 ST. ALOYSIUS CATHOLIC SCHOOL                         STUDENT REGISTRATION FORM                                       2019-2020  
Student Information   

Instructions: This registration form is an official record. Please print and complete both sides.
	
	
	
	
	(       )      
	(       )       

	LEGAL LAST NAME
	LEGAL FIRST NAME
	MIDDLE NAME
	Family email
	Primary Phone
	Student Mobile Phone

	
	
	
	
	
	

	Street Address
	Apt. #
	City
	ST/ZIP
	Student Date of Birth
	

	M                    F
	
	Y                      N
	Y                      N
	Y                      N
	

	Gender
	Religion
	Oldest Child?
	Youngest Child?
	Only Child?
	Grade entering 19-20


Parent Information                                     Legal Custody:    Both Parents ___
Mother___
Father__
Shared ___
Guardian___
 
	
	
	        Y                      N
	(       )       
	(       )       
	(       )       

	Mother Last Name
	First Name
	Lives with Student
	Primary Phone
	Mobile Phone
	Work Phone

	
	
	
	
	Y                      N
	

	Occupation
	Employer
	Religion
	Home email
	Allowed to pick up student
	

	
	
	
	
	
	

	Address if not same as student
	City
	ST
	Zip
	
	

	
	
	        Y                      N
	(       )       
	(       )       
	(       )       

	Father Last Name
	First Name
	Lives with Student
	Primary Phone
	Mobile Phone
	Work Phone

	
	
	
	
	Y                      N
	

	Occupation
	Employer
	Religion
	Home email
	Allowed to pick up student
	

	
	
	
	
	
	

	Address if not same as student
	City
	ST
	Zip
	
	


Emergency Contact Information       Step Parents/Grandparents/Friends (Please list 2 contacts in case of emergency when parents cannot be reached)
	
	
	       
	(       )       
	(       )       
	(       )       

	#1 Last Name
	First 
	Relation to student
	Primary Phone
	Mobile Phone
	Work Phone

	
	
	
	
	Y                      N
	

	Address 
	City
	ST
	Zip
	Allowed to pick up student
	

	
	
	   
	(       )       
	(       )       
	(       )       

	#2 Last Name
	First 
	Relation to Student
	Primary Phone
	Mobile Phone
	Work Phone

	
	
	
	
	Y                      N
	

	Address 
	City
	ST
	Zip
	Allowed to pick up student
	 (Complete other side)


Student Demographics    
	Y                      N
	White       Black       Multi-racial      Asian     American Indian/Native Alaskan      Native Hawaiian/Pacific Islander
	   

	Hispanic
	Ethnicity   (Please circle one above)
	Birth City                                                           State


Public School District Information    
	
	

	Public School District
	Name of Elementary/Middle/Jr. High child would attend if not at St. Aloysius (i.e.: Crim, Luckey, Otsego Middle, BGJHS)


Religious Information: Parish Affiliation (Circle one)  
St. Aloysius
St. Thomas More
          St. John XXIII          St. Louis Custar
Other: ______________________
Sacraments 
	
	
	       
	     
	    
	      

	Church of Baptism
	Date
	Church of First Holy Communion
	Date
	Church of Confirmation
	Date


Medical information                                                
 
	
	
	
	
	
	(       )       

	Name of Doctor
	Address
	City
	ST
	Zip
	Phone

	
	
	
	
	
	(       )       

	Name of Dentist
	Address
	City
	ST
	Zip
	Phone

	
	
	
	
	
	(       )       

	Name of Hospital
	Address
	City
	ST
	Zip
	Phone

	  Y                      N
	
	 Y                      N
	

	Allergies (Medicine)
	If Yes, please list
	Does child wear glasses?
	If yes, name of Eye Doctor

	  Y                      N
	
	Y                      N
	

	Food Allergies
	If Yes, please list
	Does child have asthma?
	If yes, please list medication used. 

	  Y                      N
	
	

	Food Sensitivities
	If Yes, please list
	Other medications taken by student

	  Y                      N
	
	 

	Food Intolerances
	If Yes, please list
	Other helpful medical information


#1 Consent to Treat                   






#2 Refusal to Consent: Do not sign here if you completed #1
	(   In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for the transfer of the child to any hospital reasonably accessible and the administration of any treatment deemed necessary by the above named doctors, or, in the event the designated preferred practitioner is not available, by another licensed physician/dentist.
	(  This consent does NOT cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity for such surgery, are obtained prior to the performance of such surgery.
	
	(  I DO NOT give my consent to emergency medical treatment of my child. In the event of illness or injury requiring treatment, and I, or the above contacts cannot be reached, I wish the school authorities to take the following action:
	

	
	
	
	
	

	Parent Signature
	Date
	
	Parent Signature
	Date


