Holy Cross Catholic School

Holy Cross Catholic School
K-6 REGISTRATION

Student . Student Preferred | 26-27

Legal Last Name | First Name M.I Name | Grade boB Gender | Race Ethricity

Student(s) information
Address City Zip

Local Schoo! District:
Primary Telephone: Number for Text Alerts:
Email address for school communications

*Student information Is avaifable to other parents. If you would prefer to have your child’s information excluded from the
roster, please mark here:

*Has your student been baptized, if so at what parish:
City: State: Date if known:

Billing Information

Name of parent/guardian responsible for tuition:
Address A City Zip
Primary Telephone: Primary Email Address

SCHOLARSHIPS/ SUBSIDY / FINANCIAL AID INFORMATION (not applicable for Pre-K}
Please check all that apply:
___I/We are applying for one or more scholarships or financial aid.
___ I/We are applying for a Catholic School Tuition Subsidy.
{Subsidies will be considered after scholarship eligibility/financial aid applications are considered.)
___1/We waive the right to apply for a Catholic School Tuition Subsidy ar other scholarship aid.
___l/we will pay the full cost of tuition.

TUITION PAYMENT INFORMATION

. hwill pay tuition in full by August 31, 2026 (Tuition paid in full will receive a 2% discount).
__Fwill pay tuition by Monthly Direct Withdraw beginning in August 2026,
__ Please bill me monthly for tuition.

PLEASE SEE OTHER SIDE OF FORM
Holy Cross Catholic School * 1745 S. Clinton St. Defiance, OH 43512 * 419-784-2021 * fax 419-784-2073 * www.defianceholycross.org



Caregiver Information

Student Lives With: Mother Stepmother Legal Guardian
Father Stepfather

If Parents Are Divorced/Separated, Who Has Legal, Court Appointed Custody:

Is There A Restraining Order? (Yes) (No) Against Whom?
Father’s or Guardian’s name Phone Number
Father's Workplace Work Phone Number

Father’'s Email

Father/Guardian Signature

Mother's Name Phone Number

Mother's Workplace Work Phone Number

Mother's Email

Mother/Guardian Signature

Return registration form along with:
Non-refundable $25 registration fee (per student)
Copy of Birth Certificate (only required for newly enrolled students)
Copy of immunization Records (only required for newly enrolled students)
Media Release {only required for newly enrolled students)
Heatth History Form {only required for newly enrolled students)
Dismissal Instructions {only required for new students unless changes have been made)
| Updated Medical Authorization form {all students)
O
HCCS admits students of any religion, race, color, national and ethnic origin to all rights, privileges, programs, and
activities generally accorded or made available fo students at the school. It does not discriminate on the basis of religion,
race, color, national and ethnic origin in administration of its educational policies, admissions policies, scholarship and
loan programs, and athletic and other school-administered programs.

Revised Aprif
2021
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Holy Cross Catholic School

Holy Cross Catholic School

Emergency Medical Authorization

Student Name: Grade

PART I OR II MUST BE COMPLETED

PART I: TO GRANT CONSENT

In the event reasonable attempts to contact:

Mother’s name Phone #
Mother’'s employers name Phone #
Father's name Phone #
Father's employers name Phone #

People to be contacted in the event of an emergency if the parent cannot be reached:

Name Phone # relationship to child

Name Phone # relationship te child

We have been unsuccessful; | hereby give consent for:

(1) the administration of any treatment deemed necessary by:
or

(Preferred Physician) {Phone) (Preferred Dentist) (Phone)
or in the event the designated-preferred practiticner is not available, by another licensed physician or
dentist; and

(2} the transfer of the child to

{Preferred Hospital) {Phone)

This authorization does not cover major surgery unless the medical opinions of two other licensed
physicians or dentists, concurring in the necessity for such surgery, are obtained prior to the
performance of such surgery. Facts concerning the child’s medical histery including allergies,
medications being taken and any physical impairments to which a physician should be alerted.

Signature:

(Parent/Guardian) {Address) (Date)

- Holy Cross Catholic School * 1745 8. Clinton St, Deflance OH 43512 * 419-784-2021 * defianceholycross.org
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Holy Cross Catholic School

PART II REFUSAL TO CONSENT
{Do not complete Part Il if you completed Part I)
{ do not give my consent for emergency medical treatment for my child in the event of iliness or
injury requiring emergency treatment. 1 wish the schoo! authorities to take no action or to:

Signature:

{Parent/Guardian) {Date)

Holy Cross Catholic School * 1745 S. Clinton St. Defiance OH 435612 * 419-784-2021 * deﬁancehoiycrosshrg



Holy Cross Catholic School

Parent Name/Guardian:

My child(ren)

Dismissal Instructions

*Please return this form to the office by the first day of school*

, is a car rider.

Listed below are names of 3 people who have my permission to pick up my child(ren).

Name

Phone Number

Name

Phone Number

Name

to

Phone Number

is a bus rider and will ride bus #

after school.

{Address of Destination)

will walk to

after school.

(Address of Destination

I the procedure for.dismissal is different on a given day, | will send a dated, handwritten note with

my child for the office.

Parent/Guardian Signature

Pate
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