=== """ PPLICATION FOR CHILD'S ENROLLMENT

Daie of Enrollment:

Name of Child

Date of Birth

Home . . o
Address —

Narﬁe
Home
( ) Phone ( )

Home

3 Address

Name of

Business Business .

Business . ' .| Business 7

Phome ( ) Phone ( ) -

Business ‘ Business - R |
, Address ) Address

Na;ne of

Contact #1 o | Contact #2

Phone ( ) Phone ¢ )
Relatiorship | Relationship

Address Addfess




.Child‘s Doctor

| Telephone ( )

Name of person PROHIBITED from picking up the child:
If a non-custodial parent is not included among those persons atthorized by th
the child, please explain below and attach a copy of appropriate court order.

¢ custodial parent to pick up

| Ihave completed the medical emergency permission form which authorizes the center to seek emﬁgency ‘
medical cate for my child as deemed necessary by the Director or the director's designee.

Date:

Parent's signature:

: __ 1 give my permission for my child to participate in walking trips within the center's neighborbood.
" 1do not give my permission for my. child to participate in walking trips within the center's neighborhood

Date:

== Parent's signature:

| I (we) atiest that all of the information on this application is accurate, and that I (we) have received the
= following information for my (our) home records: )

1. Information to Parents Document Yes. No
2. Policy on the Release of Children Yes No
3. Philosophy of Discipline Yes No
4. Policy on the Management of Tinesses/Communicable Diseases Yes No

Date

Parent’s signature




ARALTH RECORD FOR PRESCHO@L CHILD;, INFANT OR TODDLER

Date of Examinabion

Child's Name -

PART I HISTORY (fo be completed by paré:nt or medicai staﬁ)
Has the child had any of the following conditions? What year?

Measles Mumps
Chicken pox Searlet fever .
Y;Thoc,pixig cough - S Poiion-aygﬁﬁ.; _ ' ’;
Diphtberia " Disbetos
Rheumatic fever Hernia
" Epilepsy | : o Otitis media.
Heart dj_seasa - Convulsions
' Pncumom'a— Mental rotardation:
Abnormal devélopnicnt  Birh &mpﬁcaﬁoﬁs
Handicaps : | ‘
Alergies
Birth'Wci-g'ht ‘\?‘Vas'prsgnaﬁcy fult form? -

Zg. ' mﬁni’zaﬁons (please list initial date and any boosters)

DTE _ - , : ‘

MIMR

Palio

Hepatitis B

Influenzz

T

Tine/Mantoux

Other ___

——



e

Parent Signature: ]
Date of Signature: Date Permission terminated:
- Witness: Date

PARENTAL AUTHGRIZATION FOR EMERGENCY TREATMENT

CHILD'S NAME-
Age : Date of Birth

Address
PARENT(S) NAME _
Pareni(s) Address -

" CHILD’S MEDICAL INFORMATION

. Medical Problems

Allergies
Medicine(s) Child is Taking

Me_dic'me(s) Child is Allergic to
Name of Child's Docior_.__ ' __Telephone

CHILD’S INSURANCE
Company/HMO :
Group Number : Identification #
1 (we) state that we arc the pareut(s)/guardian(s) having legal custody of the above child and attest that the
information above is correct. I (we authorize the above child care center director or director's designes to obtain
emergency treatment for my child. 1 consent to an x-Tay examipation, ancsthetic, medical or surgical diagnosis ox
ireatment, and hospital care to be rendered to the minor at a recognized medical facility, under the general or special
supervision of a licensed physician or surgeon.

The following steps will be followed in an eméfgency:
1. The parent/gnardian will be contacted immediately.

5. The child's physician will be contacted. ‘
3. We will attempt to contact you through all of thé emergency persons listed on the child's application form.

4, If we cannot contact you or your child's physician, we will do any or all of the following.
(a) Call for emergency first aid assistance/iransportation.

(b) Call another physician, ) _
(c) Have the child transported to an emergency hospital in the company of a staff member.

e



BLANI@T PERMISSION FOR WALKING TRIPS

T hereby give permission for my child (name)

to participate in walkmg trips in the neighborhood around (center) _\. 66Cd MG(/(5 m{/{(‘ a ,/‘ éx '

I understand that the walking route incindes no safety hazards and that the walks will not involve entcance mto any
facility other than the following:

Parent’s signature Date



INDIVIDUAL PER‘NHSSION FOR FIELD TRIP

The SF QG fA C i /LS fsa/i /{ Cﬂ/r {, {center) is plaﬁniﬂg a ﬂeld. frip:
Ta: ' f, V W Z | v - .

Address:

Date(s): P\/@m O(AW (GHATLr ﬂmd,r,m)
Times: Departing - am . pm : Retummg P
Transportation; leased bus . center bus ] ~gar pool

Driver(s): - bus COIIIPB]].); staff ___ cenier staff parents 7f\ \A [3 } |£

Yes 1 hereby give pemsswn for my ¢hild,
to attend the field itip and to receive emergency care if necessary.

Signature of parent or puardian ~ Date

~

. Have there been any changes to your child's emergency information on record at the center? If so, explaim:

No  Idonot wishmy child, ' to participate in the field rip.
p

Signature of parent or guardian ~ Date



