Class ______________For Office Use Only
Application Date______________________________________
Registration Fee______________________________________				Amount Paid                 Date              Check #       

For Office Use Only
Application Date______________________________________
Registration Fee______________________________________				Amount Paid                 Date              Check #       


___Tuesday / Thursday
___Monday / Wednesday / Friday
___Monday – Friday
___Before School
___After School		    	 
Connect Christian Preschool
Application for Preschool (2020 - 2021)

Student’s Name ___________________________________________________________________________________
                               Last				First			Middle                                  Preferred Name
			
Male (  ) 	 Female (  )		DOB________________________   	Age on 8/31/20 ___________________ 	
Church Attending (If Any) ____________________________________________________________________________
   					                                  
Address _________________________________________________________________________________________
Home Phone ________________________________	Email address _______________________________________

Father (Guardian) Name ____________________________________________________________________________
Address _________________________________________________   Cell Phone _____________________________
Employer________________________________________________    Work Phone ____________________________

Mother (Guardian) Name ___________________________________________________________________________
Address _________________________________________________   Cell Phone _____________________________
Employer________________________________________________    Work Phone ____________________________

Parents Are (Circle One):	Married		Separated	Divorced	Other: __________________________
Child Lives With (Circle One):	Father		Mother		Both		Other: __________________________

Information about your child
Does your child have any known allergies? Yes ( )    No ( )   If yes, please explain, _______________________________

Please explain any information concerning your child which will be helpful in his/her experience in a group setting (such as play, eating & sleeping habits, special fears, special likes or dislikes) __________________________________________

Emergency Care Information
Insurance Carrier __________________________________________ Policy Number __________________________
	
Name of child’s doctor____________________________________________ Phone _____________________________
Address __________________________________________________________________________________________
Name of child’s dentist ___________________________________________ Phone _____________________________
Address __________________________________________________________________________________________
Hospital preference _________________________________________________________________________________
	
If neither parent/guardian can be contacted, please call:
Name ________________________________________________ Phone _____________________ ( ) Okay to pick up
Relationship to Child _______________________________________________________________________________
Name ________________________________________________ Phone _____________________ ( ) Okay to pick up
Relationship to Child _______________________________________________________________________________

I agree that the operator 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.

Parent / Guardian Signature ___________________________________________________ Date __________________
	
[bookmark: _GoBack]I, as the operator, do agree to provide transportation to an appropriate medical resource in the event of an emergency.  In an emergency situation, other children in the facility will be supervised by a responsible adult.  I will not administer any medication without specific instructions from the physician or the child’s parent, guardian, or legal guardian.  Provisions will be made for adequate and appropriate rest and outdoor play.

Signature of Operator ________________________________________________________ Date __________________
