MAKE EVERYONE'S LIFE EASIER

by following these instructions, please.

Make life easier for yourself.

1. Fill in the documents online if possible.

The blanks (fields) in the documents have been linked together so that entering
information, such as your child's name, in one place will fill in the information in
other places. This will reduce the time needed to complete all the documents.

2. Check every document carefully.

Each page has unique information that needs to be entered. All documents
need to be signed or initialed individually. If you or your child does not have
a digital signature, you may sign the documents after printing.

3. Print the pages single-sided.

Different documents will be filed in different places. Please do not print them
double-sided.

If you cannot print the pages, save the completed documents and email the file to
admissions@ecscrusaders.com. If you or your student could not digitally sign
each document, arrange a time to go to the school office and finish the packet by
signing all the pages.

Make life easier for the office.

1. Return the completed documents as soon as possible.

This will allow the office to check the pages for any missing information and get
the information filed in a timely manner.

2. Print the pages single-sided.

Again, different documents will be filed in different places. Please do not print
them double-sided.

THANKYOU THANKYOU THANKYOU THANKYOU THANKYOU









EMERGENCY CARE
INFORMATION

i‘ W Please complete for each student in K2-12th grade.

CHRISTIAN SCHOOL

Student's Full Name:

DOB: Grade: Teacher:

Address:

Street City State Zip
Parents are: [ Married/Living together [] Separated
[ Divorced I divorced, who has legal custody?

Mother: Home: Work:
Cell: Pager:
Father: Home: Work:
Cell: Pager:
Other: Home: Work:
Relationship: Cell: Pager:

Please check which of the following your child may have while at school if needed:
[] Tylenol (] Children’s Tylenol [] lbuprofen

[l Cough drop [ Tums ] None - please call first

[Jves LINO Incaseof emergency allergic reaction, ECS has permission to give my child
BENADRYL ELIXIR per directions, before notification of parent:

Allergies to Medicine Please list the reaction

List any other allergies Please list the reaction

Please list any history that is pertinent to your child’s daily care at school:

Please list all prescribed medications your child takes, and include amounts:

Parent's Signature Date:




EMERGENCY CONTACTS & INFORMATION
FIELD TRIPS & ATHLETIC EVENTS 2021-2022

L il

CHRISTIAN SCHOOL Please complete for each student in K2-12th.
Student’s Full Name Goes by Grade
Address County
PARENT INFORMATION
Father/Guardian [] Lives with student Mother/Guardian [ ] Lives with student
Name Name
Relationship to applicant Relationship to applicant
Phone Phone
Employer Employer
Work Phone Work Phone
Email Email
Address (if different from student’s) Address (if different from student’s)

STUDENT INFORMATION
Student Allergies

Student Medications

Name of Insurance Company

Policy Number

EMERGENCY INFORMATION: If parents cannot be reached, contacts will be called in the order listed. Students will
only be released to those persons checked below.

Name Relationship to student Phone

Permission to pick up
Call in emergency

Permission to pick up
Call in emergency

Permission to pick up
Call in emergency

Permission to pick up

4 Call in emergency

Permission to pick up
Call in emergency

5

w
ooogooaoooo

[ Permission to medicate: By checking this box, | give permission for my child to be given over the counter medication at
school. If prescription medication needs to be administered at school, please contact the front office.

Medical Authorization: |, who by law may do so, authorize the administration of emergency medical treatment to he/she
who is the subject of the form. | understand that all reasonable safety precautions will be taken at all times by Emmanuel
Christian or its agents in the event of an accident, injury, or disease incurred by the subject of this form. | understand that in
the event medical intervention is needed every attempt will be made to contact the person above immediately.

Signature of Parent/Guardian Date















South Carolina Department of Social Services Child Care Regulatory Services

GENERAL RECORD AND STATEMENT OF CHILD'S HEALTH FOR ADMISSION
TO CHILD CARE FACILITY

This form is to be completed for each child at the time of enroliment in the child care facility, updated as needed when
changes occur, and maintained on file at the facility.

GENERAL INFORMATION: (to be completed by Parent or Guardian)

Name of Facility: Emmanuel Christian School County: __ Darlington
Address: 1001 North Marquis Highway Hartsville SC. 29550
Street Address — no Post Office Boxes City, State, Zip
Child’s Name:
Last First Middle Initial Nickname
Date of Birth: Enrollment Date:
Child’s Current Home Address:
Street Address City, State, Zip
Parent/Guardian’s Full Name:
Home Phone: Work Phone: Other Phone:
Parent/Guardian’s Full Name:
Home Phone: Work Phone: Other Phone:

You must have two individuals who have the authority to obtain emergency medical treatment for the child.
1. Person responsible if parent/guardian unavailable for emergency medical services:

Full Name Relationship

Address:

Street Address - MUST LIVE LOCALLY TO ECS City, State, Zip
Telephone Number(s): Family Code Word(s):

2. Person responsible if parent/guardian unavailable for emergency medical services:

Full Name Relationship
Address:
Street Address - MUST LIVE LOCALLY TO ECS City, State, Zip
Telephone Number(s): Family Code Word(s):
Is Child currently enrolled in school? (5K up to 6 years old) |:|Yes |:| No
My Child will regularly attend this facility FROM am/pm TO am/pm
If Child is a drop-in, indicate hours of care: FROM N/A am/pm TO N/A am/pm

Check all days Child will regularly attend this facility: 4 Mon ¥ Tue AWed ¥ Thurs A Fri [ Sat [ Sun

Check all meals Child will receive daily: [1 Meals are not offered [ Breakfast 4 Morning Snack 4 Lunch
{4 Afternoon Snack [ Dinner [ Evening Snack

HEALTH INFORMATION: (to be completed by Parent or Guardian)
Family Physician or Health Resource:

Name

Street Address City, State, Zip Telephone
Emergency Care Provider:

Emergency Facility Name

Street Address City, State, Zip Telephone
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Dental Care Provider:

Name

Street Address City, State, Zip Telephone

Health Insurance Provider:

Certificate of Immunization: |:|Yes |:|No |:|N/A Please explain:

My child has the following health conditions such as allergies, asthma, diabetes, epilepsy, etc., and/or takes the
following medications on a regular basis:

Additional Comments:

| certify that to the best of my knowledge

Child's Name
is in good mental and physical health and able to participate in the child care program at

Emmanuel Christian School
Name of Child Care Facility

Signature: Date:
Parent or Guardian

Signature: Date:
Director/Operator/Staff Designee
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