
KidCare America™ Center  
First Assembly of God 

1608 N. Oak Street  Rolla, MO 65401 
 

 
 

Name_________________________________ Birth Date_________ Grade_____ M/F _____ 

 

Address_____________________________________City_________________ Zip_________ 

 

Phone_______________________ Attends church regularly at__________________________ 

 

School Information   School _______________________________________________ 
 

Address________________________________ Phone Number _________________________ 

 

Teacher/Counselor’s Name______________________________________________________  

 

Does your child have an IEP _____________________ 

 

If yes, what is the classification __________________________________________________ 

 

Does your child have any special needs that we should be aware of?  ____________________ 

 

If yes, please list ______________________________________________________________ 

 

Parent Information   
(If address and phone numbers are different from student, please indicate in the appropriate blank) 
 

Father’s Name________________________________ Home Phone_______________________ 

Address____________________ Apt. #______ City ________________ State____ Zip_______ 

Cell phone____________________________ Work Phone______________________________ 

 

Mother’s Name______________________________ Home Phone________________________ 

Address______________________ Apt. #______ City ______________ State____ Zip_______ 

Cell phone____________________________ Work Phone______________________________ 

 

Guardian’s Name____________________________ Home Phone________________________ 

Address_______________________ Apt. #______ City ______________ State____ Zip______ 

Cell Phone____________________________ Work Phone______________________________ 

Relationship to child_____________________________________________________________ 

 

 

 

Names & Ages of Siblings in household _____________________________________________ 
 

With whom does the student live with?______________________________________________ 
 

Student may walk home__________________________________________________________ 

Student Registration Form 
 

Date: _______________ 
 

23 



 (Parent or Guardian Signature) 

 

Student may be taken home by__________________________________________________ 
(Names of individuals who may take the student home besides Guardian) 

 

Student will be taken home by church van (if applicable) _____________________________ 
     (Parent or Guardian’s Signature) 

 

EMERGENCY NUMBERS (If we are unable to reach a parent or legal guardian, we will call one of these numbers) 

 

Name ______________________________Home Phone _____________Cell____________ 

 

Name ______________________________Home Phone _____________Cell____________ 

 

HEALTH RECORD 
Date of last tetanus shot_____________ Any active reaction?_____________ 

 

Circle if child has had the following, and give details below: 

 

Heart Trouble       Epilepsy       Asthma       Diabetes       Allergies        Rheumatic Fever 

 

______________________________________________________________________________

______________________________________________________________________________ 

 

Does your child take medication on a regular basis?_____ If yes, please list medication(s) mg’s, 

and how often.__________________________________________________________________ 

______________________________________________________________________________ 

 

MEDICAL RELEASE  
Parent’s or Guardian’s Authorization to adult person to consent to medical or dental treatment of 

minor child. 

 

The undersigned_____________________________(Parent or Guardian) who resides at  

 

__________________________________, city of __________________ State of _____, 

 

 and who is a parent or legal guardian of ________________________________, a 

 

 minor, age______ born _______________________,  

 

who resides at _____________________________________, city of _________________, 

 

 state of __________ herein authorizes the adult sponsor of the KidCare America™ Center to 

consent to any x-ray, examination, anesthetic, medical or surgical supervision and on the advice 

of any physician or surgeon licensed to practice in the state of treatment, when the need for such 

treatment is immediate, and when efforts to contact me are unsuccessful. 

 

Dated this__________________________ day of ____________ in the year ________________ 

 


