North Kannapolis Christian Academy

                                 312 Locust Street      Kannapolis, NC 28081      704-932-6138 

Reaching Students….Assisting Parents….Shaping Society


Application for Admission

STUDENT INFORMATION:

Name of Child:

______________________________________________________________________________

         (Last)                       (First)                            (Middle)                           (Nickname)

Mailing Address:

______________________________________________________________________________

        (Street)                                      (City)                                      (Zip code)

Physical Address:

______________________________________________________________________________

        (Street)                                      (City)                                      (Zip code)

Student’s Social Security Number: ______ - _____ - _______

Sex: __M  __F   Birth Date: ____ / ___ / _____ Birthplace: ___________________________

FAMILY INFORMATION:

Student’s Parents:   ______Married? ______Separated*? ______Divorced*? 

*If so, who has legal custody? Name: _____________________________________________

Legal Guardian’s relation to student: ___Mother ___Father ___Other-_________________

Father/Guardian’s Name: _______________________        ____________________________

                                                          (First)                                                      (Last)

Home Phone: _______________________             Mobile Phone: _______________________

Home Address:

______________________________________________________________________________

        (Street)                                      (City)                                      (Zip code)

Employer’s Name: _____________________________________________________________

Work Phone: ____________________________

Mother/Guardian’s Name: _______________________       ____________________________

                                                          (First)                                                      (Last)

Home Phone: _______________________             Mobile Phone: _______________________

Home Address:

______________________________________________________________________________

        (Street)                                      (City)                                      (Zip code)

Employer’s Name: _____________________________________________________________

Work Phone: ____________________________

CHURCH INFORMATION:

Church Affiliation: _____________________________________________________________

Pastor’s Name: _____________________________________

Phone: _________________________________

INFORMATION ABOUT YOUR CHILD:

Does your child have any known allergies? ____No  ___Yes (Explain Below)

Please give any information concerning your child, which will be helpful in his/her experience in a group setting (such as play, eating/sleeping habits, special likes/dislikes).

______________________________________________________________________________

______________________________________________________________________________

BILLING INFORMATION:

Name of Billed (If not Mother or Father): 

______________________________________________________________________________

                            (First)                                                           (Last)

Home Address:

______________________________________________________________________________

        (Street)                                      (City)                                      (Zip code)

Home Phone: ___________________________ Mobile Phone: _________________________

EMERGENCY INFORMATION:

Primary Contact:

Name: ___________________________ Relation: ____________ Phone: ________________

Secondary Contact:

Name: ___________________________ Relation: ____________ Phone: ________________

Next emergency contact after Primary and Secondary:

Name: ___________________________ Relation: ____________ Phone: ________________


Name: ___________________________ Relation: ____________ Phone: ________________

Please give the names of persons to whom your child can be released: 

Name: ___________________________ Relation: ____________ Phone: ________________


Name: ___________________________ Relation: ____________ Phone: ________________

I agree that NKCA may authorize the physician of his/her choice to provide emergency care in the event that neither the family physician nor I can be contacted immediately.

______________________________________________________________________________

              (Guardian/Parent Signature)                                                                 (Date)

______________________________________________________________________________

              (Guardian/Parent Signature)                                                                 (Date)


