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TORAH DAY SCHOOL OF ATLANTA


1985 LaVista Road   Atlanta GA 30329


404/982-0800     FAX 404/248-1039 


www.torahday.org


APPLICATION FOR ADMISSION





Today’s Date:_____                                                      ENTERING GRADE:__________





CHILD’S NAME:_______________________________________________________________________


		(Last)				(First)				(Middle)





HEBREW NAME:______________________________________________________________________





English Date of Birth________________________  	Hebrew Date of Birth_________________________





Sex (M)______    (F)______   Birthplace ____________________________________________________


If child was not born in America, please indicate date of immigration ______________________________





Home Address_________________________________________________________________________


	


	City______________________________   State_____________   Zip______________________








MOTHER’S NAME____________________________________  Occupation_______________________





Home Address _________________________________________________________________________





Home Phone(       )__________________     Cell # ______________   E-Mail Address _______________   





Business Address__________________________________ Work #   _____________________________








FATHERS’S NAME____________________________________  Occupation______________________





Home Address _________________________________________________________________________





Home Phone(       )__________________     Cell # ______________   E-Mail Address _______________   





Business Address__________________________________ Work #   _____________________________








List Siblings Name(s) and Birthdates














PREVIOUS SCHOOL(S) ATTENDED:





School_______________________________________________________________________________


	Name and Location								Grade


School_______________________________________________________________________________


	Name and Location								Grade





Is there an IEP or 504 Plan designed for this student? ( Yes  ( No  If yes, please attach with application.





Has this applicant had any Psychological/Educational evaluations/testing?  ( Yes  ( No  


If yes, please attach with application.





Have there been any modifications made for educational instruction for this applicant? ( Yes  ( No  


If yes, please attach with application.





 








Language Spoken at Home_______________________________________________________________





Synagogue Affiliation___________________________________________________________________





Rabbi________________________________________________________________________________





HEBREW NAMES:


Child’s Mother____________________________	





Maternal Grandmother:_________________________  Maternal Grandfather_____________________





Address_____________________________________________________________________________





Child’s Father____________________________	





Paternal Grandmother_________________________  Paternal Grandfather______________________


	


Address_____________________________________________________________________________





HAS ANYONE IN THE FAMILY CONVERTED TO JUDAISM?  Yes______ No_______





Name_____________________________________ Relationship to Child_________________________





Name of Rabbi Who Performed Conversion__________________________________________________





City/State_______________________________________________________    Date_________________





Has your child (son) had a Brit Milah, ritual circumcision? Yes______ No_______





Please note any medical condition or dietary requirements of which the school should be aware of:





_____________________________________________________________________________________





Does your child have any allergies? Yes______ No_______ If yes, please specify:____________________





_____________________________________________________________________________________





Is your child taking any long term medication? Yes______ No_______ 





If yes, please list:_______________________________________________________________________





Please list any physical limitations on your child’s school activities________________________________





_____________________________________________________________________________________





Has your child had any serious illness? Yes______ No_______   If yes, please specify: 





_____________________________________________________________________________________





PLEASE ENCLOSE YOUR CHILD’S 


STATE IMMUNIZATION RECORDS 


and BIRTH CERTIFICATE!





PARENT’S SIGNATURE______________________________________________________________





DATE:________________________________________





