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ST. LUKE'S PRESCHOOLPRIVATE 


REGISTRATION FORM

Child's Name___________________________________
Birth-date________________________________

Name child answers to: ___________________________
Sex:     ____Male        ____Female 

Name you want your child to write and recognize: _______________________________________
Street Address__________________________________
Home Phone_____________________________
City/State/Zip_____________________________________________________________________________

Email Address_____________________________________________________________________________

Father's Name__________________________________
Mother's Name____________________________


Work Phone ___________________________________
Work Phone ______________________________ 

Work Address _________________________________
Work Address_____________________________

Emergency contact______________________________
Phone ___________________________________

Relationship to child_____________________________

Child's doctor __________________________________
Phone___________________________________

Child's dentist __________________________________
Phone___________________________________

Hospital of Choice_______________________________      Phone___________________________________
Siblings (names/DOB) _______________________________________________________________________
Other programs attended_____________________________________________________________________

















Please give any information concerning your child, which will be helpful in providing a positive preschool experience (play, eating, and sleeping habits, fears, likes, dislikes, allergies etc.).

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Please indicate your 1st and 2nd choice of classes:

Pre-K:  
____ M/W/F A.M. 
____ M/W/F P.M.     _____ Tuesday P.M. 4th Day Option

Primary:  
____ T/TH A.M.   

To complete this application, please sign and include the non-refundable deposit.

Signature _____________________________________________

Date _______________________

OFFICE USE ONLY: Deposit ________________________________
Date________________________



  Class Assignment ________________________


2000 Stover Street ( Fort Collins, CO 80525 ( (970) 493-7515

