

	START DATE                                                                                                                        Location of care                                                                    

	First name
	Last Name
	M.I.
	Nickname

	Age
	[   ] Male	[  ] Female [   ] Prefer not to specify
	Birth Date
	 Child’s address  
City:                                                                              State:                            zip
	


May we take photos of your child (ren) to post within the center  [   ]  Yes  [  ] No          
Pediatrician’s Name and Office
Phone
 Office                                                         Address



















	Hospital of choice:  
St Mary’s 2635 N. 7th St GJT. CO   970-298-2273    (   )  YES 
Community Hospital 2351 G Rd.  GJT CO     970-242-0920       (   )  YES

	Family Dentist                                                                                        Address                                                                                                                              Phone

	Other adults living in home?  (   ) Y      (    )  N     Please include  Name (s) and Age (s)         

Other children living in the home? Please include name and ages:                                              

	

	Concerns with development?
Was your child a preemie? 

	Traumatic event we need to be aware of?


	Allergies

	Medications needed to be given during care at the preschool?

	Medical conditions


	Previous surgeries



 I ___________________________________ hereby grant my permission for emergency care to be given to my child.
If a medical or dental emergency arises, I give permission for Eagle View Learning Center staff to arrange emergency care for my child and be transported by ambulance or car to local emergency room or doctor’s office.  It is understood that a conscientious effort will be made to locate me before emergency action will be taken, and I agree to hold Eagle View Learning Center L.L.C. and its employees harmless.  I fully understand that any action taken is done so in the best context of my child and I will accept all financial responsibility for the cost of transporting my child and all medical treatment that may be needed.
I give permission for E.V.L.C. staff to discuss any of my child’s medical / mental conditions or symptoms with their doctor’s office or medical personnel.  I give permission for prescription authorization forms and medical records, shot records to be faxed, or mailed to E.L.V.C.   I agree to allow E.V.L.C. staff, and center nurse to discuss, observe, treat, and recommend services for my child.
 __________________________________________________________________________________________________
Parent/Guardian Signature 			Date			

__________________________________________________________________________________________________
Driver’s license #				State Issue			Expire date
Are there any medical or behavior concerns the staff needs to be aware of?

Enrolling Parent / Guardian Information
Name(s) of person(s) with whom child is living

	Parent / Guardian/ Foster/ other   CIRCLE ONE                                                                                                           EMAIL ADDRESS:

	First Name
	Last Name
	Birth date
	Relationship to child

	Home phone #
	Personal Cell #                             Cell Carrier
	Work phone #                        EXT

	Occupation
	Employer
	Work Address
	Supervisor

	2nd Parent / Guardian in same household

	Last Name
	First Name
	Birth date
	Relationship to Child

	Email Address
	Personal Cell #                               Cell Carrier
	Work Phone #                         EXT                

	Occupation
	Employer
	Work Address
	Supervisor

	

	Who Should be Called First?
	Phone
	Preferred language for written communication:

	Home Street Address
	Apt #
	City
	Zip Code

	Mailing Address (if diﬀerent than above)
	Apt #
	City
	Zip Code


If there is a second household, please enter information here. 

	Parent / Guardian / foster/other       CIRCLE ONE

	First Name
	Last Name
	Birth date
	Relationship to Child

	Email Address
	Work Phone
	Cell Phone                            Cell Carrier 

	Occupation
	Employer                                               Address
	Supervisor

	Parent / Guardian

	Last Name
	First Name
	Birth date
	Relationship to Child

	Email Address
	Work Phone
	Cell Phone                           Cell  Carrier

		Occupation
	Employer
	Work Address
	Supervisor

	




	Which Guardian Should be Called First?
	Phone
	Should e-mailings be sent to this household also? [  ] Yes	[   ] No

	Home Address
	
	

	Mailing Address if different from above
	Apt #
	City
	State
	Zip Code



Additional Comments & Information:  	
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Emergency Contacts and Authorized Pickups	

	1st Contact/Pickup

	First name
	Last Name
	Relationship to Child

	Home Address
	Works at:
	Work address

	Home or Work Phone
	Cell Phone #                             Cell  Carrier
	[   ] Able to pick up all children in the family
[   ] Not able to pick up the following children:  	

	2nd Contact/Pickup

	First Name
	Last Name
	Relationship to Child

	Home Address
	Works at:
	Work address

	Home or Work Phone
	Cell Phone #                              Cell  Carrier
	[   ] Able to pick up all children in the family
[   ] Not able to pick up the following children:  	

	EMERGENCY CONTACT PERSON     This can be someone that lives out of the area.  If neither of the parents can be contacted, who would you want contacted?

	First Name
	Last Name
	Relationship to Child

	Home Address
	Works at:
	Work Address

	Home or Work Phone
	Cell Phone #                                                     Cell   Carrier
	[   ] Able to pick up all children in the family
[   ] Not able to pick up the following children:  	



All Students and family members that are authorized to dop off or pick up children at the childcare location will have a picture of them on file.  EVERYONE picking up children from the center MUST carry an I.D. with them every day.  Staff members are instructed to look at I.D. until they are familiar with person picking up child.  Please do not be offended if repeatedly asked for your I.D.    

POLICY AND PROCEDURE ACCEPTANCE AGREEMENT:  At the time of enrollment each parent or legal guardian upon request will be given a written statement of the learning center’s policies and procedures.   By signing this policies and procedures document, the parent’s or legal guardians agrees to follow, accepts the conditions, and gives authorization and approval for the activities described in the policies. 

