
The Atlanta Academy 
Extended School Program 

Registration/Information Sheet 
 
 
 
Registration fee:  $30.00 per family  ______________________ 
 
 
 
(Name of child)    (Date of birth D/M/Y)     (Grade)               (Sex)  
 
Parent/Guardian Names:__________________________________________________________________ 
Address:_______________________________________________________________________________ 
Phone:________________________________________________________________________________ 
 
 
Father’s Business________________________________________________________________________ 
Address:_______________________________________________________________________________ 
Phone:________________________________________________________________________________ 
                 (Cell #)                  (Pager #) 
 
Mother’s Business_______________________________________________________________________ 
Address:_______________________________________________________________________________ 
Phone:________________________________________________________________________________ 
                 (Cell #)   (Pager #) 
 
This program will be 
needed:________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Approximate afternoon pick-up time will be______________. 
 
I have read the ESP packet thoroughly and understand the rules, regulations, and fees of the program. 
 
 
Parent/ Guardian signature:____________________________________________ 
        Date:_________________ 
 
*Please inform ESP director of any change in number or address. 
 
 
      
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 

The Atlanta Academy 
Extended School Program 
Medical Information Sheet 

 
 
  (Last name of child)           (First)                  (Date of birth)                     (grade) 
 
If a medical emergency arises, the ESP staff member in charge will first attempt to contact parents.  If we 
are unable to reach the parents the following people shall be contacted: 
 
 (Name)     (Relation)   (Phone) 
 
 (Name)     (Relation)                (Phone) 
 
and/or my child’s doctor :_________________________________________________________________ 
   (Name)   (address)   (phone) 
 
Does your child have any health problems?  (For example:  allergies to foods, medicine, or bee stings:  
diabetes, asthma, epilepsy, seizures, etc.) If yes, please explain:___________________________________ 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
    
If the emergency is such that immediate attention is necessary, 911 will be called and a staff member will 
follow the preference I indicate 
here:__________________________________________________________________________________
______________________________________________________________________________________ 
____________________________________________________________________________ _______ 
 
The following people have permission to pick up my child (if a name is not listed here please send a note to 
the ESP Department via your child’s teacher on the day of pick-
up).___________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Parent/Guardian 
Signature_____________________________________Date_________________________ 


