STEPPING STONES LEARNING CENTER, INC.
CHILD’S ENROLLMENT FORM
BEFORE AND AFTER SCHOOL PROGRAM
KINDERGARTEN BEFORE AND AFTER CARE
This form must be in the Center’s possession prior to the

first day your child begins care.

CHILD INFORMATION
Child’s Full Name: ______________________________  Nickname: _________ Date of Birth:___________

Age at Admission: _________________ Date of Admission:____________________ Sex: ______________

Child’s Home Address: ___________________________________________________________________

Home Number: ____________________ Primary Language of Child:_____________ of Parents_________

Identifying Marks:_________________________ Eye Color:_______ Hair Color:__________ 

Height: _____________  Weight: __________________

PARENT / GUARDIAN INFORMATION
Parent /Guardian Name: __________________________________________________________________

Relationship to Child: ____________________   Reachable Telephone Number: _____________________

Home Address: _________________________________________________________________________

Email Address: ____________________________

Business Name: ________________________________________________________________________

Business Address: ______________________________________________________________________

Business Phone Number: ___________________________  Hours at Work:_________________________

Parent /Guardian Name: __________________________________________________________________

Relationship to Child: ____________________   Reachable Telephone Number: _____________________

Home Address: _________________________________________________________________________

Email Address: ____________________________

Business Name: _________________________________________________________________________

Business Address: ______________________________________________________________________

Business Phone Number: ___________________________  Hours at Work:_________________________

MEDICAL INSURANCE INFORMATION

Child’s Physician: ______________________________________________________________________

Address: _____________________________________________  Telephone:_______________________

Insurance Subscriber's Name: _________________________________ Policy #: ___________________ 

Type of Insurance: _________________________________ [ ] Copy of Insurance Card 
Information on allergies, special diets, chronic health conditions, special limitations, concerns including medications child is taking at home/school and possible side effects: ________________________________________________________________________________________________________________________________________________________________________ 
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.  Parent/Guardian initials _______
TRANSPORTATION
My child will arrive at the program:


My child will depart from the program:

_____
   Parent Drop Off  




____     Parent Pick Up
_____
   Supervised Walk
_____
   Contracted Bus / Van



____     Contracted Bus / Van
_____
   Private Transportation Arranged by Parent

____     Private Transportation Arranged by Parent
_____
   Other





____     Other
Current School:____________________________________ School Phone Number:____________________

School Address:___________________________________________________________________________

PICK UP AUTHORIZATION 

I, ____________________________________, authorize the following people to pick up my

(name of parent or guardian)

child ______________________________________________  from Stepping Stones Learning Center.




(name of child)

Please print names and relationship to child.
Name




Relationship
____________________________      /  ______________________________

____________________________      /  ______________________________

____________________________      /  ______________________________

____________________________      /  ______________________________

There are people who MAY NOT pick up my child:    ( YES   / NO  )

If yes, please identify them:

____________________________      /  ______________________________

____________________________      /  ______________________________

I understand that my child will not be dismissed to anyone without proper identification.

ADDITIONAL INFORMATION

Custody Agreements, court orders and/or restraining orders pertaining to the child? Yes /No

If yes, please attach.

Special limitations or concerns? Yes / No

If yes, please explain: ____________________________________________________________________

___________________________________


________________________________


Parent /Guardian Name (please print)



Date:

___________________________________

Parent / Guardian Name (please sign)

EMERGENCY INFORMATION SHEET

(This form follows your child)
Child Name: ________________________________
Date of Birth:_____________________
I, hereby give authorization to staff of STEPPING STONES LEARNING CENTER, INC. permission to administer basic first aid and/or CPR to my child when appropriate.
I understand 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 Center to transport my child to the nearest medical care facility and/or to:___________________________________, and to secure emergency medical treatment for my child
Topical Medication/Ointments (Please list only those medications/ointments which you will allow Stepping Stones Learning Center to administer to your child's skin): Ex: sunscreen, insect repellent (bug spray), antibiotic cream. ____________________________________________________________________________________ 

____________________________________________________________________________________ 

Child’s Physician: ______________________________________________________________________

Address: _____________________________________________  Telephone:_______________________

Insurance Subscriber's Name: _________________________________ Policy #: ___________________ 

Type of Insurance: _________________________________ 
Child’s Allergies:________________________________________________________________________

Chronic Health Issues:___________________________________________________________________

Emergency Contacts
 (In the order to be contacted- include yourself)
Name: ________________________________________________________________________________

Address:_______________________________________________________________________________

Relationship to child:_____________________________________________________________________

Best Number to call: ___________________________ Secondary number to call: ____________________

Do you give permission for the child to be released to this person for an emergency:   YES  /  NO
Name: ________________________________________________________________________________

Address:_______________________________________________________________________________

Relationship to child:_____________________________________________________________________

Best Number to call: ___________________________ Secondary number to call: ____________________

Do you give permission for the child to be released to this person for an emergency:   YES  /  NO
Name: ________________________________________________________________________________

Address:_______________________________________________________________________________

Relationship to child:_____________________________________________________________________

Best Number to call: ___________________________ Secondary number to call: ____________________

Do you give permission for the child to be released to this person for an emergency:   YES  /  NO
_____________________________



______________________________

Parent /Guardian Name (please print)



Date:

___________________________________

Parent / Guardian Name (please sign)







Photo of Child








