
Registration Checklist 

Office 678 344-3575 

Fax 770 972-6170 

 

School Year_______________ 

 

Name of child______________________________________________ 

 

 

____Transportation Parent Authorization Bus Form 

 

____Verification of Day Care Enrollment Form 

 

____TLC 4 Kids Enrollment Form 

 

____Homework Form 

 

____Movie Permission Form 

 

____Permission to Photograph Form 

 

____Current Vaccination Form 3231 

 

____Allergy Form if applicable 

 

____Financial aid form and supporting documents if applicable 

(1 month’s pay stubs from current employer and previous year’s W-2s) 

  

____Contract (Director will provide this at time of Registration) 

 

              

                                          OFFICE USE ONLY                                                 

 

Tuition______ Registration Fee______ Check # ______ Date________ 

 
 

                                       B               A               B/A             

 



TLC 4 Kids 

ENROLLMENT FORM 
 

                                       

Child’s Name _____________________________ Sex____ Age____ Date of Birth____________ 

Home Address (Street) ___________________________________________________________ 

City____________________________ State____________________ Zip___________________ 

Primary Phone Number__________________________________ 

Father’s Name ___________________________Cell Phone Number_______________________ 

Father’s Email Address___________________________________________________________ 

Father’s Home Address (if different from child’s) ______________________________________ 

City___________________________ State___________________ Zip_____________________ 

Father’s Place of Employment_________________________ Work Phone__________________ 

Employer’s Street Address___________________________ City________ State___ Zip_______ 

Mother’s Name ___________________________Cell Phone Number______________________ 

Mother’s Home Address (if different from child’s) _____________________________________ 

Mother’s Email Address__________________________________________________________ 

City___________________________ State___________________ Zip_____________________ 

Mother’s Place of Employment________________________ Work Phone__________________ 

Employer’s Street Address___________________________ City________ State___ Zip_______ 

Child’s Living Arrangements: (check one):  (   ) Both Parents   (  ) Mother   (  ) Father   (  ) Other 

The child may be released to the person(s) signing this agreement or to the following: 

* Name__________________________Address:______________________________________ 

Telephone Number_______________________ Relation to child_________________________ 

Relationship to Parent(s) or Guardian_______________________________________________ 

Other identifying information (if any) _______________________________________________ 

* Name__________________________Address:______________________________________ 

Telephone Number_______________________ Relation to child_________________________ 

Relationship to Parent(s) or Guardian_______________________________________________ 

Other identifying information (if any) _______________________________________________ 



Persons to contact in case of emergency when parent/guardian can’t be reached: 

Name________________________________ Telephone Number_________________________ 

Name________________________________ Telephone Number_________________________ 

Name________________________________ Telephone Number_________________________ 

Name of Public or Private School that child attends____________________________________ 

Child’s doctor or clinic name_______________________________________________________ 

Doctor/clinic phone number_______________________________________________________ 

My Child has the following special needs_____________________________________________ 

The following special accommodation(s) may be required to most effectively meet my child’s 

needs while at the center: ________________________________________________________ 

My child is currently on medication(s) prescribed for long-term continuous use and/or has the 

following pre-existing illness, allergies, or health concerns:  

_____________________________________________________________________________

_________________________________ 

Emergency Medical Authorization 

Should (child’s name)_________________________ Date of birth_____________ suffer an 

injury or illness while in the care of TLC for Kids and the facility is unable to contact me (us) 

immediately, it shall be authorized to secure such medical attention and care for the child as 

may be necessary. I (We) shall assume responsibility for payment for services. 

Parent/Guardian Signature:   Date:  

_________________________   _________________________ 

Facility Administrator Signature:  Date: 

_________________________   _________________________ 

 

 

 

 
 







 



TLC for KIDS 
 

 

 

Please check all that apply. 
 
