St. Paul’s Episcopal School
Pre-School Registration Form
2008-2009

Semester: Summer Fall

Student Information
Name:
Birth date: Age as of Sept. 1:

Mother’s Name:
Phone:(home)
Address:
City/State/Zip:
Employer’s Name:
Phone/Extension: (cell)
E-mail address:

Father’s Name:
Phone:(home)
Address:
City/State/Zip:
Employer’s Name:
Phone/Extension: (cell)
E-mail address:

Please note any specials circumstances and/or siblings enrolled at St. Paul’s:

Attendance Information

Days Attending:

5 Days 3 Days 2 Days
MTWThF MWF TTh

Hours Attending:

8:15 am—11:30_ 8:15 am—3:00 8:15 am—6:00

Early morning care (7:00 — 8:00): yes__ no____

This registration form must be accompanied by the registration fee in order to secure
your child’s enrollment at St. Paul’s Episcopal School.

Office Use Only

Date application received: Received by:
Amount paid: Date paid:
Cash: Check/number: Money order/number:

Please complete both sides of this form. Thank yvou.




Please check all that apply:
1. Transportation:

Permission is granted for my child to be transported/leave campus for: ____emergency
care, field trips, ____ neighborhood walks
2. Water Activities
Permission is granted for my child to participate in: sprinkler play, _
splashing and wading pools, swimming pools, water table play

3. Outdoor Play
Permission is granted for my child to use play equipment and participate in outdoor
activities.
4. Media Release
Permission is given for my child’s photos to be included in school pictutes/photos
for the newspaper/website.

Emergency Care and Release Authorization

Contact persons (other than parent/guardian):

Name: Phone:
Name: Phone:
Name: Phone:
Name: Phone:
Physician: Phone:

If the above physician cannot be reached, permission is granted for another licensed
physician to be called. In the event that your child is taken to the hospital, is there any
information the attending physician needs to know? ( allergies, medical conditions, etc.)

Insurance Company: Phone:

Authorization for Emergency Medical Care

In the event that a parent/guardian or authorized contact cannot be reached, we the
parent/guardians of , hereby authorize a representative of
St. Paul’s Episcopal School to give consent for any/all necessary emergency care for outr
child, while said child is in their care. Authorization is given for Presbyterian Hospital of
Greenville to administer any/all emergency treatment as necessary and to use a physician on
hand if our physician cannot be reached.

I have read and agree with to all of the above authorizations.

Parent/Guardian Signature: Date:




