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ICW Idris Masjid Sunday School Registration Application
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Islamic Center of Washington

Idriss Mosque Pre-School Program
Registration and Application  

FEES:  $25.00 Registration / $40.00 weekly / Family Discount Available


       *Limited Need Based Scholarships Available
DATE: ____________________________200___
Child’s Name ___________________________________________ Birth Date _____________ Age_____ Sex ____M ___ F 
List brothers/sisters to be registered:

Name 







Grade in School 

Age

 Sex (M /F)
_____________________________________________                
___________   

_____           
_____
_____________________________________________                
_____________               
_____

_____
_____________________________________________

_____________

_____

_____
_____________________________________________

_____________

_____

_____
_____________________________________________

_____________

_____

_____
Address ______________________________________________ City ______________________State ________ Zip _________

Mother/Guardian First & Last Name _____________________________________ Pager/Cell _____________________________

Address (if different than child’s) _________________________________________ Phone (h) ____________________________

Email:    _________________________________________________________________________________________________

Employer & Address ___________________________________________________ Phone (w) ___________________________

Father/Guardian First & Last Name _______________________________________ Pager/Cell ___________________________

Address (if different than child’s) _________________________________________ Phone (h) ____________________________

Email: ___________________________________________________________________________________________________

Employer & Address ____________________________________________________ Phone (w) __________________________

Person Responsible for Payments: ____________________________________________________________________________

EMERGENCY CONTACT 

Name ________________________________________________   Relationship _______________________________________

Address __________________________________Phone (h) _____________________Phone (w) _________________________
MEDICAL INFORMATION

Please check all that apply:
Diabetes ______ Asthma ________ Seizures /Convulsions _________ Heart Problem _________ Bleeding Disorder _________
Speaking Disorder _______    Hearing Disorder ________   Vision Disorder __________           Wears Glasses Yes ___   No ____

 Environmental Allergies: Yes ___ No ____ If yes list: ___________________     __________________       ___________________     
Food Allergies:  Yes___ No___ If yes list: _________________    __________________    ________________   _______________ 
Reactions to:  Penicillin ____   Insect Bites / Stings ____   Poison Ivy _____  
Other _____________________________________
Attention Deficit Disorder (ADD) _____________      Behavior Disorder (BD) ___________   Learning Disability ____________
Medications _____________________________ _____________________________________ ____________________________
Please list all surgery, accidents, illnesses, chronic or handicapping conditions, etc.

______________________________________________________________________________________________________________________________________________________________________________________________________________________

Are any special considerations needed for child: Yes __ No___ If yes, please explain: ___________________________________________________________________________________________________________
MEDICAL CONTACT INFORMATION

FAMILY DOCTOR ___________________________________________________________ Phone # ________________________
Address ______________________________________________ City _______________________State _______ Zip ____________

DENTIST _________________________________________________________ Phone # __________________________________

Address _________________________________________________ City _______________________State _______ Zip _________
HOSPITAL ______________________________________________________________ Phone # ____________________________
Address ______________________________________________ City _______________________State _______ Zip ____________

INSURANCE COMPANY ____________________________________________ Policy Number ____________________________
** Providing the following information is Voluntary and only available to persons, as needed, for guiding your child’s experience:
Name child wants/ likes to be called: ____________________________________________________________________________
List any people that provide regular care to your child:

Name and Relationship

1.__________________________________________________    
    2.______________________________________________ 3.__________________________________________________  
   4._______________________________________________
How does your child get along with his/her brothers and sisters?

___________________________________________________________________________________________________________
How does your child get along with his/her friends?
___________________________________________________________________________________________________________ 
Has your child had any problems with following rules or following directions?

___________________________________________________________________________________________________________
Does your child have any fears or concerns?

___________________________________________________________________________________________________________
Please tell us the best ways to discipline your child:

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Please tell us what you want your child(ren) to learn in the Sunday school program?

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
What is the parent’s original language? _________________________________________________________________________
Does the child speak the parent’s original language?  
Yes _____ No _____ 

Do the parents speak English?



Yes _____ No _____

Does the child speak English?  



Yes ______ No ______

Do the parents speak or read Arabic?


Yes ______ No _____ Neither ______

Does the child speak or read Arabic 


Speak _____ Read ______Neither _____
AUTHORIZATIONS

 List the people who MAY sign for and pick up the child (ren):
1. ____________________________________________________ Phone # _________________________________________

Address ____________________________________________ City _______________________ State ______ Zip __________

2. _____________________________________________________ Phone # _________________________________________

Address ____________________________________________City _______________________ State ______ Zip __________

3. _____________________________________________________Phone # _________________________________________

Address ____________________________________________ City _______________________ State ______ Zip __________

4. ____________________________________________________ Phone # _________________________________________

Address ____________________________________________ City _______________________ State ______ Zip __________
List ANY people who MAY NOT sign for or pick up the child (ren):

1. _______________________________________________________________________________________________________

2. _______________________________________________________________________________________________________

3. _______________________________________________________________________________________________________
TERMS OF AGREEMENT 
I (print name) _____________________________________________________________, attest that the health history and all information provided in this registration application are correct. I accept total responsibility for my child (ren) related to any incidents concerning my child and involving another or other students in the school’s program that may occur, because I chose, to not provide information as requested on this form. 
I understand that no medication will be given nor allowed in the school for any child unless a medication form is completed, signed by me, and authorized by the Islamic Center of Washington (ICW). 
My child (ren) has my permission to participate and engage in all school activities, including walking field trips and other activities which may involve certain risks. I understand any field trips requiring transportation away from or off ICW premises, require a signed permission slip, for each activity, before my child participates. 
 I have received a copy of the school rules and policies and agree to follow them and go over them with my child (ren). I understand that the ICW has supervisory control over all teaching and program staff only during authorized school program times and events. Any arrangements made between parents, students, staff, or volunteers outside ICW authorized school program times or events are the sole responsibility of the parent/guardian.
 I understand the fee and payment policies for the school. I agree to follow the payment policies unless other prior written agreement has been made with the ICW.
 
In event of emergency where I cannot be reached I give permission to the physician selected by the ICW to secure treatment, hospitalization, ordering of injections, anesthesia, or surgery for my child, at my expense. 
I attest I am of legal age, understand this agreement, and affirm no other terms either oral or written have been made or will be recognized, aside from this agreement.  I understand this agreement and terms as herein stated shall serve as my authorization for my child (ren). 
By signing below I release all assumption or risks for claims, arising from incidents surrounding the ICW Sunday school, its officers, staff, and volunteers for my child (ren), myself, spouse, heirs, executor, administrators, assignees, and for all other members of my family.
SIGNATURE
Parent/Guardian Name __________________________________/________________________________________/______________




          Printed                                                               Signature                                                           Date

School Administrator Name______________________________/________________________________________/______________




          Printed                                                               Signature                                                           Date

ICW Educational Officer Name___________________________/________________________________________/______________




           Printed                                                            Signature                                                 Approval Date
NOTE: CHILD MAY NOT START PROGRAM UNTIL APPLICATION APPROVED AND PAYMENT RECEIVED
