
 

 

 

Student Name: _______________________________________________   Grade:  _______ □   Female □   Male 

Address: _________________________________________________________________, ___ __________________ 

Date of Birth: ____________ Current Age: ____  *Allergies: ▢ Yes ▢ No (list below) ▢ Occasional attendance  

Father / Guardian __________________________________    Mother / Guardian: _________________________________________________ 
 

Hours Hourly Rate Fees Statements 
Monday - Friday 

7am – 6pm 
(regular days – see calendar / 

newsletter for exceptions) 

$5.00 per hour 
For each child 

$25 registration 
for entire family 
$25 Late Pick-up 

Fee 

Auto withdrawal according to your 
chosen payment plan in your FACTS 

tuition management.  
Statements not mailed. 

 
*Please list any known allergies or sensitivities here                   

 Y N                                               Allergy Information 

Medications:    

Foods:    

Other:    

     
Medical Permission Form 
 
I, the undersigned, parent or legal guardian of  _______________________________, a minor, do hereby appoint advisors and/or chaperons as agent(s) for 
the undersigned for the purpose of authorizing and signing any consents for any X-ray exam, anesthetic, medical or surgical diagnosis or treatment and hospital 
care which is deemed advisable by and is to be rendered under the general supervision of any physician and surgeon licensed under the provisions of the 
Medical Practice Act on the medical staff or nearest emergency hospital whether such diagnosis or treatment is rendered at the office of said physician or at 
said hospital. 
 
It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required but it given to provide authority 
and power on the part of our aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care which any physician in the 
exercise of his/her best judgment may deem advisable.   
 
This authorization is given and shall remain effective for the above school year unless sooner revoked in writing to said agent(s). 
I authorize the school to call an ambulance, paramedic or fire department in case of emergency. Blessed Sacrament does not assume any 
responsibility in the application of emergency services and does not assume payment for measures taken. I hereby authorize the provider to 
obtain emergency medical care and/or provide emergency medical transportation for my child(ren). 

PARENT/GUARDIAN SIGNATURE: ______________________________________________________ DATE: ______________________________ 

*** We will not release any child to anyone who appears to be impaired by drugs or alcohol. *** 

2026-2027
Little Blessings Extended Day Program 

1745 East 9800 South   ∙   Sandy   ∙   Utah   ∙   84092   ∙   801-523-5055   ∙   Hours: 7:00am to 6:00pm 
utbscs.org 

 

L 

Phone Number: Phone Number:__________________________________  __________________________________  

Requested Hours of Care 
 Monday Tuesday Wednesday Thursday Friday 

7:00 – 8:00      

7:00 – 12:00/12:30      

10:30/11:00 – 3:00      

10:30/11:00 – 6:00      

3:00 – 6:00      

Before School

Before PM Preschool / Pre-Kinder

After AM Preschool / Pre-Kinder

After AM Preschool / Pre-Kinder

After School

Language spoken at home___________________________________________         

http://utbscs.org/
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