ISNEO SUNDAY ISLAMIC SCHOOL
STUDENT ADMISSION/ENROLLMENT FORM

Students Information:

Date of Birth:


_________________________________________

First, Middle, Last Name 
 _________________________________________

Address:


__________________________________________





__________________________________________

Telephone:


(       ) ____________________________
Home 





(       ) ____________________________
Cell





(       ) ____________________________
Office

E-mail Address:

____________________________________________

Fathers Information:

First, Middle, Last Name:
_____________________________________________

Mothers Information:

First, Middle, Last Name:
______________________________________________

For Staff:

Assigned Level:
_________________  Tuition Paid:
______________________
I give consent for the following medical care providers and local hospitals to be called:

Doctor:  ____________________________

Phone:  _____________________

Dentist:  ____________________________

Phone:  _____________________

Hospital: ____________________________

Phone:  _____________________

PLEASE COMPLETE PART I OR II- NOT BOTH

PART I- TO GRANT CONSENT

In the event of an emergency and reasonable attempts to contact me have been unsuccessful, I hereby give consent to: (1) the administration for any treatment deemed necessary by the designated physician or dentist, or in the event the designated practitioner is not available, by another licensed physician or dentist: and (2) the transfer of the child to the designated hospital or any hospital reasonable accessible.

This authorization does not cover major surgery unless the medical opinion of two licensed physicians or dentists, concurring in the necessity for such surgery, is obtained prior to the performance of a surgery.

Please list any medical conditions or known allergies:

_______________________________________________________________________

Parent/Guardian Signature: ____________________________   Date:  ______________

-----------------------------------------------------------------------------------------------------------

PART II- DO NOT GRANT CONSENT

I DO NOT grant consent for emergency medical treatment of my child. In the event of

Illness or injury requiring emergency medical treatment, I wish the school authorities to

take no action unless they are able to contact me first:

Parent/Guardian Signature:  _________________________________ Date: __________

ISNEO SUNDAY ISLAMIC SCHOOL

EMERGENCY MEDICAL AUTHORIZATION

In case of your child’s illness, we will call the numbers you give us, in the order listed.

Three numbers help us in cases of emergency.

Parents/Guardian

Name: 

_________________________________________________________

Relationship: 
 _________________________________________________________

Address:   
_________________________________________________________



_________________________________________________________

Phone:

(          ) __________________________________________________

Other Relatives/Responsible Parties

Name:

__________________________________________________________

Relationship:
__________________________________________________________

Phone:

(        ) ____________________________________________________

Name:

__________________________________________________________

Relationship: 
__________________________________________________________

Phone:

(       ) _____________________________________________________

