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2026-2027 Hope Lutheran Chinese School Registration Form
55 San Fernando Way, Daly City, CA 94015 Tel: (650) 991-4673 Ext. 0

Student Name 4+ & : (Chinese Name ¥ <~ 4+ Z):

Sex {H 4 Age & #£: Date of Birth ) 4 p #p : Telephone 7. 3&:

Tuition £ % : September 2026 to May 2027 4, * = 7 * ($830.00)

Class applied (please check) ¥ -1 : Cantonese class % 3% 5L Mandarin class % % rr
Cantonese Preschool # £2+78 ¥34~ 51 (4 years old only); extra $20 material fee & 1 %
Cantonese TK #> 25 2% % 57 (5 years old only); extra $20 material fee = 1 %

Kindergarten | O Kindergarten 10 G100 G20 G300 G40 G50 G6O
*Students need to be 6 years old to apply for the Cantonese/Mandarin kindergarten classes.

Email Address 7 £835 4t .

Address fiht: CA
Name of parents ¥ % ¥+ Z: (Father < 7&.) (Mother # 31.)
Occupation of parents < Bﬂ« % . (Father < ) (Mother # 3R.)
Phone number 7 3%: (Father < #2) (Mother #+ #R.)

Does the child have any health concerns that we need to be informed? i% e793% + § X 3 4 %] it & A 327

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

iy B ErFRIOARK/ XA K/

Do you attend any church i 7% § iZ § %-4c X i® % € : yes / sometimes / in the pastino 3 /fF ® /¥ i3 $4e/iL 3

Name of church 4% § % fp’-

b EHRLT R TR BT ES TS L

In case of emergence, | can be reached at other phone number:

F 457 3 ’L‘L?f EFRz T EFAZI LA ?T‘%—, %j&%;;@:, %ﬁ%‘\;} At e mr /AT
In case of emergency, | give permission for my child to be given medical treatment at my expense. Yes / no
EAREAS rﬂ%ﬁ AR CARARP 207 AP S

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

Signature of parent/guardian & /% A & & Date p #p



s

SEE 2 FRELFEHETH
Hope Lutheran Chinese School
Student Emergency Information

Student Name (24:4:44): Grade (FPSCEFSFLR):

Home Address (itik):

Phone Number (ZEz5): (1) (2

Email Address (Z&%):

Emergency Contacts (E4H64%)

Name (#:4%): Relationship with Student ([#{%):
Address (Hil): Phone Number (ZEzE):
Name (ZE£%): Relationship with Student ([ {%):
Address (tik): Phone Number (ZEzE):

Physician Information (£24: 8244k

Name of Physician (B4 #:4): Phone Number (ZEz%):

Address (dtik):

Allergies (8g%):

Medications (E2g):

In case of emergency, | give permission for my child to be given medical treatment at my expense. Yes / No
FEREHERZT » BRARIAN » AR AN T LA RSB E6R  BEGHHAAZS - BE /AR

Signature of parent/guardian £ /55 A% % Date HHA



