Child’s Name ______________________________       Grade __________             2009-2010
TEMPLE BETH AHM YISRAEL TEEN INSTITUTE REGISTRATION FORM

60 TEMPLE DRIVE

SPRINGFIELD, NJ 07081

973-376-0539 

bethahmti@yahoo.com       

PLEASE PRINT CLEARLY

STUDENT
Family Name ___________________________
        Student’s Name_____________________

Address________________________________
         Town__________________________

Zip Code________________________
                Phone Number_____________________

Birth date________________________
                Public School______________________

Hebrew Name__________________________________________________________________

PARENTS

Father’s Name_____________________________           Hebrew Name______________________

Father’s Address___________________________            Phone Number______________________

Father’s Business__________________________             Phone Number_____________________

*Parent’s Email Address_____________________
         Cell Phone_________________________

Mother’s Name______________________________        Hebrew Name______________________

Mother’s Address___________________________
         Phone Number______________________

Mother’s Business______________________                   Phone Number______________________

*Parent’s Email Address________________________       Cell Phone_________________________

Marital Status___________________________________________________________

*Important

STUDENT’S E-MAIL ADDRESS ________________________________________________

The Temple Beth Ahm Yisrael School Board’s primary goal is to create a warm and loving environment in which our children can learn the skills and acquire an appreciation for everything that makes Judaism a beautiful and compelling tradition. Our success depends heavily on effective communication with you. Towards the end, there is information that everyone must understand and rules which need to be followed; we, therefore, ask that you read the information below and sign where appropriate for the 2009-10 school year.

1. I give permission to display my CHILD’S IMAGE on Temple Beth Ahm Yisrael’s Website:  PARENT(S) INITIALS:  ________

2. I give permission to display my CHILD’S IMAGE in the Temple Beth Ahm Yisrael’s  Bulletin:  PARENT(S) INITIALS:  ________

3. I give permission to display my CHILD’S IMAGE in the newspaper: PARENT(S) INITIALS:  _________

I accept the requirements of Temple Beth Ahm Yisrael Religious School

SIGNATURE OF PARENT(S)________________________________________________

TUITION

Fees for Teen Institute 2009-2010:
 Tuition: $585, Activity Fee:  $115
(A $50 deposit is required at time of registration.)
Fifty percent of the total tuition for all children enrolled in the school
must be paid by September 1st, and the second half by January 1st.

If there is any particular additional background information you feel we should have regarding your child, please elaborate:

___________________________________________________________________________

___________________________________________________________________________

_____________________________________________________________________

MEDICAL INFORMATION

Existing Medical Problems_______________________________________________________

______________________________________________________________________________
Medicine(s) Your Child Takes____________________________________________________

______________________________________________________________________________
Allergies______________________________________________________________________

** FOOD ALLERGIES**________________________________________________________

IF PARENTS CANNOT BE REACHED FOR AN EMERGENCY, PLEASE CALL:

Name #1_________________________________Relationship__________________________

Phone Number________________________________________________________________

Name #2_________________________________Relationship__________________________

Phone Number________________________________________________________________

Doctor’s Name____________________________Phone Number_______________________

Dentist’s Name____________________________Phone Number_______________________

Hospital Preference____________________________________________________________

INSURANCE

Company Name__________________________  Policy Number________________________

Company Name__________________________  Policy Number________________________

NOTE ON AUTHORIZATION BELOW

The authorization granted by this form will be used only when absolutely necessary and only after every attempt has been made to first contact the parents.  As you know, time can be a critical factor when medical attention is required.  Hospitals, however, generally refuse treatment, no matter how minor, without proper parental authorization. The authorization below would assure that no time is lost in securing immediate treatment.

AUTHORIZATION FOR PEDIATRIC EMERGENCY 
MEDICAL AND/OR SURGICAL TREATMENT.

In the event that my child_________________________ requires medical care and/or treatment, I hereby authorize the doctor(s) and/or hospital to take and perform all necessary procedures and render any indicated treatment, including the administration of anesthesia, if needed, and the performance of an operation, if in the opinion of said doctor(s) the same is necessary. 

Signed________________________Relationship______________________Date___________

Child’s Name__________________________________________________________________

Address______________________Town__________________________Zip_______________

Phone number ____________________________

******************************************************************************

__________________________

_______________________
___________     2009-2010
Last Name



First Name


Grade









