Preschool - Family Information

Father Name ____________________________________________ 
Address __________________________________________________
City/State/Zip Code________________________________________ 

Cell Phone ________________
Home Phone_______________
Employer_________________________________________
Position__________________________________________
Work Phone________________   
E-Mail_______________________________________
        
       (for school communications, very important)
Mother Name ____________________________________________   
Address___________________________________________________
City/State/Zip Code_________________________________________ 
Cell Phone ________________

Home Phone_______________ 
Employer ________________________________________
Position__________________________________________
Work Phone ______________ 
E-Mail_______________________________________

        
     
                 (for school communications, very important)
Parent’s marital status _____Married          _____Single     _____Divorced     _____Separated  

Child is living with         _____ Both Parents     _____ Mother     _____ Father          _____ Other
If separated or divorced who has legal custody? (Please circle)     Father     Mother      Other
If other, please explain._____________________________________________________________________
Do you attend church regularly?     Yes     No        If yes, where? _________________________________
What are your reasons, expectations for enrolling in preschool? 

__________________________________________________________________________________________________________________________________________________________

Describe your child’s relationship with the Lord.

__________________________________________________________________________________________________________________________________________________________











Siblings and ages

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Emergency/Medical Information
Emergency contacts need to live within an hour radius of Sioux Falls.

Emergency Contacts OTHER THAN PARENTS ! ! !
1.  Name _______________________________________Cell ____________Other Phone______________
     Address________________________________________________________________________________
     Relationship to Child_____________________________________________________________________
2.  Name _______________________________________Cell ____________Other Phone______________
     Address_______________________________________________________________________________
     Relationship to Child____________________________________________________________________
Individuals other than Emergency Contacts who are authorized to pick up my child. 

First Name          Last Name                     Relationship to Child                           Phone
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Special Emergency Information
I give permission for the Preschool staff to take whatever emergency measures are deemed necessary for the care and protection of my child while under their supervision.

In case of a medical emergency, I understand that my child will be transported to the nearest medical center by the local emergency unit for treatment, if the local emergency response team deems it necessary.

It is understood that in some medical situations, the staff will need to contact the local emergency response resources before the parent, guardian, child’s physician, or the person (s) acting on the parent’s behalf.

MEDICAL INFORMATION
Doctor’s Name __________________________________ Phone_____________________
Dentist’s Name__________________________________  Phone_____________________
Hospital Preference______________________________
ALLERGIES:  My child has allergies as determined by a physician.      Yes    No     If yes, please explain. __________________________________________________________________________________________
__________________________________________________________________________________________
Has or does your child have a medical condition/disease/illness we should be aware of?     Yes     No
If yes, please explain.
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Does your child take any medications prescribed by a physician?  Yes    No    If yes, please list.
____________________________________________________________________________________________________________________________________________________________________________________________________

Preschool - Child Information

Child’s Name_____________________________________   Nick Name _____________________ 
Birthday_________________                                              Gender     _____ Male          Female

Please mark first AND second choice               School year applying for_____________ 
Beginner classes   
Tuesday/Thursday

_______ AM  8:30-11:15    3 by 9/1
Monday/Wed/Friday

_______ AM  8:30-11:15    3 by 9/1
Pre-Kindergarten classes

Tuesday/Thursday

_______AM   8:30-11:15     4 by 11/1
Monday/Wed/Friday

_______AM   8:30-11:15     4 by 9/1

Tuesday/Wed/Thursday 
_______PM   12:30-3:15     4 by 9/1
Mon/Tues/Wed/Thurs


 PM   12:30-3:15     4 by 9/1
Kinder-Ready class







Mon/Tues/Wed/Thurs/Friday 
            AM   8:30-11:15     5 by 12/1    


Please answer ALL questions:

1.  What language(s) is spoken at home?




_________________________

2.  Which language did your child learn when he/she first began to talk?
_________________________

3.  What language does your child most frequently speak at home?
_________________________

4.  What language do you most frequently speak to your child?

_________________________

5.  What other language(s) can your child speak?



_________________________
Has your child ever received any special services we should be aware of; for example, PT, OT, Speech, Head Start, etc.     
Yes
No
If yes, please describe.
____________________________________________________________________________________________________________________________________________________________________________________
Was your child born prematurely?   Yes      No     If yes, please explain.
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
Does your child have any vision/hearing concerns?    Yes    No     If yes, please explain.
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
Does your child have any emotional/physical or behavioral concerns?   Yes   No  If yes, please explain.
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

How did you hear about our preschool?
_________________________________________________________________________________________
Please read and initial the following statements showing you agree and will abide by the guidelines set forth by Christian Center Educational Services.

______The Center has full discretion in the discipline of my child in accordance with the discipline policy.

______The Center reserves the right to dismiss any student who does not cooperate with the educational process.

______I have read and agree to uphold the Tuition and Fee Agreement. 

______I grant permission for my child to go on field trips provided there are adequate notifications, supervision and safety precautions taken.

______I grant permission for my child to be included in any photos the Preschool may use for school newsletters, yearbooks, web pages, and promotions. 

______I will not hold the Center or its employees liable in case of accident.

_____If I need to withdraw my child from the program before the end of the school year, I will submit written notice to the school office before the 15th of the month.  

Mother/Guardian signature________________________________________________Date_____________
Father/Guardian signature_________________________________________________Date_____________
South Dakota Immunization Information System (DHS) Access Agreement

To ensure the South Dakota Department of Health is aligning with the Health Insurance Portability and Accountability Act (HIPPA) Omnibus Rule, a School Health Official must obtain parent, guardian or legal representative agreement before accessing a student’s immunization record in the South Dakota Immunization Information System (SDIS).  No student record shall be accessed by a School Representative in the SDIS without parent, guardian or legal representative agreement.

Student LAST Name___________________________FIRST Name___________________________________
I give permission to the School Representative of the Preschool at 6300 W 41st Street, Sioux Falls, SD 57106, access to the above child’s immunization record in the South Dakota Immunization Information System.

Signature_____________________________________________________________Date________________

             Parent/Guardian

In lieu of written consent, verbal consent was obtained from ____________________________________

Signature ____________________________________________________________Date_________________

              School Representative
Office Use Only


Date_______________


Registration Fee Pd____


Check # ____Cash ___


Class Assigned________


CE Complete_________


Shot Records__________


Staff Name __________








