CHRIST THE KING CHILDCARE ENROLLMENT FORM        

PLEASE CHECK THE APPROPRIATE BOX

Infant/toddler Enrollment
        Preschool Enrollment    

Summer Care Enrollment                Extended Care Enrollment

	Child’s Name


	Sex
	DOB

	Address (Street, City, State, Zip Code) Address (Street, City, State, Zip Code)


	Home Telephone

(        )

	SCHOOL CHILD ATTENDS

	Name


	Telephone

(        )



	Address (Street, City, State, Zip Code)



	IDENTIFYING INFORMATION

	Mother’s Name


	Home Telephone Number

(       )

	Address (Street, City, State, Zip Code)


	Business Telephone Number

(         )

	Employed By (or school attends, or home)
	Hours of Employment

From                     To

	Address (Street, City, State, Zip Code)



	Father’s Name
	Home Telephone

(       )



	Address (Street, City, State, Zip Code)


	Business Telephone Number

(        )



	Employed By ( or school attends, or home)
	Hours of Employment

From                    To

	Address (Street, City, State, Zip Code)



	EMERGENCY CONTACTS (Other than parents)

	Name
	Telephone Number



	Address (Street, City, State, Zip Code)
	Relationship



	Name
	Telephone Number



	Address
	Relationship



	PERSON(S) AUTHORIZED TO TAKE CHILD FROM OUR FACILITY

	Name
	Name



	Name


	Name



	AUTHORIZATION FOR EMERGFENCY MEDICAL CARE

	I understand that I will be notified at once in case of accident or illness to my child, and I will make arrangements for medical care of my child with the physician or hospital of my choice.  If I cannot be reached to make necessary arrangements, or in a critical emergency requiring medical care, I hereby authorize  Christ the King ECLC 



	TO CONTACT DOCTOR/CLINIC

	Name


	Telephone

(         )

	Address ( Street, City, State, and Zip Code)



	FOR EMERGENCY MEDICAL TREATMENT OF MY CHILD, MY PREFERRED HOSPITAL IS

	Name


	Telephone

(         )

	Address ( Street, City, State, and Zip Code)



	FIELD TRIP AND ACTIVITY PERMISSION

	 I  do     do not give consent for my child to take part in field trips or excursions with this childcare facility under proper supervision.  It is my understanding that I will be notified when such trips are planned.

	AGREEMENTS

	1. The provider and I have agreed on a plan for continuing communication regarding my child’s development, behavior, etc.

2. When my child is ill, it is understood and agreed that s/he may not be accepted for care. 

3. I have received a copy of this facility’s policies and procedures pertaining to the admission, care, and discharge of children

4. I have been informed that a copy of the Licensing Rules for Child Care Centers is available at 

        this facility for review. 

	Parent/Legal Guardian                                                    E-mail Address                                                                       Date



	COMMENTS ON CHILD’S DEVELOPMENT

	______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________



	OFFICE USE ONLY

	ADMISSION DATE        


	ENROLLED FOR  WHAT DAYS OF WEEK
	RELIGION    


	CHURCH 
	ETHNICITY



	HOURS OF THE DAY


	DATE OF DISCHARGE


CHRIST THE KING ECLC 

INFANT/TODDLER AND PRESCHOOL

MEDICAL EXAMINATION FORM
	I.  IDENTIFYING INFORMATION

	PATIENT’S NAME


	BIRTHDATE

	II. CURRENT STATE OF HEALTH

	I have examined the above named child and verify that this child’s medical history and current state of health

  Are          Are not                  Satisfactory for participation in a daycare program

	Does this child require any specialized care?   Yes       No

	Lead Testing Results

	III.  IMMUNIZATION HISTORY

	Our records indicate that this child has the following immunizations:

	IMMUNIZATIONS
	DATES GIVEN

	
	Dose No. 1
	Dose No. 2
	Dose No. 3
	Dose No. 4
	Dose No. 5
	Dose No. 6

	DPT/DT
	
	
	
	
	
	

	Polio
	
	
	
	
	
	

	Hib
	
	
	
	
	
	

	MMR
	
	
	
	
	
	

	Hepatitis A
	
	
	
	
	
	

	Hepatitis B
	
	
	
	
	
	

	Pneumococcal 
	
	
	
	
	
	

	Varicella
	
	
	
	
	
	


	IV.  COMMENTS/RECOMMENDATIONS 

	(SPECIAL DIETS, ALLERGIES, EAR INFECTIONS, CONVULSIONS, DIABETES, EMOTIONAL PROBLEMS)

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________



	SIGNATURE OF PHYSICIAN OR REGISTERED NURSE UNDER THE SUPERVISION OF A PHYSICIAN


	DATE
	PHYSICIAN’S NAME (PLEASE PRINT) 

	NAME OF CLINIC, GROUP PRACTICE, OTHER


	IF NURSE IS SUPERVISED BY PHYSICIAN , INDICATE PHYSICIAN’S NAME



	ADDRESS (STREET, CITY, STATE, ZIP CODE)


	TELEPHONE NUMBER

(          )


