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A Kindergarten Readiness Program 18 months — Pre—K

Dlrector : Vonda Bearden

Swithville Chureh of Christ

Child's Full Mame:

Birth Date:

Address: Home Phone: _[ ]

City: State: __ Fip Code:

Mickname:

Mather's Full Mame: Heme Phone: [ ]

Address:

City: State: Zip Code:

Occupation: Wark Phone: [ 1 ext,
Mome of Employer: Poger or Cellular Phone:

[ ]

Business Address: City:

Work Hours:

Father's Full Mame: Home Phone:

{ ]

Address:

City: State: Zip Code:

Occupation: Work Phone: { 1 ext,
Mame of Employer: Poger er Cellular Phone!

Business Address: City:

Waork Hours:

Parent/Guardion with legal custody

Parents ore: Married ___ Living Together__ Divorced __ Seporated _ Widowed ___ Single
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Other Household Members:

Names: Ages: Relationships

Emergency Contacts
(W'ithie 20 mile redius of doyesre ether than parent o guardion)

Primary Emergency Contact (other than parents or guardian)

Home Phone: Work Phone:

Relationship to Child:

Address:

Secondary Emergency Contact {other than parents or gquardian)

Home Phone: Work Phone:

Relationship to Child:

Addresas:

Person (s) authorized to pick up my child: (Besides parents, guardians, or emergency pick ups)

Marme: Comment
Kid Code: { Secret word between parent & child for
identification ond pick up)

Person () NOT authorized to pick up my child: (Besides parents, guardians, or emergency pick ups)

Name: Comment
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Emergency Release

Consent to Emergency First Aid & Transportation:
I hereby give permission that my child, may be given
emergency treatment by a staff member at Childeare. I also give

permission for my child to be transperted by car, ambulance, or Aid car fo on emergency center
for treatment, and agree 1o hald

and its employees harmless,

Parent’s Signature Date:

Consent to Medical Care and Treatment:

In the event that I connot be contacted immediately, medical of surgical treatment con be
administered to my child in the case of an accident or emergency, as prescribed by a treating
physician, and hold Childcare and its employees harmless,

Parent's Signature Date
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1. Child's Physician:

ti

Phone: { ).

2. Preferred Hospital:

Phone: { )

Policy #:

3. Insurance Compary:

4. Regular Medications:

5. Blood Type:

6. Medicine allergic to:

7. Food Allergies:

8. Any other Allergies:

9. Any special health conditions:
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Tenens Dt of Family
:.;u;mummnm ADMISSION INFORMATION mmm"’ ars

HEALTH REQUIREMENTS
[ Mama of Child: Data of Birth:

Age b Birth 1 mos 2 mos 4 mos Amos | 1lmos | 16 mes | 18 mos ﬁ 2-2A¥re | 4-BYre

TH TEST (il rmquired) | [7] Poastiue ||:]Nm1m Iﬂ-ﬂh!

Signature of Slamp af & physieisn o public ealih

Dt

Sighahue
‘arcala [chickenpax) vaccins is nol requesd Il your child has had chigerpox deease, I your chid has had chickenpos, please comgste e
stalement: by child hod woricelin dissose (chickenpes) on of aboul (dale) anid does nol need virosiin vsocine.

[] 1 e excheting iy il Fom ihe Imurization mqUEseents for Eas0ns 0f GOMKCencs, inchding & reigioun belisl | have sitnched on offics]
niotarszien ffiden form developesd and ssuod by e Degarment of Stae Healn Services. | undorstand this affdn in wid for 2 year,

Frr adilicnal informaion regarding imemumndrations contact the Depanment of Stale Heallh Sersces &
hiip e dshs stade tx il him

ADMISSION REQUIREMENT. If your child does not afend pra-kinderganen or school awsy from the child-care opesafion, ane of the

fallowing must be prosenbod when ol child] b admilbed 1 i chilil-Care aperabion of within cne week of admission,

Phemts ahock only one option

1. [0 HEALTH-GARE PROFESSIONAL'S BTATEMENT: | have oxaminod tha above namad chitd wishin e post year sod fod hid be §she s
abie 1o take par in the day core program

Tiaulih Came Professansts Sgaatune Date
2, [J Asgned and doied copy of o henfih core professonil's statement i altached.

3. [0 sediesl disgnosls and Waatment conflicl wim the anats snd practices of & rRCOQAUR IBSEI0US GIZarizalian, which | SORere 1o o &m &
msmbasr of: | v attschid & skonod ond dated afficavi stasng Sis

4. [J My chid has boon axamined within the past yoar by o health care mrumnﬂhmmmnm diy care program,
Within 12 months of admissson, | will oblain a health carm piofs e slgred slatemant arel wil submil 8 b e child -care opatidian.
Name and address of health care prafeasionak

Sagnature - Parent or Legal Guardian Dlate
VISION | REO e — | Oass Oran
SIGNATURE DATE
e E——
HEARING 1000 bix 2000 M 4000 Hz
it [l Pass [0 FAIL
L
SIGNATURE DATE
Signalurs — Parent o Legel Guardian Date
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Providers home: Date:
| Address:
Chile's Mame:
Hair Calor:
Eye Color
Address:
Home Phome:.
Mother's Mare: Werk Phore:

Father's Mame: Work Phone:
Mothers Home Phone:_____ Father's Home Phomne________
Emergency Contact: Phone:
Address:
Child's Doctor: Phane:
Child's Health # In#
Allergies:
Medication:
Medical Condition:
Child's Dentist: Phone:

It is the child care provider's policy to netify o parent when a child is ill or in need of
medical attention, Occofionally we are unable to canfect parents, and we need to get
immediate help for the child.

