——
ORIGINS MONTESSORI SCHOOL

DATE APPLICATION COMPLETED DATE OF ENROLLMENT
CHILD’S APPLICATION FOR ENROLLMENT

CHILD INFORMATION:
DATE OF BIRTH:

FuLL NAME:

LAST FIRST MIDDLE NICKNAME

CHILD'S PHYSICAL ADDRESS:

FAMILY INFORMATION:
CHILD LIVES WITH:

FATHER/GUARDIAN’S NAME HOME PHONE
ADDRESS (IF DIFFERENT FROM CHILD’S) ZIiP CODE
WORK PHONE CELL PHONE
MOTHER/GUARDIAN’'S NAME HOME PHONE
ADDRESS (IF DIFFERENT FROM CHILD’S) ZIP CODE
WORK PHONE CELL PHONE

EMAIL

CONTACTS: CHILD WILL BE RELEASED ONLY TO THE PARENTS/GUARDIANS LISTED ABOVE. THE
CHILD CAN ALSO BE RELEASED TO THE FOLLOWING INDIVIDUALS, AS AUTHORIZED BY THE PERSON
WHO SIGNS THIS APPLICATION. IN THE EVENT OF AN EMERGENCY, IF THE PARENTS/GUARDIANS
CANNOT BE REACHED, THE FACILITY HAS PERMISSION TO CONTACT THE FOLLOWING INDIVIDUALS.

NAME RELATIONSHIP ADDRESS PHONE NUMBER
NAME RELATIONSHIP ADDRESS PHONE NUMBER
NAME RELATIONSHIP ADDRESS PHONE NUMBER

HEALTH CARE NEEDS: FOR ANY CHILD WITH HEALTH CARE NEEDS SUCH AS ALLERGIES, ASTHMA,
OR OTHER CHRONIC CONDITIONS THAT REQUIRE SPECIALIZED HEALTH SERVICES, A MEDICAL ACTION
PLAN SHALL BE ATTACHED TO THE APPLICATION. THE CHILD’S PARENT OR HEALTH CARE
PROFESSIONAL MUST COMPLETE THE MEDICAL ACTION PLAN.

IS THERE A MEDICAL ACTION PLAN ATTACHED? YES_ NO__

LIST ANY ALLERGIES AND THE SYMPTOMS AND TYPE OF RESPONSE REQUIRED FOR ALLERGIC
REACTIONS.

EMERGENCY MEDICAL CARE INFORMATION:
NAME OF HEALTH CARE PROFESSIONAL OFFICE PHONE

HOSPITAL PREFERENCE PHONE

I, AS THE PARENT/GUARDIAN, AUTHORIZE THE CENTER TO OBTAIN MEDICAL ATTENTION FOR MY CHILD
IN AN EMERGENCY. SIGNATURE OF
PARENT/GUARDIAN DATE

I, AS THE OPERATOR, DO AGREE TO PROVIDE TRANSPORTATION TO AN APPROPRIATE MEDICAL
RESOURCE IN THE EVENT OF EMERGENCY. IN AN EMERGENCY SITUATION, A RESPONSIBLE ADULT WILL
SUPERVISE OTHER CHILDREN IN THE FACILITY. | WILL NOT ADMINISTER ANY DRUG OR ANY MEDICATION
WITHOUT SPECIFIC INSTRUCTIONS FROM THE PHYSICIAN OR THE CHILD’S PARENT, GUARDIAN, OR
FULL-TIME CUSTODIAN.

SIGNATURE OF ADMINISTRATOR DATE




