ST. MARK
CHILD DEVELOPMENT CENTER
APPLICATION FOR PRESCHOOL ENROLLMENT

School Year______________
Fall___________
Summer___________

Class applying for (circle one):
Infant
Toddler
K-2
K-3
K-4

Full Name of Child:
________________________________
Sex:
__________

Address/City/Zip Code:
______________________________________________

Telephone:
__________
Birthdate:
__________
Place of Birth:
____________

How did you learn of St. Mark Child Development Center?

_________________________________________________________________

Have you previously applied for this child to enroll in SMCDC?  Yes_____
No_____


If yes, when?  ___________________

FAMILY INFORMATION:


Name of Parents/Guardians:
Mother/Female Guardian:
_____________________________________

Occupation:
______________________
Business Telephone:
_________

Place of Employment:
_________________________________________

Marital Status (circle one):
Married
Separated
Divorced
Widower

Father/Male Guardian:
_______________________________________

Occupation:
______________________
Business Telephone:
_________

Place of Employment:
_________________________________________

Marital Status (circle one):
Married
Separated
Divorced
Widower

ST. MARK CHILD DEVELOPMENT CENTER

IDENTIFICATION AND EMERGENCY INFORMATION

Name of Child:
_________________________
Date of Birth:
_______________

Address:
______________________________
Telephone:
_________________

Mother or Guardian:
____________________
Maiden Name:
______________

Employment:
__________________________
Phone:
_________
Hours:
______

Father or Guardian:
____________________


Employment:
__________________________
Phone:
_________
Hours:
______
(If either parent is a student, please list name of school, phone, and current schedule.)

____________________________________
Phone:
________
Days:
______


____________________________________
Phone:
________
Days:
______

Persons authorized to pick up child:

1. _________________________________

2. _________________________________

3. _________________________________

4. _________________________________

*Under no circumstances will child be released to anyone not known to the school without authorization from parents or guardians.
Person(s) to be called in case of emergency:

Name:
___________________________
Relationship to Child:
______________

Address:
________________________________
Telephone:
_______________

Name:
___________________________
Relationship to Child:
______________

Address:
________________________________
Telephone:
_______________

(Be sure to include someone who will know how to contract you.)
ST. MARK CHILD DEVELOPMENT CENTER

PERSONAL INFORMATION FOLDER FOR CHILD
FAMILY AND SOCIAL HISTORY
Telephone Number:
______________________
Date of Birth:
_______________

Full Name of Child:
____________________________________
Age:
______

Mother (or guardian):
___________________________________
Age:
______
Father (or guardian):
____________________________________
Age:
______

BROTHERS AND SISTERS OF CHILD

Name:
_________________
Date of Birth:
________
Grade in School:
_____

Name:
_________________
Date of Birth:
________
Grade in School:
_____

Name:
_________________
Date of Birth:
________
Grade in School:
_____

Other members in the household: (include relationship and age)
__________________________________________________________________

__________________________________________________________________
Has child had group play experience?  Yes
______
No
______


If yes, where?
____________________________________

CHURCH RELATED INFORMATION FOR FAMILY:

Religious Preference:
_____________
Church Now Attending:
______________

Pastor’s Name:
____________________
Telephone Number:
______________

Level of Involvement of Parent(s)  (circle appropriate response)

Member:
Yes
No

Attendance:


Morning
Regularly
Seldom/Never
N/A

Evening
Regularly
Seldom/Never
N/A

Mid-Week
Regularly
Seldom/Never
N/A

Sunday School
Regularly
Seldom/Never
N/A
Circle the following where applicable:


Sunday School Teacher
Leadership Role
Nursery Caregiver


Youth Activities
Children’s Advisor


Other:
________________________________________________

ST. MARK CHILD DEVELOPMENT CENTER

DEVELOPMENTAL HISTORY OF CHILD
Age at which child:
Crept on hands and knees:
_______
Sat alone:
________


Walked alone:
_______
Named simple objects:
_______


Repeated short sentences:
________
Skipped:
_______

Word child uses for:
Urination ____________
Bowel Movements
__________

Does your child dress self?____ Undress self? ___  Is child right/left handed
____

What time does the child usually eat Breakfast? _____
Lunch?_____
Dinner?
_____
Is family vegetarian?
________
Other dietary restrictions:
____________________

What time does child usually go to bed at night?
___________
Awaken
_________

Does he/she sleep well?
_______________________________________________

What are child’s favorites?


