
LITHONIA ADVENTIST ACADEMY 
Established since 1989 

 

Returning Student Update Form 
 

     School Year _____ / _____  Date Submitted __ / __ / __ 
 
 

Name of Student: __________________________________     AGE: _____ D.O.B: _______ Present Grade Level: _____ 
 
Student’s Address: ____________________________________________________________________________________ 

            (Street Address)              (City/State)                              (Zip code)  
 

Mother’s Name: ___________________________________ Email: __________________________ 
 
Mother’s Address _____________________________________________________________________________________  
(if different)   (Street Address)              (City/State)                              (Zip code)  
 

Mother’s Home #: ____________________     Work #: __________________ Cell#: ___________________ 
 
Father’s Name: ___________________________________ Email: __________________________ 
 
Father’s Address ______________________________________________________________________________________  
(if different)   (Street Address)              (City/State)                              (Zip code)  
 

Father’s Home #: ____________________     Work #: __________________ Cell#: ___________________ 
 
Guardian’s Name: ___________________________________ Email: __________________________ 
 
Guardian’s Address ____________________________________________________________________________________  
(if different)   (Street Address)              (City/State)                              (Zip code)  
 

Guardian’s Home #: ____________________     Work #: __________________    Cell#: ___________________ 
 

 

EMERGENCY INFORMATION 
In the event of any emergency: 
 

Person to Contact:__________________________________________  Tel. #: _______________________________ 
 

Alternate Contact: __________________________________________ Tel. #: _______________________________ 
 

PICK-UP INFORMATION 
Additional Approved for Pick Up: 
 

Name:__________________________________________  Tel. #: _______________________________ 
 

Name: __________________________________________  Tel. #: _______________________________ 
 

MEDICAL INFORMATION 
My child is allergic to the following: _________________________________________________________________ 
 

Name of Student’s Physician: _______________________________________________________________________ 
 

Physician’s Address: ___________________________________________________________ Tel. #: ___________________ 
(Include city & zip code)       (Include area code) 

 

__________________________  ___________________________________ _______________________ 
Print Name     Signature      Date 
 

3533 Ragsdale Road, Lithonia, GA 30083 • (o) 770.482.0294 • (f) 770.482-6224• www.laaschool.com 

     Grade Entering

http://www.laaschool.com/
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