


 

 

Our program includes lunch and morning & afternoon snacks for students. Tuition payments are due on 

the Friday before the upcoming week. 

 

 

 

 

I certify that all information given in the application process is complete and accurate. I understand that failure to 

disclose information about the applicant’s medical, educational or emotional history may affect the school’s 

admissions decision. The school reserves the right to reverse an admissions decision, even after acceptance and 

enrollment, if such information has been withheld from the school. I further understand acceptance is based on 

approval of credit and that I may be subject to a credit check by Brilliant Minds Christian Academy of Technology.  

 

Print Parent/Guardian’s Name: ______________________________________________________________________ 

Parent/Guardian’s Signature: _________________________________________ Date: ______/______/___________ 

 

 

Entering Grade _______________ For Academic Year __________________       Male           Female 

Applicant’s Full Name ___________________________________________________________________ 

Date of Birth ______/______/__________ Student’s Age _______________ Current Grade_____________________ 

Home Address __________________________________________________________________ Apt. # ____________ 

City ___________________________________________________________State __________ Zip ________________ 

Home Phone _____________________Cell Phone__________________ E-mail ______________________________ 

 

 

 

Student lives at the address above with: 
 

Father          Mother       Stepfather        Stepmother Other(note): ____________________________ 

    

Registration 

-3 Shirts 

-Water bottle 

-Backpack 

Schedule Activity Fee 

(Due at the 

beginning of 

each month) 

Weekly Tuition 

Includes: 

-Tuition                        

(8 Payments) 

 

 

Full Summer Tuition with 

Registration, & Activities    

(June & July) 

 

$120 Monday-Friday 150.00 $150.00 $1,620.00 

$120 Monday/Wednesday/Friday 130.00 $110.00 $1,260.00 

$120 Tuesday/Thursday 110.00 $90.00  $1060.00 

PARENT AGREEMENT 

 

PARENTS/GUARDIANS 

 

APPLICATION INFORMATION 

 

   

TUITION 

 



The applicant’s parent(s) are: 

Married    Separated         Divorced            Widowed              Single 

Father/Guardian Name __________________________   Mother/Guardian Name ___________________________ 

      Check if home address is same as student’s address         Check if home address is same as student’s address 

Home Address __________________________________ Home Address ___________________________________ 

City ____________________State______Zip__________    City ___________________State______Zip____________ 

Home _________________   Cell ___________________    Home _________________  Cell _____________________  

Primary Email __________________________________ _  Primary Email____________________________________ 

Employer_______________________________________   Employer________________________________________  

Title ___________________________________________    Title ____________________________________________ 

Business Address ________________________________   Business Address _________________________________ 

City _____________________State_____Zip__________    City ________________State_________Zip____________ 

Work __________________Cell ____________________    Work __________________ Cell _____________________  

Email __________________________________________   Email ___________________________________________ 

 

 

Name: _______________________________________________  Relationship: _______________________________  

 Phone: ____________________     Emergency Contact             Alternate Pick-Up 

Name: _______________________________________________  Relationship: _______________________________  

 Phone: ____________________     Emergency Contact             Alternate Pick-Up 

 

Name: _______________________________________________  Relationship: _______________________________  

 Phone: ____________________     Emergency Contact             Alternate Pick-Up 

Name: _______________________________________________  Relationship: _______________________________  

 Phone: ____________________     Emergency Contact             Alternate Pick-Up 

 

Hospital/ Clinic: ___________________________________________________________________________________ 

Address: _________________________________________________________________________________________ 

Physician’s Name: ________________________________________ Phone: __________________________________ 

AUTHORIZATION FOR PICK-UP 
Authorization for Alternate 
Emergency and Pick-up 

 
Authorization for Alternate 
Emergency and Pick-up 

 

AUTHORIZATION FOR MEDICAL 

Authorization for Alternate 
Emergency and Pick-up 

 
Authorization for Alternate 
Emergency and Pick-up 

 



Insurance Company: _____________________________________  Policy: ___________________________________ 

Dentist Office: ___________________________________________  Policy: __________________________________ 

Address: _________________________________________________________________________________________ 

Dentist’s Name: __________________________________________ Phone: __________________________________ 

Insurance Company: _____________________________________  Policy: ___________________________________ 

Drug Allergies: ____________________________________________________________________________________ 

Food: Allergies: ___________________________________________________________________________________ 

List Current Medications: ___________________________________________________________________________ 

Disabilities or Special Health: ________________________________________________________________________ 

 

I authorize all medical and surgical treatment, X-ray, laboratory, anesthesia, and other medical and/or hospital 

procedures as may be performed or prescribed by the attending physician and/or paramedics for my child and 

waive my right to informed consent of treatment. I will accept responsibility for payment of any medical services 

rendered, not covered by my insurance carrier. This waiver applies only in the event that neither parent/guardian 

can be reached in the case of an emergency. Brilliant Minds Christian Academy of Technology, LLC will make every 

attempt to contact the parent/guardian or emergency contact, in the event that no contact is made, the signing of 

this consent gives Brilliant Minds Early Learning Academy, LLC permission to take all reasonable steps to see that 

children enrolled at Brilliant Minds Early Learning Academy, LLC receive necessary medical treatment.  

