ENROLLMENT RECORD

Enrollment Information (Please Print)

CP-115

CHILDREN’S PALACE

CHRISTIAN LEARNING CENTERS
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Children's
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Authorized to pick child up from center'

List
in

inorder of preference to contact in the event of an emergency

which we are unable to contact either parent)

Nama

Address

Phone DL #

Emergency Medical Authorizations

MName

Address

Phone Number

Doctor

Dentist

Hospital

I hereby aulhorize Children's Palace Christian Leaming Cenlers 1o take my child

o the above named

ign or facility for medical lreatment in the event of an

emergency in which negher parent can be reached.

Signature

Date

| hereby autharlze Children's Palace Christian Leamning Centers to transport my
child to or from school, on educational excursions, or on other center sponsored

aclivities.

Signature Date
| acknowiedge receipt of “A Parenl’s Guide to Day Care™.
Signature Dale

| hersby authorize any licensed physician or medical reatment canter o
treat my ehild In case of an emergency in which the above named docler
cannol respond.

Signatura Caale.

| hereby authorize Children's Palace Chiistian Leaming Centers to include my
chid in supsrvised water activities,

Signalura Data

| hereby authorize Children's Palace Christian Leaming Cenlers fo use my child's
phalograph In pramaticnal materials such as Handbooks, Brochures, elc.

Slgnature Date
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HEALTH REQUIREMENTS

Name of Child | Date of Birth:

IMMUNIZATIONS | Date/ dosel | Date/ dose 2 Date/ dosed | Date/ booster | Date/ booster
DFTTD

POLIQ

MMR

HLE

T.B. Test (frequired) | ( )Pogitive | () Negative | Date:

¥Yaricella

Hep B

Hep A

PCV 7

Signature — Physician or Health Personal Date Signature — Staff Making Handwritten Copy Record Date

ADMISSION REQUIREMENT: One of the following must be presented when your preschool age child is admitted
to the day care facility or within ONE WEEK of admission. Check to indicate the option you select.

( ) DOCTOR'S STATEMENT: I have examined the above named child within the past year and find that he/she
is physically able to take part in the day care program.

Physician’s Signature Date

( ) A copy of the medical screening form of the Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Program, if no referral for further diagnosis and treatment is indicated.

{ ) A form or written statement from a health service or clinie.
If you do not have any of the above:

( ) PARENT’S STATEMENT: My child has been examined within the past year by a licensed physician and is
able to participate in the day care program:

Name and address of Physician OR address of EPSDT Screening Site

Within the next 12 months, I will obtain a physician’s statement, a copy of the medical sereening from the EPSDT
Program, or a form or statement from a health service or clinic and will submit it to the day care facility.
OR

( ) My child has an appointment for a physical examination:

Date:

Name and Address of Physician OR Address of EPSDT Screening Site:

I will submit the physician’s statement, EPSDT form, or health service or clinic form to the day care facility
following the examination.

Signature — Parent or Legal Guardian Date
Note: If medical diagnosis and treatment and/or immunization and TB testing conflict with your religious beliefs,
you must sign an affidavit to that effect and attach it to this form. If inmunization and/or TB testing would be
injurious to your child or family, you must obtain a certificate (signed by a physician) to that effect and attach it
to this form.





