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Health Background  ( continued) 
 
Does he/she wear glasses?  __yes  __no     If yes, when are they needed? __________________________________ 
 
Does the applicant take medication regularly?  __yes __no   If  yes, please explain __________________________ 
 
 ____________________________________________________________________________________________  
 
Please give any instructions or doctor's recommendations which may be helpful. _____________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
 
 
Pick-Up List 
 
List names of persons with permission to remove child from the school (in addition to parents) 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
 
 
Has applicant been in previous preschool?          Name________________________________________________ 
 
Do other children in the family attend LCS _____yes _____no   If  so please list names and grade level___________ 
 
____________________________________________________________________________________________ 
 
Please list names and ages of siblings who do not attend LCS ___________________________________________ 
 
 
 
In Conclusion 
 
We first learned of LCS through:  (Please check only one) 
   __ Student(s) currently enrolled __ Phone book        __ Sign on 4th St. N. 
   __ Parents of LCS student             __ Minister          __ Newspaper 
   __ Web Site __ Other - please explain                      
 
 
The two factors most influencing us to apply to LCS:  (Please check only two) 
  __ Location                            __ Christian teaching       
  __ Academic reputation      __ Advantages of a small school 
  __Discipline   __ Other - please explain     
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Discipline Policy 
 

Our school verse is Proverbs 22:6 
“Train up a child in the way he should go and when he is old he shall not depart from it.” 

 

Discipline means setting limits and boundaries that are governed by love and respect for each student. 
 

Effective discipline is the result of consistency and communication between parents and teachers.  Daily notes are 
used as a way of communication in preschool. 
 

Methods of Discipline 
1. The first method of discipline is redirection (encouraging the child to a new interest.) 
2. If redirection does not result in appropriate behavior the next step is time out where the child can think about 

his actions and the consequences. 
3. If a child displays consistent aggressive behavior towards other students or staff members, the principal will 

call a conference and expulsion may be necessary.   
 

 
 

Parental Commitment to Liberty Christian School 
 

1. In signing this application I/we acknowledge commitment to the following: 
a. To accept teacher and administrative authority. 
b. To support the Christian philosophy of education as taught by LCS. 
c. To support LCS policies as stated in this application and the student handbook. 

2. To make tuition payments on schedule for the current school year. 
If I/we choose to withdraw or are requested to withdraw the applicant from the school we are responsible to 
pay the tuition and any balance of fees. 

3. I/we understand that all records (ex. medical) will be retained by the school until accounts are paid in full. 
4. The applicant may participate in scheduled field trips. 
5. I/we will provide fresh and whole grained foods when possible for lunches, and will use fruit juices or milk as 

a lunch beverage. 
6. I/we give permission to consult the child's physician/health resource listed in case of emergency if parent 

cannot be reached.  I/we have received a copy of the childcare facility brochure and a copy of the center's 
discipline policy. 

7. I/we have received a copy of the LCS handbook. 
8. Primary hours of care provided by LCS for my child are:    From  _______a.m.    until ______ p.m. 
9. All information provided the school is complete and accurate. 

 
 
 
 
 
________________________________________    __________________________________________ 
 Father or Legal Guardian              Date               Mother or Legal Guardian                      Date 
 

Note:  If student lives with both parents, both parents must sign. 
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Medical Release Form 
 
TO WHOM IT MAY CONCERN: 
I hereby give my consent to any hospital and/or licensed doctor to administer necessary emergency treatment to my child, 
___________________________________Birth Date______________ School Grade _____ in event of an emergency, 
provided such treatment is imperative, and I cannot be contacted. I also give my consent for said child to be transported by 
ambulance if the situation warrants. 
 
