ST. CLARE OF ASSISI PARISH ST. VERONICA CATHOLIC SCHOOL

Fr. John Borean, Pastor
Fr. Robert Mignella, Associate Pastor First Reconciliation and First Holy Communion 2010

Please ensure that all information is complete before submitting to the Parish.
O Registration Form O PHOTOCOPY (not the original) of Baptismal Certificate =~ Received by:

Please print all information clearly.

First and Last Name of child—as you would have it appear on your child’s Certificate Child’s Teacher
Date of Birth(day/month/year) Date of Baptism  (day/month/year) Parish of Baptism
PARENTS:
First and Last Name of Father First and MAIDEN Name of Mother
Home
Address: Number Street Name City Postal Code
Home Phone Number: ( ) - Cell Number:;_ ( ) -- -

Email address:

DECIARATION OF INTENT and ACKNOWILEDGEMENT OF COMMITMENT

Dear Fr. John and Fr. Robert,

It is my/our intention that my/our child receive the Sacraments of First Reconciliation and First Holy
Communion in the community of St. Clare of Assisi Parish. I/We acknowledge our responsibility to journey
with him/her at home and commit to support him/her in the best way during and after this preparation. As
parent(s)/guardian(s) I/we recognize that the best way of accomplishing this obligation is by faithful
attendance at Sunday Fucharist.

PARENT/GUARDIAN SIGNATURE PARENT/GUARDIAN SIGNATURE DATE

P P P P P P P P P P P P P P P P CP P P P RP PP R R R P P P R RP P R PO

Please indicate the number of people in your immediate family: D

Seating will be reserved for the child’s parents and brothers and sisters only.

Please do not include in this number the child who is receiving First Holy Communion. \He/she will be
seated with his/her class.

Seating will NOT be reserved for grandparents and extended family.

All information is for administrative purposes and will remain confidential.




TO BE COMPLETED AND RETURNED
WITH ALL REGISTRATION FORMS, COPY of CHILD’S BAPTISMAL CERTIFICATE and FEE

CONTACT and MEDICAL INFORMATION
For Emergency Purposes Only

CHILD’S FULL NAME:

First Name Last Name
If your child likes to be called by another name, please indicate:

PARENT CONTACT INFORMATION—Please print all information clearly.
**This information is required for the communication of information throughout the program.

FATHER MOTHER
NAME: NAME:
CELL #: CELL #:
EMAIL: EMAIL:
NAME OF

EMERGENCY CONTACT:

To be used only if you cannot be reached.

RELATIONSHIP of Emergency Contact TO CHILD:

EMERGENCY CONTACT PHONE:

HEALTH NUMBER and VERSION CODE:

ALLERGIES:
DOES YOUR CHILD REQUIRE AN EPIPEN? [] YES [] No
If yes, will a spare EPIPEN be provided on site? [] YES [] No

[[] Child carries EPIPEN at all times

It is our goal to provide the best possible learning environment for ALL children. If there is any
information related to your child’s learning/medical needs of which we should be made aware, please
indicate below:

PRINTED NAME OF SIGNATURE OF

Parent/Guardian Parent/Guardian
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