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Please consider my son/daughter (circle) as a student starting (start date): ______________________ into: 
Mother’s Morning Out
(16 to 24 months)
____ Two-Day Program (TTh) minimum of 6

Toddler Two’s
(24 months old by October 31st) 
	____Two-Day Program (TTh)       ____Three-Day Program (MWF)	____Five-Day Program (M-F)

Two’s 
(2 years old by August 31st)
____ Two-Day (TTH)  _____ Three-Day Program (MWF)  ____ Five-Day Program (M-F)

Preschool
(Must be 3 years old by August 31st  and  potty trained)
	____Three-Day Program (MWF)			____Five-Day Program (M-F) minimum of 8

Prekindergarten
  (Must be 4 years old by August 31st) 
____ Three-Day Program (MWF)     					____ Five- Day Program (M-F)

Student Information
Student Name: 
__________________________________________________________________________________________
Last 					First 				Middle
Student Home Address: ________________________________________________________________________________
Street 						City 		State 	   Zip
Student Home Phone: _______________________ 	Date of Birth: __________________________________
Persons authorized to pick up your child at school: __________________________________________________
__________________________________________________________________________________________
In case of emergency, list contact name, address and daytime phone number (list at least three): (1)________________________________________________________________________________________
(2)________________________________________________________________________________________
(3)________________________________________________________________________________________

Family Information

Parent’s Name: __________________________ 	Parent’s Name:_______________________________
Relationship To Child: ______________________  	Relationship To Child: ___________________________
Home Address: ___________________________  	Home Address:________________________________
________________________________________ 	  ____________________________________________
Home Phone: ____________________________     	Home Phone:__________________________________ 
Pager and/or Cellular Phone: ________________	 Pager and/or Cellular Phone: _____________________  
Email Address: ___________________________ 	Email Address: ________________________________
Occupation: _____________________________ 	Occupation: ___________________________________
Job Title:________________________________ 	Job Title: _____________________________________
Name of Business:________________________ 	Name of Business: _____________________________
Business Address: ________________________ 	Business Address: _____________________________
Business Phone: _________________________	 Business Phone: _____________________________
Do you attend church? ____ If yes where ________________________________________________________
Who does child live with on a full time basis? ______________________________________________________

How were you referred to our school? (name of source if possible) ____________________________________________________________________________________

Other children in family: Name 			Date of Birth 		        Current Preschool/School
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

Medical Information
Name of Child’s Physician: ____________________________ 	Phone Number: _________________________
Name of Child’s Dentist: ______________________________	Phone Number: _________________________
Local Person for Emergency (Name): ____________________________________________________________
Relationship:________________________ 			Phone Number: _________________________
Please list any medicines or food to which your child is allergic:________________________________________
__________________________________________________________________________________________
Please list any medications your child takes on a regular basis: ________________________________________
_____________________________________________________________________________   * A Copy of Your Child’s Most Immunization Record is Required to be on File**
Information about your child
Has your child been cared for by anyone other than parents? ________________________________________
Previous childcare/school experience
		_________ half day preschool			__________ full day child care center
		_________ family child care			__________ other
Home Language: _________________________
Can your child communicate his/her wants and needs in English? ___________________________________
Is your child receiving Early Intervention Services, ie speech therapy, etc _______________________________
Does your child use the restroom independently? _________________________________________________
	If not, what strategies are you using at home?


Does your child need help dressing or undressing? _________________________________________________
Does your child take a nap? ___________, if so at what time(s) _______________________________________
Does your child have any special fears? __________________________________________________________
Does your child dislike any particular foods? _______________________________________________________
Is anyone in your home military? ____________________, if so are they deployed? _______________________

Play Experiences
Favorite games _____________________________________________________________________________
Favorite Toys _______________________________________________________________________________
Outdoor Activities ___________________________________________________________________________
Books ____________________________________________________________________________________
Favorite TV show ___________________________________________________________________________
Activities with other children ___________________________________________________________________

My Child’s Growth and Development
My Child really enjoys:					Things my child does well:




Things I would like for my child to improve on:		What techniques are effective in caring for your child?











