
DEVON CHRISTIAN SCHOOL PRE-KINDERGARTEN REGISTRATION FORM 2024-2025
Home Phone: Complete Address: Postal Code:

Cell Phone: Employer Name/Location: Work Phone:

Cell Phone: Employer Name/Location: Work Phone:

Yes        No

Father E-Mail Address: Mother E-Mail Address:

Church: Church Phone: Church Address:

Church Member?   Attend Regularly?      Church or Community Involvement:

Yes        No  Yes  No

First Name:
Middle Name(s): Surname:

Birthdate: 

DD/MM/YY

Hand Preference:  Siblings:

1  L  1  R  Yes  No

First Name: Middle Name(s): Surname:
Birthdate: 

DD/MM/YY

Hand Preference:  Siblings:

1  L  1  R  Yes  No

First Name: Middle Name(s): Surname:
Birthdate: 

DD/MM/YY

Hand Preference:  Siblings:

1  L  1  R  Yes  No

Class Preference: 

DECLARATIONS:

Please carefully read the following statements and sign below, if you agree with them :

1 I hereby certify that the foregoing statements are true and complete to the best of my knowledge.

(Falsified applications are grounds to deny the application or remove children from school.)

2

3

Mother/Guardian Signature:

Date:

Father/Guardian Signature:

Date:

Pets:

Fears: Pets:

I hereby grant Devon Christian School the right to verify these statements through inquiry with employers, pastors, previous schools, etc.

I hereby agree that should a dispute or legal claim ever arise between the undersigned and Devon Christian School or its representatives, I/we will not take 

the issue before a court of law, but will resolve it before Christian believers.

Fears:

If not, please explain non-custodial parent's involvement, and attach a copy of the 

Legal Custodial Agreement.
Are both parents living with children?   

8:30 am - 11:15 am  12:00 pm - 2:45 pm

Pets:

Fears:

Family Name:

Father/Guardian Name:

Mother/Guardian Name:

No Preference



DCS PRE-KINDERGARTEN SPECIAL PERMISSION AND MEDICAL INFORMATION FORM 2024-2025
Parent/Guardian Name: Cell Phone: Work Phone: Work Name/Location: 

Parent/Guardian Name: Cell Phone: Work Phone: Work Name/Location: 

Home Phone: Apt. No/ Street: City: Postal Code: 

Child Name: 

Alberta Health Care Number: 

Date of Birth: (dd/mm/yy) 

Known Allergies: 

Medical Conditions:  

Emergency Action for Any Medical Conditions 

Listed Above: 

I hereby grant permission for: 

On-going Medications to be Administered at School: 
Yes No Yes No Yes No Yes No 

Name(s) of On-going Medication: 

Dosage to be Administered: 

Time to be Administered: 

Appropriate medical care to be given in a case of 

emergency: (I will assume all related medical costs.) Yes No Yes No Yes No Yes No 

My child is up to date on their immunizations. 
  Yes        No   Yes        No  Yes  No         Yes        No 

Emergency Contact:
(NOT PARENTS)

Home Phone: Cell Phone: Complete Address: 

Emergency Contact:
(NOT PARENTS)

Home Phone: Cell Phone: Complete Address: 

Emergency Contact:
(NOT PARENTS)

Home Phone: Cell Phone: Complete Address: 

Name of Local Doctor: Phone Number: Complete Address: 

Name of Babysitter/Daycare: Phone Number: Complete Address: 

Father/Guardian Signature: Date: Mother/Guardian Signature: 



205 Miquelon Avenue West, Devon, AB T9G 0L8 
Phone:  (780) 987-4157   Text # :  (587) 598-4157 
Email:  dcs@devonchristianschool.ca 
Website:  www.devonchristianschool.ca 

PRE-KINDERGARTEN DISCIPLINE POLICY 

Our goal is to encourage children to develop respect, self-control, self-confidence, and 
sensitivity in their social interactions during their time at pre-kindergarten. We respect each 
child and his or her level of development, individual personality, faith, and their family and 
cultural influences. 

Limits that relate to safety and protection of self, others, and the environment are clear and are 
enforced consistently in a positive way. Children are given time to respond to expectations. 
Teachers may use a variety of strategies depending on the child and the situation.  

These strategies include: 

• Gaining a child’s attention

• Staying in close proximity to the child

• Reminding

• Acknowledging feelings before setting limits

• Redirecting or diverting

• Age appropriate choices

• Natural consequences

There are three situations in which more direct guidance may be needed: 

• When a child is in danger of hurting himself/herself

• When he/she is about to hurt others

• When he/she is hurting equipment or the environment

No child shall be humiliated, belittled or embarrassed in front of others by calling attention to 
negative behaviour rather our focus will be to praise positive behaviour as children learn by 
example. 

