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Community Action Foundation of Citrus County, Inc.

Making a difference in the lives of our children - through community action and involvement

Information and Consent Form

Date:
Student Full Name:

Identification No.:

First Middle Last Name
Siblings 1. 2. 3.
Physical Address
Address City State Zip Code
Birth date Grade School

Home Phone - -

Troop Number

Mother/Guardian

Work #

Social Security # - -

Father/Guardian

Work #

Workplace

Cell Pager - -
Workplace

Cell Pager - -

BOTH NATURAL PARENTS WILL BE ASSUMED TO HAVE CUSTODY OF THIS CHILD UNLESS THERE IS A FLORIDA
COURT ORDER TO THE CONTRARY. OUT-OF-STATE CUSTODY PAPERS WILL NOT BE RECOGNIZED UNLESS THE
PAPERS ARE VALIDATED IN FLORIDA BY THE CLERK OF THE COURTS. IN ANY EVENT, BOTH NATURAL PARENTS
RETAIN FULL ACCESS RIGHTS TO SCHOOL RECORDS AND REPORTS UNLESS OTHERWISE RESTRICTED BY A

SPECIFIC COURT ORDER.

Custody Papers/Court Documentation Received: YES [0 NO [ Initials

(For CAFCC use only)

Children lives with?

Who has legal custody?

Explain any custody/guardianship concerns in the space provided?

Person(s) listed below may assume temporary care of my child or assume responsibility in case of emergency if |

cannot be reached.

1. Name Address

Home Phone - - Cell Pager - -

2. .Name Address

Home Phone - - Cell Pager - -

3. Name Address

Home Phone - - Cell Pager - -
Parent’s or Guardian’s Signature Date:
Witness Print Name: Date
Witness Print Name: Date
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5"& * Making a difference in the lives of our children - through community action and involvement

Information and Consent Form (continued)
Student Full Name:

Physician’s Name Telephone Number :

List any prescription or over-the-counter medications the child takes on a regular basis:
Drug Name Health Condition

1.

2.

3.

Date of Last Tetanus Shot

In the event of a medical emergency and CAFCC is unable to notify me or the temporary caregiver(s), | hereby
authorize the organization’s designee to have my child
transported to a clinic, hospital or medical facility for emergency treatment. | will be responsible for all incurring
costs.

Parents/Guardian Signature Date

Photo Image Consent

Your child’s image will be used in news clippings, announcements, and other forms of public advertisement. If you
wish not to have your child image used pleased indicate by signing below. If you wish to have your child’s image
used DO NOT sign below.

Parents/Guardian Signature Date
| DO NOT WISH MY CHILD’S IMAGE TO BE USED

Activity Participation Consent

| know of no reason(s), other than the information indicated on this form, why my child (or self) should not
participate in approved activities, except as noted. | understand that the information on this form may be shared
with adults participating in CAFCC activities and events

Parents/Guardian Signature Date

School Access Consent

My signature below indicates that | give (please check all that apply): Q1 Mr. Greg Wilson O Mrs. Andrea K.
McCray-Holly O Ms. Samantha Churchwell access to my child and his or her academic and administrative records
at

(Name of School)

The access includes the following (please check all that apply):
O Join the child for lunch
O Planned and unplanned visits to the classroom of the child,
O Follow up and interaction with the child’s teacher(s) to check on progress of child
O Accompany the child to a school sponsored field trip or outing.

Parents/Guardian Signature Date

Witness Print Name: Date

Witness Print Name: Date




