_______________________

                                                                                                                                                            Enrollment Date                                           
CHILD’S APPLICATION FOR ENROLLMENT

Alamance Presbyterian Church
__________________________                  Child Development Center               

__________________________

                                Parent Drivers License                                                                                                                          Child’s Date of Birth
Name of Child _________________________________________________________________________________________________________
(Last)       


                         (First)                      

       (MI)                   

   (Nickname)

Address___________________________________________________________________________________ Zip Code___________________

INFORMATION ABOUT THE FAMILY                                                                                                 Home Phone__________________________
Father/Guardian’s Name ________________________________________________________      Cell Phone ____________________________
Address ________________________________________________________________________        Zip Code _____________________________
Where Employed ________________________________________________________________      Business Phone _______________________
Mother/Guardian’s Name ________________________________________________________      Cell Phone ____________________________
Address ________________________________________________________________________        Zip Code _____________________________
Where Employed ________________________________________________________________      Business Phone _______________________
Child lives with____________________________________________________________________________________________
Please give any information concerning your child which will be helpful in his experience in group setting (such as play, eating, 

and sleeping habits, special fears, special likes or dislikes). _________________________________________________________________________
______________________________________________________________________________________________________________________________

Previous centers/schools attended_____________________________________________________________________________________________
CONTACTS 
Child will be released only to the parents/guardians listed above.  The child can also be released to the following individuals, as authorized by the person who signs the application.  

Name  ________________________________________ Relationship _____________________________ Cell Phone _______________________
Address ___________________________________________________________________________________________________________________
Name  ________________________________________ Relationship _____________________________ Cell Phone _______________________
Address ____________________________________________________________________________________________________________________
Name  _____________________________________ Relationship _____________________________ Cell Phone __________________________
Address ____________________________________________________________________________________________________________________
HEALTH CARE NEEDS
For any child with health care needs such as allergies, asthma, or other chronic conditions that require specialized health services, a medical action plan shall be attached to the application.  The medical action plan must be completed by the child’s parent or health care professional.  Is there a medical action plan attached?  Yes_____ No _____

List any allergies and the symptoms and type of response needed for these. ______________________________________________________

_________________________________________________________________________________________________________________________________
List any types of medication taken for health care needs __________________________________________________________________________
Share any other information that has been a direct bearing on assuring safe medical treatment for your child______________________

_________________________________________________________________________________________________

EMERGENCY CARE INFORMATION

Name of child’s doctor _____________________________________________________________  Office Phone ___________________________

Name of child’s dentist _____________________________________________________________ Office Phone ___________________________

Hospital preference _______________________________________________________________ Phone _________________________________

If neither father nor mother (or guardian) can be contacted, call:

Name ___________________________________________   Relationship _________________________   Phone _____________________________

Name ___________________________________________   Relationship _________________________   Phone _____________________________
I agree that the Director may authorize the physician of his/her choice to provide emergency care in the event that neither I nor the family physician can be contacted immediately.

___________________________________________________________________________________________________

Signature of Parent                                                                                            Date

I, as the Director, do agree to provide transportation to an appropriate medical resource in the event of emergency.  In an emergency situation, other children in the facility will be supervised by a responsible adult.  I will not administer any drug or any medication without specific instructions from the physician or the child’s parent, guardian, or full-time custodian.


___________________________________________________________________________________________________


Signature of Director                                                                                          Date