Parent/ Guardian Signature: _____________________________________________ Date: ____________________ 

Parent/ Guardian Signature: _____________________________________________   Date: ____________________ 

Witness Signature: ______________________________________________________  Date: ____________________ 

 

I give permission for my child to be released from Brilliant Minds Christian Academy of Technology, LLC and 

transported by Emergency Medical Services Transportation (Ambulance/Paramedic or Fire Rescue) to the nearest 

medical facility. I release Brilliant Christian Academy of Technology, LLC and any individuals from liability in case of 

accident or injury transport, as long as normal safety procedures have been taken.  

Parent/ Guardian Signature: _____________________________________________ Date: ____________________ 

Parent/ Guardian Signature: _____________________________________________   Date: ____________________ 

Witness Signature: ______________________________________________________  Date: ____________________ 

 

I give permission for my child to go on field trips via transportation provided by Brilliant Minds Christian Academy 

of Technology, LLC or any contracted transportation provider for extracurricular field trips. I release Brilliant Minds 

Christian Academy of Technology, LLC and any contracted individuals/providers form liability in case of accident 

or injury during activities related to Brilliant Minds Christian Academy of Technology, LLC daily curriculum, as long 

as normal safety procedures have been taken.  

EMERGENCY MEDICAL TRANSPORT 

 

FIELD TRIP AUTHORIZATION 

 



Parent/ Guardian Signature: _____________________________________________ Date: ____________________ 

Parent/ Guardian Signature: _____________________________________________   Date: ____________________ 

Witness Signature: ______________________________________________________  Date: ____________________ 

 

I DO / DO NOT (please circle one) give permission Brilliant Minds Christian Academy of Technology, LLC to use 

photographs or videotapes of my child for publication (bulletin boards, newsletters, or other media outlets) taken 

during Brilliant Minds Christian Academy of Technology, LLC hosted events throughout the school year.  

Parent/ Guardian Signature: _____________________________________________ Date: ____________________ 

Parent/ Guardian Signature: _____________________________________________   Date: ____________________ 

Witness Signature: ______________________________________________________  Date: ____________________ 

 

 

 

1. Age appropriate, constructive disciplinary practices are used for children in our care. 

a. Redirect child 

b. Discuss with the child about appropriate behavior 

c. “Time Away” from ongoing activity 

2. Children are not subjected to discipline which is severe, humiliating or frightening. 

 

3. Discipline is not associated with food or toileting unless it infringes on the rights of others; and if 

so, refer to #1 

 

Signature ________________________________ Date: _________ 

 
 

 

In the event of severe weather, please listen to the radio or instructions on TV. 

During the school year, we will follow the Polk County School Board’s decisions in 

regards to school closings, early releases, delayed openings, etc. During the 

summer months, we will use our own guidelines and discretion on weather related 

closings. Please call the school and listen to the message. We must have a working 

land-line phone, running water, and electricity to have our facility open. 

 

Signature: __________________________________________ Date: ______________ 

 

 

Has this student applied for admission at any BMCAT school previously?  Grade: __________ Year: ___________  

Has this student been enrolled at any BMCAT school previously?  Grade: ___________ Year: _____________  

EDUCATIONAL HISTORY 

 

MEDIA RELEASE AUTHORIZATION 

 

Severe Weather Policy

 

 

Discipline Policy

 

 

http://www.google.com/imgres?rlz=1T4WQIB_enUS521US523&biw=1366&bih=612&tbm=isch&tbnid=ZK1EOWa7JpZhuM:&imgrefurl=http://aflashoflight.wordpress.com/2008/10/27/the-umbrella/&docid=VhafVoe6xQiK8M&imgurl=http://aflashoflight.files.wordpress.com/2008/10/umbrella.jpg&w=750&h=1129&ei=UkuNUef_D4zY8gTp5oCQDQ&zoom=1&ved=1t:3588,r:12,s:0,i:185&iact=rc&dur=1750&page=2&tbnh=192&tbnw=127&start=12&ndsp=18&tx=81&ty=119


