
Family Last Name	

Today’s Date			   Requested start date    Mar 2012    JUN 2012    Aug 2012

Parent’s status  married	  single		   Divorced	  Widowed	  Separated

 Student Contact Information

student Name (first, Middle, Last)

Student preferred name					     	  male   female		

Date of birth				B    irthplace		

primary language				    height			w   eight	

hair color				E    ye color

distinguishing marks	

 Primary Contact Information

Relationship to child	  

 mother	   father	  Legal Guardian	  OTHER (SPECIFY)

Name (first, Middle, Last)

Address							       apt #	

City					S     tate		  zip	

Home phone				w    ork phone		

cell phone				E    mail address

Drivers License State			Dr   ivers License #

Social security #				D    ate of Birth

Employer					    Work hours

Employer address					   

City					S     tate		Z  ip

Application for Enrollment

 Membership info

Is the family currently Kroc Members? 

 Currently a member

 Plan on becoming a member in future

 Not currently a member

 Authorized to pick up

Only those listed other than primary and secondary 
contact are authorized to pick up your child. You will 
be contacted if someone else tries to sign-out your 
student.

Name #1

Relationship

Phone

Name #2

relationship

Phone

Name #3

relationship

Phone

Name #4

relationship

Phone

Name #5

relationship

Phone

Kroc Keiki Learning Center

Permission to pick up student?	  yes   no

Responsible for payment? 		   yes   no

Occasionally responsible for payment?	  yes   no

Permission to pick up student?	  yes   no

Responsible for payment? 		   yes   no

Occasionally responsible for payment?	  yes   no

contact in emergency?	  yes   no

Lives with child?		   yes   no

contact in emergency?	  yes   no

Lives with child?		   yes   no

 secondary Contact Information

relationship to child 	  

 mother	   father	  Legal Guardian	  OTHER (SPECIFY)

Name (first, Middle, Last)

Address							       apt #	

City					S     tate		  zip	

Home phone				w    ork phone		

cell phone				E    mail address

Drivers License State			Dr   ivers License #

Social security #				D    ate of Birth

Employer					    Work hours

Employer address					   

City					S     tate		Z  ip

INTERNAL USE ONLY

Date Received: 	

App Fee:$		

Deposit: $		  Date:

Annual Supply Fee: $	D ate:

The Salvation army ray AND joan kroc corps community center



 Medical information
The information provided below will assist our staff in providing the best care for your child. Check if applicable or allergic. If your child needs medicine 
administered during school time, please fill out a “Right to Distribute Medication Form”. 

	  diabetes		   Asthma		   Carries Epi-pen 		   Allergic to penicillin	  

	  Epilepsy		   Carries inhaler		   Allergic to insect stings		   Behavioral challenges

Other/Please describe any condition

Dietary Restrictions

Please list any activity restrictions

Name and purpose of any medications

Please list anything else that may affect your child’s experience at SCHOOL (ie. moving, divorce, etc)

 Immunizations

Are immunizations within one year?	  yes		   no		D  ate of last tetanus shot
	 	

 health insurance

Health Insurance	  Yes
	

 No			   Company

Policy #						      Family Doctor

Doc Phone #					D     octors Address

 liability waiver 

By signing this document I (we) agree to the following terms: In case of illness or accident The Salvation Army Ray and Joan Kroc Corps Community Center (“Kroc 
Center Hawaii”) is authorized to secure emergency medical treatment at my expense. Kroc Center Hawaii reserves the right to dismiss any participant who does not 
show respect for the facility, including but not limited to: property, equipment, policies, other members and staff. Members who are dismissed will not be given a refund 
of fees paid. Kroc Center Hawaii assumes no responsibility for personal property that is either in or out of lockers. By signing this Enrollment Form, I (we) hereby waive 
any and all claims against Kroc Center Hawaii. I understand that use of the facilities and equipment at Kroc Center Hawaii, including the transportation to and from 
The Salvation Army for field trip or program purposes, may involve risk of bodily injury or property damage and I agree to assume any such risks. I understand that it is 
up to me to consult physicians and other professionals to make sure that my child can safely participate in activities and events at Kroc Center Hawaii. I also understand 
and agree that by signing this Agreement, I am giving up my (or the minor for whom I sign) right to make any claim against The Salvation Army, its agents, employees 
and volunteers, including the right to sue them, for bodily injury or property damage or any other loss that I might suffer while using Kroc Center Hawaii facilities and 
services, except as limited by law.

NOTICE - In order to promote a safe and secure environment, Kroc Center Hawaii has placed video cameras in various locations.  As part of our 
commitment to the safety of children and vulnerable persons, Kroc Center Hawaii reserves the right to consult public sources to determine whether 
any member or guest of any member poses an unreasonable risk of harm to its patrons, staff, or visitors. Kroc Center Hawaii may use the above listed 
participant’s photo for promotional purposes. 

parent/guardian Name, please print								D       ate

parent/guardian Signature

Please mail your completed application along with non-refundable $40 application fee to the address below.

Kroc Keiki Learning Center, Kroc Center Hawaii 
P.O. Box 700909, Kapolei, HI 96709-0909 | (808) 682-5505

REV 12/07/11
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