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ENROLLMENT FORM

Please download and save this document on your device before filling it out

Applying for (School Year): 2022-2023

Current grade: Select one
Date:
day month year Application grade: Select one
Current school:
APPLICANT INFORMATION
Name
(1st & 2nd)
Last name:
(1st & 2nd)
Address:
Street & No. Residential complex or Building Apt.
Home phone:
Sector and City
Date of Birth: Age: - Mo
day month year years months F I—
Place of Birth: Nationality:

Passport NoO. (if from abroad) Religion: Select one




MOTHER / GUARDIAN

Name: (1st&2nd)

Last name: (1st&2nd)

FAMILY DATA

Date of birth: Civil status: Select one ID number:
day month year Nationality: Religion: Select one
Age: Place of work:
Home phone: Position:
Occupation:
Mobile phone: P
Work phone: Work address:
Ext: E-mail:
FATHER / GUARDIAN
Name: (1st & 2nd)
Last name: (1st & 2nd)
Date of birth: Civil status: ~ Select one ID number:
day month year  Nationality: Religion: Select one
Age: Place of work:
Home phone: Position:
Mobile phone: Occupation:
Work phone: Work address:
Ext: E-mail:

Applicant's parents are:

Select one

Applicant lives with:
Both parents [ | Stepfather [ |

Mother D Stepmother D
Father | | Other: (specify)




APPLICANT HEALTH DATA

Blood type: Select one

Name of medication:

Does your child have any special health condition?

Do you wish to be contacted by the school's health
authority to discuss condition?

Does your child take any medication in a regular manner? ~ Yes No

Yes No
Yes No

Where is it taken?

Home |:|

Indicated for (ailment):

School |:|

IMPORTANT: If applicant requires regular mediation to be taken during school hours, the health
authority at school must receive a valid medical prescription indicating medication and dosage.

llinesses/Accidents during childhood:

Age lliness Accident

Does your child have any allergies?

(Specify)

Does your child have any of the following health
conditions?

D Respiratory
|_| Gastrointestinal

|:| Vision
D Cardiovascular
|:| Dermatological

|:| Wears glasses
|:| Other (specify):

If necessary, | authorize my child to be given
the following medications:

|:| Acetaminophen
|:| Peptobismol
D Anti-Inflamatory
D Antihistamine

D Antacid

[ ] Cold/flu med
|:| Nebulization

Dosage and medication:

Please write any observation you consider of interest for the school's medical authority or teacher:




EMERGENCY CONTACT DATA

(in case of not being able to contact parents)

Contact 1:
Name: Mobile phone:
Relationship: Home phone:
Address: Work phone:

Contact 2:
Name: Mobile phone:
Relationship: Home phone:
Address: Work phone:

DOCTOR CONTACT DATA
Name:
Telephone:
Mobile Home Office

Medical Center:
Address:

| hereby confirm that the above information is truthful and authorize the validation of same, if deemed necessary. | fully understand that the
requirements in order to complete the admissions process, include the following steps:
- Academic and psychological evaluation of applicants, after providing required documentation and payment for same.

- Interview with one of the founding Directors.
- Response from Admissions, upon decision from the Admissions Committee (2 to 3 work days following interview).

I am fully aware the school reserves the right of admission.

Mother or Guardian Signature Father or Guardian Signature

Date
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