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REGISTRATION FORM
[ ] $100 Registration/waitlist fee
[ ] $500 Deposit

[ ] Medical form (NYC Dept. of Health Form)
[ ] Completed Registration Form 
[ ] Signed Parent Policy Permission Page
Child’s name: __________________________________________________
Birth date: ______________ Gender: ________ 
Date beginning school: ____________________
Address (street, city, state, zip): _________________________________________________________
Mother/guardian full name: _________________________________________                                                                                                                                                                                                                                                                           
Home phone: _____________________ Cell phone: ______________________
Work phone: _____________________ E-mail: _________________________
Employer’s name and address: ________________________________________
Father/guardian full name: _________________________________________
Home phone: _____________________ Cell phone: ______________________
Work phone: ______________________ E-mail: ________________________
Employer’s name and address: ________________________________________
Emergency contact

Name__________________ Relationship_______________ Phone_____________

Attendance [  ] Full time (8:30 a.m. to 5:30 p.m. Monday through Friday)
Early Care: ____________________ After Care: _______________________
Authorization to release The following individuals, other than guardian(s) listed above, will be allowed to pick up your child from our center. Special exceptions can be made by written consent. Please have them present their ID upon arrival.
        Name                         Relationship             Work phone               Home phone

1) _____________   _____________   _______________   _____________
2) _____________   _____________   _______________   _____________
3) _____________   _____________   _______________   _____________
Medical information

Physician’s name: ______________________________________________________________
Physician’s phone number: ________________________________________________________
Does your child have any allergies? _________________________________________________ 

Does your child have any special needs? ______________________________________________
Medical insurance status- please check one: Private___   Medicare___   None___ or Other____
