
Student Information Form 

Applicant Full Name: ___________________________________________________ 

Current School: _____________________ Current Grade: ____  

Applicant Cell Phone (For Emergencies Only): ____________________ 

Applicant Email: _______________________ 

Birth Date: ____/____/____ (month/day/year) Gender: __________  

First Language Spoken: ______________________ 

Parent 1/Guardian 1 

Name: _____________________________  

Home Address: ______________________ 

City: _____________ Province: _________ 

Postal Code: ____________ 

Country: ________________ 

Primary Telephone: ____________________ 

Secondary Telephone: ________________ 

Email: _____________________________ 

Parent 2/Guardian 2 

Name: _____________________________  

Home Address: ______________________ 

City: _____________ Province: _________ 

Postal Code: ____________ 

Country: ________________ 

Primary Telephone: ____________________ 

Secondary Telephone: ________________ 

Email: _____________________________ 

Student Lives with (Both Parents/Parent 1 Only/Parent 2 Only/ Guardian): ________________ 

Communications should be sent to: ______________________ 

CaST School | 720 Bathurst St | Toronto, ON | M5S 2R4  | 647-205-7656



Health Information Form

A. Student Information
Name: _______________________
Birthdate: ___/___/___ (month/day/year)
Health Card Number: _____________________

B. Emergency Contact
1. Primary Emergency Contact

Name: ____________________ Relation to Student:___________ 
Phone Number (During School Hours): _____________________

2. Secondary Emergency Contact

Name: ____________________ Relation to Student: __________ 
Phone Number (During School Hours): _____________________

C. Health Information
Family Doctor's Name: __________________________
Doctor's Address: ______________________________________
Phone Number: __________________
Any serious illnesses, injuries, or operations? If so, please describe:

Any psychological/educational challenges or assessments? If so, please describe: 

Please specify any medical condition(s) of which we should be aware, physical or 
psychological, and attach any relevant reports

Allergies: __________________________________________________________ 
Medications: _______________________________________________________
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