O

2024 LEPNERMAR

2024 Hope Lutheran Chinese School Registration Form
55 San Fernando Way, Daly City, CA 94015 Tel: (650) 991-4673 Ext. 0

Name 2444 : (English 530): (Chinese H 30):

Sex P41 Age Fip: Date of Birth (4= H 1] Telephone FE At :

Class applied (please check) FAEEEF£k:
TuitionZ & : Fall semester_£23f] $400; Spring semester [ £2:1{f] $360

Cantonese Preschool%/) 5 "8 ii##)¥E (4 years old only); extra $20 material fee 7> T. %

Cantonese TK %/ Gl "E 7 5 BE (5 years old only)
Cantonese class EZEHI Applied for Grade EREEFER

Mandarin class BZEHE  Applied for Grade FREEE K

Email Address %ﬁﬁ Hitf

Address Hihl:: CA
Name of parents SRFEA (Fatherﬁ@%ﬂ) (Mother %ﬂ)

Occupation of parents SRR 3 (Father5C i) (Mother BEE)

Work phone of parents TAEERE: (Fatherﬁiﬁ) (Mother %ﬁ)

Does the child have any special health problem PRI T2 V5 el o fet R R 2

Do you belong to any religion: Christianity / Catholicism / other:

IR A 1A TR AT 228 BB R0/ HAh.

Do you attend any church PRIMA A BRI : yes / sometimes / in the past/no A /[ H/ A LEH f%@]ﬂ/{ﬁﬁ
Name of church %(% ﬁf}

ERRIE UL T, ZoE nl i (H B AR T s HoBlAC
In case of emergence, I can be reached at other phones:
R EITR AR B BIE DL T AT LU FR A - 203 e B A B TR R, B B 3R 34T Al LA/ A ATk
In case of emergency, I give permission for my child to be given medical treatment at my expense. Yes / no

T 7 BB AE R IEA il M RS

The name, address & phone number of my child’s doctor:

Signature of parent/guardian %E/ %3%)\%%% Date H /ﬁ;@



AN

B h3 8
BHRISBREY
Hope Lutheran Chinese School
Student Emergency Information

Student’s Name (Z24F 4 £2): Grade (H SCERLF5K):

Home Address (tiif):

Phone Number (& &F):

Email Address (B H):

Emergency Contacts (B2£H4%)

Name (#:4%): Relationship (Bi4%):
Address (Hrl): Phone Number (& &5):
Name (#:4%): Relationship (Bif%):
Address (ti): Phone Number (& &f):

Physician Information (-£-Z V% 4E ZkH

Name of Physician (84 #:44): Phone Number (E3):

Address (#trif):

Allergies (U%):

Medications (B£4%):
In case of emergency, I give permission for my child to be given medical treatment at my expense. Yes / No

EESERZT  BERAZARN - LR T U B2 SR a065 - BEEHBARAST -




Parent’s signature ZE% 4%
Date HEHf



