Child’s Face Sheet/Enrollment Form

For Group Child Care
                                                                                                                     
Program: Little Footprints Learning Center                    
Child’s Name:_____________________________________   Telephone #:_______________________

Street Address:_________________________ City: ____________ State: ______  Zip code:_________

Date of Birth:_________    Age at Admission:______   Sex:_______ Primary Language:____________

Eye Color:________  Hair Color:_________  Skin Color:_________  Height:_______  Weight:_______

Identifying Marks:___________________ Allergies/Special diet:_______________________________

*A copy of a current physical and immunization record is required for enrollment.

Parent/Guardian Information:

1. Parent’s Name: _____________________________________ Home Phone #:___________________

Address:____________________________________________E-mail___________________________

Work Phone #:________________________________  Cell Phone #:____________________________

Business Name:____________________________________ Hours at Work:______________________

Business Address:_____________________________________________________________________
2. Parent’s Name: ______________________________________ Home Phone #:__________________

Address:___________________________________________ E-mail___________________________

Work Phone #:________________________________  Cell Phone #:____________________________

Business Name:____________________________________ Hours at Work:______________________

Business Address:_____________________________________________________________________

Additional Information:

Child’s Physician’s Name:__________________________________  Phone #:____________________

Address:____________________________________________________________________________Chronic Health Conditions:_____________________________________________________________

Special Limitations or Concerns:_________________________________________________________

I certify that documentation of physical examination and immunizations, in accordance with public school health requirements, and lead poisoning screening in accordance with public health requirements, are on file at my child’s school.

X______________________________________                          _______________________

Parent/Guardian Signature                                                                Date
Developmental History and Background Information

Child’s Name: _________________________________________ Date of Birth: __________________


Developmental History:

Age began sitting ___________   crawling ____________  walking __________   talking ___________

Any speech difficulties? _________________________ Language spoken at home?________________   Special words to describe needs? _________________________________________________________
   Health:
Any complications at birth? _____________________________________________________________

Serious illnesses and/or hospitalizations? __________________________________________________

Physical conditions or disabilities? _______________________________________________________

Allergies (i.e. hay fever, insect bites, food)? ________________________________________________

Regular medications? __________________________________________________________________

   Eating Habits:

Special characteristics or difficulties? _____________________________________________________

Favorite foods? ___________________________ Foods refused? ______________________________
   Toilet Habits:

Is a potty-chair or special child seat used at home? ___________________________________________

How does your child indicate bathroom needs (i.e. special word)? ______________________________

Is your child ever reluctant to use the bathroom? ____________________________________________

   Sleeping Habits:

Does your child nap during the day (if yes, when/how long) ? _________________________________

When does your child go to bed at night? _______________ Get up in the morning? _______________ Any special characteristics or needs for sleeping? ___________________________________________

  Social Relationships:

How would you describe your child? _____________________________________________________

Any previous experiences with other children/child care?  _____________________________________

Reaction to strangers? _________________________ Able to play alone? ________________________

Favorite toys/activities? _______________________Fears (the dark, animals, etc)? ________________________
How do you comfort your child? _________________________________________________________

What is the method of behavior management/ discipline at home? __________________________​​​​____

What would you like your child to gain from this school/child care experience? ____________________ ____________________________________________________________________________________ 

  Daily Schedule:

Please describe your child’s daily schedule on a typical day: ___________________________________

____________________________________________________________________________________
Is there anything else that we should know about your child? __________________________________ 
Holidays:
Please feel free to share any beliefs or traditions that are relevant to your child’s time at school. (i.e. if you do not celebrate certain holidays, any traditions you’d like to share, etc.). _____________________
____________________________________________________________________________________
____________________________________________________________________________________

Parent/ Guardian Signature: ______________________________    Date:______________________       

SUNSCREEN PERMISSION SLIP

 I give Little Footprints Learning Center staff permission to apply sunscreen to my child _______________________, as needed.  I understand that sunscreen is provided by the school; however, I may opt to send my own. I also understand that it is my responsibility to apply sunscreen to my child in the morning, before coming to school, and LFLC staff will re-apply it, as needed. 
____Use school provided sunscreen (Research is done each year and a sunscreen with a safe rating of 1 - 2 from 

                                                                                                               the EWG is used for the children.)

