
Monroe Montessori School Parent Volunteer Questionnaire 

 

To assist families in meeting the 10 hours of volunteer time requirement please fill out this questionnaire.  

 

Child’s name:____________________   Room: _____  Home Phone__________________ 

 

What is your email address ____________________________________________________ 

 

Cell phone__________________________________________________________________ 

 

Do you have any special talents or skills? (example: carpentry, gardening, electrical, au-

dio/video, exceptional computer skills, arts and crafts, etc.) 

 

 

Each year parents assist in putting on the annual school auction by volunteering to help 

with tasks such as procuring items, data entry, decorating, set up/clean up, etc.    

 

 Yes please let the auction chair know I would be glad to help. 

 

Thank you for taking the time to fill this out!  If you have any questions about volunteer hours please don’t hesitate to ask 

your child’s teacher.   

Emergency Contact 

Each year we ask parents to fill out an updated Emergency Contact form. Thank you for helping us keep our contact infor-
mation up to date and current. 

Monroe Montessori School 2010-11 Emergency Contact Information 
 
 

Student:___________________ Parents:___________________________Phone____________________ 
 

Address City Zip_______________________________________ Work Phones _______________________________ 
 
Cell Phones:___________________________________________Email address______________________________ 
 

Use of text messaging is limited to special situations. To be able to receive a cell text message please include the name of your cell phone provider.   

 

In case of sickness or other emergency and I am unavailable the following people are authorized to pick up my child from school: 

 
Emergency contact name #1 & Phone:________________________________________________________________ 
 
Emergency contact name #2 & Phone:_______________________________________________________________ 
 
Emergency contact name #3 & Phone:_______________________________________________________________ 
 
Name of Doctor or clinic for primary medical care/dental care: _____________________________________________ 
 
Known allergic reactions (medicinal)/Other special health concerns____________________________________________________ 
 
Insurance Company ____________________________________________   Group Policy #_______________________________ 
I understand every effort will be made to contact me in the event of an emergency. I give permission for emergency transportation and treatment.   I accept full financial 
responsibility for medically necessary emergency treatment and services as determined by medical personnel. My address and phone number are correct. 

   
Parent Signature_________________________________________________________________________        Date_________________________________ 

Room ________ 

 


