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2025 Hope Lutheran Chinese School Registration Form
55 San Fernando Way, Daly City, CA 94015 Tel: (650) 991-4673 Ext. 0

Name 4+ Z.: (Chinese Name® < %.):

Sex 4w Age - #2: Date of Birth 114 p #p : Telephone & #&:

Tuition# % : 1% and 2" semesters + = & # (Septemberto May 4 * I 7 * ):$780.00

Class applied (please check) ¥ 51 :

Cantonese Preschool 44 WE' ¥4~ 37 (4 years old only); extra $20 material fee+ 1 %
Cantonese TK #: £2*8 3% 77 (5 years old only); extra $20 material fee = 1 %
Cantonese class % %52 Applied for Grade ¥ 5L

Mandarin class B 52 Applied for Grade ¥ 3T

Email Address & £83 Kt :

Address @ ht: CA
Name of parents < #* 4+ 7 (Father < 3 (Mother #* 32.)

Occupation of parents < -+ B F‘ % (Father < &) (Mother =+ 78)

Work phone of parents 1 1% 7, 3&: (Father < #2.) (Mother # )

Does the child have any special health problem % 93+ & 5 2 3 4 %] i B R 457

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

IJIFBF/ ”ﬁ%‘s/\l:lv £ Sl &E‘i‘ﬁ/%ié};i’/'gwi

Do you attend any church 7 % § 2§ 4-4c iZ i@ % € : yes/ sometimes /in the past/no  F /R¥ ® /% B i3 $4c/il 5

Name of church ¥t ¢ ¥ Fi:

bR EHRLT, R TR TS IIAS AR
In case of emergence, | can be reached at other phones:
FHAIN R AL T AN LA LRI FEFER FHEI ARG T AT

In case of emergency, | give permission for my child to be given medical treatment at my expense. Yes / no
Achd bnF o ik Lo a2 T

The name & phone number of my child’s doctor: Name Phone:

Signature of parent/guardian & /& 4 & & Datep Hp
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Hope Lutheran Chinese School
Student Emergency Information

Student’s Name (Z4: 4 4%): Grade (7B EE4R):

Home Address ¢ttrik):

Phone Number (ZEzE):

Email Address (Z&%f):

Emergency Contacts (& f4%)

Name (#:4%): Relationship (f{%):
Address (il): Phone Number (Z&z5):
Name (#:4): Relationship (#{%):
Address (il): Phone Number (ZEzE):

Physician Information (FZcfy82 4= &k

Name of Physician (B&4:#42): Phone Number (& :E):

Address (Gik):

Allergies (F&):

L Sk

Medications (5&%):

In case of emergency, | give permission for my child to be given medical treatment at my expense. Yes / No
BEESHERZT  BERAEAN - TR NN T O EEZ RSB0 BEEMM AN - BE [ AEE

Parent’s signature &% % Date HHf



