
SMOKING FOR JESUS MINISTRY 
CHRISTIAN SCHOOL

Tuition/ Fees Schedule (Last Updated January 2022)

YEARLY TUITION- $3,500.00 / per child ($350.00 per child monthly if 10-month payment option is chosen. First month’s tuition is due

on the 1st day of school and then the 1st of every month thereafter with the last payment being due on May 1st.) 

NEW APPLICANT FEE- $25.00 DIAGNOSTIC TESTING FEE- $15.00 

REGISTRATION FEES (One-time payment per year; Due JULY 31ST. Registration fees includes administration, 

computer/science labs, Iowa testing, LCA, and Junior & Regional Convention fees.)

PreK 4 & 
Kindergarten 

ABC's w/ A &C 
(1st Level) 

2nd - 5th Levels 6th -8th Levels 9th -11th Levels Seniors

Registration 
Fees 

$140.00 $140.00 $115.00 
(Ages <8) 

$275.00 
(Ages 9-12) 

$275.00 
(Ages 9-12) 

$305.00 
(Ages 13+) 

$540.00 
$640.00 

(new LCA Student) 

$715.00 
$815.00 

(new LCA Student)

Book Fees $130.00 $165.00 $230.00 $230.00 $250.00 $200.00

Computer Science (Self-Paced courses through Udemy.com) 
1 Credit of Computer Science is a graduation requirement for all high school students. 

Graphic Design- 1 credit Microsoft Office -1 credit 
Adobe Illustrator    $215 
Adobe Photoshop  $225 

Office 365 $75 

ATHLETICS- per student (Due by June 25th ) 

Football (Track & Field mandatory) $400 

Boys’ Basketball $300 

Girls’ Basketball $300 

Girls’ Volleyball $300 

Boys’ & Girls’ Track & Field $100 

A.C.E. INTERNATIONAL CONVENTION- Registration is $350.00 per person.
This amount must be paid in full by January 15th. This amount is for registration only and does not include the
cost of travel.



SMOKING FOR JESUS MINISTRY CHRISTIAN SCHOOL 

ENROLLMENT APPLICATION

Family name: ____________________________________________________ School Year: _______________ 

Father ________________________________Phone _________________ Email_______________________ 

Address _____________________________________________ City_____________ Zip_________________ 

Employment____________________________________ Position_______________ Bus. Ph#_____________ 

Mother ________________________________Phone _________________ Email_______________________ 

Address _____________________________________________ City_____________ Zip_________________ 

Employment____________________________________ Position_______________ Bus. Ph#_____________ 

Student: 

First______________________________ Middle_____________________ Last________________________ 

Age_________  Birthdate _______________  (check one) M___ F____  Level _________________________ 

Allergies: ________________________________________________________________________________ 

Immunizations up-to-date: Y___ N___ (Please submit copy by September 1st.) 

Student: 

First______________________________ Middle_____________________ Last________________________ 

Age_________  Birthdate _______________  (check one) M___ F____  Level _________________________ 

Allergies: ________________________________________________________________________________ 

Immunizations up-to-date: Y___ N___ (Please submit copy by September 1st.) 

Student: 

First______________________________ Middle_____________________ Last________________________ 

Age_________  Birthdate _______________  (check one) M___ F____  Level _________________________ 

Allergies: ________________________________________________________________________________ 

Immunizations up-to-date: Y___ N___ (Please submit copy by September 1st.) 

Medical Information: 

Physician: ____________________________________________ Phone ________________________ 

Insurance________________________________________ Policy #____________________________ 

Emergency Contact: 

1. Name _______________________________ Relation ________________ Phone _____________________

2. Name _______________________________ Relation ________________ Phone _____________________



SMOKING FOR JESUS MINISTRY CHRISTIAN SCHOOL

TUITION CONTRACT

Family name: _____________________________________ School Year: _________________ 

YEARLY TUITION TEN MONTH PAYMENT PLAN (if selected) 

$3,500.00/ year x _________ (#of students) = $___________ $_____________________ 
(First installment due by 1st day of school.) 

STUDENT REGISTRATION, ATHLETICS & BOOK FEES 
(All Registration & Book Fees are non-refundable & to be paid in full by August 1st.) 