Name of family physician __________________________________________  Telephone ___________________ 
 
Hospital preference ____________________________________________________________________________  
 
State any specific allergies, disabilities, or restrictions _________________________________________________ 
   
 
Date of last DPT or tetanus________________________     Does the student receive medication? ____yes ____no 
 
Type and reason for medication __________________________________________________________________ 
 
Name of medical insurance company ______________________________________________________________ 
 
Policy number ____________________________________ Expiration date _______________________________ 
 
Name of Family dentist ______________________Address_____________________________________________ 
 
 Phone_________________________   _______ No dentist, see doctor 
 
Father/Legal Guardian Name_____________________________________ Work Phone _____________________ 
 
Address _____________________________________________________ Home Phone _____________________ 
 
Mother/Legal Guardian Name ___________________________________ Work Phone _____________________ 
 
Address _____________________________________________________  Home Phone _____________________ 
 
Emergency Person’s Name ______________________________________ Work Phone _____________________ 
         Home Phone_____________________ 
 
    _______________________________________________________ 
                                                                (Signature of Parent/Legal Guardian) 
 
STATE OF FLORIDA - COUNTY OF  ________________________________________________ 
 
The foregoing was acknowledged before me this __________ day of _____________, 20 _____ by __________________________________ 
                                          (print name of signer) 
 
WITNESS my hand and official seal.         
         
_________________________________________________________________ 
NOTARY PUBLIC, STATE OF FLORIDA 
 
_________________________________________________________________ 
              (Name of Notary Public: Print, Stamp, or Type as Commissioned) 
 
 Personally known to me, or 
 Produced identification: ________________________________________ 
                                               (Type of Identification Produced) 
 DID take an oath, or        DID NOT take an oath. 
 

NOTARY PUBLIC 
SEAL OF OFFICE: 



9401 4th Street North . Saint Petersburg, Florida  33702.  
Phone:  (727) 576-9635 . FAX:  (727) 576-4992 

 

R e v i s e d  01/2010     6 | P a g e  
 

 
 

Medical Release Form 
 

TO WHOM IT MAY CONCERN: 
I hereby give my consent to any hospital and/or licensed doctor to administer necessary emergency treatment to my child, 
___________________________________Birth Date______________ School Grade _____ in event of an emergency, 
provided such treatment is imperative, and I cannot be contacted. I also give my consent for said child to be transported by 
ambulance if the situation warrants. 
 
Name of family physician __________________________________________  Telephone ___________________ 
 
Hospital preference ____________________________________________________________________________  
 
State any specific allergies, disabilities, or restrictions _________________________________________________ 
   
 
Date of last DPT or tetanus________________________     Does the student receive medication? ____yes ____no 
 
Type and reason for medication __________________________________________________________________ 
 
Name of medical insurance company ______________________________________________________________ 
 
Policy number ____________________________________ Expiration date _______________________________ 
 
Name of Family dentist ______________________Address_____________________________________________ 
 
 Phone_________________________   _______ No dentist, see doctor 
 
Father/Legal Guardian Name_____________________________________ Work Phone _____________________ 
 
Address _____________________________________________________ Home Phone _____________________ 
 
Mother/Legal Guardian Name ___________________________________ Work Phone _____________________ 
 
Address _____________________________________________________  Home Phone _____________________ 
 
Emergency Person’s Name ______________________________________ Work Phone _____________________ 
         Home Phone_____________________ 
 
    _______________________________________________________ 
                                                                (Signature of Parent/Legal Guardian) 
 
STATE OF FLORIDA - COUNTY OF  ________________________________________________ 
 
The foregoing was acknowledged before me this __________ day of _____________, 20 _____ by __________________________________ 
                                          (print name of signer) 
WITNESS my hand and official seal.         
         
_________________________________________________________________ 
NOTARY PUBLIC, STATE OF FLORIDA 
 
_________________________________________________________________ 
              (Name of Notary Public: Print, Stamp, or Type as Commissioned) 
 
 Personally known to me, or 
 Produced identification: ________________________________________ 
                                               (Type of Identification Produced) 
 DID take an oath, or        DID NOT take an oath. 

NOTARY PUBLIC 
SEAL OF OFFICE: 


