
(Office Use Only)


Registration Fee: _________________________ Date Paid: ________________ Deposit (Semi-Monthly) _____________________ Date Paid: 

Semi-Monthly @ $___________   Check One:	  Full Time	  M, W, F       T, TH      Other Comments:_______________________________

First Day Date: _____________________________        Exit Date: ____________________________     Approval:___________________   

         

           
              __________________________________________________________________________________________________________________________



    Alef-Bet Daycare Application Form
(Please ensure that ALL areas marked with (*) are completed in full)
                                                          PLEASE PRINT CLEARLY

ALL AREAS WITH (*) ARE MANDATORY
*CHILD’S NAME: (Please Print) _____________________________  _________________________  _________________
                                                           		   (Last)                                            	  (First)			(Hebrew name)

*Date of Birth: _______/ _______/ ________   Age on First Day: _______/_______ SEX (Circle):   Male / Female
                      Month        Day            Year                                             Years      Months           

[bookmark: OLE_LINK1]Check One:	   Full Time	  M, W, F     	  T, TH             Other:_______________________ (With Approval)	  

*Home Address: __________________________________________________________ Apt. # _______________
          
City: ___________________________ *Postal Code: ______________ *Res. Phone# _________________________

	
	Mother’s Information
	Father’s Information

	Name
	
*
	*

	Occupation
	

	

	Employer 
	
*
	*

	Employer’s Address

	*
	*

	Work Phone #

	*
	*

	Cell Phone #

	*
	*

	E-mail address

	*
	*



Marital Status:_________________________ 	If Divorce: Custody Rights: Mom/Dad/Other:____________________
											       (please provide legal documents)
Family Rabbi/Synagogue Affiliation: _____________________________

Child’s Health Card #:______________________________	*Doctor’s Name:________________________________

*Doctor’s complete Address: ___________________________________________ *Phone: _________________________








* Emergency Contacts (If We Are Unable To Contact You)
                                                                                                              
1. Full Name: _________________________ Phone: ________________ Relation to Child: ________________

Address: ________________________________________________________________________________

2. Full Name: _________________________ Phone: ________________ Relation to Child: ________________

Address: ________________________________________________________________________________


*Persons Authorized To Pick-Up Child From Centre:

1. Name: _________________________ Phone: ________________________ Relation to Child: ________________
  
   Address: _________________________________________________________________________________________

2. Name: _________________________ Phone: ________________________ Relation to Child: ________________
  
 Address: ________________________________________________________________________________


Parents Signature: _____________________________________________ Date: _______________________



*Health Information
      
General Health: _________________________________________________________________________________________________

Has Child even been hospitalized? ____________ If so, for what reason? _______________________________________

________________________________________________________________________________________________

Other Vital Medical Information: ______________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________













[bookmark: _GoBack]


Medical History Information

Please check () if your child has had or currently has any of the following:

___ Red Measles	___ German Measles	___ Scarlet Fever

___ Chicken Pox	___ Meningitis	___ Mumps

___ Rheumatic Fever	___ Hepatitis	___ Poliomyelitis

___ Tuberculosis	___ Convulsions due to fever	___ Other communicable disease

Other (please list): ____________________________________________________________________

Distinguishing marks (please list): ________________________________________________________

Does your child have any allergies or asthma?	 Yes	 No
   If yes, please complete the appropriate sections below

	Allergy
	Symptoms and Reaction
	Medical Treatment Needed

	
	
	

	
	
	

	Asthma
	Triggers and Severity
	Medical Treatment Needed

	
	
	

	
	
	




Does your child require an EpiPen®?		 Yes	 No

  If yes, the Individual Anaphylactic Plan must be completed.  The Centre Supervisor will review the Anaphylaxis Policy and staff training process with you.

Is your child receiving any medication or any form of medical treatment?   Yes   No
  
  If yes, please specify: __________________________________________________________________

Parent Name: ___________________________    Parent Signature: _____________________________

Please check (X) if your child has had or currently has any of the following:

	Red measles
	
	German measles
	
	Scarlet fever
	

	Chicken Pox
	
	Meningitis
	
	Mumps
	

	Rheumatic Fever
	
	Hepatitis
	
	Poliomyelitis
	

	Tuberculosis
	
	Convulsions due to fever
	
	Other communicable disease
	



Other (please list): ______________________________________________________________________________________
 



I acknowledge that No Tylenol, Advil, Tempra or similar are allowed to be administered to children at the centre unless a separate written doctor’s note is brought along for each occurrence where these drugs must be administered.

PLEASE NOTE – it is unethical to administer these medications for children with fever, prior to coming to school, as this puts the other children and staff at risk.





I authorize an ECE certified staff member, Director, or Supervisor of Alef-Bet Daycare Inc. to administer a doctor’s prescribed medication when required.

Signature: _____________________________________________________________ Date: ________________


Other information you would like us to know about your child (use additional sheet if necessary):

____________________________________________________________________________________________

____________________________________________________________________________________________

(Please read)
Terms of Admission:

1. Space is only reserved once deposit and posted cheques have been submitted. 
2. Alef-Bet Daycare Inc. reserves the right to accept or reject this application.
3. Tuition fees are payable in the form of a registration fee, deposit and post-dated cheques for the duration of the school year.
4. The child is enrolled for the duration of the school year and the parents are therefore liable for all fees owing.
5. Deposit is non refundable after the school accepts the student’s application.  There will be no reduction or refund of all or part of the tuition fees for reason of absence, cancellation, non-attendance, or school closure.
6. The school reserves the right to make such policies and guidelines as are appropriate for its operation.  It is a condition of attendance that these policies and guidelines are observed.  See “The Parent’s Handbook” for current written policies. 
7. This application must accompany a signed “Policies and Guidelines Commitment Agreement”, “Immunization Record”, “Permission to Receive Medical Care” form, registration fee, deposit, and tuition fees for duration of term to be complete.



I have read completed, and signed the above application and all my child’s personal information is true and updated. 

I have read and agree to the above terms of admission and wish to apply for admission for my child.


Parents’ Signatures: (1.)	___________________________________ 	Date: ________________


Parents’ Signatures: (2.)	___________________________________	Date: ________________      









Please submit a copy of your child’s most up-to-date Immunization Record with this Application Form