(Athletic fees are due by June 25th.) 
Student 

1. ________________________

2. ________________________

3. ________________________

4. ________________________

5. ________________________

6. ________________________

Registration 

$___________ 

$___________ 

$___________ 

$___________ 

$___________ 

$___________ 

Books 

$___________ 

$___________ 

$___________ 

$___________ 

$___________ 

$___________ 

Athletics 

$___________ 

$___________ 

$___________ 

$___________ 

$___________ 

$___________ 

Totals 

$___________ 

$___________ 

$___________ 

$___________ 

$___________ 

$___________ 

TOTALS $___________ $___________ $___________ $___________ 

TUITION PAYMENT DUE DATES: 

August 10th September 1st October 1st November 1st December 1st 

January 1st February 1st March 1st April 1st May 1st 

Monthly tuition payments are due on the 1st of each month.  Unpaid tuition balances will be assessed a $15 

late fee on the 5th of each month.  If the balance is not paid by the end of the month, the student will be 

considered withdrawn unless arrangements have been made by the finance committee through the 

administrator. 

Parent Signatures: 

Parent ________________________________________________ Date _________________________ 

Parent ________________________________________________ Date _________________________ 



Athletics Parental Consent Form

Student ________________________________ Date of Birth___/___/____Grade in Fall of 2022 __

SPORT (Check all that apply): oSummer Conditioning   o7on7   oFball   oVball   oBball    oTrack

Initial each:

___I, the parent/guardian of the student named above, hereby give permission for my child to 
participate in the team indicated, and participate in all of the team’s activities, as directed by the 
school/coach.

___I understand that my child will be obligated to attend regularly scheduled practices and competitions
throughout Texas as applicable for the activity entering.

___I understand that my child is responsible for her/his behavior at all time, and agree not to hold the 
school or any of its employees responsible for any expenses or damages incurred as a result of my 
child’s behavior. I also understand that any violation of the school’s code of discipline may result in 
exclusion from the team.

___I understand that it is necessary for my child to have approved proof of medical insurance for school 
competition on file in the school before trying out, practicing or competing in interscholastic athletic 
activities. I agree to inform the school of any change in my child’s medical or physical condition which 
develops or is discovered at any time after the date this document is signed.

___I agree that in the event of injury or illness, the staff member in charge of the team may act in my 
behalf and at my expense in obtaining medical treatment for my child.

___I realize that the primary insurance coverage, if any injury should occur, would be my responsibility.

___I agree to be responsible for the return of all equipment issued by the school to him/her.

___I understand and give permission for my child to travel to and from all scheduled practices and 
competitions at my own risk. Further, neither the school, drivers, nor faculty will be liable to any suit 
whatsoever resulting from any or in any of the practices, games, or travel.

___ I grant permission for use of my child's name, image to be used in video recordings and digital 
photographs for non-profit educational & promotional purposes on the school websites, social media 
and/or in printed materials at the discretion of SFJMCS. 

In an emergency, please contact me at: (_____ ) ________________ or (_____ )_________________

PRINT Name of Parent/Guardian _______________________________________________________ 

Signature ______________________________________  Date Signed___________________



Athletics - No Medical Insurance/Release of Liability

I, _____________________________, do not have valid medical insurance coverage on my 
minor children listed below. I am aware that any medical expenses incurred due to my 
child(ren)’s participation in athletics with SFJMCS will be solely my responsibility and that 
SFJMCS cannot be held liable for any such expenses.

Child(ren) DOB Grade/Level
1.

2.

3.

4.

5.

6.

Parent Signature ______________________________ Date ________________



PREPARTICIPATION PHYSICAL EVALUATION  -- MEDICAL HISTORY 
2022

This MEDICAL HISTORY FORM must be completed annually by parent (or guardian) and student in order for the student to participate in athletic activities.  These 
questions are designed to determine if the student has developed any condition which would make it hazardous to participate in an athletic event. 
Student's Name: (print)                                                                               Sex  Age  Date of Birth 
Address  Phone 
Grade                                                                               School   
Personal Physician  Phone 
In case of emergency, contact: 
Name                                                                  Relationship  Phone (H)  (W) 
 

It is understood that even though protective equipment is worn by the athlete, whenever needed, the possibility of an accident still remains.  Neither the University Interscholastic League  
nor the school assumes any responsibility in case an accident occurs. 

