
 St. Fidelis Parish  Office for Religious Education  724-482-2362   
 
Jesus said: “ I am the bread of life; whoever comes to me will never hunger, and whoever believes in me will never thirst.”  Jn: 6:35 
 
 

2008-2009 RETURNING STUDENT REGISTRATION FORM
Completed CONSENT TO TREAT form must accompany this form. 
Registration Fee is $50 per Family if registered as parishioners, $75 per Family if not.  Please enclose this form and your check 
in an envelope, which may placed in the collection basket; or mail it to the office Attn: Joan. 

 

Is the family registered as parishioners of St. Fidelis Parish?   Yes ______  No ______ 

Father’s Name:  _______________________________ Mother’s Name: _______________________________ 
With whom does (do) the student(s) live, and which parent must be contacted for illness, or events? 

__________________________________________________________________________________________________ 

Address:___________________________________________________________________________Zip_____________ 

Phone:_________________________________ Work or Cell Phone:___________________________________________ 

E-Mail Address:_____________________________________________________________________________________ 

_______Please check if this represents a change of address or phone number. 
 

 

1.  First and last name: __________________________________________   2008-09 Grade: ____________ 

Circle one:  Sun. 9 – 10:15   Mon. 6 – 7:15   Homeschool 
Special learning needs:_______________________________________________________________________________ 

Physical limitations, allergies etc.________________________________________________________________________ 

 
2.  First and last name: __________________________________________   2008-09 Grade: ____________ 

Circle one:  Sun. 9 – 10:15   Mon. 6 – 7:15    Homeschool 
Special learning needs:_______________________________________________________________________________ 

Physical limitations, allergies etc.________________________________________________________________________ 

 

3.  First and last name: ___________________________________________ 2008-09 Grade: ____________ 

Circle one:  Sun. 9 – 10:15   Mon. 6 – 7:15   Homeschool 
Special learning needs:_______________________________________________________________________________ 

Physical limitations, allergies etc.________________________________________________________________________ 

 
4.  First and last name: __________________________________________   2008-09 Grade: ____________ 

Circle one:  Sun. 9 – 10:15   Mon. 6 – 7:15   Homeschool 
Special learning needs:_______________________________________________________________________________ 

Physical limitations, allergies etc.________________________________________________________________________ 

 

 

Emergency Contact Person:  Name:  ____________________________________________________________________ 

           Phone:  ____________________________________________________________________ 



 

 

I/We the undersigned parent(s)/guardian
  1) _________________
  2)__________________
  3)__________________
  4)__________________
minor(s), do hereby authorize treatment 
that may so arise, or any hospitalization 
 
 __________________________
 Father/Legal Guardian  
 
Date:__________________________
 
MEDICAL MATTERS:  I hereby warra
all responsibility for the health of my ch

sign only those in accor
 
Medications:  My child/ren is/are taking

medications will be well labeled.  N
medications, including dosage and f

 
Name:___________________________

     

Name:___________________________

     

Name:___________________________

     

Name:___________________________

     

 

Signature: _____________________

 

I hereby grant permission for nonprescri

child/ren, if deemed advisable. 

Signature: _____________________

 

3)  No medicating of any type w

child/ren unless the situation is 
Signature: _____________________
 

Consent To Treat

s of:  (name all children involved) 
_________________________________ 
_________________________________ 
_________________________________ 
_________________________________ 
of my/our child/ren by a licensed medical physician in case of any accident or illness 
necessary. 

___________ _____________________________________ 
  Mother/Legal Guardian 

___ This consent form will remain effective during the 2008-09 year. 

nt that to the best of my knowledge, my child/ren is/are in good health, and I assume 
ild.  Of the following statements pertaining to medical matters,  

dance with your wishes…. 

 medications at present.  My child will bring all such medications necessary, and such 
ames of the medications and concise directions for seeing that the child takes such 
requency of dosage are as follows: 

_______  Medication(s):_______________________________________________ 

          Dosages: _______________________________________________ 

_______  Medication(s):_______________________________________________ 

          Dosages: _______________________________________________ 

_______  Medication(s):_______________________________________________ 

          Dosages: _______________________________________________ 

_______  Medication(s):_______________________________________________ 

          Dosages: _______________________________________________ 

_________________________   Date:  _____________________________ 

ption medication (such as Tylenol, throat lozenges, cough syrup) to be given to my 

_________________________  Date:  ______________________________ 

hether prescription or nonprescription may be administered to my 

life-threatening and emergency treatment is required. 
_________________________  Date:  ______________________________ 


