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Enrollment Application
Child Information Form

Child’s Name_____________________________________________________________ Home Phone _______________________
Birth Date _________________________    Home Address___________________________________________________________
Weight ____________ 		Current Age _______________		Child’s Social Security # ______ - ______ - ________
                                MOTHER’S INFORAMTION	                                                                       FATHER’S INFORMATION
Mother’s Name _______________________________________     Father’s Name _______________________________________
Employed At _________________________________________      Employed At _________________________________________
Cell: ________________________________________________      Cell: ________________________________________________
Home/alt # : _________________________________________       Home/alt # : _________________________________________      
Work Phone __________________________________________     Work Phone _________________________________________
e-mail: _______________________________________________     e-mail: ______________________________________________
Marital Status of Parents:
Married ________ Divorced ________ Separated _______ Single Parent _________ 
Custody/Visiting Arrangements (if applicable) ____________________________________________________________________

Insurance Company _______________________________________________   Last Tetanus Shot __________________________
Medications taken on a daily basis ______________________________________________________________________________
Allergies ___________________________________________________________________________________________________
Contacts
Name of friends or relatives who CAN pick up child in case of emergency:
1. ___________________________________________ Phone _________________________ or ______________________ 
2. ___________________________________________ Phone _________________________ or ______________________ 

Names of people who CANNOT pick up child for any reason (attach photos if you think this is necessary):
1. _________________________________________ [image: logo_comp]

2. _________________________________________ 

Physician/Dentist to be called in an emergency:
Physician ___________________________________________ Phone _________________________ or ______________________ Dentist ___________________________________________ Phone _________________________ or ______________________ 
Hospital Preference __________________________________________________________________________________________
I hereby grant permission for the director or supervisory staff person to take whatever steps may be necessary to obtain emergency medical care if warranted. These steps may include:
1. Attempt to contact a parent or guardian. 
2. Attempt to contact the child’s physician. 
3. Attempt to contact you through any of the persons listed on the emergency information form you completed for us. 
4. If we cannot contact you or your child’s physician, we will do any or all of the following: (a) Call another physician or paramedic, (b) call an ambulance, (c) have the child taken to an emergency hospital in the company of a staff member. 
5. The child's family will pay any expenses under 4 above. 

Print name

Signature of Parent or Guardian			date


Health Records[image: sunlogo_comp]


Child’s Name __________________________________________________________ Birth Date ____________________________
Parent’s Name _______________________________________________  
Primary Phone _____________________________ landline OR cell / Alt. Phone ___________________________ landline OR cell
Address ___________________________________________________________________________________________________
Primary Care Physician’s Name __________________________________________________ Phone_________________________
Address ___________________________________________________________________________________________________
Primary Care Physician’s Name __________________________________________________ Phone_________________________
Address ___________________________________________________________________________________________________
	Disease History:
	Date 
	Operations:
	Date

	Whooping Cough
	 
	Tonsillectomy
	 

	Rubella
	 
	Adenoidectomy
	 

	Chicken Pox
	 
	Appendectomy
	 

	Mumps
	 
	Mastoidectomy
	 

	Measles
	 
	Tubes in Ears
	 

	Other
	 
	Other
	 


Any existing illness? Yes___ No___      If yes, please explain. ___________________________________________________________________________________________________________
Any previous illness or injuries? Yes___ No___ If yes, please explain. ___________________________________________________________________________________________________________
Any hospitalization during the past 12 months? Yes___ No___ If yes, please explain. ___________________________________________________________________________________________________________
Any medication that is long term continuous use? Yes___ No___ If yes, please list them. ___________________________________________________________________________________________________________
Any restrictions on normal physical activities? Yes___ No___ If yes, please explain. ___________________________________________________________________________________________________________

Any chronic medical condition necessitating dietary supplements or restrictions, medications, or avoidance of allergies? 
Yes___ No___ If yes, please explain. ___________________________________________________________________________________________________________
Please list any known allergies: ________________________________________________________________________________
Does your child have a history of any of the following? Circle one
	Vision Impairment
	Yes 
	No

	Hearing Impairment
	Yes
	No

	Eye Infection
	Yes
	No

	Ear Infection
	Yes
	No

	Speech Problems
	Yes
	No


I certify that my child is enrolled in a regular medical program and has been examined by a doctor within the last 12 months.

Print name

Signature						date 

Toddler and Preschool Information Sheet[image: running_girl_logo_comp]

Family and Social History

Brothers and Sisters of Child: (attach extra paper if needed)
Name __________________________________________________________________ Birth Date __________________________
Name __________________________________________________________________ Birth Date __________________________
Name __________________________________________________________________ Birth Date __________________________
Other Members of Household:
Name ___________________________________________________________________________________________  Age ______
Name ___________________________________________________________________________________________  Age ______
Napping
Does your child take naps? ______________     (From __________TO__________)
Does your child have a special toy or blanket to sleep with? _______________________
Social Relationships
Do you feel your child will adjust easily to the Daycare? If not, explain: ________________________________________________
What makes your child angry or upset? __________________________________________________________________________
How does your child show his or her feelings? ____________________________________________________________________
Is your child frightened by such things as: animals, rough children, loud noises, the dark, or storms? ___________________________________________________________________________________________________________
Favorite toys and activities at home: ____________________________________________________________________________
Does your child like to be read to? ______________ Listen to music? _____________
Eating
Is your child usually hungry at meal times? ___________ Between meals?___________
What are some of your child’s favorite foods? ____________________________________________________________________
Least Favorite? ______________________________________________________________________________________________
Does your child eat with a spoon? ______________ Hands? ____________________
Are there any dietary restrictions we should know about? __________________________________________________________


Toilet Habits
Does your child indicate his toilet wishes? __________________ How? ________________________________________________
Does your child need help with _______________ If yes, explain: _____________________________________________________
Does your child have accidents? _______________________________________________________________________________ 
How does your child react?____________________________________
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FAMILY HOME DAYCARE YOU CAN TRUST...
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