____I will provide my own sunscreen (Aerosol sunscreen not allowed)


          X_______________________                    ________________

                                 Parent’s signature                                                          Date





*For All Students:

How will your child arrive at and depart the program (please check):  


_____Parent/other designated person     ______Supervised walking
 _____Public/private bus or van     _____Other (please specify): _________________
Permission For Walks, Photographs, And Videotaping

Child’s Name:____________________________________________

*Little Footprints Learning Center may take and use photographs of the children for school related purposes only, such as special activities, student projects, and bulletin boards. These photographs would only be posted within the school classrooms.

Do you give permission for Little Footprints Learning Center to photograph your child for school purposes, only?

(please circle one)                Yes            No

*Through our website and Facebook page, we want to keep parents up-to-date with information, and let you see what your child is doing at school. In order to do this, we post pictures of the children engaged in activities while at LFLC. Names are only used on closed or private Facebook pages, never on the public page or the website.

Check ONE:

_______  I give permission for school related photos of my child to be posted on LFLC’s website and all school Facebook pages.  I understand that at any time, I may request to have my child’s photos removed.  

________ I will only allow my child’s photos to be posted on Facebook pages that are “closed” or “private”. These pages will only be accessible to current parents and staff.
________ I do not want any photos of my child to be posted on Little Footprints Learning Center’s website or any Facebook pages.
*On some occasions, a newspaper photographer may take photographs of the children from Little Footprints Learning Center and publish it in the newspaper.  This may happen when on a field trip, neighborhood walks, special events, etc.

Do you give permission for your child to be photographed by a newspaper?

(please circle one)                Yes            No

*Do you give permission for your child to go on neighborhood walks, which will be properly supervised by Little Footprints Learning Center staff? These walks are in the West Meadow neighborhood (never rte 97).
(please circle one)                Yes            No

X__________________________________                       _________________
Parent’s Signature *Required*                                         Date
Parent Handbook Agreement
I have read, understand, and agree to all policies stated in Little Footprints Learning Center’s Parent Handbook, including the following:

(Please initial):
                                              Late-Pick Up Policy
_______ The center closes promptly at 5:30 PM.  If a child is here beyond this time, a late fee will be charged at the rate of $2.00 per minute. Also, parents must adhere to any other scheduled pick-up hours that the child is enrolled, such as our 12:00 or 3:00 slot, or a $2.00 per minute late fee will be charged, as well.
Late Tuition Fees

______Tuition that is not paid by the due date will be charged a $15 late fee for each week that payment is late.
Holidays/School Closings

______When tuition fees are determined, school closings are taken into consideration.  Parents are still required to pay full tuition during school vacation weeks, weeks that contain a holiday or snow day, and days that your child does not attend.

Plan for the Management of Infectious Diseases

______A child will not be admitted into the center until he or she is over the illness, which means without fever or symptoms for a minimum of 24 hours without medication (i.e. fever-reducing meds).
Withdrawal from the Program and Change of Schedule

______In the event that you would like to withdraw your child from the program, a two-week written notice is required.  If you choose to withdraw your child from the program without notice, you will still be obligated to pay for the remaining two weeks. If you would like to decrease the number of days and/or hours that your child attends, a two-week written notice is required.
Past Due Tuition

______Parents are responsible to pay all current and past due tuition.  If a child is withdrawn from the program and tuition is still owed, parents are still obligated to pay all tuition owed. Little Footprints Learning Center will take full legal action for all debts not paid.

*Please note that parents must agree to all school policies in order for your child to attend.