Current School _________________________________________ City, State _________________________________ 

Date Entered _______________________________ No. of years attended ____________ Current Grade ________ 

Other schools attended: (please give dates) 

___________________________________________________________ Dates Attended _______________________ 

___________________________________________________________ Dates Attended _______________________ 

___________________________________________________________ Dates Attended _______________________ 

Why are you thinking of leaving your present school? __________________________________________________ 

Primary Language spoken at home _______________ Additional Languages _______________________________ 

 
 

 

List all siblings and the school or college they currently attend (or from which they have graduated): 

 

Full Name ____________________________________________ Male/Female Grade _________ D.O.B. __________ 

School/College ___________________________________________________________________________________ 

Full Name ____________________________________________ Male/Female Grade _________ D.O.B. __________ 

School/College ___________________________________________________________________________________ 

Full Name ____________________________________________ Male/Female Grade _________ D.O.B. __________ 

School/College ___________________________________________________________________________________ 

 

Academic strengths: _______________________________________________________________________________  

Academic weaknesses: _____________________________________________________________________________ 

Has the applicant ever been evaluated for the following? (If yes, explain on a separate sheet of paper and provide 

professional reports.)  

Learning Differences          No         Yes   Behavioral Problems  No       Yes  

Psychiatric/Psychosocial Problems        No         Yes  Visual Problems  No       Yes  

Hearing Problems          No         Yes  I.Q.    No       Yes  

Does the applicant take any prescribed medication or need any special medical attention?        No         Yes (If yes, 

please explain)  

Condition ________________________________________ Medication _____________________________________  

Condition ________________________________________ Medication _____________________________________  

APPLICANT INTEREST 

 



Have there been any situations in the applicant’s life that the school should know about in order to meet his/her 

learning or developmental needs? (i.e.: frequent moves, frequent changes of school, death in the family, divorce, 

etc.):  ______________________________________________________________________________________________________ 

 ____________________________________________________________________________________________________________ 

Has the student ever been subject to major disciplinary action (suspension or dismissal) in any school? No Yes  

If yes, explain: __________________________________________________________________________________________________ 

 

_________________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________________ 

Extracurricular interests, abilities, achievements, school leadership, choral music, theatre, musical instruments 

played:  

1. _____________________________________________ 2. ________________________________________________  

3. _____________________________________________ 4. ________________________________________________ 

 

 

          Please rank the following factors in your school 

(Please check all that apply) selection process according to importance: 1=most 

important; 7=least important) 

     Online ad 

     Newspaper/Magazine ad 

     Social media website   

     Online search (Google, etc.) 

     Friend, family or colleague  

     Referral 

     Read an article about  

     Lakeland (newspaper etc.) 

     I live or work in the area 

     Other: _______________ 

 

 

OFFICE USE ONLY: 
 

App. Received Date ____/_____/_____ Grade ______ Needs Testing (Y)_____ (N)_____ Date Tested ___________  

Date of Enrollment ______/_______/________ Accepted by: _____________________________________________  

Data Entry (Adm.) ___________ Other: _______________________________________________________________ 

           

 

 

 

 

___ Convenient location            

___ Character education 

___ Individualized instruction 

___ Quality of facilities   

___ Quality of teachers 

___ Safe, secure campus 

___ Strong Academics 

How did you learn about BMCAT? 

 



ALLERGY AND FOOD PREFERENCE INFORMATION 

Child’s Name: _____________________________________________ 
 

 

 

 

Substances 

Child’s Information (Check if allergic) 

MAY be 

exposed 

May 

NOT be 

exposed 

IS 

Allergic 

Is NOT 

Allergic 

Not 

Sure 

Parent(s) Other  

Family 

Member  

Food: 

Peanut        

Other Nuts & Seeds        

Citrus Fruits        

Other Fruits        

Cow’s Milk        

Yogurt        

Other Dairy        

Corn        

Oats        

Wheat        

Other Grains        

Yeast        

Egg Yolks        

Egg Whites        

Soy Foods        

Fish        

Shell Fish        

Strawberries        

Mushrooms        

        

Environment: 

Dust        

Mold Spores        

Cats        

Dogs        

Other Animals        

Pollen        

Bee Stings        

Other Insects        

        

Medical:        

Penicillin        

Latex        

        

Other:        

        

        



This Form Must Be Notarized 
Parents: Please read carefully and initial after each statement.  