It is important to respect children’s feelings and to be sensitive to the child’s emotional state. 
Some children may misbehave due to illness, being overtired, or some event happening at 
home. We as teachers need to know of any problems arising in your child’s life, which will affect 
your child’s performance. 

Train a child in the way he should go, and when he is old he will not turn from it. 
Proverbs 22:6 

I have read and understand the discipline policy for Devon Christian School’s pre-kindergarten 
program. 

 ___________________________________  _____________________________ 
Parent Signature Date 

 ___________________________________  _____________________________ 
Child’s Name Child’s Name 



205 Miquelon Avenue West, Devon, AB T9G 0L8 
Phone:  (780) 987-4157   Text # :  (587) 598-4157 
Email:  dcs@devonchristianschool.ca 
Website:  www.devonchristianschool.ca 

PRE-KINDERGARTEN UNACCEPTABLE BEHAVIOR POLICY 

The purpose of this form is to protect the rights of the teachers and staff of our school and those 
rights of other children who sometimes become victims of an aggressive child. 

If a child deliberately inflicts physical harm to another child or to a staff member, the following 
procedure will occur: 

1st Offence 

Parents notified (in writing) of the specific incident, at the end of the day. 

2nd Offence 

Parents called and notified (in writing) of the specific incident at the end of the 
day. 

3rd Offence 

Parents called and child must be removed from the school as soon as possible. 
The child will have a one day suspension. Outside help is strongly recommended 
at this point. 

4th Offence 

Parents called and child must be removed from school as soon as possible. The 
child will have a two day suspension. Parents, child, and involved staff will have a 
meeting before the child returns. 

5th Offence 

Child is not allowed to return to our school. 

This policy has been put in place to ensure the safety of all children in our care and our staff. 

I have received a copy of the unacceptable behaviour policy, and am aware of the procedures. 
If my child is suspended, I am aware that my fees for that month remain the same. 

 ___________________________________   _____________________________ 
Parent Signature Date 



205 Miquelon Avenue West 
Devon, Alberta  T9G 0L8 
Text #:  (587) 598-4157  Office #:  (780) 987-4157 
E-Mail:  dcs@devonchristianschool.ca
Website:  www.devonchristianschool.ca

DEVON CHRISTIAN SCHOOL 

FOIP CONSENT FORM 

As a result of changes in copyright and various other legislations, including the Freedom of 
Information and Protection of Privacy Act (FOIP) schools are required to get written permission from 
Parents/Guardians before any of the children’s work or photographic images can be displayed 
outside of the school. 

I, ______________________, (Parent or Guardian’s Name) give permission for Devon Christian 
School to photograph my child, _________________________________ or his/her work, for the 
following purposes:  

TYPE OF USE: GRANT 
PERMISSION 

DECLINE 
PERMISSION 

Please check off either grant permission or decline permission for each area. 

STILL PHOTOGRAPHS: 

Posted on DCS Website 

Posted on DCS Social Media 

Printed in the Local Newspaper 

Displayed at School Functions 

Displayed in Yearbook and on 
School Property 

VIDEOS: 

Posted on DCS Website 

Posted on DCS Social Media 

Showed at School Functions 

Showed for Promotional Purposes 

NAMES WILL NOT BE POSTED WITH PICTURES OR VIDEOS (other than the yearbook). 

I understand that is my responsibility to update this form in the event I no longer wish to   
authorize the above uses.  I agree that this form will remain in effect during the term of my 
child's enrollment.  

Date:________________________    Signed:____________________________________________
  (Parent or Guardian) 



ft Payor's PAD Agreement 

INSTRUCTIONS 
1. The Payee must retain this PAD Agreement for at least 12 months after the last Pre-Authorized Debit (PAD) is issued.
2. The Payee can obtain the transaction type code from the Payments Canada website. See Payments Canada Rule 007, Standards for

the Exchange of Financial Data on AFT Files.
3. The Payee will insert the number of days required to cancel a payment in the "Cancel Payment" Section (cannot exceed 30 days).