Our procedure is to have the child taken fo the rearest emergency service by ambulance,
{Ambadonce fee 5 the parent's responsibility.)

If on ambulance i not ovaitable, the child care providerfstaff of the chibd core will
transport the child

I hereby give permission fo the child core provider/stof f of ta

make necessory transportation arrangements for my chibd

who has become ill or mjured,

Frint on cord stock. Fold on center line and glue. Keep one for each child in your

first aid kit. Remember to take on field trips and outings,
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Texas Dapt. of Proective AUTHORIZATION FOR EMERGENCY MEDICAL CARE i e
anc Fuguiatory Serviess 4 UTORIZACION PARA ATENCION MEDICA DE EMERGENCIA T

i | cannot be reached to make arrangements for = en caso de siguna enfermedad o accidents no me puaden
emargency medical care for my child at the time of an localizar pera ameglar atanciin médica de emergencia para
Hiness or accident, | give my permission for: i nifio, doy permiso para qui

Hame of Day Camne Faciity Owmer or Directos
Marore del Duefio o Drecior del Conéno de Cuidado de Nifos

o take my child (or children): @ que leve a minific (o mis nidos):

Nama of Chikd (1) Mo ded Mo (1) Mama af Child {ZyMombre dal Mo ()

Mame of Child {3)Narore dol Mo (3) Mame af Child {4pNombre del Nifo (£)

o &

Name of DoctorMartme dei Docsor Talephona No.Teetono

Address of DoctorDimccidn dal Doctor

or to; o
Hame of Hospital or Clinie/Nombrs del Hospinl 6 Clnica Telaphone No.Teilono

Address of Hospital or Clinic/Dieccion del Hosptal o Cinea

| give consent for necessary emergency itreatmanti Doy i consentrmianio para al iratamianto médico
when my child is in the care of this physician or necesaris estando mi nifio baio @ atencidn de este
hospltal ar elinle. doctor u hoapital o chneca

Signature-Farent or Logal Gusrdian
Ftro: Padre o Tator




Photo Release

Providers name:

Child's full name

Phetographs and videos are taken on some occasions such as birthdays, holidays, eutings

and special occasions. We use these pictures/videos in our child care home for teaching,

arts & crafts, albums and various other things.

Please mark the appropriote box:

I give permission

for photos to be taken

Please mark the appropriate box:

ol give permission

for videos to be taken

oI do not give permission

=T do not give permission

Cute photos are taken
during the day of your
children doing the most
awesome activities and
we post them on the
Preschool Facebook page
for you and your family to

see. ©

I understand that these photographs and/or videos will not be sold, distributed
or placed on internet web sites without my written permission.

Parent Signature:

Provider's Signature:

Date:
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OTEC Medication Form

{Over The Counter Medicine Form)

Child's Mame: Date

I hereby give permission to apply or give one or more
of the following over the counter medications or external preparations, in accordance with
the directions for use on the confainer:

[1 Tylenol*

[ 1 Baby Wipes™

[ ] Band-Aids

[ ] Messparin, Bacitricin, or similar sintment

[ 1 Bactine or similar first aid spray

[ ] Sunscreen®

[ 1Insect Repellent*

[ 1 Non-Prescription Ointment (Such as A & D, Desitin, Vaseline}*

[ ] Powder

[ ] Baby Lotion®™

[ I"Other: (please specify)
Specify frequency and duration of
use:

Special
Instructions:

(Mote: If the instructions for administering the medication, cream, ete. are not printed on
the container (Such as with Tylenol for children under 2), then I need a form from the
child's dector indicating the appropriate dosage to be given.)

I hereby request that administer one or more of the above
over the counter medications or external preparations in accordance with the directions
on the container as needed. This congent is valid from today until I may

withdraw this request at any time.
I release from any liability for administering these preparations.
Parent(g): Date
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daycare home of
writing of any changes.

A, The following people HAVE permission to pick-up the child named below from the

Child Pick-Up Form

. It is the parent's responsibility to notify me in

Child's Name

Relatienghip:

Address:

Phone:

DL #:

Relationship:

Address:

Phone:

3. Mame:

oL #

Relationship:

Address:

Phone:

L Mame:

B The following pecple MAY NOT pick-up my child{ren} from

DL #:

Relationship:

Address:

Phane:
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2 I DL #:

Relationship:

Address:

Phone:

Maote: Any person unfamiliar to me will be required to show proof of identification. Under MO
circumstances will the child be released to anyene other than those listed above without WRITTEN
permisgion from the parent.

This form is legally binding, se by signing it, you ogree that all of the infermation provided herein
is correct. False Information will result in termination of contract, and you will forfeit your childcore

refainer,
Father/Guardian’s Signature Date

| Mother/Guardian's Signature Date - b
Provider name/daycare name = ' Date

Chl‘dren Pf
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A Kindergarfen Readiness Program 18 months — Pre—K
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