 

1. I authorize staff members to provide any first aide treatment deemed necessary for my child. This includes triple 

antibiotic ointment, Neosporin, Benadryl spray, antiseptic wash or spray for cuts, and Band-Aids. _________ 

 

2. In order to meet all legal requirements, I hereby authorize the Director of the School or any person in charge, to give 

my consent for any and all emergency treatment for my child, while he/she is under BMCAT’s care. __________ 

 

3. In the event of serious illness or accident, if I cannot be immediately contacted, I give permission to have my child 

transported by ambulance or other conveyance to a doctor’s office, clinic, or hospital for immediate attention. I also 

guarantee payment of all charges incurred as a result of this medical treatment. __________ 

 

4. My child is in overall good health and it is safe for my child to be actively involved with the program at BMCAT. 

__________ 

 

5. I understand that parents will be notified and required to pick up their child who is suspected of having a 

communicable illness such as, but not limited to: Fever (100 degrees +), diarrhea, pink eye, ringworm, head lice, 

vomiting, green/yellow runny nose, cough, and rotavirus. Children must be symptom free, without medication for 

24hours before returning to school. A written statement from a physician attesting that the child has been 

appropriately treated for an illness is required upon returning to school. ________ 

 

6. I understand that attending BMCAT is a privilege and if my child continuously interrupts the learning process, or 

engages in excessive inappropriate behavior, the Administration may suspend or expel my child. _________ 

 

7. I am aware that the tuition payment must be paid in advance. Parents may either pay the monthly tuition rate in full 

on the first of each month OR divide the monthly rate into two payments; one to be made on the first of each month 

and one on the fifteen of each month. If you do not pay at least two weeks in advance, BMCAT reserves the right to 

suspend care. __________ 

 

8. In the event, we choose to withdraw our child from BMCAT, we understand that 2 weeks’ written notice is required. 

Two weeks of your tuition will be non-refundable. _________ 

 

9. I understand that all fees/tuition payments are non-refundable and are subject to change at any time. ________ 

 

10. I agree to pay all fees. The registration fees must be paid during our annual registration times (usually during the fall 

and summer). ________ 

 

11. I agree to work with BMCAT cooperatively and to assists in providing the best learning environment possible. I 

understand that there may be modifications set in order for my child to succeed. BMCAT has my permission to 

complete screenings and evaluations that are in the best interest of my child. I agree to follow through with referrals 

given by the BMCAT Director. This could include, but not limited to hearing speech, behavioral, etc. ________ 

 

12. I have received a Parent Handbook. I have read it and have a good understanding of BMCAT’s policies and 

Procedures. ______ 

 

State of Florida, County of _____________________ 

Parent/Legal Guardian Full Name: _________________________________________________________ 

Sworn to and subscribed to me in the aforementioned State and County. 

This________ day of __________________________________ in the year________________________. 

Personally, known to me or who has produced a valid Driver’s License # ____________________________ as identification.     

Notary Public, State of Florida _______________________________________________ 

Commission Number: ______________________________        Commission Expires: ____________________________ 



We are excited to offer the safety, convenience and ease of Tuition Express® – a payment processing system that allows on-time 
tuition and fee payments to be made from either your bank account or credit card. 

 
ELECTRONIC FUNDS TRANSFER AUTHORIZATION FOR BANK ACCOUNT and CREDIT CARD

I (we) hereby authorize (business name) ____________________________________________       to initiate credit card 
charges to the below referenced credit card account (Section A) OR,       initiate debit entries to my (our) Checking or 
Savings Account, indicated below (Section B). To properly affect the cancellation of this agreement, I (we) are required to give 
10 days written notice. Credit Union Members: Please contact your Credit Union to verify account and routing numbers for auto-
matic payments. Check with the center for accepted credit card types.

COMPLETE ONE SECTION ONLY

SECTION A (Credit Card)

_______________________________________________________________________________________________________
Cardholder Name								        Phone #			 

_______________________________________________________________________________________________________
Cardholder Address					    City					     State			   Zip		
	
_______________________________________________________________________________________________________
Account Number								        Expiration Date

_________________________________________________________________________________________________________________________________           
Cardholder Signature							       Date

SECTION B (Bank Account)

_______________________________________________________________________________________________________
Your Name								        Phone #			 

_______________________________________________________________________________________________________
Address							       City				    State				    Zip

_______________________________________________________________________________________________________
Bank or Credit Union Name		

_______________________________________________________________________________________________________
Bank or Credit Union Address 			  City			   State		  Zip	  

_______________________________________________________________________________________________________
Routing Transit Number (see sample below)				    Account Number (see sample below)

Automated Payment Processing
 Safe – Convenient – Easy

For Official Use Only

Date Received

________________________

Employee Signature

________________________

A service of 

Checking    	 Savings 

Copyright Procare Software 1132014

Brilliant Minds 
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