If, in the judgment of any representative of the school, the above student should need immediate care and treatment as a result of any injury or sickness, I do hereby request, authorize, and 
consent to such care and treatment as may be given said student by any physician, athletic trainer, nurse or school representative.  I do hereby agree to indemnify and save harmless the 
school and any school or hospital representative from any claim by any person on account of such care and treatment of said student. 
If, between this date and the beginning of athletic competition, any illness or injury should occur that may limit this student's participation, I agree to notify the school authorities of such 
illness or injury. 

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct. Failure to provide truthful responses could 
subject the student in question to penalties determined by the UIL 
Student Signature:    Parent/Guardian Signature:  Date:  

Any Yes answer to questions 1, 2, 3, 4, 5, or 6 requires further medical evaluation which may include a physical examination. Written clearance from a physician, physician 
assistant, chiropractor, or nurse practitioner is required before any participation in UIL practices, games or matches. THIS FORM MUST BE ON FILE PRIOR TO 
PARTICIPATION IN ANY PRACTICE, SCRIMMAGE OR CONTEST BEFORE, DURING OR AFTER SCHOOL. 

For School Use Only: 
This Medical History Form was reviewed by:   Printed Name   Date    Signature 

1. Have you had a medical illness or injury since your last check
Yes 
o 

No 
o 13. Have you ever gotten unexpectedly short of breath with

Yes 
o 

No 
o 

2. 
up or sports physical?
Have you been hospitalized overnight in the past year? o o 

exercise?
Do you have asthma? o o 

Have you ever had surgery? o o Do you have seasonal allergies that require medical treatment? o o 
3. Have you ever had prior testing for the heart ordered by a

physician?
o o 14. Do you use any special protective or corrective equipment or

devices that aren't usually used for your sport or position (for
o o 

Have you ever passed out during or after exercise?
Have you ever had chest pain during or after exercise?

o 
o 

o 
o 

example, knee brace, special neck roll, foot orthotics, retainer
on your teeth, hearing aid)?

Do you get tired more quickly than your friends do during
exercise?

o o 15. Have you ever had a sprain, strain, or swelling after injury?
Have you broken or fractured any bones or dislocated any

o 
o 

o 
o 

Have you ever had racing of your heart or skipped heartbeats? o o joints?
Have you had high blood pressure or high cholesterol? o o Have you had any other problems with pain or swelling in o o 
Have you ever been told you have a heart murmur? o o muscles, tendons, bones, or joints?
Has any family member or relative died of heart problems or of
sudden unexpected death before age 50?

o o If yes, check appropriate box and explain below:

Has any family member been diagnosed with enlarged heart, o o o Head   o Elbow   o Hip 
  (dilated cardiomyopathy), hypertrophic cardiomyopathy, long

 o o
o Neck o Forearm o Thigh 

QT syndrome or other ion channelpathy (Brugada syndrome,   o Back o Wrist o Knee 
etc), Marfan's syndrome, or abnormal heart rhythm? o Chest o Hand o Shin/Calf 
Have you had a severe viral infection (for example, o o o Shoulder              o Finger   o Ankle 
myocarditis or mononucleosis) within the last month? o Upper Arm          o Foot 
Has a physician ever denied or restricted your participation in
sports for any heart problems?

o o 16. 
17. 

    Do you want to weigh more or less than you do now?     
    Do you feel stressed out? 

o 
o 
 

o 
o 

 4. 
4.

Have you ever had a head injury or concussion? o o 18. Have you ever been diagnosed with or treated for sickle cell o o 
   Have you ever been knocked out, become unconscious, or lost

your memory?
o o trait or sickle cell disease?

