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Admissions Form

Child’s Full Name_________________________________
Date of Birth_________________________

Address__________________________________________
Home Phone_________________________
Father’s Full Name_________________________
Home Phone________________________________

Cell Phone _______________________________
e-mail address_______________________________

Home Address (if different from above)______________________________________________________

Place of Employment and Address________________________________    Work Phone_______________

_______________________________________________________________________________________

Mother’s Full Name________________________
Home Phone________________________________

Cell Phone________________________________
e-mail address______________________________

Home Address (if different from above)_____________________________________________________

Place of Employment and Address_________________________________    Work Phone____________

_____________________________________________________________

Emergency Information

If neither parent can be reached if needed, call (please provide local people):

1. ___________________________
_______________________

    Name




Relationship

_________________________________________________________

_______________________

   Address







Telephone

2. ___________________________
_______________________


    Name




Relationship

________________________________________________

________________________

    Address






Telephone




Doctor’s Name and Practice_________________________________
Telephone____________________

Dentist’s Name and Practice_________________________________ Telephone____________________

Hospital Preference__________________________________________
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If your child has any allergies, takes medication, or has special dietary requirements, please describe:_________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

In the event that __________________________________ becomes ill or injured, I authorize the Starksboro Cooperative Preschool staff to seek emergency medical care.


Please give any other information about your child that would be helpful, such as play habits, sleeping habits, fears, likes, dislikes, etc. ______________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

I am interested in having my child attend preschool (8:00-1:00) on the following days (please circle)

Monday

Tuesday

Wednesday
Thursday
Friday

SCP’s doors are open from 7:30 am -5:30 pm.  Preschool runs from 8:00 – 1:00.  Please indicate any days you will need your child to arrive before 8 am or stay after 1 pm.
	
	Monday 
	Tuesday 
	Wednesday 
	Thursday 
	Friday

	I will need care from 7:30-8:00 

(indicate the time you will drop your child off)
	
	
	
	
	

	I will need care after 1 pm 

(indicate the time you will pick your child up)
	
	
	
	
	


Signature:____________________________________________________
Date: _______________________

   
  Parent or Guardian
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For SCP Staff use:





   Received:							Received:


Admission form  			(			Permission and statements of understanding (


Child abuse and neglect policy  	(			Record Check authorization  		(


Copy of Immunization form  	(			Reference letter #1  			(


Copy of insurance card  		(			Reference letter #2  			(


Non-prescription medication form  	(			Registration  				(


Parent Contract  			( 			Registration fee 	 			(





Handed out:


By-laws  	(


Parent Handbook (








