
(1) Student’s Name: __________________________________________________ Grade: __________ 
 

Health Problems/Medications: ________________________________________________________________________ 
 

_________________________________________________________________________________________________ 

 

(2) Student’s Name: __________________________________________________ Grade: __________ 
 

Health Problems/Medications: ________________________________________________________________________ 
 

_________________________________________________________________________________________________ 

 

(3) Student’s Name: __________________________________________________ Grade: __________ 
 

Health Problems/Medications: ________________________________________________________________________ 
 

_________________________________________________________________________________________________ 

 

Parent(s)/Guardian(s) ___________________________________ ___________________________________ 
 

Home Phone  ___________________________________ ___________________________________ 
 

Work Phone:  ___________________________________ ___________________________________ 
 

Cell Phone:  ___________________________________ ___________________________________ 
 

Email:   ___________________________________ ___________________________________ 

 
Please provide your email address as invoices are sent electronically on a monthly basis.  

 

 

Tell us who will regularly pick up your child(ren) if someone other then the 2 people listed above:  

 

**Anyone picking up your children will be asked to show a valid ID.** 

 

EXTENDED DAY PROGRAM  
 

REGISTRATION FORM 
 

20____ - 20____ SCHOOL YEAR 

NAME RELATIONSHIP PHONE NUMBER 

   

   

   

   

Bethel Park Campus          Mt. Lebanon Campus 

134 Fort Couch Road 401 Washington Road 

Pittsburgh, PA 15241 Pittsburgh, PA 15216 

412-833-1412   412-341-5444 



In the event of apparent serious illness or accident, when the parent/guardian cannot be reached, YOU authorize one 

of the following people to be notified by phone. These people listed below are authorized to act in your absence and 

have your authorization to release your child from the Extended Day Program into their care. 
 

 

Please note: In the event of an emergency, EMS will be contacted immediately for assistance. Parent/emergency            

authorized person will then be notified. The child will be transported to St. Clair Hospital if necessary. Should you 

NOT want your child transported to  St. Clair Hospital, please indicate your hospital of choice below:  
 

_________________________________________________________________________________________________ 

 

Please initial on the left that you have read and understand the following: 

 

________      I have read and understand the Ave Maria Academy Extended Day Program Agreement and Guidelines, 

  and have discussed these with my child(ren).   
 

________ I have completed all necessary emergency information and will advise the Extended Day Program staff 

  should any changes be necessary throughout the school year.  
 

________ I will complete a monthly reservation calendar and submit it on time for the months that my child will  

  be using the Extended Day Program. 

 

 

Print Parent/Guardian Name: _________________________________________________________________________

  

Parent/Guardian Signature: __________________________________________________________________________ 

 

Date: ________________  

NAME RELATIONSHIP PHONE NUMBER 

   

   

   

   

 

FOR OFFICE USE ONLY: 
 

Date Received: __________          Amount: $__________          Cash/Check #: __________          Received By: __________      