Females Only 
If yes, how many times? __________
When was your last concussion? __________

19. When was your first menstrual period? _____________

How severe was each one? (Explain below)
 Have you ever had a seizure? o o 
Do you have frequent or severe headaches? o 

o
o 
oHave you ever had numbness or tingling in your arms, hands,

legs or feet? 
o o 

When was your most recent menstrual period?  _____________
How much time do you usually have from the start of one period to the start of
another?    _____________
How many periods have you had in the last year? _____________
What was the longest time between periods in the last year? _____________

Have you ever had a stinger, burner, or pinched nerve? o o 
5. Are you missing any paired organs? o o 
6. Are you under a doctor’s care? o o 
7. Are you currently taking any prescription or non-prescription

(over-the-counter) medication or pills or using an inhaler?
o o 

8. Do you have any allergies (for example, to pollen, medicine,
food, or stinging insects)?
 

o o 

9. Have you ever been dizzy during or after exercise? o o 
10. Do you have any current skin problems (for example, itching,

rashes, acne, warts, fungus, or blisters)?
o o 

11. Have you ever become ill from exercising in the heat? o o 
12. Have you had any problems with your eyes or vision? o o 

Explain “Yes” answers in the box below**. Circle questions you don’t know the answers to. 

An individual answering in the affirmative to any question relating to a possible cardiovascular health 

issue (question three above), as identified on the form, should be restricted from further participation 

pr
unt

a
i
c
l 
t
t
iti
he

o
 i
ne
ndi

r.  
vidual is examined and cleared by a physician, physician assistant, chiropractor, or nurse 

**EXPLAIN ‘YES’ ANSWERS IN THE BOX BELOW (attach another sheet if necessary): 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
__________

Males Only 
20. Do you have two testicles? _____________
21. Do you have any testicular swelling or masses? _____________
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Lymph 
Heart-Auscultation  of the heart 
the supine 
Heart-Auscultation  of the heart 
the standing 
Heart-Lower extremity 

Genitalia (males 

Marfan’s stigmata 
pectus excavatum, 
hypermobility, 

PREPARTICIPATION PHYSICAL EVALUATION  -- PHYSICAL EXAMINATION 

Student's Name _________________________________ Sex _______  Age _______ Date of Birth _________________________ 

Height  ______    Weight________     % Body fat (optional) ________    Pulse __________    BP____/____ (____/____, ____/____) 
brachial blood pressure while sitting 

Vision:  R 20/______   L 20/___  Corrected:    o  Y      o  N  Pupils:     o  Equal      o  Unequal 

As a minimum requirement, this Physical Examination Form must be completed prior to junior high athletic participation and 
again prior to first and third years of high school athletic participation.   It must be completed if there are yes answers to specific 
questions on the student's MEDICAL HISTORY FORM on the reverse side.  * Local district policy may require an annual physical 
exam. 

NORMAL ABNORMAL FINDINGS INITIALS* 

MUSCULOSKELETAL 

*station-based examination only

CLEARANCE 
o    Cleared 
o    Cleared after completing evaluation/rehabilitation  for: __________________________________________________________ 
_________________________________________________________________________________________________________ 
o    Not cleared for:_________________________________________Reason: _________________________________________ 
Recommendations:  _________________________________________________________________________________________ 
_________________________________________________________________________________________________________ 

The following information must be filled in and signed by either a Physician, a Physician Assistant licensed by a State Board of 
Physician Assistant Examiners, a Registered Nurse recognized as an Advanced Practice Nurse by the Board of Nurse Examiners, 
or a Doctor of Chiropractic.  Examination forms signed by any other health care practitioner, will not be accepted. 
Name (print/type)  __________________________________________    Date of Examination:  ______________________________  
Address:  _______________________________________________________________________________________________________  

Phone Number: ___________________________________________________________________________________________________ 

Signature: _____________________________________________________________________________________________ 

Must be completed before a student participates in any practice, before, during or after school,  (both in-season and out-of-season) or games/matches. 
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   CONCUSSION ACKNOWLEDGEMENT FORM

Definition of Concussion - means a complex pathophysiological process affecting the brain caused by a traumatic physical force or 
impact to the head or body, which may: (A)  include temporary or prolonged altered brain function resulting in physical, cognitive, or 
emotional symptoms or altered sleep patterns; and (B)  involve loss of consciousness.

Prevention – Teach and practice safe play & proper technique.
– Follow the rules of play.
– Make sure the required protective equipment is worn for all practices and games.
– Protective equipment must fit properly and be inspected on a regular basis.

Signs and Symptoms of Concussion – The signs and symptoms of concussion may include but are not limited to: Headache, appears 
to be dazed or stunned, tinnitus (ringing in the ears), fatigue, slurred speech, nausea or vomiting, dizziness, loss of balance, blurry vi-
sion, sensitive to light or noise, feel foggy or groggy, memory loss, or confusion.

