
SETON PREKINDERGARTEN REGISTRATION FORM 
808 East Lucas ST. 
Algona, IA 50511 

(515)295-3509 
 
 
 

(Please be sure to fill out both sides of this sheet.) 
 
Child’s Name:  ______________________________________________  Birthdate:  ________  Gender:  _____ 
                    Last                               First Name                   Mid. Initial              Mo/Date/Yr.            M/F 
Name child wishes to  
be called in school:  _________________________________    Home Phone:  __________________________ 
 
Father:  ___________________________________________________________________________________ 
            Last Name                            First Name            Address                               Place of Employment/phone 
 
           ____________________________________________________________________________________ 
           Married/Separated/Divorced/Single/Remarried/Deceased     Religion          Parish (if applicable) 
 
Mother: ___________________________________________________________________________________ 
 Last Name                            First Name           Address                               Place of Employment/phone 
 
  ___________________________________________________________________________________ 
           Married/Separated/Divorced/Single/Remarried/Deceased     Religion          Parish (if applicable) 
Guardian if other 
than parent:  _______________________________________________________________________________ 
         Last Name              First Name          Relationship (if applicable)    Home Phone    Work Phone 
Other children in the home: 
 
_______________________________________   _____________________________________ 
 
_______________________________________   _____________________________________ 
  
_______________________________________   _____________________________________ 
 
ETHNICITY: 
___White, Non-Hispanic origin   ___Black/African American, Non-Hispanic origin 
___Pacific Islander/Native Hawaiian  ___Hispanic, Chicano (Mexican-American) 
___Other Hispanic origin   ___American Indian or Alaskan native 
___Asian 
 
 
Sessions offered  - - please check the desired session below: 
 

 3 YEAR OLDS—CUBBIES 3       4 YEAR OLDS—CUBBIES 4    
____  Tuesday and Thursday Mornings      ____  Monday, Tuesday, Thursday, and Friday Mornings  
           8:20-11:00 am      ONLY 8:20-11:15 am 
       *note:  priority will be given to those who wish to have 
        their children stay all day.   
   
____  Tuesday and Thursday Afternoons     ____  Monday, Tuesday, Thursday and Friday Afternoons                                      
 12:45-3:10 pm      ONLY 12:15-3:10    
      
          ____  Monday, Tuesday, Thursday and Friday All day pro
        gram (Preschool + Den Extended) 
 
          ____  5 Day All Day Program (Preschool + Den Extended) 
 

FOR OFFICE USE ONLY: 
Returned on:________________ 
Time:_______________________ 
 
____  Registration Fee Enclosed 
         $25.00 



 
PARENTAL EMERGENCY MEDICAL CONSENT 

 
 

Child’s Name__________________________________________   Birthdate ______________________ 
 

Permission for medical care in parental absence - - to be presented upon admission for treatment. 
 

In the event that my child may require emergency medical and/or surgical care while I am out of the city or unable to be 
reached, I hereby give my consent for treatment to the __________________________________________ hospital 
and to Doctor ___________________________________ or his/her designee to provide this care.  I agree to pay all the 
costs and fees contingent on any emergency medical care and/or treatment for my child as secured or authorized under 
this consent. 
 
Name of parent or legal guardian: _____________________________________________________________ 
 
Address:  ________________________________________________________________________________ 
 
Email Address:____________________________________________________________________________ 
 
Home Phone:  ________________________Work Phone: _________________(Mom)_______________(Dad) 
 
Doctor:  __________________________________________  Phone:  ________________________________ 
 
Address: ___________________________________________________________________________ 
 
Hospital of preference:  ________________________________________________________________ 
 
Persons to be contacted in emergency if parents are unavailable (Every effort will be made to contact parent/guardian 
immediately in case of emergency.) 
 
Name           Work Phone       Home Phone               Relationship 
 
_________________________     ___________________    __________________     ___________________ 
 
_________________________     ___________________    __________________     ___________________ 
 
_________________________     ___________________    __________________     ___________________ 
 
 
Medical conditions which require immediate attention (seizures, allergies, diabetes, etc.)  ____________ 
 
_________________________________________________________________________________________ 
 
Medications, lotions, sunscreens, etc. not to be given to this child:  _______________________________ 
 
_________________________________________________________________________________________ 
 
Permission to give my child sunscreen ____yes ____no;     bug spray ____ yes _____no 
 
In case of bad weather and students cannot be transported, please notify: 
 
_____________________________________________________________________________________________ 
Name and Relationship   Address    Phone Number 
  
Specific instructions in case of early dismissal due to bad weather (calling home is not an option): 
 
______________________________________________________________________________________________ 
 



It is necessary that we have on file the name or names of people who can pick up your child from prekinder-

garten classes.  Please fill out the form below. 

 

Child’s Name ______________________________________ may be pick up by the following people: 

 

  NAME     RELATIONSHIP 

 

________________________________________________      ________________________________________ 

 

________________________________________________ _________________________________________ 

 

________________________________________________  _________________________________________ 

 

________________________________________________ _________________________________________ 

 

________________________________________________ _________________________________________ 

 

If  the person to pick up your child is different from those listed above, I will call the school office before dismissal 

time. 

 

Because of the status of my family, please do not release my child to the following people: 

 

  NAME     RELATIONSHIP (if applicable) 

 

_______________________________________________ _________________________________________ 

 

_______________________________________________ _________________________________________ 

 

_______________________________________________ _________________________________________ 

 

_______________________________________________ __________________________________________ 

 

  


