
MIAMI-DADE COUNTY PUBLIC SCHOOLS 
REGISTRATION FORM: BEFORE/AFTER SCHOOL PROGRAMS – PRE-K 

_________  - _________ SCHOOL YEAR  

NAME OF SCHOOL: ________________________________________________  LOCATION NUMBER: ___________  

STUDENT NAME: ________________________________________ REGISTRATION DATE: ____________________  
LAST FIRST

STUDENT ID #: ____________________________  AGE: _______  GRADE: ___________  GENDER: M F 

BIRTHDATE: ___________________ETHNIC CODE:   W  B  H  I  A  M   TEACHER:_______________________________  

MOTHER’S NAME:_________________________________________________________________________________
LAST FIRST 

HOME ADDRESS: _________________________________________________________________________________  
ADDRESS CITY STATE ZIP CODE

HOME PHONE: __________________________ WORK PHONE: _________________________________  

CELL PHONE: ___________________________ E-MAIL ADDRESS: _________________________________

FATHER’S NAME: _________________________________________________________________________________  
LAST FIRST 

HOME ADDRESS: _________________________________________________________________________________  
ADDRESS CITY STATE ZIP CODE

HOME PHONE: __________________________ WORK PHONE: _________________________________  

CELL PHONE: ___________________________ E-MAIL ADDRESS: _________________________________

PERSONS AUTHORIZED TO PICK UP CHILD CARE STUDENT:____________________________________________  
LAST FIRST

I AUTHORIZE MY CHILD TO WALK HOME:    YES               NO  ____________________________________________  
LAST FIRST

EMERGENCY CONTACT INFORMATION 
NAME: _____________________________________________ PHONE: _______________________________

LAST FIRST

NAME: _____________________________________________ PHONE: _______________________________
LAST FIRST

PHYSICIAN: _________________________________________ PHONE: _______________________________
LAST FIRST

HOSPITAL:_______________________________________________________________________________________  

IN THE EVENT NO ONE CAN BE CONTACTED, I GIVE PERMISSION FOR MY CHILD TO RECEIVE EMERGENCY 
MEDICAL TREATMENT?  YES            NO  

SPECIAL NEEDS / INSTRUCTIONS: __________________________________________________________________  

SIBLINGS IN PROGRAM: ___________________________________________________________________________  

PARENT/GUARDIAN SIGNATURE: _________________________________________ DATE: ____________________  
FM 3170 Rev. (03-08) 


	RASPText1: 
	RASPText10: 
	RASPText2: 
	RASPText3: 
	RASPText5: 
	RASPText6: 
	RASPText8: 
	RASPText9: 
	RASPText4: 
	RASPText12: 
	RASPText13: 
	RASPText14: 
	RASPText15: 
	RASPText16: 
	RASPText17: 
	RASPText18: 
	RASPText25: 
	RASPText26: 
	RASPText27: 
	RASPText28: 
	RASPText19: 
	RASPText22: 
	RASPText20: 
	RASPText21: 
	RASPText29: 
	RASPText30: 
	RASPText32: 
	RASPText35: 
	RASPText36: 
	RASPText33: 
	RASPText34: 
	RASPText31: 
	RASPText37: 
	RASPText38: 
	RASPText39: 
	RASPText40: 
	RASPText41: 
	RASPText42: 
	RASPText43: 
	RASPText45: 
	RASPText46: 
	RASPText47: 
	RASPText48: 
	RASPText11: 
	RASPText7: 
	RASPText23: 
	RASPText24: 
	RASPCB1: Off
	RASPCB2: Off
	RASPCB3: Off
	RASPCB4: Yes
	RASPText44: 
	RASHospital: 
	ClearForm1: 


