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St. Thomas the Apostle Catholic School
Student Data Sheet
After downloading and saving this form, open it and TYPE in all of the gray boxes by simply clicking in or tabbing to the boxes.  You may save it and continue working on it at any time.   Some boxes are drop-down and your choice is limited to those offered.  Applications must be typed.   This information will become part of your child’s permanent school record.  Please double check for accuracy.  When you are done, print it and submit it with the rest of the documents.


	Student Data
	
	

	Student Name:
	First

     
	Middle
     
	Last
     

	Address:
	     

	City, State, Zip:
	City

     
	State

     
	Zip

     

	Home Phone:
	     
	Date of Birth:
	     

	Student Residence
	

	Lives With:
	     
	Parent’s Names:
	     

	If child does not live with both parents, please indicate (check all that apply):  
	 FORMCHECKBOX 
  Lives with Biological or Adoptive Father             

 FORMCHECKBOX 
  Lives with Biological or Adoptive Mother

 FORMCHECKBOX 
  Lives with Legal Guardian 

 FORMCHECKBOX 
  Lives with Custodial Guardians       
	 FORMCHECKBOX 
  Lives in Foster Home

 FORMCHECKBOX 
  Father is deceased

 FORMCHECKBOX 
  Mother is deceased

 FORMCHECKBOX 
  Other

	*** Custodial/legal guardian(s) must provide court certified custodial documents ***

	Health Information 
	Attach a copy of  current immunizations.  All immunizations must be current prior to first day of school or the student will be unable to attend.  Please refer to school handbook for personal medication policy.

	Allergy to bee sting
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	Wears Glasses
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Asthma
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Medication

     
	Wears Contacts
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Diabetes
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Medication

     
	Wears Braces
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Epilepsy
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Medication

     
	Wears Retainers
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Other:
	     
	Medication

     

	Does your child have any allergies?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Please list:

     

	Is your child on any regular medications?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Please list:

     

	Insurance Company:
	     
	Policy/Group #:
	     

	Siblings
	
	

	Name #1
     
	Date of Birth
     
	
	Name #4
     
	Date of Birth
     

	Name #2
     
	Date of Birth
     
	
	Name #5
     
	Date of Birth
     

	Name #3
     
	Date of Birth
     
	
	Name #6
     
	Date of Birth
     

	

	Parent Signature
	
	Date