 (
Parental Release and Authorization Form
) (
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)


Medical Authorization
________ (initials) I agree that FUMP staff may authorize the physician of their choice to provide emergency treatment in the event that neither I nor our family physician can be contracted immediately.  FUMP agrees to provide transportation to an appropriate medical resource in the event of an emergency and will not administer any drug or medication without specific instructions from the physician.  In the event such accident or illness, all medical expenses incurred are my responsibility.  I release FUMP, and all of its employees, officers, directors, servants, and agents from liability incurred as a result of any act they may perform on behalf of my child.
Delivery of Students
________ (initials) I agree that when delivering my child to school, I or the person I have authorized to drop off my child, will personally deliver my child to his/her teacher or the staff person in charge.  I further agree that when picking up my child, I or the person I have designated, will personally come into the school and receive my child from his/her teacher or staff person in charge.  At no time will I leave my child at the school without first making my presence know to the staff, nor will I take my child from the school without notifying my child’s teacher.  I further agree that I or the person I have authorized to deliver and/or pick up my child will sign my child in/out on a daily basis.
Field Trips and Special Activities
________ (initials) I understand that FUMP organizes off-campus family field trips.  On these occasions, I agree that I am responsible for my child at all times and also for transportation to and from the designated location.  I agree that I will hold FUMP harmless for any harm or accident that occurs to my child on these field trips.
Photo Authorization
________ (initials) I do ____, I do not ____ give my permission for my child to be photographed or videotaped by FUMP.  I understand that the photos will be used to document my child’s participation in various school activities and could be used for public display to other students, parents, and teachers. 
Discipline Policy and Parent Handbook
________ (initials) I have received a copy of the FUMP discipline policy and parent handbook.  The policies have been discussed with me and all my questions have been answered.  I understand that I will be consulted for advice and/or suggestions of other disciplinary actions for my child, if necessary.
Confidentiality Statement
________ (initials) Information pertaining to your child is considered confidential and will not be released by FUMP to third parties without first obtaining your written permission.  However, it may be necessary to share relevant information relating to your child’s family situation, medical status and behavioral characteristics with authorized members of the state child care licensing agency or with persons authorized by the state licensing regulations or law to receive such information.
Change of Status
________ (initials) I agree to notify FUMP immediately of any changes that occur in the information provided in this enrollment application including work and home address, phone numbers, physician’s name, living arrangements, health information, emergency contacts, etc.
Tuition Agreement
Acceptance of the Student Enrollment Agreement and receipt of the non-refundable registration fee and supply fee, assures your child a place in First United Methodist Preschool.  In return the parents are expected to honor the Agreement for the term of the school year, unless extenuating circumstances arise or if a mutual agreement advantageous for the child is made to dissolve the contract.
I understand and agree that tuition is due monthly for the 9-month school year at the first of each month.  Failure to pay monthly tuition in a timely manner may result in disenrollment from the program.  I agree to the terms of this Agreement and in the event I need to remove my child from the program, I will provide a 30-day notice or I accept that tuition for that month must be paid in full.

Signatures







________________________________		______________________________________
Parent				 			 Parent					Date  
 (
First United Methodist Preschool       324 Miller Blvd                                Havelock, North Carolina 28532
) (
CHILDREN’S MEDICAL REPORT
)


Name of Child ______________________________________________	Date of Birth _____________________
Name of Parent or Guardian ___________________________________________________________________
 (
Medical History (May be completed by parent/guardian
Is child allergic to anything? _____ 
yes
, _____
 no 
: if yes, what?______
_____________________________
Is child currently under a doctor’s care? _____yes, _____ no: if yes, for what reason? _________________
_______________________________________________________________________________________
Is
 the child on any continuous medications? _____ 
yes
, _____ no: if yes what? _______________________
_______________________________________________________________________________________
Any previous hospitalizations or operations? _____ 
yes
, _____ no: if yes when and for what? ___________
_______________________________________________________________________________________
Any history of significant previous diseases or recurrent illness? _____ yes, _____no:
Diabetes _____ yes, _____ no; Convulsions _____ yes, _____ no; Heart Trouble _____ yes, _____ no
If others, what/when?
 ____________________________________________________________________
Does the child have any physical disabilities? _____ yes, _____ no
: if yes, please describe ______________
_______________________________________________________________________________________
Any medical disabilities? _____ yes, _____ no: if yes, please describe ______________________________
______________________________________________________________________________________
Signature of Parent or Guardian ___________________________________ Date ____________________
)










Over The Counter Medication Form 2012-2013

To be completed by Parent/Guardian: Medication Allergies: _____________________ 
Name of student___________________________ Telephone Number: ______________________ 
(Best contact number during school hours) 
To be given: from (dates) _____________ to _____________ or entire school year _____________ 

*Please write the appropriate dose for your son/daughter 

	Medication Name                          *Dose           Time to be given       Indications             Contraindications 
                                                                                                        for use                         for use

	Benadryl (Diphenhydramine) 

	Neosporin/Bacitracin ointment 

	Hydrocortisone cream 

	Benadryl cream 

	Cough Drops 

	Other: 


I hereby give my permission for my child (named above) to receive this over the counter medication during school hours. I hereby release FUMP and their agents and employees from all liability that may result from my child taking this medication. 
Parent’s signature ___________________________________ Date _____________
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