
CWS ENROLLMENT FORM  2012-13 
Family Name _________________________________ 

 
 
REGISTRATION INFORMATION 
Parent/Guardian #1 Name:________________________________________ 
Address_______________________________________________________ 
______________________________________________________________ 
Employer______________________________________________________ 
Address_______________________________________________________ 
Phone Numbers_________________/_______________/_______________ 
          (home)                   (work)   (cell) 
E-mail Address__________________________________________________ 
Preferred method of contact (check one)____ Backpack Mail  ______E-mail 
 
Parent/Guardian #2 Name: _______________________________________ 
Address_______________________________________________________ 
______________________________________________________________ 
Employer______________________________________________________ 
Address_______________________________________________________ 
Phone Numbers_________________/_______________/_______________ 
          (home)                   (work)   (cell) 
E-mail Address__________________________________________________ 
Preferred method of contact (check one)____ Backpack Mail  ______E-mail 
 
Child(ren) live(s) with ____________________________________________ 
 

 
Per Virginia Health Department regulations, staff or faculty at CWS may not 
administer any medications unless they are sent from the parent or guardian 
with a note of consent in a sealed, labeled container to the main office.  Label 
should include the child’s name and dosage directions. 

 
EMERGENCY CONTACTS 
Please provide the names, phone numbers, and complete addresses of two 
additional relatives or friends who could be called to pick up your child 
should we be unable to reach you. 
Name __________________________________________ 
Address_______________________________Relationship_______________
_____________________________________ 
Phone Numbers_________________/_______________/_______________ 
          (home)                   (work)   (cell) 
Name __________________________________________ 
Address_______________________________Relationship_______________
_____________________________________ 
Phone Numbers_________________/_______________/_______________ 
          (home)                   (work)   (cell) 
 
MEDICATION INFORMATION 

 Child #1 
__________ 

name 

Child #2 
__________ 

name 

Child #3 
__________ 

name 

Child #2 
__________ 

name 
Allergies or 
Medical 
Conditions 

    

Prescribed 
medications 
taken 
regularly 

    

 
• Over-the counter medications (including ointments and homeopathic 

medications) that need to be administered at school for more than 10 days 
OR any prescription medication requires a physician’s signature on the 
medication administration form*. 

 
• Grade school students who require an epipen or an albuterol inhaler in their 

possession at all times need to submit a medication self-administration 
form* in addition to the medication administration form.  Early childhood 
faculty members are properly trained to administer said medications. 

 
• An action plan is required from a student’s physician if he/she requires an 

epipen or inhaler.      
 
*Forms available in the main office. 

Children’s Names and Grades



FIELD TRIP AND EMERGENCY TREATMENT 
I hereby grant permission for my child to participate in field trips and school 
activities on/off campus while attending Charlottesville Waldorf School.  I 
understand that s/he will be seat-belted whenever s/he is driven on a field trip.   
Should it be necessary for my child to have medical treatment while 
participating in field trips or school activities, I hereby give the school personnel 
permission to use their judgment in obtaining medical services for my child, and 
I give permission to the physician selected by school personnel to render 
medical treatment deemed necessary and appropriate. 
I agree that in the event my child is injured as a result of his or her participating 
in school activities, including transportation to and from such activity, any 
resulting hospital, medical, or related costs will be covered by the parent 
responsible. 

 
 
  
 
 
 
 
 
 
 
 
 
 
 
 

AUTHORIZATION to PICK UP CHILDREN 
The school’s policy is to release children only to parents, regular car pool 
drivers or other individuals listed below.  If anyone not on the list is to 
pick up your child[ren], you must send a note to the office.   
The following people are authorized to pick up my child[ren] from 
school: 
Family and Friends 
_________________________________________________________ 
_________________________________________________________
_________________________________________________________
_________________________________________________________
Carpool Drivers 
 Child #1 

___________ 
Child #2 
___________ 

Child #3 
__________ 

Child #4 
__________ 

M     
T     
W     
Th     
F     
 
The following people should NEVER pick up my child[ren] from school.  
Appropriate paperwork such as custody papers must be attached if a 
parent is not allowed to pick up a child (Dept. of Social Services form 
032-05-252/9 [8/98]   
_________________________________________________________
_________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
SIGN HERE _____________________________________________ 

Maternal Grandmother _________________________________________    Paternal Grandmother____________________________________ 
Address: ______________________________________________________     Address: ________________________________________________ 
Phone #: _______________________ E-mail: ________________________    Phone #: _______________________ E-mail: _________________ 
CWS may contact for: Grandparent’s Day. Annual Giving. Other Fundraising Events                CWS may contact for: Grandparent’s Day. Annual Giving. Other Fundraising Events  
Maternal Grandfather __________________________________________    Paternal Grandfather __________________________________________ 
Address if different:_____________________________________________     Address if different:_____________________________________________ 
Phone #: _______________________ E-mail: ________________________           Phone #: _______________________ E-mail: _______________________ 
CWS may contact for: Grandparent’s Day. Annual Giving. Other Fundraising. Events               CWS may contact for: Grandparent’s Day. Annual Giving. Other Fundraising. Events  

Parent’s or Guardian’s Signature 

Physician’s Name _______________________________________ 
Phone________________________________________________ 
 
Dentist’s Name ________________________________________ 
Phone ________________________________________________ 
 
Local Hospital of Choice _________________________________ 
 
Medical Insurance_______________________________________ 
Insurance Group Number_________________________________ 
I.D. Number___________________________________________ 
 


