
 

 

 

REGISTRATION FORM 

DATE: Thursday, September-24-09 

STUDENT NAME:         

BIRTH DATE:         

ADDRESS:         

CITY:           

POSTAL CODE:          

E-MAIL ADDRESS:         
MOTHER’S NAME:         
                             TEL. (Home):         

                             TEL. (Work):         

                             TEL. (Cell):         

FATHER’S NAME:         

                             TEL. (Home):         

                             TEL. (Work):         

                             TEL. (Cell):         

ALTERNATE PERSON TO CONTACT IN CASE OF EMERGENCY:         

                             TEL. (Home):         

                             TEL. (Work):         

                             TEL. (Cell):         

DOCTOR:         

                             TEL:         

DENTIST:         

                             TEL:         

CARE CARD NUMBER:          

ALLERGIES , HEALTH PROBLEMS AND / OR ANY DIET RESTRICTIONS:          

      
ANY PARTICULAR FEARS:         
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