In so far as is possible, I/we prefer that ____________________ do his/her homework: 
 
____ at home. 
 
____ at TLC for Kids everyday. 
 
____ at TLC for Kids only on days when we have sports, etc. We will get the staff a schedule 
when we have one. 
 
I/we prefer that the child complete the following amount of homework: 
 
____ strive to complete 100% of homework. 
 
____ be released from homework after a diligent effort of ____ minutes. 
 
____ be released from homework after completing ____% of the total assignment. 
 
____ complete the following subjects: __________________________________ 
 
I/we prefer that the following types of homework be left for working with the parents: 
 
____ generally, any type may be done at TLC for Kids 
 
____ exclude studying for tests, quizzes 
 
____ exclude spelling practice 
 
____ exclude reading out loud 
 
____ exclude independent reading 
 
____ exclude _______________________________ 
 
When the TLC for Kids staff checks homework, I/we prefer that they check for: 
 
____ Completion only 



 

TLC 4 Kids Before/After School Program 

Movie Permission Form 
 

Through the course of the school year, TLC 4 Kids Before/After School  

Program will be watching movies. State licensing requires us to have 

written permission from the parents to show any PG movies. Some 

examples of PG movies that we will be watching are: Shark Tales, 

Atlantis, Over the Hedge, Robots and Eight Below. 

 

Yes,____________________________(child’s name) has my permission 

to watch PG movies while at TLC 4 Kids Summer Camp. 

 

No,_____________________________(child’s name) does not have 

permission to watch PG movies while at TLC 4 Kids Summer Camp. 

 

 

_______________________________ 
               Print Parent/Guardian Name 

 

 

 

_________________________________________________                         ___________________________ 

          Parent/Guardian Signature                                                                                          Date 

 

 

Please be aware that all movies are previewed to make sure that they 

are appropriate for your children. 

 



                     Trinity Lutheran Community Schools 

                             Trinity Lutheran Preschool   *   TLC for Kids   *   TLC for Kids Summer Camp 

 

                          Permission to Photograph 

 

 

I,___________________________, give permission for Trinity Lutheran  

                Parent’s Name 

Community Schools to photograph my child/ren,_____________________,  

                                                                                                                       Child’s name  

for the purpose of promotional material.  Only first names will be used.  I  

 

agree that this form will remain in effect during the term of my child’s  

  

enrollment. 

 

 

 

_____________________________      __________    _____________ 

       Parent’s Signature                                                             Date                            Phone 

 

 

 

 

 

  



                                TLC for Kids 

                           Financial Aid Form 

 

Name of child _______________________________________________ 

Address ____________________________________________________ 

Who lives with child?__________________________________________ 

Name/Relationship ___________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________ 

 

Child Support   $___________ 

 

Total Household income $___________ 

 

 

Please attach front page of the federal income tax return, along with 

supporting documents (two current pay stubs) to this form. All this 

information will remain confidential. If the income tax return does not 

present a true picture of your financial situation, please call the director to 

discuss additional documentation. 

 



TLC for Kids 

Before and After School Care 

Tuition Chart  

  

     

Registration Fee Is Due Annually 

$45,000 and above $50 for first child,  

$25 for each additional child 

$44,999 and below $40 for first child,  

$15 for each additional child 

 

 

d  

 

 

Absences: Tuition is due every week even if your child does not attend.  
  

Whether tuition fees are paid monthly or weekly, payment is due on the Friday prior to 

before and after care services. An exception to this rule would be when school is closed 

due to a holiday on a Friday or Monday, payment MUST be made no later than Tuesday.  

 

Late Pick-up fee: $1.00 per minute for arrivals after 6:30 p.m. Only 1 warning will be given. This 

will be strictly enforced! 
 

Additional Fee for FULL-DAY CARE is $25. 

If we have enough requests on a day where Gwinnett County Public Schools are 

closed, we will consider opening our doors. If we do so, the cost is $25 a day with 

no sibling discounts. Because staffing is based on sign-ups, parents who sign up for 

a full day are obliged to pay for that care, whether or not the service is used. 

