




Thalia Lynn Baptist Church - Weekday Learning Program 

Enrollment Application 

Student's Name: ·-------------------------

Emergency Contact Info: (Person authorized to act for parent in case of emergency):

Contact Full Name: Cell #: 
----------------- -----

Home Address: ________________ City: _______ _ 

Email: _____________________ Zip: ______ _ 

Relationship To Student: ______________ Work #: _____ _ 

If for some reason you are unable to pick up your child, please list below names of adults 

(above the age of 18) that we are authorized to release your child to. Your child will not be 

released to anyone unless prior permission has been given to the Director. Please note that 

persons listed below ARE NOT emergency contacts, but authorized pick up individuals. All 

individuals listed MUST provide picture identification before your child will be released to 

them. 

Name: _________ Cell: ____ _ Name: ________ Cell: ____ _ 

Relationship to Student: _________ _ Relationship to Student: _________ _ 

Name: _________ Cell: ____ _ Name: ________ Cell: ____ _ 

Relationship to Student: _________ _ Relationship to Student: _________ _ 
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