    ASA EL Christian Studies                                     For School Use Only: 

    46682 Florence St.                                                 Year_____       Grade____

    E. Liverpool, Oh  43920
                                   
    Phone: 1-330-385-5588                                         

    Fax:     1-330-385-1267                                         

    E-Mail: elcsoffice@elchristian.org                       

    Website: www.elchristian.org App

STUDENT APPLICATION FORM
Student's Full Name _____________________________________________________________
                                     Last Name                        First                            Middle                             Nickname

Street Address _________________________________________________________________
City _______________________ State ___________ Zip Code ______ Phone (___)_________

                                                                                                                      
            unlisted  yes or no

Birthdate ___________________ Birthplace ____________________________ Sex _________

E-Mail Address_________________________________________________________________

School District in which you live _____________________________ Present Grade _________

Father's Name 
___________________________ 
Employment _________________________

                                                                                   
Occupation   _________________________

Mother's Name 
___________________________ 
Employment _________________________

                                                                                   
Occupation   _________________________

Guardian's Name ___________________________ 
Employment _________________________

                                                                                   
Occupation   _________________________

Church Family Attends
__________________________________________________________

Church Address 
__________________________________________________________
Church Phone
(___) _____________________________________________________
Pastor's Name 
__________________________________________________________

Give a concise statement of each parent's personal relationship with Christ.

Father: _______________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________
Mother: _______________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________
By signing this application you agree that those in charge of the school shall have full discretion in the grade placement and discipline of your child, and that the school reserves the right to dismiss any child who hinders the educational process of the school. Your signature also verifies that you have read the Student-Parent Handbook and agree to partner with us regarding its implementation. 

By signing this application you also agree to make prompt financial payments.

Signatures:  
Father 

____________________________________                    


Mother

____________________________________
                     
Date 

____________________________________
ENROLLMENT INCENTIVE PROGRAM

Time and again, we have found word-of-mouth to be our most effective advertisement.  We would like to encourage our school families who are bringing friends to EL Christian Studies and we would like to assist those who are enrolling their children for the first time.

How the incentive program works:

Tuition reductions in the amount of $100 would be awarded to each of two parties: (1) the current school family who was the primary influence in enrolling a new family and (2) a family who enrolls their child(ren) in EL Christian Studies for the first time as a result of this recommendation.  In either award, the new family must have at least one full-day student.  The tuition reduction is a per family (not a per student) reduction and would be applied at the end of one completed semester.
The new family has the responsibility of naming the primary influence in their enrollment. 

This is to be done in writing, on the form below, and submitted with other enrollment paperwork.

Incentives do not apply when other tuition discounts are already in place.  Teacher and pastor discounts are awarded with the assumption that these persons will promote the school.

An incentive may be awarded to a student receiving a scholarship, using the following formula:


determined need  -  incentive  =  scholarship award

(According to the Jane Hammond Scholarship policy, a matching donor must supplement the school's award in case of new students.)

=================================================================================


The following school family was the primary influence in our decision to enroll our children in EL Christian Studies: _______________________________________________________






        (Leave blank if not applicable.)


If other factors influenced your decision, please check all that apply.  This enables us to use our advertising dollars wisely.


1.  Newspaper ad or story

___

7.  Froggy Radio

___


2.  Community activity

             ___

8.  Yellow page ad

___

3.  Church bulletin insert

___

9.  White page listing
             ___


4.  EL Christian Studies Ad

___




5.  Minister recommendation

___




6.  Website                             

___

      




      





__________________
   ______

             _____________________________________

__________________
   ______

                        Signature of applying parent(s)

__________________
   ______

__________________
   ______









Name(s) of student(s) applying & grade

Tuition Agreement for the 2011-2012 School Year

1. We understand that our tuition before a scholarship will be ______________ for the 2011-12 school year.  We wish to participate in the scholarship program by collecting _______________       service credit points. We understand that our tuition after the scholarship credit will be ______________. We will pay the stated amount according to the identified plan. 

2. We understand if the service credit is not met, the outstanding service points will be converted to dollars and billed to the family at the end of the annual billing cycle. Each service point equals $65. 

Please check one: ___We will pay ELCS directly in advance.

___ We will pay ELCS directly in two semester payments with the first payment due    by the first day of school at 3:00 P.M., and the second payment due by the first day of second semester. There is a $25 late fee.

    We understand if the second payment is not received by the due date we will 

     be required to pay the second amount monthly through FACTS.  

    We realize there is a $38.00 fee for this service. 

