
917 Highland Dr.    Lawrence, KS 66044    (785) 841-7636 
 
 
 
 Date First Child 

$250 
Additional 

Children $150 
Scholarship? Total due Deposit 

$100 
Office 

Use 
      

 

 
 
 
 

Student’s Last name First Name Hebrew Name 

   

 Grade Birth Date Social Security # Sex 

    M          F 

 Street Address City Zip 

   

 Mother’s Name Home Phone Work/Cell phone Email 

    

 Father’s name Home Phone Work/Cell phone Email 

    

 

Name Relationship Phone # 

   

 
Name Relationship Phone # 

   

 

Local Emergency Contacts (To be called if Parent/Guardian cannot be reached) 

Child’s Physician Phone  # 

  

 

Child’s Dentist Phone  # 

  

 

Medical Insurer Policy Number Hospital Preference 

   

Student Lives with:  Other Specify Address Phone 

 mother     Father 
 Both          Other    

 School  B. Mitzvah Date 

  

 



Company NameMedical Information 

  
Food Allergies  Specify 

 Yes     No  

 Other Allergies  Specify 

 Yes     No  

 Medications/prescription Drugs  Specify 

 Yes     No  

 Medical problems that might impede 
classroom performance  

Specify 

 Yes     No  

 
Emotional Problems that might 
impede classroom performance  

Specify 

 Yes     No  

 
Individualized Learning Plan  Specify 

 Yes     No  

 
If you have answered “Yes” to any of the above questions, we invite you to confer with 

the Director to discuss how we may best accommodate your child’s needs. 

Please share with us any specific goals that you have for your child’s Jewish Education 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


