@ Saint James School Summer Program 2026 Registration Form
‘ Child’s Name Grade in September 2026
Address:
Street Town Zip Code
Parent’s/Guardian’s Name Home Telephone Work Telephone
Cell Phone

Incoming Pre-K4 through 4th Grade for September 2026
June 22, 2026 — July 31, 2026, 9:00am — 3:00pm

__$250.00 per week for 1 child ~ __ $475.00 per week for 2 children ~__ $700.00 per week for 3 children
Please indicate your choice of week(s), choose as many as you would like:

____Week 1:June 22 — June 26: Heroes in Training!

__ Week 2: June 29 — July 2: Celebrate America! (No program July 3rd in observance of the Holiday)**
___Week 3:July 6 —July 10: Sports!

_ Week4:July 13 —July 17: Fairy Tale Fun!

__ Week 5: July 20— July 24: Animal Planet!

__ Week6:July 27 — July 31: Summer Bucket List!

** Special rate applies — see flyer for amounts.

Please indicate if you will be using the Before and/or After Care Program:

Before Care 7:00am - 9:00am
___512.00 per hour for 1 child ___ $22.80 per hour for 2 children ___533.60 per hour for 3 children

After Care 3:00pm - 5:00pm
___512.00 per hour for 1 child ___ $22.80 per hour for 2 children 533,60 per hour for 3 children

Full Time Extended Care (Must Sign Up for All 6 Weeks to Qualify)
___ 51,150 for 1 child ___ 52,185 for 2 children ___ 53,220 for 3 children
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Person Responsible for Payment*

*This is the person who holds the FACTS Tuition Account. If a different person will be responsible for paying the
summer program tuition, please contact Mrs. Mayo at dmayo@saintjamesmanchester.org.

Print Name: Relationship to student(s):
Address:

Phone: Email:

Signed: Date:

Person Responsible for Payment*

Once this form has been processed, your FACTS account will be charged for the first week you have
selected. Once your registration has been accepted, we are unable to provide refunds if you choose
to cancel. Space in each week is limited.

Allergies & Medication

Medication

Child’s Name Allergies/Health Concerns X
- Inhaler, Epi Pen, etc.

Emergency Contact Information

Mother’s Name: Phone:
Father’s Name: Phone:
Alternate Contact 1: Relationship to Student:
Phone:
Alternate Contact 2: Relationship to Student:
Phone:
Child(ren)’s Physician: Phone:

Preferred Hospital:

Parent’s Signature: Date:

In case of an emergency or serious illness, we will attempt to contact a parent first. If the parent cannot be
reached, your signature above authorizes the school to contact and release your child(ren) to one of the
alternate contacts listed above and/or contact your child(ren)’s physician and/or authorize transport of your
child to the nearest hospital for emergency treatment.



