ST. CHARLES PRESCHOOL
REGISTRATION INFORMATION WORKSHEET
(2018-2019)
Child’s Name:________________________________ Birthday: ______________________
Gender:   Male         Female                                                                      Age:______
___Child will be 3 by August 31  	        ___Child will be 4 by August 31        ___Child will turn 5 during the 18-19 school year

Address:  _____________________________________________Phone Number: _________________
Medical Concerns or Allergies______________________________ is medication necessary?    Yes   No
 Note: Medications at school must remain in a locked cabinet in the school office and dispensed from that office.

All children must be 3 by August 31, 2018.

Days Enrolled:  Circle day and full or half day.		          Preschool Schedule-Tuition
							Days per week	   Morning/per year             Full day/per year
							(suggested days)
Monday		full day	       half day			5 days		     $2,900		$4,400
Tuesday		full day         half day			4 days (M-Th)         $2,700	             $4,000
Wednesday	full day	       half day			3 days ( M,W, F)	     $2,500		$3,600
Thursday            full day         half day			2 days (T, Th)	     $2,300		$3,200
Friday		full day         half day 			 
Other Requirements
___ Milk								10 volunteer hours
___ Registered in Extended Care for 2018-2019		Auction donation valued at $75.00

Father’s Information:
Father’s Name:___________________________     Circle one: 	             Father       Step Father	          Foster Father
Business Name:_______________________________ Occupation:______________________   
Work Phone: _________________Extention___________ Cell Phone:_____________ 
E-Mail:_____________________________________________Home Phone # if different___________
                                                                                                                                                                                   than above 
Mother’s Information:
Mother’s Name:____________________________   Circle one:             Mother        Step Mother         Foster Mother
Business Name: ______________________________ Occupation:______________________
Work Phone: ________________ Extention___________ Cell Phone: ____________ 
E-Mail:____________________________________________Home Phone # if different_______________
										than above

Is there a second household? __Yes  __No   If yes, please complete second household information below.

Second Household Information:
Name of children involved in second household: ______________________________________
Name of Parents/Guardians living in household: ______________________________________
Address: __________________________________________________________________                                                                                                                				                                                                                      City				Zip code
Home Phone: _________________
Name of Parent or Guardian in second household to contact in case of emergency: __________________
Work Number: ________________ Extention__________ Cell Number: __________________ 




The following information gives the persons listed below your permission to pick-up your child in the event that you cannot pick them up.  Your child will not be released to any individual not listed below without your express written consent.  Please ask anyone picking up your child to identify themselves to a staff person prior to removing your child from the preschool.  Note:  The names listed below may also be called in the event of an emergency if a parent cannot be reached.


I authorize the following people to pick up my child:

Name: _______________________Phone: __________ Cell:__________Relationship: ______________

Name: _______________________Phone: __________ Cell:__________Relationship: ______________

Name: _______________________Phone: __________ Cell:__________Relationship: ______________



Do Not Release My Child to the Following People:
If birth parent is listed a current restraining order must be on file in the school office.
(Please provide a picture to the teacher and the school office)

	Name: ________________________________Relation to Child/Family____________________

	Name: ________________________________Relation to Child/Family____________________


St. Charles Medical Treatment Information

___I authorize   ___I do not authorize; St. Charles staff to procure medical assistance (911) for my child in the event of emergency.  In the event emergency personnel feel it is necessary to transport the student to the hospital for additional medical care, all efforts will be made to contact the parents to consult on the course of action to be taken.  It is understood that the parent/guardian will accept the expense of this service.


Allergies (drugs or other stuff) ________________________________________________
Other medical conditions, disabilities etc.: ________________________________________
Date of last doctor’s visit: _____________________
Physicians Name: ________________________________Phone Number: ________________ 

Preferred Hospital: __________________________________________________________
Health Insurance: ____________________________________Policy Number: ____________



Parent or Guardian Signature: _________________________________Date: ____________

Please remember to also complete the family registration form included in the registration packet.
	 