Oversight - Each district shall appoint and approve a Concussion Oversight Team (COT).  The COT shall include at least one physician 
and an athletic trainer if one is employed by the school district.  Other members may include:  Advanced Practice Nurse, neuropsy-
chologist or a physician’s assistant. The COT is charged with developing the Return to Play protocol based on peer reviewed scientific 
evidence.

Treatment of Concussion - The student-athlete/cheerleader shall be removed from practice or participation immediately if suspected to have 
sustained a concussion. Every student-athlete/cheerleader suspected of sustaining a concussion shall be seen by a physician before they may 
return to athletic or cheerleading participation. The treatment for concussion is cognitive rest. Students should limit external stimulation such 
as watching television, playing video games, sending text messages, use of computer, and bright lights. When all signs and symptoms of 
concussion have cleared and the student has received written clearance from a physician, the student-athlete/cheerleader may begin their 
district’s Return to Play protocol as determined by the Concussion Oversight Team.

Return to Play - According to the Texas Education Code, Section 38.157:
A student removed from an interscholastic athletics practice or competition (including per UIL rule, cheerleading) under Section 38.156 may 
not be permitted to practice or participate again following the force or impact believed to have caused the concussion until:
(1) the student has been evaluated, using established medical protocols based on peer-reviewed scientific evidence, by a treating physician
chosen by the student or the student ’s parent or guardian or another person with legal authority to make medical decisions for the
student;
(2) the student has successfully completed each requirement of the return-to-play protocol established under Section 38.153 necessary
for the student to return to play;
(3) the treating physician has provided a written statement indicating that, in the physician ’s professional judgment, it is safe for the
student to return to play; and
(4) the student and the student ’s parent or guardian or another person with legal authority to make medical decisions for the student:

(A) have acknowledged that the student has completed the requirements of the return-to-play protocol necessary for the student to
return to play;

(B) have provided the treating physician ’s written statement under Subdivision (3) to the person responsible for compliance with the
return-to-play protocol under Subsection (c) and the person who has supervisory responsibilities under Subsection (c); and  

(C) have signed a consent form indicating that the person signing:
(i) has been informed concerning and consents to the student participating in returning to play in accordance with the return-to-

play protocol;
(ii) understands the risks associated with the student returning to play and will comply with any ongoing requirements in the

return-to-play protocol;
(iii) consents to the disclosure to appropriate persons, consistent with the Health Insurance Portability and Accountability Act of

1996 (Pub. L. No. 104-191), of the treating physician ’s written statement under Subdivision (3) and, if any, the return-to-play recommenda-
tions of the treating physician; and

(iv) understands the immunity provisions under Section 38.159.

Parent or Guardian Signature

Student Signature

Date

Date

Name of Student

       Revised  2017



 University Interscholastic League

School Year (to be completed annually)  ______________ 

 
Parent and Student Agreement/Acknowledgement Form 

Anabolic Steroid Use and Random Steroid Testing 
 

• Texas state law prohibits possessing, dispensing, delivering or administering a steroid in a 
manner not allowed by state law. 

 
• Texas state law also provides that body building, muscle enhancement or the increase in muscle 

bulk or strength through the use of a steroid by a person who is in good health is not a valid 
medical purpose. 

 
• Texas state law requires that only a licensed practitioner with prescriptive authority may prescribe 

a steroid for a person. 
 

• Any violation of state law concerning steroids is a criminal offense punishable by confinement in 
jail or imprisonment in the Texas Department of Criminal Justice. 

 
STUDENT ACKNOWLEDGEMENT AND AGREEMENT 
 
As a prerequisite to participation in UIL athletic activities, I agree that I will not use anabolic steroids as 
defined in the UIL Anabolic Steroid Testing Program Protocol. I have read this form and understand that I 
may be asked to submit to testing for the presence of anabolic steroids in my body, and I do hereby 
agree to submit to such testing and analysis by a certified laboratory. I further understand and agree that 
the results of the steroid testing may be provided to certain individuals in my high school as specified in 
the UIL Anabolic Steroid Testing Program Protocol which is available on the UIL website at 
www.uiltexas.org. I understand and agree that the results of steroid testing will be held confidential to 
the extent required by law. I understand that failure to provide accurate and truthful information could 
subject me to penalties as determined by UIL. 
 
