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Items Needed for K3 and K4

Blessed Sacrament Catholic School requires the following items:

] Copy of up-to-date immunization form (DHEC 2740A) signed by a physician '
[ ] Copy of the birth certificate

D Ne_ed the last 4 digits of Social Security number:

[ ] Catholic -- Parish
[ ] Non-Catholic

Enrollment of the student will be delayed until all documents are received.

Please contact me if you have any questions!

Linda McHugh, Tuition Officer, Inchugh@scbss.org
843-766-2128 x1001, phone number
843-766-2154, fax number




South Carolina Depatiment of Social Services
Lhild Care Begulaiory Services

GENEHAL RECORD AND STATEMENT OF CHILD’S HEALTH FOR ADMHSSEON
TO CHILD CARE FACILITY

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

GENERAL INFOBMATION: (o be completed by Pa %1’[ r rdian)

Name of Faeifity; Ogn I3 Belect County ...
Address: ?%ﬁ ﬁvﬁs ‘, : IV W 2@ E
* Sirest Address — 1o Post Office Boxss ¥City, State, Zlp ,
Child’s Name: :
Last FFrs_t - Middle initial Nick Name
Date of Birihy: Enroiiment Date:
- Child's Current Home Address: __— : :
: Slreet Address City, State, Zip

Pareﬁ_t!Guardian’s Fuli Name:

Home Phone: : Work Phone: — : Other Phoner... .
- Pareni/Guardian’s Full Name: - Lo M e T
Home Phone: Work Phone: Other Phone: _

You must have two individuals who have the authority to obltain emergency medical freatment for the child.

Person responsibie if parent/quardian unavaitable for émergency medical services:

1.
. Full Name Helationship . .
Address: : '
Street Address ) City, State, Zip
: Family. Cude Word(s):

Telephone Number{s):
. ‘Person responsible if parent!guardsan unavailable for emergency medical ser\ru:es

2
Full Name Fiefatinnship
Address; '
Strest Address Cily, State, ZIp
Fam:iy Code Word(s): ;

Telgphone Numbenr(s);
Is Child cumently enralled in school? (5K up to 6 years old)
My Ghild will regularly attend this facility FROM
If Ghiid is a drop-in, indicate hours of care: ' FROM

Check all days Child will reguiarly attend this facflity: DO Mon DO Tue DO Wed U Thurs O Fri.
[1 Breakfast [1 Morning Snack 0O Lunch

OYes ONo -
am/pm TO____ am/pm '

ampm TO._____ _am/pm
[1Sat [1Sun

Check all meais Child will receive daily: [0 Meals are not offered

D"Aﬁernoon Snack [ Dinner [0 Evening Snack

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

Family Physician or Health Resource: : :
o Mame ..
. Sirest Address City, Sfate, Zip Telephone
Emergency Care Provider: i
- Emergeney Facility Name
Sirest Address Clly, Siatg, Zip Telephone
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Dental Gare Provider:
- Name

‘Street Address ' " Cly, State, Zip ' ' Telephong
Health Insurance. Provider: - =

Certifieate of lmmunization:: O Yes I No U N/APlease explain:

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

Additional Gommants:

[ certify that to the best of my knowledge
Child's Name

s In good menigland physical heajth and able to ariicipate in‘gie Riid carg program at
-Name of Child Care Faciliy
Signature: . . .. Date: _
o Parent or Guardian
Signature: Date:

Director/Operator/Staff Designee
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