
 

Lifegate Christian Mid/High School   11/12 New Student Registration 
 

Student Name: ______________________________________________________                         Grade____________ 
         Last                                                First 
Home Phone: ___________________________      Birth date: ________________ 
 
 

Administration of Medications 
 
The following medications and dosages are available in the office.  Please check all that you would allow your child to 
receive from the staff. 
 
Acetaminophen (325mg/tablet) (Tylenol) 

 1 tablet 
 2 tablets 

  
Ibuprofen (200mg/tablet) (Advil) 

 1 tablet 

 2 tablets 
 

Tums (500mg/tablet) 

 1 tablet 

 2 tablets 
 

Cough Drops (various) 

 1 drop 

 2 drops 

 
 

 
 
 
 
 
Transportation Authorization 
 
The following individuals have permission to pick up my child from school: 

NAME:  ________________________________________________  Relationship to student: _____________________ 

Home Phone:  ________________________  Work:  ________________________  Cell:  ________________________ 

NAME:  ________________________________________________  Relationship to student: _____________________ 

Home Phone:  ________________________  Work:  ________________________  Cell:  ________________________ 

NAME:  ________________________________________________  Relationship to student: _____________________ 

Home Phone:  ________________________  Work:  ________________________  Cell:  ________________________ 

NAME:  ________________________________________________  Relationship to student: _____________________ 

Home Phone:  ________________________  Work:  ________________________  Cell:  ________________________ 

 

 

 
 
Field Trip/ Travel Permission 
 
I hereby give permission for my child to participate in any and all field trips taken by Lifegate Christian School.   In addition 
Lifegate Christian School has my permission to transport my son/daughter by private or rental vehicle. 

 
_____________________________________________________________       _________________________ 
Parent’s signature                                 Date   

____ DO NOT DISPENSE ANYTHING TO MY CHILD WITHOUT MY PRIOR CONSENT 



 

Lifegate Christian Mid/High School   11/12 New Student Registration 
 

Authorization to Consent to Medical Treatment         2011/2012 

 
Child’s Name: _________________________________________ Birth Date: _____________  M / F (circle one) 

Address: ___________________________________________ Zip: _________ Phone: ________________ 

Parent/Guardian Name(s) __________________________________________________________________ 

Mother’s Phone   (Work): __________________ (Cell):___________________(Other)___________________ 

Father’s Phone   (Work): __________________ (Cell):___________________(Other)___________________ 

 

HEALTH INFORMATION 

Doctor: ______________________________Phone:______________________ Date of last physical: ______________ 

Address:  ______________________________________________________________ Current Immunizations? Y / N 

LIST:   Chronic illness or allergies ____________________________________________________________________ 
 
            Current medication __________________________________________________________________________ 
 
            Any other medical conditions __________________________________________________________________ 
 
EMERGENCY CONTACTS: Start your list with the person you want contacted first in case of an emergency and a parent 
can not be reached.  We will continue until one of your contacts has been notified: 
 

1. NAME:  ____________________________________________  Relationship to student: _____________________ 

Home Phone:  ________________________   Work:  _______________________   Cell:  ________________________ 

2. NAME:  ____________________________________________  Relationship to student: _____________________ 

Home Phone:  ________________________   Work:  _______________________   Cell:  ________________________ 

3. NAME:  ____________________________________________  Relationship to student: _____________________ 

Home Phone:  ________________________   Work:  _______________________   Cell:  ________________________ 

 
I, the undersigned parent/guardian of _____________________________________________, do hereby authorize 
Lifegate Christian Mid/High School Administrative/Staff member as Agent(s) for the undersigned to consent to any x-ray 
examination, anesthetic, medical or surgical diagnosis or treatment and hospital care which is deemed advisable by, and 
is rendered under the general or special supervision of, any physician and surgeon licensed under the provisions of the 
Medical Practice Act on the medical staff of any hospital, whether such diagnosis or treatment is rendered at the office of 
said physician or said hospital and to transport by an emergency vehicle to said facility should it be necessary. 
  
I, the undersigned, will be financially responsible and promise to make payment for all services consented by Agent(s) 
that are not covered by my personal medical insurance.  Agent(s) shall NOT have the authority to withdraw or withhold 
any life support health care, treatment, procedures or equipment. 
 
_____________________________________________________________________    _________________________ 
Parent/Legal Guardian Signature       Date  


