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A Message from Our Director of Behavioral Health: 
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Lummi Nation  

 

2010 Summer School Application 

Return Completed Application to YESS Department 
 

This Application Belongs To:  DOB:  

Which Program, please check one: Ä Head Start Ä Summer School (K-8) Ä Kids 1st (9-12) 

Last School Attended:  Grade Completed:   

  

 

 

 
 
 
 
 
 

 
 
 

Office Use Only 
Reviewed By:   Date:  

Needs to Complete:  

Approved By:  

Please submit a copy of each: 

Ä CIB/Tribal Enrollment 

Ä Social Security Card 

Ä Insurance/Medicaid Card 

Ä Official Transcripts (Kids 1st) 

Ä ID Card (Kids 1st) 

Verify Signature on Consent Sheet 



All Stared Areas Must Have Signatures!!! 

Lummi Nation Head Start 
July 6th-July 29th 2010  

Summer School Application 
   

Legal Name of Student Applying:  
Last Name                                         First Name              MI                 Age  
 
 
 

Grade Completed  
as of June 2010: 
 
 

Social Security #: 
 
 
 

Mailing Address: 
 
 
 

Home #                                Cell #                         Message # 

Student Birth Date 
(Month/Day/Year) 
 

Gender 
 

Birthplace:          City             State                  County 
 

Is Your Child Enrolled in a Federally Recognized Tribe?  Æ  yes  Æ  no 
If yes, Name of Tribe:                                                                                                    Tribal Enrollment No: 

Student Lives With:  Æ  Both Parents  Æ  Father Only  Æ  Mother Only  Æ  Grandparents  Æ  Father/Stepmother  Æ  Mother/Stepfather 
 

                                    Æ  Stepfather/Stepmother             Æ  Guardian         Æ  Self                 Æ  Agency                   Æ  Other ________________ 

Parent/Guardian Name 
 
 
 

Address Home Phone Number Work/Message Number 

Parent/Guardian Name 
 
 
 

Address (if different than above) Home Phone (if different 
than above) 

Work/Message Number 

    

Emergency Contact Person #1 
 
 
 

Address Home Phone Number Work/Message Number 

Emergency Contact Person #2 
 
 
 

Address Home Phone Number Work/Message Number 

Please List any Medical Conditions: 
 

Child Name _________________________ 
 
Condition ___________________________ 

Currently on any Medications? 
 

Child Name 
__________________________ 
 
Medication___________________________ 

Special Diet? Be specific:  
 

Child Name: __________________________ 
 
Dietary Needs:_________________________ 

Please be advised ALL Summer School Applications need to 
be COMPLETELY filled out and SIGNED in  order  to  be  
processed in a timely manner!  
Incomplete applications will only delay the process 
application, and may affect the order it was received. 

Thank you for your attention to detail!  
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In the event I/We cannot be contacted, I/We, the undersigned parent or legal guardian of, 
Child 1_________________________ hereby consent and give permission to the Lummi 
Nation YESS Department and Lummi Nation School Summer High School Program, Kids 
First, and Day Camp to render and authorize emergency medical treatment, including 
hospitalization and medical procedures deemed necessary by a physician.  
 
If I cannot be reached please contact: 
 
Name:___________________________ Relationship to Child:_____________________  
 
Contact #_____________________________ 
 
Name:___________________________ Relationship to Child:_____________________  
 
Contact #_____________________________ 
 
Name:___________________________ Relationship to Child:_____________________  
 
Contact #_____________________________ 
 
Date of Last Tetanus Booster: (Please list all children) 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
 
Primary Physician:___________________________ Contact #__________________ 
 
By this document, I hereby release the Lummi Nation School, the YESS Department, its 
employees, and volunteers from any and all liability, claims, and/or causes of action arising 
out of, or in any way relating to the provision of necessary medical treatment for 
 
Parent/Guardian Signature:________________________________________________ 
 
Date:________________________________ 
  

Chronic Illnesses? 
 
Child Name:________________________ 
 
Illness:_____________________________ 
 
 
 
 

 
Photograph Information 

Æ Yes, my child(ren) may be photographed for school purposes only.                 Æ  No, my child(ren)  may not be photographed. 

FIELD TRIP RELEASE 
 
 
I hereby authorize my Child: _______________________________________________ to participate in the scheduled field trips  
 
provided by Lummi Head Start.  
     
 
 _________________________________________                                                  ________________________________ 
Parent/Guardian Signature                                                                                         Date 
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Pre-School 
K to 12th Grades 

 
CONSENT TO MEDICAL CARE AND TREATMENT OF MINOR CHILD 
In  the  event  I/We  cannot  be  contacted,  I/We,  the  undersigned  parent  or  legal  guardian  of  
__________________________________, hereby consent and give permission to the Lummi 
Nation YESS Department to render and authorize emergency medical treatment, including 
hospitalization and medical procedures deemed necessary by a physician, to 
__________________________________. 
 
By  this  document,  I  hereby  release  the  Lummi  Nation  YESS  Department,  its  employees,  and  
volunteers from any and all liability, claims, and/or causes of action arising out of, or in any way 
relating to the provision of necessary medical treatment for 
____________________________________________________________. 
 
______________________________________________________________________ 
Parent or Guardian Signature     Date 
______________________________________________________________________ 
Date of Birth       Home Phone 
______________________________________________________________________ 
Known Allergies (including drug reaction)  
______________________________________________________________________ 
Special Diet (be specific) 
______________________________________________________________________ 
Chronic Illnesses 
______________________________________________________________________ 
Medications in Use 
______________________________________________________________________ 
Child’s Physician      Phone Number 
_____________________________________________________________________ 
Medical Insurance Provider 
_____________________________________________________________________ 
Subscriber’s Name      Policy Number 
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