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Dropped: ____________________                                                                        --In God We Trust

Re-Enrolled:__________________

ENROLLMENT FORM - Preschool

	□  Immunization & Health Inventory               □  Fall       □  Fall & Summer      □  Summer               Start Date:

	□  Birth Certificate                                           □  Pre-School                                 □  Elementary School                  Grade:


Student Name: _____________________________________________________________________________





Last



First



Middle Initial

Address:  ______________________________________
City/State/Zip:  _____________________________

Home Phone:  __________________________________
Sex:    M    F


Race:  ____________

Social Security Number:  _________________________
Birth Date:  ________________________________

Attend church at:  ___________________________________________________________________________

Parent Information:
Mother:  _______________________________________
Home Phone:  ______________________________

Address:  _______________________________________
City/State/Zip Code:  ________________________

Employer:  ______________________________________
Work Phone:  ______________________________

Cell Phone:  ____________________________________
Social Security #: (Required)_____________________

Father:  _______________________________________
Home Phone:  ______________________________

Address:  _______________________________________
City/State/Zip Code:  ________________________

Employer:  ______________________________________
Work Phone:  ______________________________

Cell Phone:  ____________________________________
Social Security #: (Required)_____________________

DISCIPLINE POLICY AGREEMENT
I have read the discipline policy in the Parent/Student Handbook and grant permission for the policy to be exercised when needed.

Parent Signature: ___________________________________________

FIELD TRIP PERMISSION
Parents will receive information regarding our scheduled field trips.  However, we may take brief trips to locations within a one mile radius of our school; such as McDonalds, Deer Creek Library, Dairy Queen, Westhoff Elementary School, etc for which this general permission will only be required.

Parent Signature:  ___________________________________________

EMERGENCY CONTACT PERSONS:

The persons listed below will be authorized to pick up your child(ren).  They will also be contacted if we cannot reach the parents in the case of sickness or an emergency.  

	Name:                                                                          Relationship:                                                Telephone:



	Name:                                                                          Relationship:                                                Telephone:



	Name:                                                                          Relationship:                                                Telephone:




If someone other than those listed above would need to pick up your child(ren), the parent would notify our school office of the special instructions AND share the following code name with that person.  Upon their arrival to the school, they will need to show proper identification and give us the code name.

Code Name:  ______________________________________________
SCHEDULE:

	Summer Schedule


	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Arrival Time
	
	
	
	
	

	Departure Time
	
	
	
	
	

	
	
	
	
	
	

	Fall Schedule
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Arrival Time
	
	
	
	
	

	Departure Time
	
	
	
	
	


PERMISSION FOR EMERGENCY TREATMENT

By signing below, I give authorization for any Amerikids® staff member to provide emergency treatment for my child in the event that I (parent) am not available at the time of injury or illness.  I further grant permission for the treatment of my child by the designated or nearest emergency medical facility at the time of the injury or illness at the discretion of the attending physician.

Parent Signature:  ________________________________________________

Child’s Doctor:  ________________________________________________________________

Telephone Number:  ________________________

Preferred Hospital:  _________________________________________________________________________
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MEDICAL EXAMINATION REPORT (INFANT/TODDLER & PRESCHOOL-AGE CHILD)

. IDENTIFYING INFORMATIbN
PATIENT'S NAME BIRTHOATE

I. CURRENT STA'l;E OF HEALTH

THAVE EXAMINED THE ABOVE-NAMED CHILD AND VERIFY THAT THIS CHILD'S MEDICAL HISTORY AND CURRENT STATE OF HEALTH |
[ are 1 aRE NOT ~ SATISFACTORY FOR PARTICIPATION IN A CHILD CARE PROGRAM.

DOES THIS CHILD REQUIRE ANY SPECIALIZED CARE? 1 ves O no

IF YES, EXPLAIN IN SECTION IV.

i, IMMUNIZATION HISTORY

QUR RECORDS INDICATE THAT THIS CHILD HAS THE FOLLOWING IMMUNIZATIONS:

DATES GIVEN
IMIGUNIZATIONS Dose No. 1 Dose No. 2 Dose No. 3 DoseNo. 4 | Doge No. 5 Dose No. &

DPTAT/DTAP

Polio

— Hepatitis B

— e Hibb

MMR

e Varicella
IV. COMMENTS/RECOMMENDATIONS

(SPECIAL DIETS, ALLERGIES, EAR INFECTIONS. CONVULSIONS, DIABETES, EMOTIONAL PROBLEMS)

SIGNATURE OF PHYSICIAN OR REGISTERED NURSE DATE PHYSICIAN'S OR MURSE'S NAME (PLEASE PRINT}
UNDER THE SUPERVISION OF A PHYSICIAN
»
NAME OF CLINIC. GROUP PRACTICE. OTHER IF NURSE 1S SUPERVISED BY PHYSICIAN, INDICATE PHYSICIAN'S NAKE
ADDRESS {STREET, CITY, STATE, ZIP CODE) ) TELEPHGNE NUMBER

{ )

MG 580-1878 {10-01) THIS REPORT IS TO BE KEPT ON FiLE AT THE CRILD CARE FACILITY

g
¥





