CASTLETON KIDS

2011-2012 SCHOOL YEAR

APPLICATION FOR ENROLLMENT

(One per child)

CHILD’S NAME











BIRTH DATE


 AGE


 GENDER




PLEASE CIRCLE CHILD’S ENTERING GRADE: K   1   2   3   4   5   6   7

PLEASE CHECK:


FULL TIME (5 DAYS A WEEK)






PART TIME (CIRCLE DAYS NEEDED)   Mon  Tue  Wed  Thu  Fri

FOR VARYING SCHEDULES, PLEASE ATTACH A DETAILED NOTE EXPLAINING THE DATES.

PARENT OR LEGAL GUARDIAN #1
NAME:












ADDRESS:












CITY/STATE/ZIP:










EMPLOYER:











OCCUPATION:











HOME PHONE NUMBER:









WORK PHONE NUMBER:









PARENT OR LEGAL GUARDIAN #2
NAME:












ADDRESS:












CITY/STATE/ZIP:










EMPLOYER:











OCCUPATION:











HOME PHONE NUMBER:









WORK PHONE NUMBER:









HEALTH INFORMATION

(ONE PER CHILD)

CHILD LIVES WITH: Both Parents
   Mother
   Father
   Other
   

In an emergency, which parent should be contacted first? (circle one)



MOTHER

FATHER


OTHER



In the event neither parent can be contacted, we require names and numbers of emergency contact and emergency pick-up people:

1. Name




 Relationship (to child)




    
Home Phone Number



 Work Phone Number




2. Name




 Relationship (to child)




    
Home Phone Number



 Work Phone Number




PHYSICIAN AND MEDICAL SERVICE

Pediatrician Name




 Phone Number




Hospital Preference











Medical Insurance Co.



 Policy Id. Number




▪Castleton Kids is insured for liability, but does not have medical insurance for the Program staff and children.

THIS INFORMATION AND A COPY OF YOUR CHILD’S

YEARLY PHYSICAL SIGNED BY A DOCTOR MUST BE 

SUBMITTED BEFORE ATTENDING CASTLETON KIDS

In order to provide your child with the best services possible please let us know, along with a brief description, if your child has any of the following conditions:


Asthma












Diabetes












Ear Conditions











Special Diet












Allergic to Medications










Other Allergies











Epilepsy or Seizures











Eye Conditions











Nosebleeds












Regular Medications










PARENT OR GUARDIAN AUTHORIZATION FOR MEDICAL TREATMENT

As a parent or legal guardian of 



, I hereby authorize a  Castleton Kids staff member to provide the necessary emergency medical treatment/care for the above named child, if my spouse or I can not be reached.  I understand that attempts will be made to utilize my pediatrician and/or hospital preference, and agree that a Castleton Kids staff member may otherwise secure treatment for the above named child if conditions necessitate.

Parent or Guardian’s Signature





Date

RELEASE AUTHORIZATION

The following people have the authorization to pick up your child from the program without prior notice from you.  Your child will not be released to anyone not listed below unless written permission is received by the Program Director.

Unless a legal document is on file stating that a non-custodial parent is not allowed contact with their child, we are not legally responsible to keep this interaction from occurring.  If this applies to you, please attach a copy to the enrollment form.

Name

Relationship to Child

Name

Relationship to Child

Name

Relationship to Child

Name

Relationship to Child

Parent or Guardian’s Signature




Date
