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20 Northdale Blvd Coon Rapids, MN 55448
763-754-2383

Summer 2010 Registration Form
To register, please fill out the information below and return to school. Tuition for each session is due at
time of registration. If your child is new to PLCP, a health and immunization form is also required at
registration.

2 weeks/ 3 times a week (Tues/Wed./Thurs)
Mornings 9:00 am – 12:00pm

Cost: $75 per session

Session Options
_______ Session 1: May 25th – June 3rd - On the Farm
_______ Session 2 June 15th – June 24th Creative Expressions - Books

Child’s Name _______________________________________________________________________
Last First Middle

How would you like your child’s name to be written at school_________________________________________?

Address ___________________________________________________Phone _(____)_____________
Street City Zip

Date of Birth ___________________________________ Gender : Male____Female ____
Month Day Year

Home E-Mail _________________________
Parents Information
Father’s Name___________________________
Home Phone (___)_______________________
Cell Phone _(____)_______________________
Adress_________________________________
_______________________________________
Occupation_____________________________
Business Phone (___)______________________
Work Hours ___________to ___________

Mother’s Name_________________________
Home Phone (___)_______________________

Cell Phone _(____)_______________________
Adress_________________________________
_______________________________________
Occupation_____________________________
Business Phone (___)______________________
Work Hours ___________to _______

Who is the child’s legal guardian: ________________________________________________________

General Information
Who will be bringing your child to school? _________________________________________________
Day Care Provider ______________________________________Phone _________________________
What is the best way to reach parents when a child is at preschool? _______________________________
Child lives with: Both Parents_______ Father______ Mother______ Other________
List names and ages of other children living at home:__________________________________________
Other adults living at home _____________________________________________________________
Allergies ( including medicines)________________________________________________________
____________________________________________________________________________________
Special Needs we should be aware of: _____________________________________________________

For office use only.
Session 1 2
Fee Paid $_____________
Check # ______________
Received by: __________
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EMERGENCY AUTHORIZATION FORM

Child’s Name: ________________________________________ Birth date _________________
Parents/Guardian _______________________________________________________________
Phone Numbers:

Home: ________________ Mom’s Cell: ________________ Dad’s Cell: _______________
Father’s Work: ______________________ Mother’s Work: _________________________

Daycare provider: Name _____________________________ Phone _______________________

Medical:
Child’s Doctor: _______________________________ Phone: __________________________
Address(Clinic)________________________________________________________________

Street City Zip
Child’s Dentist: _______________________________ Phone: __________________________
Address(Clinic)________________________________________________________________

Street City Zip
Any Allergies or special medical problems? __________________________________________
______________________________________________________________________________
Are there any restrictions of activities? _____Yes ____No if yes, please explain ____________
_______________________________________________________________________________
_______________________________________________________________________________
Authorization to pick up child from school.
Children will be released only to those individuals authorized by parents or legal guardian. Any
changes of who will be picking up a child should be promptly reported to the school’s office or the
child’s teacher. Photo identification will be required by anyone who does not regularly pick up the child.

(please give phone numbers for ALL names listed)
Name ________________________________________Phone ____________________________
Name ________________________________________Phone ____________________________
Name________________________________________ Phone _____________________________
Name _______________________________________ Phone ______________________________

Anyone specifically not allowed to pick up your child? _________________________________
______________________________________________________________________________

Please list at least two(2) people who could be called in case of emergency illness and may pick up your
child from the center if parents cannot be reached.
1. Name: ___________________________________ Phone: ___________________________

Address: _____________________________________ Relationship: ___________________
2. Name: ___________________________________ Phone: ___________________________

Address: _____________________________________ Relationship: ___________________

We give Peace Lutheran Preschool permission to act in an emergency situation if we cannot be reached
or are delayed in arriving. The child will be transported to Mercy Hospital Center for emergency
treatment.

______________________________________ ___ _____________________________
Mother’s Signature Date Father’s Signature Date


