APPlication for [ nrollment
St. Peters E_Piscopal Frcschool
925 Mitchell St. Conway, AR 72034

Flcase return comP[ctcd aPP]ication with $40 non-refundable registration fee*

to St. Peter's E_Piscopal Frcschool.

*Fee waived for church members

Toclag’s Date

Your Chil&’s Name

First - Middle - | ast
Fr@cerrecl Name (“goes by”?)

Date of Birth Age
Mothcr’s Name ]:at}weﬁs Name

Who has legal guardianship of the child?

(Guardian’s Name/s

Homé Adclrcss (strcct)
Cit9 - State - ZIP
[Home Fhone

Mother's/(Guardian’s [nformation
Occupation/ Emploger
Work Phone / Cell Phone

Hours




Father's/(Guardian’s |nformation
Occupation / " mployer
Work Phone / Cell Phone
Hours
> A NS S NS

Emcrgcncg C ontact |nformation

Namc of person to call if Parents cannot be reached

Kelationship Te]cplﬂone
Address Cit9 State Zip

]s this person authorized to take your child from the Preschool’?

| ist all other adults authorized to take your child from the center (attach another page, if needed):

Name Kclationship Name Rclationship

Address AACJY‘@SS

Citg State ZIP City State ZIP

Telcphonc Telephonc

Drriver's | icense Numbcr Drivers | icense Number

D > A NS b NS

Mcdical Information

Your child’s Phgsician or emergency treatment ?acilit\g
Address City State
Tclepl—]one




l Mother, [Father, (Guardian (CIRCLE WORD THAT

AFFLIES) of (Child’s Name) do lﬂerebg give my consent to the

Director of St. Peters E_Piscopal Preschool, or her/his clulg aPPoin’ced rePresentative, for said child
to receive medical or surgical aid as may be deemed necessary and expedient bg a dulg licensed or
recognized Phgsician or surgeon in case of an emergency when the parents cannot be reached.
Consent is also given forthe Director or her/his du]9 appointed representative to transport said

child for emergency medical treatment, if the parents cannot be reached.

Sigﬂed Date
D e S R )

|mmunizations

Please Provide a copy of your child’s |mmunization Record

> A NS S NS

Medical Historg

\/erhcied }33 [Health DePar’cmen’c Record thsician’s Record o Other

Measles Mumps Germanmeasles Chickenpox
Date Date Date Date
Whooping Cough (Contracted | uberculosis: Yes /No
Date
Frequent [ ar |nfections: Yes__ /No__ [requent T hroat |nfections: Yes /No

[Jeart defects: Yes /No




Other conditions or comments (attach another page, if needed.)

S > A S ha NS

Your Cl’]ild’s Dcvclopmcntal Needs

Mg child requires help in: Dressing _______ Undressing _______ Toilcting ________
Eating ________ Washing hands

|s your child toilet trained? Yes /No Words used in toilcting

[Favorite games, toys and foods

TﬂPC of childcare used Previouslg

thsical or emotional cha”cnges your child mig%t have

Your child’s sPecia] food needs: Formula Diabetic diet

Allcrgies

SPecia] issues: Temper tantrums Diabetes

Frequent colds Biting SUH Sensitivit}j
Seizures Fainting sPells Bed wetting

Ot}-xer useful information (continues on next Page>




S > A NS b NS

APPlging for which Frogram?

Mondag-- Wednesday - Fridag 8:30 ~ 12:00 $1%%/month
Tucséag - Thursdag 8:30 — 12:00 $111/month
Mon&ag througlﬂ Friday $195,/month

“Stag and F!ag” [~ xtended Care 12:00 -~ 2:30 (circle clag/s)
available Mon.—T ues. -ch.w—Thurs. . additional $10/month for each extended dag.

= A NS f NS

], the Parent/guardian of this chilcl, understand that ] may ask for a conference with the caregiver(s) as

ﬂCCCICCI.

Signature Date

We are rcquircd to kccP a copy of the child’s immunizations on file. Please bring your record, and we

will make a copy here.

F]ease tC” us l’]OW gOU ]earnecl O{:OUI‘ PFCSC!"IOOI.

For Office (Jse Only
Date Received
Class
Date Faid

Date Registration Fackct SCﬂt
5