     ___  We will be paying on a monthly plan using Facts Tuition Management. 

We realize there will be a $38.00 fee assessed at the time of registration for this service.

 See FACTS agreement for details.

Our signatures indicate we've read, had an opportunity to ask questions and understand the tuition policies.

Father's signature_____________________________________

Mother's signature____________________________________

Date_________________

  

EMERGENCY TRANSPORTATION AUTHORIZATION

	Name of Child


	Address
	Phone


	Mother’s Name
	Address
	Cell Phone


	Employer’s Name
	Address
	Phone


	Father’s Name
	Address
	Cell Phone



	Employer’s Name
	Address
	Phone




People to be contacted in the event of an emergency if the parent cannot be reached:

	Name
	Name



	Address
	Address



	City, State, Zip
	City, State, Zip



	Relationship to Child                                   Phone
	Relationship to Child                                       Phone




	Name of Physician or Clinic
	Name of Dentist or Clinic



	Address
	Address



	City, State, Zip                                              Phone
	City, State, Zip                                                 Phone




Date of last physical exam:________________________

Medications (prescriptions or over the counter) child is currently receiving.  Please list the dosage, times of day medication is usually given and the reason for the medication. ____________________________________________________________________________________________

____________________________________________________________________________________________

Any known allergies __________________________________________________________________________

____________________________________________________________________________________________

Special precautions and/or treatments for allergies ____________________________________________________

____________________________________________________________________________________________

Chronic physical problems affecting child: ________________________________________________________

____________________________________________________________________________________________

(OVER)

Any other information the school should be aware of: ________________________________________________

___________________________________________________________________________________________

This Information was provided by (please print): ____________________________________________________

Signature of parent or guardian: _________________________________________ Date: ___________________
Complete either Part I or Part II below.  Do not complete both.

Part I.  Permission to transport child

I give EL Christian Studies permission to transport my child to ___________________________
Hospital/Clinic

for emergency care or to ___________________________________ for emergency dental care, 

                                                                     Dentist/Clinic
or to the nearest available source of assistance.

_______________________________________________  
___________________

 Parent's Signature      


                                                     
Date

Part II.  Refusal to grant permission

I do not give permission to EL Christian Studies to transport my child emergency medical or dental care.  In the event of an illness or injury which requires emergency medical or dental treatment, I wish the following action to be taken:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________  
___________________

 Parent's Signature      


                                                     
Date

American Spirit Academy

46682 Florence Street

East Liverpool, Ohio 43920

(330) 385-5588

(330) 385-1267 – Fax
REQUEST TO ADMINISTER MEDICINES (Prescription or over-the-counter) OR OTHER MEDICAL PROCEDURES

To be completed by the Physician:

Student Name:
 _______________________________________ Today’s Date: ______________

Student Address: _____________________________________  Phone: ___________________

Medication, Dosage, and Times to be administered: ____________________________________________________________________________________________________________________________________________________________

Possible reactions that should be reported to the Physician:  ____________________________________________________________________________________________________________________________________________________________

Special instructions, including storage and sterile requirements: ____________________________________________________________________________________________________________________________________________________________

Date when medication is no longer needed:

____________________________________________________________________________________________________________________________________________________________

Physician’s Signature ____________________________________________________________

Please print name _______________________________________________________________

Phone ________________________________________________________________________

Address ______________________________________________________________________
-over-

To be completed by the parent:

I, hereby, authorize designated personnel of American Spirit Academy to administer the above named medication or procedures as instructed by the physician, and agree to:

1. Deliver the medication to the school.

2. Notify the school if we change physicians.

3. Notify the school if the medication, dosage, or procedure is changed or is to be eliminated.

Parent/Guardian Signature __________________________________________________

Address _________________________________________________________________

Phone __________________________________________________________________

To be completed by school personnel:

I, hereby, acknowledge reading this request to administer medication, and understand its content, as well as the content of the Board policy printed in the Student-Parent Handbook.

Headmaster’s Signature ______________________________________

School Nurse’s Signature _____________________________________

Race/Ethnicity Designation Form

To accurately complete the state-mandated Report of Nonpublic School, you as a parent or employee must be given the option to self-designate the category of race/ethnicity.  If you decline the school administration will designate it for you.

