Seeds of Learning After School, Reading, and Learning Camp Registration Form


Registration Process: 
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[image: image4.wmf] Tuition Check (To: Seeds of Learning)

TUITION: $__________ per __________

Make Checks Payable To: Seeds of Learning
SITE LOCATION: Seeds of Learning 1817 Field Pl. N.E., Renton. 

Transportation from Sierra Heights Elementary is available on Bus #17 on school days.
PROGRAMS: 

[image: image5.wmf] After School (Monday-Friday, 4-6 p.m.)

[image: image6.wmf] After School Phonics and Reading, Ages 4-8 (Monday-Friday, 4-6 p.m.)
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[image: image9.wmf] Other: ________________________

DETAILS:

Please indicate any special needs your child may have (hyperactivity/ADD, learning disabilities, etc.): __________________________________________________________________________________

__________________________________________________________________________________

Please indicate any subject(s) your child needs special attention in: _____________________________

__________________________________________________________________________________
Commitment Contract (Registration Requires Student and Parent/Guardian Signatures):
My child understands that he/she will be expected to follow the rules at Seeds of Learning that will allow all students to learn in a safe environment and that he/she will be expected to respect learning, self and others, rules of safety and the school facility. I fully understand that my child will be withdrawn from Seeds of Learning if he/she grossly violates the rules on a regular basis, and that my tuition will not be refunded if the child is withdrawn.  We understand that regular and punctual attendance is a requirement in order to participate and be successful in the Seeds of Learning programs, and that Seeds of Learning does not make any promises for my child’s academic success. I understand that I will be responsible to transport my student on time to & from Seeds of Learning each day. Parents are asked to notify Joyce Svitak as soon as possible if the student is home ill, or will not be attending due to family vacations or other reasons, and my tuition will not be reimbursed if I fail to notify Seeds of Learning of absences on a regular basis. I fully understand that I must give Seeds of Learning thirty (30) day notice should I withdraw my child in order to receive reimbursement for unused tuition. Seeds of Learning may terminate enrollment with 30-day notice, and will reimburse the prorated amount of the tuition expense. 
Parent Signature __________________________________________ Date____________________________

Student Signature _________________________________________ Date_____________________________


Seeds of Learning Medical Information and Consent for Treatment Form
	Student Name
	

	Student Social Security Number
	

	Parent/Guardian Name
	

	Street Address
	

	City
	

	State
	

	Zip Code
	

	Daytime Phone
	(          )

	Evening Phone
	(          )

	Mobile Phone/Pager
	(          )

	Insurance Company
	

	Policy Holder
	

	Policy Number
	

	Policy Holder Relation to Student
	

	Emergency Contact Name (in case you can not be reached) 
	

	Phone Number(s)
	(          )

	Emergency Contact Relation to Student
	

	Please list any existing medical conditions and allergies the child has (including medication, food, and latex/materials allergies).


	

	Is your child currently taking any medications, vitamins, or herbal treatments? If so, indicate the name of the medication, dosage, and condition the medication is for. (Should your child change medications and/or doses, please notify us so we can make the appropriate changes)
	

	Are your child’s immunizations current?
	


I, the undersigned parent or guardian of ___________________, do hereby authorize adult workers with the youth of Seeds of Learning to consent to any examination, x-ray, anesthetic, medical or surgical diagnosis or treatment and hospital care which is rendered under supervision of any physician or surgeon licensed under the provisions of the Medical Practice Act on the medical staff of a licensed hospital, whether such diagnosis or treatment is rendered at the office of said physician or at said hospital. I also give my consent to transportation to a medical facility by ambulance or private vehicle; whichever is necessary in an emergency. Further, as parent or guardian of the named above, I do hereby expressly consent that my son/daughter may receive emergency medical treatment from any physician, hospital, or other medical center without the necessity of first notifying me, and do further agree to hold blameless any physician, hospital or other medical center for rendering such services. I release Seeds of Learning, Joyce Svitak, and Seeds of Learning workers from liability for injury or accident, and do give my permission to secure proper medical attention for above named minor should the need arise.   I understand that I will be financially responsible for any expenses incurred due to medical care, travel expenses, etc. due to an accident or illness.   I release Seeds of Learning from any financial responsibility that may be incurred due to injury, accident or illness. 

Parent/Guardian Signature:_______________________ Date:_____________________ Parent/Guardian Printed Name: _________________________________
Please send or deliver to:     Seeds of Learning


Joyce Svitak


         1817 Field Pl. N.E. 


                     Renton, WA 98059











STUDENT NAME: 


BIRTHDATE:


SCHOOL:


GRADE:


ADDRESS:


CITY:


ZIP CODE:


HOME PHONE:


Who is allowed to pick the child up?





(1) PARENT NAME:


PARENT DAYTIME PHONE:


PARENT MOBILE PHONE:


EMAIL ADDRESS:





(2) PARENT NAME:


PARENT DAYTIME PHONE:


PARENT MOBILE PHONE:

















*******FOR OFFICE USE*******


Receipt Number:				Tuition Paid Through (Date):


Date of Receipt:				Tuition Paid: $
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