PAYOR/PAYEE INFORMATION (MANDATORY) 

Account Holder(s) Name(s) and Address(es) (the "Payor") 
NAME 

ADDRESS _____ _____________________________________________ _ 

C ITY 

PHONE 

______________ PROVINCE ________________ POSTAL CODE __________ _ 

FAX EMAIL 

Payee Name and Address (the "Payee") □ same as Payor 
NAME Devon Christian School Society 
ADDRESS 205 Miquelon Ave N 
C ITY PROVINCE A!berta POSTAL CODE T9G 1 EB Devon ----------     ---- ---------------- -----------
PHONE 780-987-4157 EM A IL dcs@devonchristianschool.ca 

PAYMENT DETAILS O Specimen cheque marked "VOID" attached. 
DESCRIPTION OF PAD CPA PAYMENT TYPE (choose one only) PAYOR ACCOUNT (the Payor's account at the Processing Institution; the "Account") 
(optional) TR ANSACTION D Personal PAD

TYPE Institution IBra
l

ch 1

1

.o. I Ac
l
ount

l 
N

o
.

1 

D Business PAD 

I D Funds Transfer PAD o
l 

I I I I I I I I I I I I 
AMOUNT OF PAYMENT D ATES PAYOR FINANCIAL INSTITUTION - NAME AND ADDRESS (the "Processing Institution") 

D Fixed D Weekly beginning 

$ D Bi-weekly beginning 

D Monthly beginning 

□ variable:
D Other (specify intervals, set dates, or specific act,

event, or other criteria that triggers PAD) 

Maximum Amount 

$ PAYEE ACCOUNT (Payee's account for credit - complete if known.) 

D Sporadic

AUTHORIZATION 
I/We hereby authorize Payee, in accordance with the terms of my/our 
account agreement with Processing Institution, to debit or cause to be 
debited the Account for the purposes indicated in the 'Payment Type" 
section of this PAD Agreement. 

conditions on page 2, acknowledges understanding the terms and 
conditions of this PAD Agreement, and agrees to be bound by the 
terms and conditions of this PAD Agreement, including the terms and 
conditions on page 2. 

By signing this Authorization, the Payor acknowledges having 
received and having read a copy of this PAD Agreement, including the 
terms and 

I/We warrant and guarantee that the person(s) whose signature(s) are 
required to sign on the Account have signed the Authorization. 

X 

Payor Signature 
X 

Payor Signature 

Date 

Date 
Nate: If only one signature is required for the Account, then only one Payor need sign. However, if two or more signatures are required, then bath or all Payers must sign. 

WAIVER OF PRE-NOTIFICATION (DOES NOT APPL y TO SPORADIC PADS) 

I/We waive any and all requirements for pre-notification of debiting, including, without limitation, pre-notification of any changes in the 
amount of the PAD due to a change in any applicable tax rate, top-up, or adjustment. 

X X 

Payor Signature Payor Signature 

CANCEL PAYMENT The Payor may cancel this authorization at any time/ __ DAYS NOTICE 1s REQUIRED BEFORE THE NEXT PAD WILL BE 1ssuED. CANNOT EXCEED 30 OAYSJ 

The Payor hereby cancels this Payor's PAD Agreement effective: ___________________________ _ 

X 
Payor Signature 

X 

Payor Signature 

® ff. is a registered certification mark owned by the Wortd Council of Credit Unions and is used under license. 
ORIGINAL-ORIGINATOR COPY - PAYOR 

Date 

Date 

page1of24 
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TERMS AND CONDITIONS 

1. This Agreement is subject to any and all applicable laws, including
without limitations, any and all applicable laws relating to consumer
protection.

2. Particulars of the Account that Payee is authorized to debit are
indicated in the "Payment Details" section on page 1 of this
Agreement. A specimen cheque, if available for the Account, has
been marked "VOID" and attached to this Authorization.

3. I/We undertake to inform the Payee, in writing, of any change in the
Account information provided in this Authorization prior to the next
due date of the PAD.

4. This Authorization is continuing but may be cancelled at any lime
upon notice being provided by me/us, either in writing or orally, with
proper authorization to verify my/our identity within the specified
number of days before the next PAD is to be issued as noted on
Page 1, Cancel Payment section. I/we acknowledge that I/we can
obtain a sample cancellation form or further information on my/our
right to cancel this Acknowledgement from Processing Institution or
by visiting www.payments.ca.

I/we acknowledge that if I/we wish to cancel this Authorization or if I/
we have any questions or need further information with respect to
a PAD, I/we can contact the Payee at the telephone number or
address set out in this PAD Agreement.

5. Revocation of this Authorization does not terminate any contract
for goods or services that exists between me/us and Payee. This
Authorization applies only to the method of payment and does not
otherwise have any bearing on the contract for goods or services
exchanged.

