
Elizabethtown Church of the Brethren 

ANNUAL INFORMATION SHEET FOR ALL CHILDREN/YOUTH PROGRAMS 

(one form per family) 
Family Information: 

 
Custodial Parent/Guardian: ____________________________ Phone:_______________ 

Home Address: __________________________________________________________  

E-mail: _____________________________________ 

 

Second Parent/Guardian/Emergency Contact: ___________________________________ 
Address (if different from above): ____________________________________________ 

Phone: _______________________ E-mail: ____________________________________ 

 

Children: 

 
 

1. _______________________________________ Birth Date: ____________________ 

 First   Last 

Physician: _______________________________ Phone: _____________ 

Restrictions (Explain any physical or diet restrictions and/or any medical or behavioral concerns S.S. 

Teachers, Mentors, or Brethren Buddy/Youth Group Advisors should be aware of): _______________ 
_________________________________________________________________________________ 

_________________________________________________________________________________ 

Medications :  

• __________________________________    ______________    _________________ 

  Name    dose   frequency 

• __________________________________    ______________    _________________ 

  Name    dose   frequency 

• __________________________________    ______________    _________________ 

  Name    dose   frequency 

*(For infants through 5th grade please list any special pickup instructions, if any) _________________ 

__________________________________________________________________________________ 

 

 

2. _______________________________________ Birth Date: _______________ 

 First   Last 

Physician: _______________________________ Phone: _____________ 

  (if different from above) 

Restrictions: Explain any physical or diet restrictions and/or any medical or behavioral concerns S.S. 

teachers, mentors, or Brethren Buddy/Youth Group Advisors should be aware of ___________________ 
____________________________________________________________________________________ 

____________________________________________________________________________________ 

Medications :  

• __________________________________    ______________    _________________ 

  Name    dose   frequency 

• __________________________________    ______________    _________________ 

  Name    dose   frequency 

• __________________________________    ______________    _________________ 

  Name    dose   frequency 

 
*(For infants through 5th grade please list any special pickup instructions, if any) ___________________ 

_____________________________________________________________________________________ 

 

 



 

3. _______________________________________ Birth Date: _______________ 

 First   Last 

Physician: _______________________________ Phone: _____________ 

  (if different from above) 

Restrictions (Explain any physical or diet restrictions and/or any medical or behavioral concerns S.S. 
Teachers, Mentors, or Brethren Buddy/Youth Group Advisors should be aware of): _______________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Medications :  

• __________________________________    ______________  _________________ 

  Name    dose     frequency 

• __________________________________    ______________    _________________ 

  Name    dose   frequency 

• __________________________________    ______________    _________________ 

  Name    dose   frequency 

*(For infants through 5th grade please list any special pickup instructions, if any) _________________ 
__________________________________________________________________________________ 

 

 

 

4. _______________________________________ Birth Date: _______________ 

 First   Last 

Physician: _______________________________ Phone: _____________ 

  (if different from above) 
Restrictions (Explain any physical or diet restrictions and/or any medical or behavioral concerns S.S. 

Teachers, Mentors, or Brethren Buddy/Youth Group Advisors should be aware of): _______________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Medications :  

• __________________________________    ______________    _________________ 

  Name      dose   frequency 

• __________________________________    ______________    _________________ 

  Name    dose   frequency 

• __________________________________    ______________    _________________ 

  Name    dose   frequency 
*(For infants through 5th grade please list any special pickup instructions, if any) _________________ 

__________________________________________________________________________________ 

 

 


