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Westgate Christian Academy – Registration Form – School Year 2011-12
1913 Trade Center Drive, St. Peters, MO 63376
636-442-8000
Fax 636-442-8001
STUDENT INFORMATION
Student’s Full Legal Name ______________________________________________ Entering Grade __________




First

MI

Last

Social Security # _______________________
Birth Date ___________ Birthplace_____________________
Address ____________________________________________________________________________________

   Street





City



State

Zip

Home Phone __________________ 
US Citizen Y / N    Gender M / F Ethnicity/Race _______________________

Primary Language_________________________ Church Affiliation _____________________________________
Previous School ___________________________ Public School District __________________________________

New Enrollment _________   Re-Enrollment _________
How did you hear about Westgate Christian Academy? ___________________
_________________________________________________________________________________________________________________________

PROGRAM DESIRED – Early Childhood 

Date desired for your child to begin _______________________
 
	Cubs 1
	Curriculum + Care
	5 days per week
	
	N/A
	
	N/A
	
	N/A
	

	Cubs 2
	Curriculum + Care
	5 days per week
	
	3 days per week
	
	2 days per week
	
	Custom*
	

	Cubs 3
	Curriculum + Care
	5 days per week
	
	3 days per week
	
	2 days per week
	
	Custom*
	

	Cubs 3
	Curriculum Only
	3 days per week
	
	2 days per week
	
	
	
	Custom*
	

	Cubs 4
	Curriculum + Care
	5 days per week
	
	3 days per week
	
	2 days per week
	
	Custom*
	

	Cubs 4
	Curriculum Only
	3 days per week
	
	2 days per week
	
	
	
	Custom*
	


Children entering Cubs must be 4 by July 31st. 






*Custom for office use only

TUITION PAYMENT PLAN – Those wishing to pay tuition up front in full will receive a 5% discount. There is a multiple family discount. 
Early Childhood tuition and fees are paid weekly or monthly depending upon the choice of program.  The registration fee is non-refundable, unless your child is not accepted as a student.

Person responsible for school tuition and fees _______________________________________________________________






Name


Address


Phone

Signature of Parent/Guardian __________________________________________________________________________
FAMILY INFORMATION
Household 1 (where the student resides)

Member 1 Relation ________________ Name ______________________________________________________







First


MI

   Last

Employer____________________________________________________ Occupation ______________________

        
 Name

Address

City/State/Zip


Work Phone _____________ Cell Phone ______________ E-Mail _______________________________________
Member 2 Relation ________________ Name ______________________________________________________







First


MI

   Last

Employer____________________________________________________ Occupation ______________________

        
 Name

Address

City/State/Zip


Work Phone _____________ Cell Phone ______________ E-Mail _______________________________________


FAMILY INFORMATION
Household 2 (Additional extended family, or if others are responsible for tuition and fees)
Member 1 Relation ________________ Name _______________________________________________________







First


MI

   Last
Address ______________________________________________________________________________________


    Street




City



State



Zip
Employer________________________________________________________________________ Occupation_______________________

        
 Name

Address


City/State/Zip



Work Phone _____________ Cell Phone ______________ E-Mail _______________________________________
Member 2 Relation ________________ Name _______________________________________________________







First


MI

   Last
Address ______________________________________________________________________________________


    Street




City



State



Zip
Employer________________________________________________________________________ Occupation_______________________

        
 Name

Address


City/State/Zip



Work Phone _____________ Cell Phone ______________ E-Mail _______________________________________

EMERGENCY CONTACT INFORMATION 

Please star (*) people listed below who can make emergency health care decisions if NO parents listed can be contacted.

In case of illness, injury or consultation, whom do we contact first?  Designate by number 1, 2, 3, 4, etc.

	
	Mother’s Name                                                                                 Phone Number

	  
	Father’s Name                                                                                  Phone Number

	
	Grandparents’ Name                                                                          Phone Number

	
	Grandparents’ Name                                                                          Phone Number

	
	Name                                                                                              Relation


Phone

	
	Name                                                                                              Relation


Phone

	
	Name                                                                                              Relation


Phone

	
	Name                                                                                              Relation


Phone



AUTHORIZATION FOR EMERGENCY MEDICAL CARE
I understand that I will be notified at once in case of illness or accident to my child, and I will make arrangements for medical care of my child 
with the physician or hospital of my choice.

If I cannot be reached to make necessary arrangements, or in a critical emergency requiring medical care, I hereby authorizeWestgate Christian 
Academy personnel:

To Contact Doctor/Clinic:

Name _____________________________________________________________________________ Telephone ___________________________

Address ________________________________________________________________________________________________________________
For Emergency Medical Treatment of my child, my preferred hospital is: ____________________________________________________________

PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY:
Name


Phone

Relation

Name


Phone

Relation
 ___________________________________________     ___________________________________________________
____________________________________________    ___________________________________________________
____________________________________________    ___________________________________________________
SECURITY PASS CODE - This word signals our staff that the person picking up has the parent’s permission.  _______________________

Permission to Photograph – From time to time WCA will be placing student pictures on the internet and in other media.  Please 
indicate your choice below:

□ I give my permission for WCA to use my student’s picture – Signed _____________________________________________________

□ I do not give my permission for WCA to use my student’s picture – Signed _______________________________________________  
For office use only
	Registration Submitted Date


	Time
	Check #
	Check Amount

	Change of Enrollment


	School Start Date


	
	Student Drop Date

	
	
	
	

	Custom Enrollment Plan #1

	Custom Enrollment Plan #2
	Custom Enrollment Plan #3
	Custom Enrollment Plan #4


Enrollment Status Change
	Cubs
	Teacher
	Care Needed
	Days Attending
	Custom

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


