
  For registration to be processed, this form must be signed, Medical Consent form must be completed  
  (for students under age 18) and payment must accompany registration.

The School of the Arts is required to solicit certain demographic information to meet federal reporting requirements. Registrants are 
requested to provide this information voluntarily. This information will not be used in a discriminating manner.

Student Name________________________________________________________________________    Male    Female
Student Birth Date____/____/____  Age____  Grade____  School _______________________________________________
Race (optional)    White     Black     Hispanic     Asian/Pacific Islander     American Indian/Alaskan Native
Home Church___________________________________________________
Parent/Guardian Name(s)________________________________________
Mailing Address___________________________________________City___________________State_____ Zip___________
Billing Address (If different) _______________________________________________________________________________
Email Address (Parent/Guardian)_ _________________________________________________________________________
Preferred Contact Phone # (_________)_____________________________     Home     Cell     Work
Alternate Contact Phone # (_________)_____________________________     Home     Cell     Work
Private Instruction Registration:
	 Instrument	 Lesson Length	 Total Fee

______________  _ _________________________________  $_____________
______________  _ _________________________________  $_____________
Day/Time preferences for Private Instruction
#1 ____________________ #2__________________  #3__________________
Group Class Registration:
	 Course #	 Course Name
______________  _ _________________________________  $_____________
______________  _ _________________________________  $_____________
Annual Registration Fee  (see registration information)...... $_____________
Other Fees (Supply/Book Fee, etc.)...................................... $_____________
Dance Student Performancewear Fee.................................. $_____________
Measurements:
Girls: Bust________  Waist__________  Hips__________  Girth___________
Boys: Chest_______  Waist__________  Girth__________  Inseam_________
Prior Balance Due/(Credit on Account).............................. $_____________
Donation to Scholarship Fund (Thank you!)........................ $_____________
Total Due...................................................................................$_____________
Total Paid at Registration......................................................$_____________

I understand and accept the conditions of registration as described in the 
class schedule including those related to refunds, make-up lessons and atten-
dance. I further understand that if my child is in Grade 5 or younger, they 
must be signed in and out from classes by me or another authorized adult.

Registration  Session I   Session II   Summer   

OFFICE USE ONLY
	 Instructor	S tart Date	 #Weeks

___________________  _ _____________  __________
___________________  _ _____________  __________

	 Instructor	S tart Date	 #Weeks

___________________  _ _____________  __________
___________________  _ _____________  __________

Registration approved by _ _____________________
Date_ ________________________
Cash/Ck#_______________  Amt.________________
Check date ___________________________________

Online ______________________________________
Input date_ ________________  By________________

Mail to:  St. Luke’s School of the Arts
4851 S. Apopka-Vineland Rd.

Orlando, FL 32819

FAX to: 	 407-876-6495

Email to: 	 cbrough@st.lukes.org
For more information 

407-876-5226
www.st.lukes.org/soa

Signature of Student (Parent/Guardian if student is under age 18)__________________________________  Date_ ______________  
I give my permission for photographs/video of this student to be used for promotional purposes.____________(initial here)



List any allergies ths student may have_____________________________________________________________________
Does this student have any medical or health problems, and has this student had any chronic or recurring illness 
which would have an effect on the student’s participation in activities?      Yes      No
If yes, describe the problems or illness______________________________________________________________________
Are there any activities to be restricted for this student?      Yes      No
If yes, describe_ _________________________________________________________________________________________
_______________________________________________________________________________________________________
Describe any dietary restrictions that this student is required to observe ________________________________________
_______________________________________________________________________________________________________
Name of Insurance Carrier________________________________________________________________________________
Address________________________________________________________________________________________________

Policy/Group #_ ____________________________________________________ Phone (________ )_____________________

Name of Policy Holder______________________________________________________

Doctor’s Name______________________________________________________ Phone (________ )_____________________

Dentist’s Name______________________________________________________ Phone (________ )_____________________

I/We hereby grant permission and authorize representatives of St. Luke’s United Methodist Church to make emergen-
cy decisions on behalf of said minor in the event I/We the parents or legal guardians can not be contacted or located. 
I/We also agree that my insurance company wil be used for such medical care and I/We are aware that I/We will be 
billed for any medical care not covered by my insurance.
  ___________________________________________________________________________    _ _________________________
	 Signature of Parent or Guardian	 Date

Performance/Exhibit Information
Please print student name as you would like it to appear for recitals or art exhibits

  ____________________________________________________    _________________________________________________
	 First Name	 Last Name

Parent Volunteer Opportunities
Our parents are an important resource in providing our outstanding programs. Please consider supporting this ministry 

of St. Luke’s United Methodist Church through your gift of time and service by indicating your area of interest below.

     School Ministry Team	  Publicity	  Grant-writing	  Student Recital Reception Volunteer
     Van Driver	  Set Design	  Photography	  Classroom Assistant
     Sewing	  Other please describe___________________________________________________

Medical Consent Form
Student’s Full Name
___________________________________,_____________________,___________________   
	 Last	 First	 Middle