This is your signed contract.  By signing this document, you agree you have read and have had time to ask questions about the Policies and Procedures listed in the E.V.L.C. PARENT HANDBOOK.

If you agree to follow the policies. Please sign, copy, and return this signed contract Packet upon enrollment.

Please initial here you read and understand the Parent’s right section ____________

Parent/Guardian Signature_____________________________________ Date ________________________


We DO NOT give any discounts or reduce rates for absences regardless of Holiday, teacher workdays illness or vacation.  _________INTIAL, you received the policies.


Emergency Medical Authorization Form
I ___________________________________ hereby grant my permission for emergency care to be given to my child.
If a medical or dental emergency arises, I give permission for Eagle View Learning Center staff to arrange emergency care for my child and be transported by ambulance or car to local emergency room or doctor’s office.  It is understood that a conscientious effort will be made to locate me before emergency action will be taken, and I agree to hold Eagle View Learning Center L.L.C. and its employees harmless.  I fully understand that any action taken is done so in the best context of my child and I will accept all financial responsibility for the cost of transporting my child and all medical treatment that may be needed.
Child’s Name__________________________________________________Birthdate____________________________

Child’s Name__________________________________________________Birthdate____________________________

Child lives with ________________________________Best # for emergency’s_________________________________

Medications including vitamins taken daily______________________________________________________________
Child’s health concerns______________________________________________________________________________

Surgeries /dates____________________________________________________________________________________
Alergies___________________________________________________________________________________________

Primary Doctor________________________Name of office____________________________phone________________
Address___________________________________________________________________________________________
Parent /guardian name and best # to call in emergency_____________________________________________________
Parent/ guardian name number and best # to call in a Emergency____________________________________________
Emergency person to call if Parent’s cannot be reached_____________________________#   _____________________
I give permission for E.V.L.C. staff to discuss any of my child’s medical / mental conditions or symptoms with their doctor’s office or medical personnel.  I give permission for prescription authorization forms and medical records, shot records to be faxed, or mailed to E.L.V.C.   I agree to allow E.V.L.C. staff, and center nurse to discuss, observe, treat, and recommend services for my child.
 
__________________________________________________________________________________________________
Parent/Guardian Signature 			Date			

__________________________________________________________________________________________________
Driver’s license #				State Issue			Expire date

Are there any medical or behavior concerns the staff needs to be aware of?



AUTHORIZATION FORM AND ACTIVITY AND CONSENT FORM
Transportation:  I hereby GIVE ___________DO NOT GIVE __________ consent for my child to be transported for field trips in a 15-passenger van or station wagon.  In case of emergency evacuation, I give permission________ (INITIAL HERE)
Walking Field Trips:  I hereby GIVE ___________DO NOT GIVE _________ consent for my child to participate in field trips where they will walk from the center. I understand that children may walk within a 1.5-mile area to explore nature or visit park. ________ (INITIAL HERE)
Photo/Video Release:  I hereby GIVE _____ DO NOT GIVE _______permission to E.V.L C. to video, audio, or photographically record my child for the purpose of instructing teachers, and childcare school advocates, and agree to my child appearing in all program photos connected with the center. 

Picture posted around center, Private closed Facebook page, Pictures in album in Shutterfly (Circle all that apply) ________ (INTIAL HERE).  Your child’s safety and privacy are always a priority.  You will be contacted BEFORE anything is released that could identify your child’s face.
Permission for media use:  I hereby GIVE _______DO NOT GIVE________ my consent for E.V.L.C. to use media including but not limited to movies, videos, software, computers, tablets, music.  Media will be limited to educational use or special activities.  ________ (INITIAL HERE) E.V.L.C. has limited electronic media on property. 
Permission for participation in activities:  I GIVE _______DO NOT GIVE_______ permission for my child to participate in all program activities except for the following: ______________________________.      
______ (INITIAL HERE)
Permission to use sunscreen, bug spray, band aides and other topical applications: (Preventative).  I hereby GIVE _______DO NOT GIVE______ permission for E.V.L.C. staff to apply 30 SPF sunscreen, or bug repellent.  I also agree to other topical creams, such as diaper cream, Band-Aids, lotion etc. 
I agree to apply SPF on my child daily before bringing them to school.  ________ (INITIAL HERE) 
Permission for water play and wading pools or sensory tables less than six inches of water: 
I hereby GIVE_____ DO NOT GIVE_______ consent for my child to participate in water related activities including but not limited to water sensory play.  Sprinkler activities, water bottles, and rinsing a child off with a hose, if necessary, while at E.V.L.C.  I understand these activities will be vigilantly monitored at all times. ________ (INITIAL HERE)
Nurse Consultant Agreement: I give permission for the EVLC Nurse Consultant to provide advice and/or information related to the health and safety of my child.  Permission is also given for the nurse to examine my child if contacted by Eagle View Learning Center staff for advice about an issue related to health or development.  I understand there is no charge to me for this service.  I will receive any information regarding my child that the nurse provides to E.V.L.C. Staff. ________ (INITIAL HERE)
[bookmark: _Hlk99108331]Child’s Name__________________________________________________Birthdate_____________________
Child’s Name__________________________________________________Birthdate_____________________

[bookmark: _Hlk99108382][bookmark: _Hlk108169261]Parent/Guardian Signature_____________________________________ Date __________________________