X______________________________________________                 __________________________

                Parent’s Signature *Required*                                          Date

First Aid and Emergency Medical Care Form

For Group Child Care 102 CMR 7.09(3)

Child’s Name: ____________________________________________   Date of Birth:_______________

I authorize staff in the childcare program who are trained in the basics of first aid, to give my child first aid, when appropriate.  I understand that every effort will be made to contact me in the event of an emergency requiring medical attention for my child.  However, if I cannot be reached, I hereby authorize the program to transport my child to the nearest medical care facility, and to secure necessary medical treatment for my child.

Child’s Physician’s Name:________________________________________  Phone #:______________

Physician’s Address:__________________________________________________________________

Child’s Allergies:_____________________________________________________________________

Chronic Health Conditions:_____________________________________________________________

1. Parent’s Name:___________________________________  Home Phone#:_____________________

Work Phone #:______________________________         Cell Phone #:__________________________

_

2. Parent’s Name:____________________________________  Home Phone#:____________________

Work Phone #:______________________________         Cell Phone #:__________________________

Health Insurance:________________________________________   Policy #:_____________________

Emergency Contacts (in order to be contacted if parent’s

cannot be reached) and Alternate Pick-Up Persons:

1. Name:______________________________ Address:_______________________________________

 Phone #:___________________________ Relationship to child:_______________________________

Do you give permission for your child to be released to this person in an emergency and/ or as an alternate  pick-up person?   Yes___________       No__________

2. Name:______________________________ Address:_______________________________________

 Phone #:___________________________ Relationship to child:_______________________________

Do you give permission for your child to be released to this person in an emergency and/ or as an alternate  pick-up person?   Yes___________       No__________

3. Name:______________________________ Address:_______________________________________

 Phone #:___________________________ Relationship to child:_______________________________

Do you give permission for your child to be released to this person in an emergency and/ or as an alternate  pick-up person?   Yes___________       No__________


X________________________________________________                    ____________________

Parent’s Signature *Required*                                                        Date

Emergency Card Information
(Please fill out all information completely, even if you’ve included the information elsewhere.  
These forms are taken with us on field trips or during an emergency evacuation.)

Child’s Name: _______________________________  Date  of  Birth: _______________

Street Address: ______________________ City:___________ State:____ Zip:________
Known Allergies/medical conditions:__________________________________________
Instructions to Reach Parent/s:

1. Parent’s Name: ____________________   Address:____________________________

Home Phone #:___________________​__   Work Phone #:_______________________

Cell Phone #:______________________ 

2. Parent’s Name: ____________________   Address:____________________________

Home Phone #:___________________​__   Work Phone #:_______________________

Cell Phone #:______________________

Child’s Physician:

Physician’s Name: ______________________________ Phone #: __________________

Address:________________________________________________________________

Emergency Contact persons if parent’s cannot be reached:

1. Name:________________________________________ Phone #:_________________    Address:________________________________________________________________

2. Name:________________________________________ Phone #:_________________   Address:________________________________________________________________
Medical Emergency Treatment:

 I hereby give Little Footprints Learning Center permission to administer basic first aid and/or CPR to my child and/or take my child ______________________, to the nearest hospital and to secure medical treatment when I cannot be reached, or when delay would be dangerous to my child’s health.

           X_______________________________             _____________

                   *Parent’s signature required                             Date

Insurance Information (optional):

Company  Name:________________________________________ Policy #: _____________________
Policy Holder:_________________________________  Participating Hospital:___________________

Office Use Only�Date of Admission:_______________





For Infant & Toddler Students only:�


Are disposable/cloth diapers used? ______   Is there frequent occurrence of diaper rash? _____________


Do you use powder, lotion or other? _______________________________________________________ �Problems with diarrhea or constipation? ____________________________________________________


Are bowel movements regular? _____________  How many per day:____________


Please describe any particular toileting procedure to be used for your child at the center:______________�____________________________________________________________________________________


Does your child sleep in a crib or bed?_____________________________________________________��________(Please check and sign below )  I give permission for LFLC staff to apply diaper cream to my child, _______________________, as needed or as instructed. I understand I am responsible for providing the diaper cream. �                                                   �                                              X___________________________               _______________�                                                                             Parent’s signature                                      Date                                                      