Indoor play activities?
__________________________


Outdoor play activities?
_________________________

Does child play with water?
____________________
Go barefoot?
____________

Does child have any special fears that you are aware of?
________________________


__________________________________________________________________

What method of behavior control is used in your home?


__________________________________________________________________

What is usual reaction?


__________________________________________________________________

How would you describe your child’s personality?
____________________________


__________________________________________________________________


__________________________________________________________________

HEALTH HISTORY OF CHILD
What past illnesses has he/she had?  At what age?

Chicken pox
___________
Scarlet Fever
_________
Diabetes
________

Mumps
_______________
Measles
_____________
Hepatitis
________

Does child have frequent colds?
Explain?
_______________________________


__________________________________________________________________

Does your child have:
Tonsillitis?
______
Ear aches?
_____
Nose bleeds?
___
Stomach aches?
____________
Does he/she vomit easily?
_____________

Does he/she run high fevers?

______________
Has he/she had any serious accidents?
_____
If yes, please explain:
__________


__________________________________________________________________

Is child allergic?
_________
If so, how does it usually manifest itself?
_________


__________________________________________________________________

Handicaps?
_____
Asthma?
______
Hay Fever?
_______
Hives?
_______

Nose Bleeds?
_______
Other?
_____________________________________

Do you know what his/her allergy is caused by?
__________________________

Please give a statement of your evaluation of your child’s overall health.


__________________________________________________________________


__________________________________________________________________

FOR SCHOOL USE ONLY

Illness:
__________________________
Date:
_______________

Illness:
__________________________
Date:
_______________

Illness:
__________________________
Date:
_______________

Illness:
__________________________
Date:
_______________

Accidents:


__________________________________________________________________


__________________________________________________________________

Other Health Information:


__________________________________________________________________


__________________________________________________________________

Cumulative Record:
__________________________________________________

Name of Child:
_____________________________
Date of Birth:
__________

Date Started School:
_________________________________________________

Attendance Record:
Excellent
____
Good
____
Irregular
____
Poor
____

Health Record While in School:
Excellent
____
Good
____
Poor
____

Comments on School Progress:
________________________________________


__________________________________________________________________

ST. MARK CHILD DEVELOPMENT CENTER
PERMISSION TO PARTICIPATE IN SCHOOL ACTIVITIES AND TO RECEIVE EMERGENCY MEDICAL CARE
I hereby grant permission for my child to use all of the play equipment and participate in all of the activities of the school.

I hereby grant permission for my child to leave the school premises under the supervision of a staff member for neighborhood walks or for fieldtrips in an authorized vehicle.

I hereby grant permission for my child to be included in evaluations and pictures connected with the school program.

I hereby grant permission for the Director or Acting Director to take whatever steps may be necessary to obtain emergency medical care if warranted.  These steps may include, but are not limited to the following:

1. Attempt to contact a parent or guardian.
2. Attempt to contact the child’s physician.
3. Attempt to contact you through any of the persons listed on the emergency information form you completed for us.
4. If we cannot contact you or your child’s physician, we will do any or all of the following:  (a) call another physician or paramedics, (b) call an ambulance, (c) have the child taken to an emergency hospital in the company of a staff member.
5. Any expenses incurred under 4, above, will be borne by the child’s family.
6. The school will not be responsible for anything that may happen as a result of false information given at the time of enrollment.
7. The school  will not assume responsibility for a child who has not been signed in when he/she arrives for the day.
Signed:
______________________________________________
Date:
____________


(Mother or Legal Guardian)
Signed:
______________________________________________
Date:
____________


(Father or Legal Guardian)
Signed:
______________________________________________
Date:
____________

