0o AGAPE CHRISTIAN MONTESSORI SCHOOL

\ ) 301 Silver Star Blvd., Scarborough ON M1V 0B6
Phone: 647-717-1800
E-mail: info@agapecms.com
WWW.agapecms.com
Business Number: 82204 1455 RT0001

REGISTRATION FORM

Child’s Full Name: Age: Birth Date: (mm/dd/yy) Gender:
Citizenship: Home Phone: Address:
Date of Admission: Enter class: Date of Withdrawal: (Fill by school)

Is your child currently attending a school? If so, which school?

Regular medications: (fill out Permission to Administer Medications form)

Medicine allergic to: Food allergies: Any other allergies:

What happens when the child is in contact with the allergens:

What should the school do when there is an allergy?

Any other special health conditions:

Child’s interest: Child’s language used at home:

Child’s birth order: 1%,2™ 3 ,4™ 5™ Please provide siblings’ names, dates of birth and genders:

Does the child have special needs?

Is the child toilet trained? Yes/ No Additional info:
Church affiliation: Name of Pastor:
How did you get to know our school? If someone introduced you to us, who is that person?

PARENT/GUARDIAN INFORMATION

Does the child live with ___Mother, ___ Father, or name of the guidance:

Is the child involved in a custody dispute/agreement? Yes/No If yes, please attach custody papers.

The school must have at least one working address in case of emergency.

Relationship Mother Father Guardian

Name

Address

Occupation

Email Address

Cell Phone Number

Work Address

Work Phone

Working Hours
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EMERGENCY CONTACTS

Primary Emergency Contact

First Name: Last Name:
Home Phone: Work Phone: Cell Phone:
Relationship to Child: Address:

Secondary Emergency Contact

First Name: Last Name:
Home Phone: Work Phone: Cell Phone:
Relationship to Child: Address:

Any special instructions on how to reach parents:
CONTACT IN CASE OF SCHOOL CLOSURE

In case of bad weather or power outage at school, the school will be close. The school can contact parents between 7pm to

8am of the following morning. Here is my contacting information during those hours:

Email address: Phone number: Text message phone number:

CHILD RELEASE FORM

Child’s name:

Please list below the people who have *Permission* to pick up your child besides the primary and secondary contact persons.

Name: Phone: Relationship:
Name: Phone: Relationship:
Name: Phone: Relationship:

I/We will notify AGAPE CHRISTIAN MONTESSORI SCHOOL if anyone other than the names above will be picking up the child noted above,
at all times, either by phone or by indicating in the message book.

I/We understand that picture ID may be required at any time a child is being picked up and the pickup persons have to be 18 years old
and above. Please notify that pick up person in advance.

If the staffs are unsure in any way about releasing a child to any person, they will not release them unless there has been a notification
from a parent.

To avoid misunderstandings, please make sure that alternate arrangements are known to all staff members at all times.

Father’s name: Signature: Date: (mm/dd/yy)
Mother’s name: Signature: Date: (mm/dd/yy)
Or Guardian’s name: Signature: Date: (mm/dd/yy)
EMERGENCY INFORMATION
1. Child’s name: Child’s OHIP number:
Child’s doctor: Doctor’s phone number:

Doctor’s address:

*Immunization record: please fill out Request for Immunization form from the Toronto Public Health
Child has already had:

Measles [ 1 German Measles [ 1 Chicken Pox [ ] Mumps [ 1 Whopping Cough
Other important information:

[]
[]
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MEDICAL CONSENT FORM

In case |/we cannot be contacted immediately during an emergency, I/we hereby grant my consent for my child to be given emergency
medical treatment as prescribed by a treating physician and hold AGAPE CHRISTIAN MONTESSORI SCHOOL and its employee harmless.

In case I/we cannot be contacted immediately during an emergency, |/we hereby grant my consent for my child to be given emergency
surgical treatment as prescribed by a treating physician and hold AGAPE CHRISTIAN MONTESSORI SCHOOL and hold its employee
harmless.

I/We hereby give my permission that in the case of an emergency, the staff of AGAPE CHRISTIAN MONTESSORI SCHOOL to arrange for
emergency transportation either by taxi or ambulance or for the attending physician to administer the required emergency treatment.

I/We allow AGAPE CHRISTIAN MONTESSORI SCHOOL to use my child’s medical information to provide my child with appropriate care of
medication treatments in case of emergency.

Child’s name:

Father’s name: Signature: Date: (mm/dd/yy)
Mother’s name: Signature: Date: (mm/dd/yy)
Or Guardian’s name: Signature: Date: (mm/dd/yy)

FREEDOM OF INFORMATION STATEMENT
AGAPE CHRISTIAN MONTESSORI SCHOOL records contain a great deal of information about the children.

From time to time THE MINISTRY OF FAMILY, COMMUNIY AND SOCIAL SERVICES and THE MINISTRY OF EDUCATION will be visiting the
school and may look at the files to ensure that all the information is up-to-date.

Please be assured that all information is kept in the strictest confidence.
Since the Staff work directly with the development of the children, they reserve the right to consider other organization of reference.

I, the undersigned, certify that | have read and understood the above AGAPE CHRISTIAN MONTESSORI SCHOOL, Freedom of Information
Statement.

