
Cougar Care Reg Form 2016_rs 1 9/14/2016 

 

CORNERSTONE CHRISTIAN SCHOOL 

Cougar Care Registration Form 
 

Registration Date: Please Print 

Parent/Guardian Information 

Father/Guardian Name: Father’s Email Address: Home Phone: 
 
Cell Phone: 

Custodial Parent: 

 Yes       No 

Marital Status: 

 Married       Divorced       Separated       Widowed       Single 

Father’s Home Street Address: Apt #: City: State: ZIP: 

Father’s Occupation: Father’s Employer’s Name: Employer’s Address: 

Mother/Guardian Name: Mother’s Email Address: 
 

Home Phone: 
 
Cell Phone: 

Custodial Parent: 

 Yes       No 

Marital Status: 

 Married       Divorced      .Separated       Widowed       Single 

Mother’s Home Street Address: Apt #: City: State: ZIP: 

Mother’s Occupation: Mother’s Employer’s Name: Employer’s Address: 

 

Child Information 

1st Child 
Age: Date of Birth: Grade (please circle one): 

Pre-K K   1   2   3   4   5   6   7   8 

Gender: 

 Male       Female 

First name  Middle initial: Last name: Name child prefers: 

 List any allergies, medical conditions, medications, and/or special attention your child may require. 

Pediatrician’s Name: Address: Phone: Preferred hospital: 

 

2nd Child 
Age: Date of Birth: Grade (please circle one): 

Pre-K K   1   2   3   4   5   6   7   8 

Gender: 

 Male       Female 

First name  Middle initial: Last name: Name child prefers: 

 List any allergies, medical conditions, medications, and/or special attention your child may require. 

Pediatrician’s Name: Address: Phone: Preferred hospital: 

(over) 

  



CCS Cougar Care Registration 
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Child Information (continued) 

3rd Child 
Age: Date of Birth: Grade (please circle one): 

Pre-K K   1   2   3   4   5   6   7   8 

Gender: 

 Male       Female 

First name  Middle initial: Last name: Name child prefers: 

 List any allergies, medical conditions, medications, and/or special attention your child may require. 

Pediatrician’s Name: Address: Phone: Preferred hospital: 

 

4th Child 
Age: Date of Birth: Grade (please circle one): 

Pre-K K   1   2   3   4   5   6   7   8 

Gender: 

 Male       Female 

First name  Middle initial: Last name: Name child prefers: 

 List any allergies, medical conditions, medications, and/or special attention your child may require. 

Pediatrician’s Name: Address: Phone: Preferred hospital: 

 

Contact/Pick Up Information 

1st Contact/Pick Up Name: Relationship to Child(ren): Phone: 

 Able to pick up all children in the family  Not able to pick up the following children: ____________________________  

2nd Contact/Pick Up Name: Relationship to Child(ren): Phone: 

 Able to pick up all children in the family  Not able to pick up the following children: ____________________________  

3rd Contact/Pick Up Name: Relationship to Child(ren): Phone: 

 Able to pick up all children in the family  Not able to pick up the following children: ____________________________  

Payment Information 

Please indicate the responsible party for payments of fees.  

 Parent / Guardian 

 
Divorced: 

 Mother:  _____________________________   _______% 
 name 

 Father:  _____________________________   _______% 
 name 

 Third Party:  ___________________________________  
 name 

Relationship:__________________ Phone # _____________  

Address: _________________________________________  

Email address:  ____________________________________  

Please note that if a third party will be responsible for payments and defaults on 
payments, it is the responsibility of both parents to pay any remaining payments. 

___________________________________________ 
Parent’s Signature 

_________________________ 
Date 

 


