  DELTA SIGMA THETA SORORITY, INC.

BRONX ALUMNAE CHAPTER

Youth Program Application 2019-2020
Please check the youth initiative you wish to register for.
 FORMCHECKBOX 
Delta Academy 


 FORMCHECKBOX 
 Delta G.E.M.S.  

 
 FORMCHECKBOX 
E.M.B.O.D.I.   
(Girls ages 11-14yrs old)


(Girls ages 14-18 yrs old)


(Boys ages 13-18 yrs old)
STUDENT INFORMATION (Please Print)
Name _______________________________________________________________________

Date of Birth __________
Current Age _________
Gender:   FORMCHECKBOX 
 Female     FORMCHECKBOX 
 Male
Address ______________________________________________________________________________
City/State/Zip__________________________________________________________________
Home phone ________________________________ Cell phone__________________________ 
Email_________________________________________________________________________

Current School _________________________    Grade Level ________     Current Grades________ 

Is this the first time with any of the Youth Programs?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No


If a returning student, which program were you a part of and when?  __________________________ 

Honors/Awards/Achievements: ________________________________________________________
__________________________________________________________________________________
Please list extra-curricular activities in which you participate 

____________________________________________________________________________________________________________________________________________________________________
Is there anything that you consider special or unique about yourself that you would like to share? Please explain. (e.g. special talents, hobbies) 

____________________________________________________________________________________________________________________________________________________________________ 

On a scale of 1 to 10 (10 being the highest) rate your math, science and technology interests. 

Math Interests

 1      2      3      4      5     6      7      8      9      10 

Science Interests
 1      2      3      4      5     6      7      8      9      10

Technology Interests 
 1       2      3       4       5      6       7      8       9       10

DELTA SIGMA THETA SORORITY, INC.

BRONX ALUMNAE CHAPTER

Youth Program Application 2019-2020
PARENT/GUARDIAN INFORMATION (Please Print)
Parent/Guardian’s Name______________________________________________________________ 

Address____________________________________________________________________________
City/State/Zip_______________________________________________________________________
Home Phone ______________________________________________
Work Phone ______________________________      Cell Phone______________________________
Email Address______________________________________________________________________ 

Is primary correspondence via email acceptable?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
No

How did you hear about the program?  ___________________________________________________
I hereby state that the information on this application is true and complete. 

Signature of Applicant: _______________________________________________________________________

Signature of Parent/Guardian: _________________________________________________________________
Date _______________________ 

DELTA SIGMA THETA SORORITY, INC.

BRONX ALUMNAE CHAPTER

Youth Program Application 2019-2020
HEALTH INFORMATION

Below please indicate any current health condition that may require attention during the program

day. Also, complete and submit the Medication Authorization Form if your child has health

conditions that require medication during the Program day.

Allergies/Sensitivities (be specific)

· Foods_______________________________________________________________________
· Medicines____________________________________________________________________
· Bee sting or insect bite__________________________________________________________
· Other________________________________________________________________________
_____ Asthma 

_____ Inhaler required at Program

_____ Vision Problems 
_____ Glasses


_______ Contacts

______ Hearing Problems
_____ Hearing Aid(s)

______ ADD/ADHD

_____ Other (please list)
______________________________________________________________________________

List all medications and dosages your child receives on a continual basis: __________________

______________________________________________________________________________

EMERGENCY CONTACT INFORMATION

Parent/Guardian #1

Name________________________________________________Relationship___________________
Street Address_______________________________________________________________________
City___________________________ State ______________Zip Code _________________________
Home Phone_______________ Work Phone __________________Cell Phone ___________________
E-mail address______________________________________________________________________
DELTA SIGMA THETA SORORITY, INC.

BRONX ALUMNAE CHAPTER

Youth Program Application 2019-2020

Parent/Guardian #2
Name________________________________________________Relationship___________________
Street Address_______________________________________________________________________
City___________________________ State ______________Zip Code _________________________
Home Phone_______________ Work Phone __________________Cell Phone ___________________
E-mail address______________________________________________________________________
If for any reason I/we cannot be reached, please contact the following person(s) whom I/we

hereby authorize to seek emergency medical or surgical care for my/our child.

Name: _____________________________________ Relationship to Student ____________________
Home Phone________________ Work Phone ______________ Cell Phone _____________________
Name: _____________________________________ Relationship to Student ____________________

Home Phone________________ Work Phone ______________ Cell Phone _____________________
In the event that the Program is unable to reach any of the individuals named above

promptly by phone, I/we authorize the Program to seek and secure any emergency medical

or surgical care for my/our child. I/We will be responsible for any and all expenses

incurred and authorize the medical facility at which treatment is rendered to release all

necessary information to my/our insurance company.

Parent/Guardian Signature _______________________________________Date_____________

Parent/Guardian Signature _______________________________________Date_____________ 
DELTA SIGMA THETA SORORITY, INC.

BRONX ALUMNAE CHAPTER

Youth Program Application 2019-2020

CONSENT TO PHOTOGRAPH AND VIDEO
I, ____________________________________(Parent/Guardian), as parent 9s) or legal guardian(s) of __________________________________(Child’s Name), give permission for Bronx Alumnae Chapter, Delta Sigma Theta Sorority, Inc. to publish on the Internet or media still photographs or moving images, including, if applicable any sound recordings accompany the images taken of my child, at his/her Youth Initiative (e.g. Delta Academy, Delta GEMS, EMBODI, SAT Academy and/or School America) without payment or any consideration and without notifying me. 
I understand and agree that such materials, including all negatives, digital images, and prints shall become and remain the sole property of the Delta Sigma Theta Sorority, Bronx Alumnae Chapter and I shall have no right or title to such items. I further understand and agree that these materials may be kept on file and used by the chapter for potential future use. I agree to release the Delta Sigma Theta Sorority Bronx Alumnae Chapter from any and all liability arising from or in connection with the taking, use, publication, or dissemination of such materials. Copies of these photos may be distributed to the parent upon request.

_________________________________________ 

________________________

Parent/Guardian Signature 




Date

FIELD TRIP PERMISSION
I/We, _______________________________________ (“Parent/Guardian”), as parent(s) or legal guardian(s) of ____________________________________(“Child”), give permission for my/our Child to participate in the _____________________Youth Initiatives Program’s (the “Initiatives”) activities taking place off site. I/we understand that transportation to and from these activities will be provided for my/our Child by the Chapter.
I/We understand that the field trips are part of the Initiatives and if I/we choose to not have my/our Child participate in one or more off-site activities, I/we must make other care arrangements for my/our child during the times of that field trip activity.
I/We assume all risks and hazards of loss or injury of any kind that may arise in connection with such trips, except for gross negligence or intentional infliction of harm by the Initiatives, its officers, agents or employees.

I/We do hereby agree to release and hold harmless the Initiatives, Delta Sigma Theta Sorority, Incorporated, its officers, National Executive Board, employees, members, representatives, agents and assigns from any and all claims, costs, suits, actions, judgments, and expenses for any damage, loss, or injury to my/our child or damage to my/our child’s property arising from my/our child’s participation in field trips, other than damage, loss, or injury that results from gross negligence or intentional infliction of harm by the Initiatives, Delta Sigma Theta Sorority, Incorporated, its officers, National Executive Board, employees, members, representatives, agents and assigns.

_________________________________________ 

________________________

Parent/Guardian Signature 




Date
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