Child’s name:

Parent’s / Guardian’s name: Signature: Date: (mm/dd/yy)

AUTHORIZATION FOR PUBLICITY

Parents are required to give their consent to the appearance of their child in any publicity arranged for AGAPE CHRISTIAN MONTESSORI
SCHOOL through various media such as newspaper, radio, TV, slide presentations, newsletters, the AGAPE CHRISTIAN MONTESSORI
SCHOOL website and/or other publications.

AGAPE CHRISTIAN MONTESSORI SCHOOL uses such publicity:

e As ateaching tool to benefit of the child.
e To keep the public informed of the school’s existence.

I, the undersigned, hereby give my full consent to my child, ’s appearance in any publicity arranged by AGAPE
CHRISTIAN MONTESSORI SCHOOL.

Parent’s / Guardian’s name: Signature: Date: (mm/dd/yy)
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CONSENT FOR APPLICATION OF SUNSCREEN

When it gets sunny, teacher will apply sunscreen on the child’s face, arm and leg. Please bring a sunscreen with SPF 15 or higher and
UVA and UVB protection for your child to keep at school.

1. The sunscreen must be in its original package
2. Only bring in a small tube

3. Label the sunscreen

4. Signed the consent form

I wish my child have sunscreen (supplied by myself) applied both morning and afternoon by AGAPE CHRISTIAN MONTESSORI SCHOOL
Staff during the summer months at AGAPE CHRISTIAN MONTESSORI SCHOOL.

Parent’s / Guardian’s name: Signature: Date: (mm/dd/yy)

CONSENT FOR APPLICATION OF HANDCREAM

When it gets dry, the teachers are able to put some hand cream on your child’s hands during the day. If you want is to do so, please
follow the instructions below:

The hand cream must be in its original package

Due to limited storage space, only bring in a small tube of cream, do not bring in a large size
Put your child’s name on the cream with a permanent marker

Fill in the following form to authorize us to do so.

PN E

| wish my child have hand cream (supplied by myself) applied by AGAPE CHRISTIAN MONTESSORI SCHOOL Staff during the dry months at
AGAPE CHRISTIAN MONTESSORI SCHOOL.

Parent’s / Guardian’s name: Signature: Date: (mm/dd/yy)

CONSENT FOR APPLICATION OF HAND SANITIZER

Your child might be using hand sanitizer provided by the school to disinfect the hands. The purpose is to avoid spreading the germs.
Please check one of the following:

____lallow my child to use hand sanitizer provided by the school.
___ldo not allow my child to use hand sanitizer provided by the school.

Parent’s / Guardian’s name: Signature: Date: (mm/dd/yy)

FIELD TRIP BLANKET CONSENT FORM

My Child, , may participate in all supervised excursions planned by Agape Christian Montessori School.

This approval applies strictly to trips conducted on foot.
| understand that trips involving other means of transportation, like bus rides, require separate authorization.

Parent’s / Guardian’s name: Signature: Date: (mm/dd/yy)

Page 4



m East York Civic Centre Request for Immunization
T“ml"m Toronto, Ontane Information for New
Public Health Fax. 416-926.2497 Registrants of Day Nurseries

To Parents/Guardians:
Please complete the information below or attach a copy of your child’s immunization record, You can get your child's immunization record

from your doctor. Please return this form to the Licensad Child Care Provider within two weeks. Detailed instructions are on the back of this
form. If you require further information, call the Toronto Public Health Immunization Information Line at 416-392-1250

ITIS IMPORTANT TO COMPLETE THIS INFORMATION IN FULL (PLEASE PRINT CLEARLY]:

Facility Name:
Child's Name:
SLFRNAME MIDOLE HAME FRET hAkE
Date of Birth: Gender: Male Female Other cmoEcer)
[y mmidd)
ONTARIO HEALTH CARD NUMBER [
Home Address
NUNBER STREET NAME LMIT 8 CITY POSTAL CODE
Parent'Guardian Name
SURNANE GIVEN RAME
Telephone Number
HOME BUSBESS
Doctor's Name Doectar's Telephone Number
PLEASE ATTACH A COPY OF YOUR CHILD'S IMMUNIZATION RECORD OR COMPLETE THE SECTION BELOW
Vaccine g @ E Z 78" Other immunizations,
© 3 3 g § 3 a5 @ tests results or
_ 5 |4 ﬁ g § 2 2 2| ale? &35 2 comments
DatesGiven | £ |5 | 28| 2|54 3| 3 2 E|RE £ 8E E| o
(yy/mmidd) g ° (S| gRE & | 2|2 |2 232|228

Personal health information on this form is collected under the authority of the Health Protection and Promotion Act, R.5.0. 1990, ¢. H. 7. Itis used for
the Toronto Public Health Vaccine Preventable Diseases Program. The confidentiality of this information is protected. For more information, visit our
Privacy Statemnent at www.toronto.ca/health finformation_practice_statement.htrm or contact Manager, Vaccine Preventable Diseases - 850 Coxwell Avenue,
Toronto, ON, M4C 5R1 or by telephone: 416-392-1250.

Please see other side

Request for Immumization Info - Revised May 2012
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