
 

Name_______________________________Age_____Grade________ 
Address__________________________________________Zip______ 
Home phone______________wk phone__________cell___________ 
School______________________________________________ 
Mother’s name________________________________________ 
Home phone____________wk phone_________cell__________ 
Email_________________________________________________ 
 
Father’s Name_______________________________________ 
Home phone_____________wk phone__________cell_________ 
Email___________________________________________________ 
 
Child living with ( )  Mother (_) Father  (  ) other_ 
If other, name & relationship_________________________________ 
 
Emergency information 
 
Does your child have any special needs/attentions? 
Yes______No ______(If yes, please be specific; asthma,  
 allergies to food or medications) 
________________  
Emergency contact number (other than parents) 
Name_______________________Phone_________cell____________ 
Address__________________________________________________ 
Relationship to child______________________________________ 
Signature: Child___________________________________________ 
Signature: Parent___________________________________________ 
Please check may parents have: ( ) died  ( ) are divorced or   
( ) separated ( ) other loss____________________________________  
___________________________________________ 

Mail to:  4600 Hyland Avenue   ●   San Jose, CA 95127   ●   (408) 258-7832   ●   Fax (408) 2586152 