Yearly Income  

Before Taxes 

Before School Charge  

per 5-Day Week  

Before/After School Charge  

per 5-day Week  

  First Child Each Additional First Child Each Additional 

$45,000 and above $35 $30 $65 $55 

$44,999 and Below $30 $25 $50 $40 

IF GWINNETT COUNTY SCHOOLS ARE NOT OPEN A FULL 5 DAY WEEK, 

YOUR STUDENT’S STATEMENT WILL REFLECT THE CLOSED DAYS! 



Allergy Action Plan Form 
(To be completed by Health Care Provider ONLY) 

 

 

   Child’s Name______________________________________________ D.O.B___________________ 

 

Allergy (check applicable) 

  Foods (list)_____________________________________________________________ 

  Medications (list)________________________________________________________ 

  Stinging Insects (list)_____________________________________________________ 

  Latex  

 

If these symptoms:    (to be determined by physician authorizing treatment)   

• If food is ingested but no symptoms                                 Epinephrine           Antihistamine 

• Mouth: Itching, tingling, swelling of the lips or tongue             Epinephrine           Antihistamine 

• Skin: Hives, itchy rash, swelling of face or extremities              Epinephrine           Antihistamine 

• GI: Nausea, abdominal cramps, vomiting, diarrhea              Epinephrine           Antihistamine 

• Tightening of throat, hoarseness, hacking cough              Epinephrine           Antihistamine 

• Shortness of breath, repetitive coughing, wheezing              Epinephrine           Antihistamine 

• Thready pulse, fainting, pale, blueness               Epinephrine           Antihistamine 

• Other_______________________________________             Epinephrine           Antihistamine 

• Several of the above areas affected                Epinephrine           Antihistamine 

 
 

Antihistamine: give_______________________________________________________________________________ 

                                                                               Medication/dose/frequency 

 

Epinephrine: inject intramuscularly (circle all that apply)     EpiPen     EpiPen Jr.     Twinject 0.3mg     Twinject 0.15mg 

   (If Epinephrine is administered during a reaction, CALL 911. State that an allergic reaction has been treated and additional Epinephrine may be  

         needed. Send used Epinephrine device with student to the Emergency Room. 

 

 

Other:____________________________________________________________________________________________ 

 

 

 

Parent or Guardian Information (Please Print) 

 

Mother’s Name_____________________________________________________________________ 
 

     Home #_______________________Cell # ______________________Work #____________________   

         Father’s Name______________________________________________________________________ 

 

         Home #_______________________Cell #______________________Work #____________________ 
 

*Parent agrees to provide necessary supplies including EpiPen and Antihistamine. Parent agrees to notify TLC Community Schools  

 of any changes in the student’s health status. Parent agrees to allow TLC Community Schools to act upon these instructions.    

 

Parent Signature______________________________________________Date___________________ 

 

 



 

Asthma Action Plan Form 
 

 

Child’s Name________________________________________D.O.B._____________________ 

 

Emergency action is necessary when the child has symptoms such as____________________ 
 

______________________________________________________________________________ 
 

Step 1. 
Emergency Asthma Medication: 
 

Name                            Amount           When to use 
 
 

  

 
 

  

 
 

  

 

 

Step 2. 
Seek emergency medical care if the child has any one of the following: 

➢ No improvement minutes after initial treatment with medication 

➢ Struggling to take a breath 

➢ Chest and neck pulled in with breathing 

➢ Child having trouble walking or talking 

➢ Lips or fingernails are gray or blue 
 

Special Instructions_________________________________________________________________ 
 

_________________________________________________________________________________ 
 

_________________________________________________________________________________ 
 

 

 

Parent Information: (Please print) 
 

Mother’s Name______________________________________________________________________________ 
 

Home #__________________________Cell #__________________________Work #______________________ 
 

Father’s Name_______________________________________________________________________________ 
 

Home #__________________________Cell #__________________________Work #______________________ 

 

*Parent agrees to provide medication(s) needed to treat asthma symptoms. Parent agrees to notify TLC Community Schools of any 

changes in the child’s medical status. Upon signing this form, parent agrees to allow TLC Community Schools to treat child for 

asthma symptoms or to call 911 if asthma symptoms do not improve. 

 

Parent signature_____________________________________________Date_____________________ 


