
oUR I"ADY OF FATIIvIA SCHOQL
Application for 2l)17-18

Date of Co

FuIl Nanre:

Date of Birth:

Roce:

Ethnicity:

Baptism (if

Gmde Applying For:

Prcfers to be
Calletl:

Middle Last

Social Sec. #:

Applying for :

Hispanic Non-Hispanic

American Indian/Native American
Native Hawaiian/Pacifi c Islander

,Sex;

AEian

White
Black

2 or more rar:es

tr NSECD rre K 4)
tr Scholarslr p(K-6t")
tr TADS

Nane ofChurch Dale
First Cottttttuttiott

Student Lives With:

Home Address:

Catholic):

Witlt:

Naue ofChurch

Father onlyBoth parents

Student Mother onlv Grandparentp

For what public sys/ern AND SCHOOL is the chikl's prinwry residence zor4ed?
Monroe Ouachita Parish

Previous scltool or attended:

W

Parents'Nantes:

Please describe any

Father.' Mother.'

to check out the student; (legal documentation must be provided)

Relatiqnship to Student:
(htcludeJirst and last nanes)

Street Address

Mother Cell
Ph.#

City/StateElP

Father Cell
Ph.#:Home Phone:

Mother Employer:

Father Employer:

Mother e-mail add

Enrcrgency Contact

Entergencv Cotttoct

Enrcrgencv Contact

Mother Work Ph. #:

Fa,lther Work Ph.#:

Father e-mail address:

If the student shares residence wilh ntore than one parent/guardiap, please indicate infornntion below.

Student Also Lives

Home Address:

fi.elationship to Student:
(InchtdeJirst and last nane)

Slree! Address cttytsnt"tzn--
Home Phone: How often does the student reside at this address?

ON
Please list the nanrcs co,Ttac! infornationfor additional people to be contacted in the thal ltsu are unable lo be reached in an
entergency. These s will also be designated as authorized to nick up vouySlt![AUSpllpp!

Nanrc:

Nome:

Nante:

Phone #:

Phone #:

Phone #:



I hereby give my permission
my permtsston to tlansporl
Catholic School)

" my child to receive medical treatment for an accident or illness if I cannot be contacted. I furtlrcr give the school

child, if necessary, to receive such treatment at my expense. Also, I hereby give the provider (O,ur Lady of Fatima

to reliase mv child to the persons listed above in the event I am unable to retrieve my child. The authorized

persons will be required to identification when signing out my child.

Physician's Name:

Preferred Hospitul:

Insurunce Company

)'hysician's Fhone #:

Phone #:

Allergies:

Immunizations due:

Other Medicul C, or Medications:

Any Academic or Diugnosk:

This information will be

grandchild's school.

Msternal Grandfather:

Mailing Address:

Paternsl Grundfather:

Mailing Address:

I am aware and give permis
photograph may be

purposes regarding the

Parent Signature

OLF Faculty or Member

@acilvitieS,aswellosperiodicmailingstokeepthemuptodatewiththeir

Maternsl Grandmother:

City/State/Zip

Paternal Gra:ndmother :

City/State/Zip

Date

Please tell us how youfou out about Our I'ady of Fatima School:

Rudio A Friend or Family Member of Current Student

Online Seurch

By signing this I accept the obligations to further the school philosophy and carry out the

by all Jinancial o bligutions.rules und policies, ading abiding

ofparent or guardian Date Si;gned

,d/orvideotapedatourLadyofFatimaSchool.Irealizethatthe
in a newspaper, magaztne, web,cast, or other publicatic,n. The video ntay be usedfor educationcLl or informationat

,*, o, 
"u)ri"ulum 

at Our Lady of Fatima School. I unc!.erstand my child's name may be used in ,oublication.

Name