Student Name (Print): ___________________________________________ Grade (9-12) _______ 
 
Student Signature: _____________________________ Date: ___________ 
 
 
PARENT/GUARDIAN CERTIFICATION AND ACKNOWLEDGEMENT 
 
As a prerequisite to participation by my student in UIL athletic activities, I certify and acknowledge that I 
have read this form and understand that my student must refrain from anabolic steroid use and may be 
asked to submit to testing for the presence of anabolic steroids in his/her body. I do hereby agree to 
submit my child to such testing and analysis by a certified laboratory. I further understand and agree that 
the results of the steroid testing may be provided to certain individuals in my student’s high school as 
specified in the UIL Anabolic Steroid Testing Program Protocol which is available on the UIL website at 
www.uiltexas.org. I understand and agree that the results of steroid testing will be held confidential to 
the extent required by law. I understand that failure to provide accurate and truthful information could 
subject my student to penalties as determined by UIL. 
 
Name (Print): ___________________________________________ 
 
Signature: _____________________________ Date: ___________ 
 
Relationship to student: ___________________________________ 


	Athletics-Forms-1
	Athletics-Forms
	AthleticsParentalConsentForm
	PrePhysForm
	Concussion_Acknowledment_Form
	steroid-agreement


	Students Name print: 
	Sex: 
	Age: 
	Address: 
	Phone Number: 
	Grade: 
	School: 
	Personal Physician: 
	Phone Number2: 
	Name: 
	Relationship: 
	Phone H: 
	Phone Number3: 
	Check Box101: Off
	Check Box102: Off
	Check Boxb: Off
	41: Off
	Check Box104: Off
	Check BoxA: Off
	43: Off
	42: Off
	82: Off
	81: Off
	45: Off
	44: Off
	83: Off
	84: Off
	46: Off
	47: Off
	Check Box3: Off
	1: Off
	Check Box2: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	48: Off
	49: Off
	50: Off
	51: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	10: Off
	52: Off
	53: Off
	11: Off
	12: Off
	13: Off
	2: Off
	4: Off
	19 When was your first menstrual period: 
	If yes how many times: 
	When was your last concussion: 
	14: Off
	3: Off
	54: Off
	60: Off
	66: Off
	55: Off
	61: Off
	67: Off
	62: Off
	56: Off
	68: Off
	57: Off
	63: Off
	69: Off
	5: Off
	58: Off
	64: Off
	70: Off
	59: Off
	65: Off
	7: Off
	6: Off
	71: Off
	74: Off
	72: Off
	75: Off
	8: Off
	9: Off
	76: Off
	73: Off
	15: Off
	16: Off
	18: Off
	17: Off
	20: Off
	When was your most recent menstrual period: 
	another: 
	19: Off
	22: Off
	21: Off
	23: Off
	24: Off
	How many periods have you had in the last year: 
	Longest time: 
	Do you have two testicles?: 
	25: Off
	Do you have any swelling or masses?: 
	26: Off
	27: Off
	28: Off
	29: Off
	30: Off
	32: Off
	31: Off
	33: Off
	34: Off
	36: Off
	35: Off
	37: Off
	38: Off
	EXPLAIN YES ANSWERS IN THE BOX BELOW attach another sheet if necessary: 
	39: Off
	40: Off
	fill_26: 
	fill_27: 
	I hereby state that to the best of my knowledge my answers to the above questions are complete and correct Failure to provide truthful responses could: Off
	Printed Name: 
	Students Name: 
	Sex_2: 
	Age_2: 
	Date of Birth: 
	Height: 
	Weight: 
	Body fat optional: 
	Pulse: 
	BP: 
	undefined: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	Vision R 20: 
	Vision L: 
	77: Off
	78: Off
	79: Off
	80: Off
	Cleared after completing evaluationrehabilitation for: 
	fill_16: 
	Not cleared for: 
	Reason: 
	Recommendations 1: 
	Recommendations 2: 
	Name printtype: 
	Date of Examination: 
	Address_2: 
	Phone Number4: 
	Student Name Print: 
	Grade 9-12: 
	Date: 
	Name Print: 
	Date_2: 
	Relationship to student: 


