidelines.
___________________________________________________  		  __________________________________
Parent/Guardian Signature (for field trip use only)				  Date

		Physician’s Signature: __________________________________________
GGM Mentee
 Emergency Contact List and Release Information
1. Name: _______________________________________________________________________________
Relationship: __________________________________________________________________________
Address: _____________________________________________________________________________
City/Zip: ______________________________________________________________________________
Phone(s) (h): _________________________ (w) ________________________ (c) __________________

2. Name: _______________________________________________________________________________
Relationship: __________________________________________________________________________
Address: _____________________________________________________________________________
City/Zip: _____________________________________________________________________________
Phone(s) (h): __________________________ (w) ________________________ (c) ________________
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