APPlica’cion for [ nrollment

St Peters E_Piscopal Preschool
925 Mitchell St‘ Conwag, AR 72034

Flease return complctcd aPPlication with $40 non-refundable registration fee*

to 51:. Fctcr’s E_PiscoPa| Frcschool.

*Fee waived for church members

Todag’s Date

Your Child’s Name

First — Middle — | ast
Frmcerrecl Name (“goes bg”?}

Date of Birth Age
Motl—\cr’s Name Father’s Name

Wlno has ]ega] guardianship of the child?

(Guardian’s Name/s

Home Aclclress <5treet)
City - State - Zip
Homc Fhonc

Mothers/(Guardian’s |nformation

Occupation/ Employer
Work Fhonc/ Ce” Fhone

Hours




Fathers/(Guardian’s [nformation
Occupation/ [ mployer
Work Fhone / Cell Phone
Hours

Emergcncg Contact |nformation

Name of person to call if Parents cannot be reached

Relationship Telepl—]one
Address Citg State Zip

]s this person authorized to take your child from the Prcsc!ﬂool?

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

Name Kelationslﬁip Name Re]ationslﬁip

Addrcss Ac{drcss

Citg State ZIP City State ZIP

T@l@Pl"lOﬂC TCICPhOﬂC

Dirriver’s Lic@nsc Numbcr Driver's License Number
Mcclical lnFormation

Your child’s Physician or emergency treatment Facilitg
Addrcss Citg State
Telephonc




l Mother, [Father, Guardian (CIRCLE WORD THAT

APPLIES) of (Cl’rild’s Name) do herebg give my consent to the

Director of St Fe’cer’s E_Piscopal Frescl—xool, or her/his dulg aPPoin’ced rePresentative, for said child
to receive medical or surgica] aid as may be deemed necessary and exPedient by a dulg licensed or
recognized Pl—\gsician or surgeon in case of an emergency when the parents cannot be reached.
(Consentis also given forthe Director or her/his c!u]y aPPointec; representative to transport said

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

Signed Date
|mmunizations

Flease provide a copy of your child’s |mmunization Record
P Py°ry

Verified bg [Health DePar’cment Record thsician’s Record  Other

D = A NS b NS

Meclical History

Measles
Date Date Date Date
Whooping Cough Contracted T uberculosis: Yes /No
Date

Mumps German measles Chicken pox

I:reci uent E_ar ]mcections: Yes___/No___ f:reci uent Tlﬂroat ]mcections: Yes /No
[Heart defects: Yes /No




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

Your ChiH’s Dcvclopmcntal Needs

Mg child requires }-xelp in: Dressing Un&ressing _______ Toi]eting
Eating ________ \/\/ashing hands
]5 your child toilet trained? Yes /No Words used in toi]eting

I:avoritc games, toys and foods

TﬂPC of childcare used Prcvious]y

thsical or emotional cha”cngcs your child might have

Your child’s sPecial food needs: f:ormula Dia})etic diet

Allergies

OSpecialissues: | emper tantrums Diabetes

Frequent colds Biting Oun Sensitivity
Seizures [ainting spells Ped wetting

Otlﬂcr useful information (continucs on next Page)




Applging for which Frogram?
Monday through Friday

With nap $325
Without nap, noon Pickup $250

Monday, Wednesday, Friday
With nap $210
Without nap, noon Pickup $165

Tucsclaq, Thursclaq
With nap $160
Without nap, noon Pickup $1%0

B = A NS b NS

], the Parent/guarclian of this chi!c{, understand that l may ask for a conference with the caregiver(s) as

ﬂCCClCCl.

Signature Date

We are rcquirccl to kecP a copy of the child’s immunizations on file. Flease bring your record, and we
will make a copy here.

F]CBSG tﬁ” us I"lOW 9OU leame& OF our PFCSC!"IOO].




For Office (Jse Onlg
Date Received

C]ass

Date Faid

Date Registra’cion FPacket Sent