6. I/We acknowledge that provision and delivery of this Authorization
to Payee constitutes delivery by me/us to Processing Institution.
Any delivery of this Authorization to Payee constitutes delivery by
the Payor.

7. If this Authorization is for fixed or variable amount business,
personal or funds transfer PADs recurring at set intervals, unless I/
we have waived any and all requirements for pre-notification of
debiting in the "Waiver of pre-notification" section on page 1 of this
Agreement, or unless the change in the amount of any such PAD
will occur as a result of my/our direct action (such as, but not
limited to, telephone instructions or other remote measures), I/we
acknowledge I/we will receive:

(a) with respect to fixed amount business or personal PADs,
written notice from the Payee of the amount to be debited and
the due date(s) of debiting, at least 10 calendar days before
the due date of the first PAD, and such notice will be received
every time there is a change in the amount or the payment
date(s); or

(b) with respect to variable amount business or personal PADs,
written notice from the Payee of the amount to be debited and
the due date(s) of debiting, at least 10 calendar days before
the due date of every PAD; or 

(c) with respect to business, personal or funds transfer PADs, at
least 10 calendar days written notice from the Payee of any
change in the amount of the PAD which results from a change
in any applicable tax rate, a top-up or other adjustment. No
pre-notification will be given if the amount of the PAD 
decreases as a result of a reduction in municipal, provincial, or
federal tax.

Pre-notification may be given in writing or in any form of 
representing or reproducing words in visible form, which, if I/we 
have provided an email address to the Payee, includes an 
electronic document. 

The amount of pre-notification provided will change when there is 
a change in the pre-notification requirements contained in the 
Payments Canada Rules. 

8. If this Authorization provides for PADs with sporadic frequency, I/we
understand that the Payee is required to obtain an authorization from
me/us for each and every PAD prior to the PAD being exchanged
and cleared. I/we agree that a password or security code or
other signature equivalent will be issued and will constitute valid
authorization for the Processing Institution to debit the Account.

9. I/We acknowledge that Processing Institution is not required to verify
that a PAD has been issued in accordance with the particulars of
this Authorization, including, but not limited to, the amount.

10. I/We acknowledge that Processing Institution is not required to
verify that any purpose of payment for which the PAD was issued
has been fulfilled by Payee as a condition to honouring a PAD
issued or caused to be issued by Payee on the Account.

11. I/We acknowledge that, if this Authorization is for personal or
business PADs or for funds transfer PADs that have recourse
through the clearing system, a PAD may be disputed but only under
the following conditions:

(a) the PAD was not drawn in accordance with this Authorization;
(b) this Authorization was revoked; or
(c) pre-notification was required and was not received.

I/We further acknowledge that in order to be reimbursed, a 
declaration to the effect that eith r (a), (b), or (c) took place must 
be completed and presented to the branch of Processing 
Institution holding the Account on or before the 90th calendar day 
in the case of a personal PAD or funds transfer PAD that has 
recourse through the clearing system or, in the case of a business 
PAD, on or before the 1oth business day, in each case after the 
date on which the PAD in dispute was posted to the Account. 

12. I/We acknowledge that any claim made after the periods set out
above must be resolved solely between me/us and the Payee
and there is no entitlement to reimbursement from the Processing
Institution.

13. I/We acknowledge and agree that if this Authorization is for funds
transfer PADs and the Payee does not provide recourse through
the clearing system, then no recourse will be provided through
the clearing system (that is, I/we will not receive automatic
reimbursement in the event of a dispute) and I/we must seek
reimbursement or recourse from the Payee in the event a PAD is
erroneously charged to the Account.

14. Unless this Authorization is for a funds transfer PAD that does not
have recourse through the clearing system, I/we acknowledge
that I/we have certain recourse rights if a debit does not comply
with this Authorization. For example, I/we have the right to receive
reimbursement for any debit that is not authorized or is not consistent
with this Authorization. To obtain more information on my/our
recourse rights I/we can contact Processing Institution or visit
www.payments.ca.

15. I/We acknowledge that I/we understand that I/we are participating in
a PAD plan established by Payee and I/we accept participation in
the PAD plan upon the terms and conditions set out herein.

16. I/We consent to the disclosure of any personal information that may
be contained in this Authorization to the financial institution that
holds the account of the Payee to be credited with the PAD to the
extent that such disclosure of personal information is directly related
to and necessary for the proper application of Rule H1 of the Rules
of Payments Canada.

PAYOR'S PAD AGREEMENT page 2 of 2 <@::> 
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