JAMES ISLAND PRESBYTERIAN CHILDCARE CENTER
ENROLLMENT FORM
Child’s Name Nickname
Sex Birthdate Birth Place

Father’s Name Mother’s Name
Home Address City Zip

Home Telephone E-mail

Father’s Employment:
Work Phone Cell
Mother’s Employment:
Work Phone Cell
Child’s Physician: Phone
Preferred Hospital

Persons to contact in the event of an emergency (other than parents, order of
preference)

Name Relation Phone Cell
Name Relation Phone Cell
Name Relation Phone Cell

Name(s) of person(s) authorized to receive child from the center and relationship
to the child:

Person Relationship

Child’s Schedule

Day Arrival Time Departure Time

Monday

Tuesday

Wednesday

Thursday

Friday

Total number of hours of child care per week:



Sibling’s names and ages:

Tension relievers:

Allergies and/or special health needs:

Other types of special needs:

Parents’ evaluation of child’s health:

Parents’ evaluation of personality:

Does child need help with dressing? undressing?
using toilet? feeding? washing hands?

Is child able to sit in a chair rather than a highchair?

Is your child potty trained? Comments:

Does child have any special fears or concerns?

Does child have any special likes or dislikes?

Please share any concerns and goals of your child in this center:

How did you hear about the James Island Presbyterian Child Care Center?

OTHER COMMENTS




PARENT AGREEMENT

I hereby give my consent and authorize the James Island
Presbyterian Child Care Center (JIPCCC), that as long as my
child(ren) under my guardianship is (are) enrolled therin, in the
event of an emergency (illness or accident) and we as parents have
been unable to be contacted, to take our child(ren) to the hospital or
certified medical clinic when deemed necessary by JIPCCC staff.

I specifically give permission for any necessary professional
medical treatment, including X-rays, the administration of
anesthetics, surgical care or hospitalization, with the understanding
that continuous efforts will be made to contact us.

| further authorize the staff of the JIPCCC to take my child(ren) on
supervised and pre-arranged/pre-announced excursions and field
trips.

I also give my permission to the JIPCCC to use photographs of my
child(ren) for publicity purposes with remuneration.

I have been informed that a various time throughout the day or
week, my child(ren) will be taught some Bible stories or Bible songs
and will participate in prayers offered before the noon meal and |
consent to this.

I also release, indemnify and hold you, your agents and employees
harmless from any and all claims, damages, or other liabilities of
injuries to or damage by my child(ren) which are not a result of
negligence by the JIPCCC, its agents or employees.

Finally, | hereby warrant to the JIPCCC that | am entitled to legal
custody and possession of my child(ren), and accordingly am
authorized to place my child(ren) in your care and custody, and
further, am authorized to sign this agreement.

(Parent or Guardian) (Date)



Handbook and
Financial Agreement

I understand that payment for childcare services is expected on the
first day of the program week (usually Mondays). A late fee of
$15.00 will be charged to your account if payment is received after
the first day of the program week. Childcare services will be
discontinued for families with accounts that are more than two

weeks behind in payment.

Should an attorney or agency be used by the JIPCCC for the
collection of funds | owe the center for past services, it is understood

that I shall be liable for all costs and attorney fees.

I have received a copy of the parent handbook containing the
various policies and procedures of the James Island Presbyterian
Childcare Center.

(Parent or Guardian) (Date)



Permission to Use Sunscreen

My Child, , may have
sunscreen applied to exposed skin areas before
going outside during the summer months.

[ will provide a sunscreen of my choice for my
child.

[ will mark my child’s name on his/her
PLASTIC sunscreen container with permanent

marker.

Signature of Parent/Guardian:

Date:




Permission to Use Bug Spray

My Child, , may have bug
spray applied to exposed skin areas before going
outside on days that are “buggy”.

[ will provide a bug spray of my choice for my
child.

[ will mark my child’s name on his/her
PLASTIC bug spray container with permanent
marker.

Signature of Parent/Guardian:
Date:




LM

Parent

Be considerate towards the
teachers, staff, children and
other parents....

DO NOT bring your
child to school

are sick!




James Island Presbyterian Child Development Center
Medication Chart

Child

Start
Date

End Date

Name of
Medication

Dosage

Time(s)

Parent Signiture/Date

Administered
By




South Carolina Department of Social Services
Child Care Regulatory Services

GENERAL RECORD AND STATEMENT OF CHILD’S HEALTH FOR ADMISSION
TO CHILD CARE FACILITY

This form is to be completed for each child at the time of enrollment in the child care facility, updated as needed
when changes occur, and maintained on file at the facility.

GENERAL INFORMATION: (to be completed by Parent or Guardian)

Name of Facility: County: Select County ...
Address:

Street Address — no Post Office Boxes City, State, Zip
Child’'s Name:

Last First Middle Initial Nick Name
Date of Birth: Enrollment Date:
Child's Current Home Address:
Street Address City, State, Zip

Parent/Guardian’s Full Name:
Home Phone: Work Phone: Other Phone:
Parent/Guardian’s Full Name:
Home Phone: Work Phone: Other Phone:

You must have two individuals who have the authority to obtain emergency medical treatment for the child.

1. Person responsible if parent/guardian unavailable for emergency medical services:

Full Name Relationship
Address:
Street Address City, State, Zip
Telephone Number(s): Family Code Word(s):

2. Person responsible if parent/guardian unavailable for emergency medical services:

Full Name Relationship
Address:
Street Address City, State, Zip
Telephone Number(s): Family Code Word(s):
Is Child currently enrolled in school? (5K upto 6 yearsold) O Yes O No
My Child will regularly attend this facility FROM____am/pm TO______ am/pm
If Child is a drop-in, indicate hoursofcare: FROM_____ _am/pm TO____ am/pm

Check all days Child will regularly attend this facility: U Mon U Tue O Wed O Thurs O Fri OSat O Sun

Check all meals Child will receive daily: [ Meals are not offered U Breakfast 1 Morning Snack O Lunch
I Afternoon Snack O Dinner [ Evening Snack

HEALTH INFORMATION: (to be completed by Parent or Guardian)

Family Physician or Health Resource:

Name

Street Address City, State, Zip Telephone
Emergency Care Provider:

Emergency Facility Name

Street Address City, State, Zip Telephone

DSS Form 2900 (MAR 10) Edition of OCT 07 is obsolete.




Dental Care Provider:

Name

Street Address City, State, Zip Telephone
Health Insurance Provider:

Certificate of Immunization: U Yes [ No U N/APlease explain:

My child has the following health conditions such as allergies, asthma, diabetes, epilepsy, etc., and/or takes the
following medications on a regular basis:

Additional Comments:

| certify that to the best of my knowledge

Child's Name
is in good mental and physical health and able to participate in the child care program at

Name of Child Care Facility

Signature: Date:

Parent or Guardian

Signature: Date:

Director/Operator/Staff Designee
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