WEST SIDE MONTESSORI CENTER
STUDENT RECORD FORM
2010 - 2011

Student Name: Home Phone:

Address: County:

Race (for government reporting purposes):

Gender: Name of Public School : Black White Hispanic
Multi-Racial Asian/Pacific Islander
Birth Date: Public School District: American Indian/Alaskan Native

If your child was not born in the U.S., has he/she attended school in the U.S. for more than 3 years?
Yes No N/A

e Would you like to be listed in the school roster? e In the case of a non-custodial parent, should he/she be
Yes No listed in the school roster? Yes No N/A

e May we list your email addresses in the school roster? e Should the non-custodial parent receive school mailings?
Yes No Yes No N/A

Does the child live with both parents? Yes No If not, with whom does the child live?

Give name and relationship

INFORMATION REGARDING THE PARENT(S)/GUARDIAN(S) WITH WHOM CHILD LIVES:

Mr. Mrs. Ms. Dr. Hours at work:
Parent Employer: Parent Job Title:

Work Phone: Ext. Cell Phone: Pager:
E-Mail:

Please list community organizations you belong to or board(s) on which you serve. This information is very helpful to us
when researching prospective trustees and volunteers.

Mr. Mrs. Ms. Dr. Hours at work:
Parent Employer: Parent Job Title:

Work Phone: Ext. Cell Phone: Pager:
E-Mail:

Please list community organizations you belong to or board(s) on which you serve. This information is very helpful to us
when researching prospective trustees and volunteers.

Information regarding NON-CUSTODIAL parent:

Name: Employer: Job title:
Address:
Street, city, state, zip
Home phone: Work Phone: Cell Phone:
E-Mail: May we list this email address in the school roster? Yes No

Additional comments:




MEDICAL INFORMATION:
Allergies/Chronic Illness:

If the child has any allergies, does he/she require an Epi-Pen? Yes No N/A
Special dietary restrictions:

Diseases the child has had:

Are medications taken regularly? Yes No (If yes, please contact the office)
Physician name: Physician phone:
Physician address:

Dentist name: Dentist phone:
Dentist address:

WEST SIDE MONTESSORI CENTER EMERGENCY MEDICAL AUTHORIZATION:

In the event reasonable attempts to contact me at or other parent/guardian at
have been unsuccessful, I hereby give consent for the administration of any treatment necessary by preferred

Physician: or in the event that physician is not available, by another licensed physician, and the
transfer of the child to preferred hospital: or any hospital reasonably accessible. This authorization
does not cover major surgery unless the medical opinions of two other licensed physicians, concurring in the necessity for
such surgery, are obtained prior to the performance of such surgery.

Signature of Parent/Guardian Date

I DO NOT give consent for emergency medical treatment of my child. In the event of illness or injury requiring
emergency treatment, I wish WSMC authorities to take no action or to (specify action):

Date

Signature of Parent/Guardian

Please list below adults who have permission to pick up your child from school, including after-school child care. When
someone other than a parent or someone not listed below will be picking up your child, a note with the date, first and last
name of the person, and time of pick up, MUST be given to your child’s teacher.

No child will be permitted to leave school with anyone not designated below or without a note.

First and Last Name Relationship Phone

I understand that I need to sign out my child when I pick him/her up from child care and inform the teachers that
we will be leaving for the day. | will notify any other person picking up my child to do the same.

List 3 people to be contacted and who have permission to pick up the child in the event of an emergency if a
parent/guardian cannot be contacted.

Name

Name

Name

Relationship to child

Relationship to child

Relationship to child

Address Address Address
City State Zip City State Zip City State Zip
Day Phone Day Phone Day Phone