Please check one box only.
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White/Non-Hispanic

Persons having origins in any of the original peoples of Europe, 





North Africa or the Middle East
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Black/Non-Hispanic

Persons having origins in any of the black racial groups in Africa


Hispanic


Persons of Mexican, Puerto Rican, Cuban, Central or South 





American or other Spanish culture or origin, regardless of race



Asian/Pacific Islanders
Persons having origins in any of the original peoples of the Far 





East, Southeast Asia, the Pacific Islands, or the Indian 






subcontinent.  This area includes, for example, China, India, 





Japan, Korea, and the Philippine Islands and Samoa


American Indian/

Persons having origins in any of the original peoples of


Alaskan Native

North America, and who maintain cultural identification






through tribal affiliation or community recognition



Multi-racial


Persons having origins in two or more of the above categories



I/We decline to self-designate.

STATEMENT OF NON-DISCRIMINATION

The East Liverpool Christian School admits students of all races, color, ethnic or national origins, and gender to all the rights, privileges, programs, and activities generally accorded or made available to the students of the school.  The Christian School does not discriminate on the basis of race, color, gender, or ethnic or national origin in the administration of its educational policies, admission policies, scholarship and loan programs, athletic and other school-administered programs.

Romans 2:11, “For there is no respect of persons with God.”

________________________       ____________________________      ________________

     Student’s Name                     Parent or Employee Signature

  Date
            EL CHRISTIAN STUDIES

MEDIATION/ARBITRATION AGREEMENT


The parties to this agreement are Christians and believe that the Bible commands them to make every effort to live at peace and to resolve disputes with each other in private or within the Christian community in conformity with the Biblical injunctions of 

I Corinthians 6: 1-8, Matthew 5:23-34, and Matthew 18:15-20.  Therefore, the parties

agree that any claim or dispute arising out of, or related to, this agreement or to any aspect of the school relationship, including claims under federal, state, and local statutory or common law, the law of contract, and law of court, shall be settled by biblically based mediation.


If resolution of the dispute and reconciliation do not result from mediation, the matter shall then be submitted to an independent and objective arbitrator for binding arbitration.  The parties agree that the mediation and arbitration process will be conducted in accordance with the “Rules of Procedure for Christian Conciliation” (“Rules”) contained in the Peacemaker Ministries booklet Guidelines for Christian Conciliation.  Consistent with these “Rules,” each party to the agreement shall agree to the selection of the arbitrator.  The parties agree that if there is an impasse in the selection of the arbitrator, the Institute for Christian Conciliation division of Peacemaker Ministries in Billings, Montana (406-256-1583), shall be asked to provide the name of a qualified person who will serve in that capacity.  Consistent with the “Rules,” the arbitrator shall issue a written opinion within a reasonable time.


The parties to this contract agree that these methods shall be the sole remedy for any controversy or claim arising out of the school relationship or this agreement, and they expressly waive their right to file a lawsuit against one another in any civil court for such disputes, except to enforce a legally binding arbitration decision.  The parties to this agreement have had an opportunity to consult legal counsel before signing this agreement.

I/We the parent(s) or legal guardian(s) of ______________________________________

agree to abide by the above statement.  (A copy of the Guidelines for Christian Conciliation Handbook is kept in the school office for anyone's perusal.)

Signature:
Father________________________________________



Mother_______________________________________



Guardian______________________________________



Guardian______________________________________



Date__________________________________________

American Spirit Academy  EL Christian Studies
46682 Florence Street

E. Liverpool, Ohio  43920

Phone (330) 385-5588   Fax (330) 385-1267

E-Mail: elcsoffice@elchristian.org

Parental Consent for Record Release
I, the parent/legal guardian or student of legal age, authorize to release the school records of_____________________________________________date of birth____________

to American Spirit Academy/EL Christian Studies

Specific data to be released:

___Identifying data




___Health data

___Academic work




___Family background information

___Level of achievement



___Teacher or counselor ratings and

___Grades





       and observations

___Standardized achievement


___Verified reports of serious 

      scores





       recurrent behavior patterns

___Attendance data




___Evaluation Team Report

___Intelligence aptitude



___I.E.P. (Individual Educational Plan)

___Psychological tests



___Child Information Management Record

___Interest inventory results





____ALL ABOVE WHERE APPLICABLE

Yes____No____, I do/do not desire a copy of the records/data to be released to me.

Send to:_____________________________________________________________________

         Former School           Address                            City

State 
       Zip

Note:    There is a charge for each personal copy of records.  Records sent to other school

systems, agencies, etc. will be free.

Check one:
(  ) Parent



(  ) Legal Guardian


 
(  ) Student of Legal Age

Date__________________Signature______________________________________

RECORD OF RELEASE

Date Received__________________________Date Released__________________

Date Mailed____________________________By___________________________

This request, when submitted, will become a part of the permanent record.



