C. J. Hicks MORE Before and/or After School Program

Date to start the CJ Hicks After School Program________________________________

___Before Care at 6:00 a.m.:   __1 child  - $25 per week  ___2 children - $45 per week    ___  3 children - $65 per week
___After Care until 6:30 p.m.: __1 child - $65 per week  ___2 children - $110 per week   ___ 3 children - $165 per week
___Before and After Care:       __ 1 child - $80 per week ___ 2 children - $140 per week  ___ 3 children - $210 per week 
                                   * 5% discount available for monthly payment on the first of each month *
Student’s Name ____________________________________ Grade    ______________ Teacher ___________________
Student’s Name ____________________________________ Grade    ______________ Teacher ___________________

Student’s Name ____________________________________ Grade    ______________ Teacher ___________________
Student Address _____________________________________________________ City _________________, Georgia
Parent Email Address ___________________________________________________________________________________
Mother’s Name _______________________ Cell Phone_______________________Wk Phone _______________________
Father’s Name ________________________Cell Phone _______________________Wk Phone _______________________                                                                    
Please initial-
_____Tuition must be paid by Monday of each week unless paying for the month (5% discount). Credit is not given for days your child is absent. Tuition will be prorated only if there is a school holiday. 
_____A late fee of $10.00 per week is added to all accounts paid later than Monday. Your child will be removed if payment is more than 1 week late.
_____A late fee of $1.00 per minute will be charged for every minute your child is picked up after 6:30 p.m. 
_____Your child may be removed from the program if any of the following occurs: (1) 3 late pickups; (2) 3 discipline notices; (3) Late payment of fees; or (4) Extreme one-time discipline problem.

_____RCPS charges $35 and has an outside agency to collect on returned checks.

Driver’s License Number (if making payments with a check) _______________________________________
The following people have permission to pick up my child from M.O.R.E. (other than parents) and must provide a picture ID. If anyone other than these people will be picking up your child, they must have a picture ID and we must have a note signed and dated by you. 
Name ____________________________Phone _______________________       Relationship ______________________

Name ____________________________Phone _______________________       Relationship ______________________

Name ____________________________Phone _______________________       Relationship ______________________

After school will not be in operation when school is closed for holidays, break, inclement weather or emergencies.
If school should close because of weather or any other reason, the M.O.R.E. program will not be in operation. Please have my child: 

Ride bus ___________________  Ride home with __________________Other (explain): ______________________
                                                                     Medical/Educational Information
* Parents will assume liability for injuries and accidents incurred during M.O.R.E. and the cost of treatment.
* List any educational or medical concerns, allergies, special instructions or anything we should know about your child: 
______________________________________________________________________________________________
Please initial and circle YES or NO-
____________YES     NO    In non-emergency health concerns, I authorize the administration of fever-reducing/pain killer medication, i.e. Tylenol, Advil or the generic (dosage according to the manufacturer’s instructions). 
___________   YES     NO    In case of serious illness/injury, the school will telephone Emergency Medical Services (911) for immediate transportation to the closest hospital. I, the parent/legal guardian, authorize the transport of and treatment by the hospital emergency staff for my child. 
___________  YES     NO    My child has an IEP.
___________  YES     NO    My child has a 504 Plan. 
Parent Signature _________________________________________________________________
Date _____________

