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Card No.




Address
















City






 State


 Zip






Telephone 
(
)



 E-mail









Birthday
   
/
      /
 
Age



Sex   
 ( Male 
( Female 

   

School








Grade







Race (Optional)   ( White ( Black ( Asian ( Hispanic ( Native American  ( Other (Specify)






EMERGENCY INFORMATION  (In case of emergency, please contact the person below.)

Name
















Relationship






Telephone 
(
)



 

Do you have any physical or medical restrictions?  ( Yes Specify 





              
 ( No

Doctor’s Name





Preferred Hospital







Telephone  (
)
 
Health Insurance Co.




Policy #




FOR CHILDREN UNDER 18 

Father/Guardian Name






Work Phone
(
)




Mother/Guardian Name






Work Phone
(
)




Will you allow your child’s picture to be used in OnRamp publicity? ( Yes ( No
SIGNATURE
I certify that the above information is true and correct.  I agree to follow the rules and regulations of the OnRamp Career & Computer Access Center.  

I understand that the City, Advisory Council, the Community Center, its staff and all persons related directly or indirectly with the program assume no financial obligation or liability.  In the case of an accident or illness, I hereby give permission that the above named person may be given emergency treatment.  

In the event, the parent and/or emergency contact person cannot be contacted, I further authorize and consent to the administration of any and all medical, dental, and surgical examinations or operations and treatment or all other related care, including the administration of drugs, test, injuries, anesthesia and/or blood transfusions to the above named person that may be ordered by the physician and/or dentist in attendance at the medical center deemed necessary for emergency treatment.  I hereby consent to the release of medical report(s) to any doctor or agency and consent to the admission of the above named person to the hospital. 
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Applicant’s Signature



Date



 












    

/
/


Parent’s/Guardian’s Signature (If Under 18)
Print Name




Date
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4501 Delridge Way SW Seattle, WA  98106 


 (206) 933-8629
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