
2/19/2010   OVER PLEASE 

Kids Kollege Application  

CHRISTIAN CENTER SCHOOL 
2010-2011 School Year 

 

Before/After School Extended Care Program 

6:00 am – 8:15 am 

2:30 pm – 6:30 pm 
 

Student Name ___________________________________________________  Main Phone __________________  

  

Birth date ______/______/______                  Grade ________                      Sex ______   

 

Address _____________________________________________ City _____________________ Zip ____________ 

 

 

Father _______________________________________________________________________________________ 

  Name      Address                    Phone 

Employer’s Name:______________________________________________________________________________ 

  

Occupation:___________________________ Work Phone___________________ Personal Cell________________ 

 

 

Mother ______________________________________________________________________________________ 

  Name      Address    Phone 

Employer’s Name:  _____________________________________________________________________________  

                   

Occupation:____________________________ Work Phone__________________ Personal cell________________ 
 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Is there a Restraining Order on file?   �  Yes       �  No      Mandatory for facilitation; Update as necessary 

    

EMERGENCY / PICKEMERGENCY / PICKEMERGENCY / PICKEMERGENCY / PICK----UP INFORMATIONUP INFORMATIONUP INFORMATIONUP INFORMATION  (This portion must be completed in full) 
In case of illness or injury and parent cannot be reached, the following person (s) may be contacted to pick up my child (children) 

Only the person(s) listed below will be allowed to pick up your child without written permission. 

    
Contacts will be madeContacts will be madeContacts will be madeContacts will be made in this order: in this order: in this order: in this order:    

 
 __________________________    ____________________________   __________________________ 

       (Parent) Name    Address         Phone number  

 

 __________________________    ____________________________   __________________________ 

      (Parent) Name              Address          Phone number  

 

 __________________________    ____________________________   __________________________ 

      Name    Address        Relationship /Phone number  

 

 __________________________    ____________________________   __________________________ 

      Name    Address        Relationship /Phone number  

 

__________________________    ____________________________   __________________________ 

      Name    Address        Relationship /Phone number  

 

            
 

Date Rec’d_________________ 

Reg. fee___________________ 

 Payment type______________ 

 



2/19/2010   OVER PLEASE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*IMPORTANT  READ* 

Please list any medical conditions including regular medications, allergies (food allergies, etc.) that this student may have: 
 

 

1. ______________________________________________________________________________________________________  

2. ______________________________________________________________________________________________________  

3. ______________________________________________________________________________________________________  

4. ______________________________________________________________________________________________________ 

5. ______________________________________________________________________________________________________ 

 

 

 

 

Siblings Attending Christian Center School 
  Full Name        Grade 

 

1. __________________________________________________________________________ ________________________  

 

2. __________________________________________________________________________ ________________________ 

 

3. __________________________________________________________________________ ________________________ 
 

 

 

Physician / Insurance Information 
 

______________________________________________________________________________________________________ 
Name of Family Physician                                               Address                                                                                                           Phone 

 

Insurance:     �   Kaiser         �  Blue Cross        �   Medi – Cal         �   Other   _________________________________ 

 

Medical Insurance Card # __________________________________________________________________________________ 

If, in your judgment, my child needs immediate medical attention, permission is hereby granted for him/her to be taken to 

the nearest hospital emergency room (by ambulance, if necessary) and be treated by the doctor on call. 

 

____________________________________________________  _____________________________  _____________________ 

Signature            Relationship                                        Date 


