
 2024-25 Holy Spirit School A�er Care Program 
 Hours:  2:30 – 5:30 

 Full �me:  $110.00 per week/child  $25.00 per day    15% sibling discount 

 Child’s Name:  __________________________________________________________ 

 Mother’s Name/Contact #: _____________________ email: _____________________ 

 Father’s Name/Contact #: ______________________email: _____________________ 

 Enrollment 

 ______Full Time  ______ 4 Days (indicate days) ____________ 

 _____ 3 Days (indicate days)  ______1 or 2 days (indicate days) _________ 

 Medical Informa�on 

 Health Concerns/Allergies: _____________________________________________________________ 

 Pediatrician: __________________________ Phone #:  ______________________________________ 

 Preferred Hospital: ___________________________________________________________________ 

 Emergency Contacts 

 Name:  ___________________________ Phone:  ________________ Rela�onship_ ___________  _____ 

 Name:  ___________________________Phone:  ________________ Rela�onship__________________ 

 Authoriza�on for Pick-Up (other than parents) 

 Name:  __________________________Phone: _________________Rela�onship___________________ 

 Name: __________________________Phone: _________________Rela�onship___________________ 

 Parent Signature:  _______________________________  Date:  ____________________ 

 A copy of your child’s Immuniza�ons and Birth Cer�ficate are required. 


