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Non-Profit 501(c)3
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“Let the Adventure Begin”
PO Box 800   Pilot Point, TX 76258
Website: www.ChoiceLearning.net    	Phone: (940) 300-7560    Email:info.choicelearningacademy@gmail.com

Student: ______________________RE-Enrollment Checklist for Year: __________
The following current documentation is required in each student’s file:
Registration Forms (include the following):
___Child Pick Up
___Parent/Guardian/Student/ Emergency Information
___Medical History
___Bring Your Own Device Plan/Agreement
___Copy of current Shot Record-if updated records are needed
___Media Release
___Handbook Receipt Signature Page: Please read with student
___Background Check (optional if going on outings/field trips with CLA)

Staff Initial:
___ New School Calendar received by parent.
___ New PE form 
___Copy of Acceptance letter and Fee Contract
___ All listed Supplies were brought by student.   
        Missing Supplies:



__________________________________I have received a copy of the school Guidelines and Student              
	Parent Signature/Date	Conduct (given at enrollment) and have reviewed it with my child/	
					 children.  


__________________________________ All listed requirements for re-enrollment have been met for this 
	CLA-Staff Signature/Date                  student. 
	

	


Who’s Picking up My Child/Student?
_________________  School Year
The following person(s) have permission to pick up____________________________________

I agree NOT to hold staff from CHOICE Learning Center responsible for any incident involving the person/persons allowed to pick-up my child/student.  I further agree a staff member has the right to refuse the above named child/student to be picked up if the staff member deems this to be a risk to our child/student.  Any person(s) picking up your child/student will be required to show a picture ID-such as a Driver’s License, School ID, Military ID, Passport or the like.

Name of Person(s) allowed to pick up the above named child/student:

______________________________________	_____________________	____________________
Name:							DL#				Phone #


______________________________________	_____________________	____________________
Name:							DL#				Phone #


______________________________________	_____________________	____________________
Name:							DL#				Phone #


______________________________________	_____________________	____________________
Name:							DL#				Phone #


______________________________		______________________________		__________________
Parent/Guardian- Signature			Parent/Guardian- Signature			Date

______________________________		______________________________		__________________
CLA Staff-Signature					CLA Staff-Signature			Date

Re-Enrollment Student Information Sheet
_____________ School Year       **In which program are you enrolling?      3 Day    or      4 Day
Name__________________________________________________________ SS#________________________
	Last			    First				       MI
Address___________________________________________________________________________________

City_______________________________   State_________________   Zip_____________________

Home Phone (          )					(         )					(          )____________
	           Home					Cell #1					Cell #2
Last Grade Completed ________	Birthdate _______/_______/_______         Age________    Sex   M or F
					             Month    	day              year
**If transferring to CHOICE Learning Academy, please state the school in which you are transferring from.
School/District___________________________________________________________________________
Phone_____________________________________    Fax_________________________________
Address______________________________________City___________________State_________Zip________

Family Information
Father’s Full Name__________________________________ Living in home with the student? ___________
Email address that information from the school can be sent to: _____________________________________
Employer: _____________________________________   Work Phone: ________________________________
Home Address: ________________________________   City/State/Zip: _______________________________

Mother’s Full Name__________________________________ Living in home with the student? ___________
Email address that information from the school can be sent to: ______________________________________
Employer: _____________________________________   Work Phone: ________________________________
Home Address: _______________________________   City/State/Zip: _______________________________

Who is financially responsible for this student’s bill: ________________________________________________

Parent’s Signature: __________________________       ____________________________Date:____________
**Continued….

Emergency Contacts
Name: __________________________________________   Relationship to Student: ____________________
Home Phone: ____________________________   Cell Phone: _______________________________

Name: __________________________________________   Relationship to Student: ____________________
Home Phone: _____________________________   Cell Phone: _______________________________

Name: __________________________________________   Relationship to Student: ____________________
Home Phone: _____________________________   Cell Phone: _______________________________

How do you prefer us to contact you?  May we:  Text____ Phone call_____ Email_____ Any/All is fine_____

*Please note:  Your information will not be given to any other parent/student.  

Additional Information we should know:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________






Medical History-      ______________ School Year
Child’s Last Name___________________________ First _________________________ MI________
Male or Female        Birthdate (month/day/year) ______________________ Age________ Grade___________
Ethnic background_____________________
Address________________________________________ City/State/Zip________________________________
Child’s Physician________________________________________ Phone #_____________________________
Child’s Dentist__________________________________________ Phone #_____________________________
Hospital Of Choice_______________________________
Health History	
__Asthma				__Immune Disorder			__Speech problems
__Diabetes				__Cardiac Problems			__Spinal Problems
__Seizure Disorder			__blood pressure problems		__Hearing Devices
__ADD/ADHA				__vision or eye problems		__Blood disorders
__Emotional Problems		__Wears glasses/contacts		__Chronic dental problems
__Difficulty controlling behavior	__skin problems			__active tuberculosis
__Headaches				__bone or muscle problems		__wears orthodontics
**Please provide details on all items listed: _______________________________________________________________________________________________________________________________________________________________________________
Does your child have any allergies to medications/foods/other? (If so, explain.)__________________________
__________________________________________________________________________________________
Is your child up to date on all immunizations? (Please provide school a copy) ___________________________
**Continued on Back:

List any “routine” or “as needed” medicines your child takes:
Medication    				Dose			Time			How it is Given
_______________________		_____________	______________	________________________
_______________________		_____________	______________	________________________
_______________________		_____________	______________	________________________
Which of the above medications will be given during school hours?  (All medications must be sent in the prescription or manufactures’ bottle and carry an official label.)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List any physical restrictions that would affect participation in any group, outdoor, or physical activities. 
____________________________________________________________________________________________________________________________________________________________________________________
Are there any other health concerns we should know about?
____________________________________________________________________________________________________________________________________________________________________________________
I DO / DO NOT allow CHOICE Learning Academy to administer: Tylenol/Ibuprofen/Aleve to my child: ______________________________.  By signing this, I understand I give permission. (circle one)
Parent/Guardian Signature: ________________________________________   Date_____________________
I give CHOICE Learning Academy permission to seek medical assistance as needed, if I cannot be reached.  I hold no person connected with or acting on behalf of CLA responsible physically or financially for this action.  I also affirm that all information above is true and correct to the best of my knowledge.
Parent/Guardian Signature: ________________________________________   Date_____________________
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