

        ROCK-WALWORTH COMPREHENSIVE FAMILY SERVICES INC. 

HEAD START AND EARLY HEAD START®
Serving Rock & Walworth Counties

Date _____/______/_______

To:	(Site Team Leader) ________________________________

From:  	___________________________ Site/ Class ___________________________________

Activity Date ____/____/____  Location (address) ____________________________________
*Start Time_______________                                   ____________________________________  
*End Time _______________                                   Phone # _(______)_____________________                                                 
(* only list start & end times if the event is not a field trip)
(*Use additional comments sections for exceptions)  

Canceled class ____Yes  ___No    Makeup date _____/______/______
Driver’s work hours reduced  ____Yes   ____No  
Additional Comments ____________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Field trip ____ yes  ____ No                    Estimated Round  trip mileage ____________
# Children on bus __________________ # of adults on bus _________________ 
Items transported (i.e. Coolers, etc.) _______________________________________________
Class ________    Time of bus departure ____________  Time of bus  return   _______________ 
Class ________    Time of bus departure ____________  Time of bus return    _______________ 

Description of activity & justification: (Educational/ Literacy goals, etc.)__________________ ____________________________________________________________________________________________________________________________________________________________
Total Cost $_______________ Funding Source _______________________________________  
Additional Staff requested __________________________________________________________ ______________________________________________________________________________
Menu/ Kitchen/cook changes_______________________________________________________ ______________________________________________________________________________
Nutrition staff notified   ____Yes  ____No 
 
Emergency Preparation(s) 
___Class Attendance  ___Emergency Fact Sheets  ____First Aid Kit __________other (indicate)

____Cell Phone #  (_____)_________________        ____Additional vehicles (list below)                          					                     ___________________________________                                                                                       
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *   
____Approved  _____Disapproved - Site Team Leader________________________________ 
                                                                                            Date ____/______/_______
Comments  

____Approved  ____Disapproved  - Transp. Team Leader____________________________
                                                                                              Date ____/_____/_______
Comments/ Driver assignment:

____Approved  ____Disapproved   - Other _______________________ Date _____________
                                                                               (as required) 
REQUEST MUST BE RECEIVED BY RSTL 15  DAYS BEFORE EVENT                                                                                                                                     
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