Dale Apphcation Complstedorbipdated Dite of Enmolimant

CHILD'S APPLICATION FOR ENROLLMENT
Tobe complelad, signed, and placed on fii in the facility on the first day and updafed 85 changes occur and & least annually.

CHILD INFORMATION: Date of Birth:
Full Name:

Last First Middie Mickname
Child's Physical Address.
FAMILY INFORMATION: Chiid lives with:
FaiheriGuardian's Name Home Phone
Address (If difierent from child's) Zin Code
Work Phone Cell Phone
Maother/Guardian's Name Home Phone
Address (if different from child's) Zip Code
Work Phone Call Phone

CONTACTS: mhwummmwmmmmumm.mmiumaﬁmmmmmﬁmm|mﬁ
authorized by the person who signs this application.

Nama Relsbionship Address Phone Number
Nams Relationship Address Phone Number
Name Relationship Address Phone Numbsr

Inﬂ'ueemntufmamargen:.y.ifhmﬂgmmmmmmhd&rhmpennmhmnmmeﬁumngmmmas.

Name Relationship Address Phone Number
Name Relstionship Address Phone Number
= — - — —

HEALTH CARE NEEDS: memmmmmmﬁmmwmmmmmmm
sevvices, 4 madical action plan shail be attached fo the application. The medical action plan must be completed by the child's parent or health care
professional. [s there 8 medical action plan sffached? Yes__ No__

List any allergies and the symptoms and type of response required for aliergic reactions.

Listmymmmmm.mm-mmmﬂmﬂwwmmﬂhmnmﬁmm.

List any particular fears or unigue behavior characteristics the child has,

List any types of medication taken for healih care needs
mwmmmmwmadmmmmmmmm;mmwm

EMERGENCY MEDICAL CARE INFORMATION:
Name of heaith care professional Gfice Phone
Hospital prefsrence Phone

|, &5 the parentiguardian, suthorize the center to obiain medical attention for my child in an emergency.
Signature of Parent/Guardian, Dats

I,mmw.mmmmmmmbmmmmmmmdm I &n amergency siluation,
oiher chitdren in the facility will be supervised by a responsible adult | will not administer any drug or any medication without specific instructions
fromm the physician or the chitd's parent, guardian, of full-time custodian.

Signature of Administrator Date

Rewsad 102015



