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Four Seasons Child Care Center

Application for Enrollment 

CHILD’S NAME _________________________________________________________      

                                            last                                          first                                    M.I. 

NICKNAME (if used) _____________________    DATE OF BIRTH_________________       

HOME ADDRESS  _______________________________________________________

                                             Number and street                      town                       zip code

HOME PHONE   _____________________ AGE _____

MOTHER’S NAME: ______________________________________ 

ADDRESS (if different from child): ________________________________________

WHERE EMPLOYED: _________________________ ADDRESS: ___________________

BUSINESS PHONE: ___________________   CELL PHONE: _________________

FATHER’S NAME:_______________________________________

ADDRESS (if different from child):_________________________________________   

WHERE EMPLOYED: ____________________________ ADDRESS: ________________

BUSINESS PHONE: ____________________  CELL PHONE: _________________  

PARENT’S ARE :                    Together ____      Divorced ____      Separated ____

PLEASE LIST SIBLINGS OR ANY OTHERS LIVING IN THE HOUSEHOLD

Name: _______________________Age: ______ Sex: _____ Relationship: ___________

Name: _______________________Age: ______ Sex: _____ Relationship: ___________

Name: _______________________Age: ______ Sex: _____ Relationship: ___________

Has your child ever attended Day care, Nursery School, Private Home Care, etc.? ________

Were you referred by a Four Seasons family? ______ If so, name: ___________________

++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

ENCLOSED PLEASE FIND MY NON-REFUNDABLE REGISTRATION FEE OF $_______

Please make checks payable to Four Seasons Child Care Center and write your child’s name on your check) THANK YOU.   CK# ________ Date rec. _________  By ___________

MEDICAL HISTORY

Does your child have any Allergies? __________ 

If so, please explain: _______________________________________________

Is your child currently on any medication? ________

If so, please explain: _______________________________________________                   

Does your child have any medical restrictions? ________

If so, please explain: _______________________________________________

Childhood illnesses: ______________________________________

Are there any other health-related issues we should know about? ______________

_______________________________________________________________

EMERGENCY CONTACT INFORMATION

PERSON TO BE CALLED FIRST IN CASE OF AN EMERGENCY.  (check one) 

______MOM- # ____________________   _____DAD-# ________________________

IN CASE OF ILLNESS OR EMERGENCY AND WE ARE NOT ABLE TO REACH EITHER PARENT, PLEASE LIST TWO ALTERNATE CONTACTS:

Name _________________________________________   Phone #_______________

Address_____________________________________    Relationship _______________

Name   _______________________________________  Phone #_______________

Address_____________________________________   Relationship _______________

Physician’s Name: ________________________________________________________

Address: ______________________________________________________________

Phone #: ________________________

HMO Provider: ________________________________________

DROP –OFF/ PICK-UP INFORMATION

PLEASE CHECK YOUR CHILD IN AND OUT OF THE CENTER DAILY.

List yourself FIRST and any other people who are authorized to pick up your child.  Please choose a different code (4 numbers) for each person.  This code MUST be used when you drop off or pick up your child.

PARENTS:

_______________________________________ Four digit code # __ __ __ __

OTHERS:

Name __________________________________    Phone #_______________

Address __________________________              Four digit code # __ __ __ __

Name __________________________________   Phone # _______________

Address ________________________________Four digit code #  __ __ __ __
Name __________________________________   Phone # ______________

Address _______________________________ Four digit code #  __ __ __ __
Please provide a copy of drivers’ license or picture I.D. (to be kept on file) for those listed.

NO CHILD WILL BE RELEASED TO ANYONE WHO IS NOT LISTED OR WHO’S PICTURE I.DD IS NOT ON FILE IN OUR OFFICE. PICTURE I.D. WILL ALSO BE REQUIRED AT TIME OF PICK-UP

>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>> 

AUTHORIZATION FOR EMERGENCY MEDICAL CARE

In the case of an extreme emergency, we will call 911 and your child will be treated on the spot and/or taken to the nearest hospital.

I hereby authorize Four Seasons Child Care Center and their representatives to sign for emergency care for my child ______________________________________,

while enrolled and utilizing our facilities.  I understand that a conscientious effort will be made to locate me or my emergency designates.  In the event this is not possible, I accept full responsibility for any expense incurred.

Parent’s signature ________________________   date____________

++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

FIELD TRIPS

Field trips are an important part of our program.  Bus transportation is provided and a small charge will be added for this service. 

I hereby give permission for my child ________________________ to attend field trips while at Four Seasons Day Care.

Parent’s signature ________________________Date______________ 

 DATE REC’D:


 _________________


  START DATE:


 _________________





__   





 PROGRAM __________


 F/T  ___________


 P/T  ___________


 DAYS ___________
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