


NLW CHRISTIAN ACADEMY CHILDCARE CHILDREN ENROLLMENT FORMS
STUDENT INFORMATION                                DATE OF BIRTH:__________
			    	              DATE OF ENROLLMENT:__________		
STUDENT SOCIAL SECURITY NUMBER: ________________           MEDICAID/INSURANCE NUMBER_______________
CHILD’S FULL NAME:_____________________________________________________________________________
CHILD’S PHYSICAL ADDRESS:______________________________________________________________________
PRIMARY HOURS OF CARE:	FROM:____________________		   TO: _____________________
DAYS OF THE WEEK IN CARE:  MONDAY       TUESDAY       WEDNESDAY       THURSDAY       FRIDAY
MEALS TYPICALLY SERVED WHILE IN CARE: BREAKFAST       LUNCH       PM SNACK
FAMILY INFORMATION:                     CHILD LIVES WITH:___________________________
MOTHER’S NAME________________________		FATHER’S NAME: __________________________
ADDRESS:______________________________		ADDRESS:________________________________
HOME PHONE:__________________________		HOME PHONE:____________________________
EMPLOYER: ____________________________		EMPLOYER:_______________________________
ADDRESS:______________________________		ADDRSS:_________________________________
WORK PHONE:___________CELL____________		WORK PHONE:___________CELL_____________
CUSTODY:	MOTHER__________	FATHER_________	BOTH__________	OTHER_______
MEDICAL INFORMATION
I hereby grant permission for the staff of this facility to contact the following medical personnel to obtain emergency medical care if warranted.
DOCTOR:______________________ 	ADDRESS:_____________________	PHONE:_____________
DOCTOR:______________________ 	ADDRESS:_____________________	PHONE:_____________
DENTIST:______________________ 	ADDRESS:_____________________	PHONE:_____________
PLEASE LIST ALLERGIES, SPECIAL MEDICAL OR DIETARY NEES, OR OTHER AREAS OF CONCERN:_________________   
_____________________________________________________________________________________________
_____________________________________________________________________________________________.

HELPFUL INFORMATION ABOUT CHILD:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________.
CONTACTS
CHILD WILL BE RELEASED ONLY TO THE CUSTODIAL PARENT OR LEAGAL GUARDIAN AND THE PERSONS LISTED BELOW.  THE FOLLOWING PEOPLE WILL ALSO BE CONTACTED AND ARE AUTHORIZED TO REMOVE THE CHILD FROM THE FACILITY IN CASE OF ILLNESS, ACCIDENT, OR EMERGENCY, IF FOR SOME REASON, THE CUSTODIAL PARENT OR LEGAL GUARDIAN CANNOT BE REACHED.

_____________________________________________________________________________________________
NAME			ADDRESS			WORK #			PHONE#
__________________________________________________________
NAME			ADDRESS			WORK #			PHONE#
_____________________________________________________________________________________________
NAME			ADDRESS			WORK #			PHONE#
__________________________________________________________
NAME			ADDRESS			WORK #			PHONE#

KID CODE_________(SECRET WORD BETWEEN PARENT AND CHILD FOR IDENTIFICATION AND PICKUP)	   

IMMUNIZATION RECORDS: ___ON FILE  ___COMPLETE  __INCOMPLETE
________________________  					_____________
SIGNATUREOF PARENT/GUARDIAN						DATE
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