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Date_____________ 
 
Child’s Name ____________________________ Date of Enrollment_________________ Gender_______________ 
 
Date of Birth __________________ Child’s Race ________________ Primary Language ______________________ 
 
Child lives with ____ Mother  
             ____ Father 
             ____ Other ______________ 
 
Parent (Guardian) Information  
              
    First Parent                         Second Parent  
Relationship                       ___ Mother ___ Father                                     ___ Mother ___ Father  
 
Name:                       __________________________________       __________________________________ 
 
Home Address:         __________________________________       __________________________________ 
   
City/State/Zip Code:  __________________________________       __________________________________ 
 
Home Phone:            __________________________________       __________________________________ 
 
Email Address:          __________________________________       __________________________________ 
   
Employer Name        __________________________________        __________________________________ 
 
Employer Address:     __________________________________       __________________________________ 
 
City/State/Zip Code:   __________________________________       __________________________________ 
   
Employer Phone:        __________________________________       __________________________________ 
 
Work Hours:                __________________________________       __________________________________ 
 
Soc.Sec. # / D.L:          __________________________________       __________________________________  
 
 
 
 
I understand my weekly tuition rate is $___________.   
 
Tuition is made through electronic funds transfers from my checking account each Monday. 
 
 
 
Parent Signature: ________________________________ Date: ___________  
 
Parent Signature: ________________________________ Date: ___________ 
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Authorized Pick up List & Emergency Information 
 
Child’s name _______________________________________________________________________________________________ 
 
Home address ______________________________________________________________________________________________ 
 
Child’s physician_________________________ Address_____________________________________________________________ 
 
Child’s dentist ___________________________ Address_____________________________________________________________ 
 
Name of child’s private health insurance & policy # _________________________________________________________________ 
Or 
Medicaid or Hoosier Healthwise # for child and primary adult_________________________________________________________ 
               
Do you have a preference regarding the hospital we would take the child to in case of emergency?   Yes___  No____ If yes, please 
indicate your hospital preference _______________________________________________      
 
 
 
Persons authorized to pick up my child 
 
This form designates adults who can be contacted in the event of an emergency or, more likely, a student illness. Please list the adults in the order you would like 
them contacted if the need arises. Authorized individuals will be required to show picture identification when picking up a child. 
 
Name     Relationship    Phone number____________________________ 
Mother or Father        work 
1._______________________________________________________________ home/cell_________________________________ 
Mother or Father                                                 work 
2. ____                        ______________________________________ __     home/cell___________________________________ 
         work  
3._____         home/cell____________________________________ 
         work  
4._____         home/cell____________________________________ 
         work  
5._____         home/cell____________________________________ 
           work  
6._____         home/cell___________________________________ 
         work    
7._______________________________________________________________ home/cell____________________________________ 
 
 
*If a parent is denied permission to pick up a child, please provide the parent’s name ______________________________________ 
and a copy of the court order. 
 
 
 
 
Parent Signature: ________________________________ Date: ___________  
 
Parent Signature: ________________________________ Date: ___________ 

 



           Consent & Authorization Forms 

        Birth Certificate & Consent Form   

I give my permission to Friends School and Day Care to report the name and birth date of my child to the Division of Family and 
Children pursuant to IC 12-17.2-2-1.5. 
In addition by signing this form, I will provide said facility with a copy of the official birth certificate from the county of my child’s 
birth. 
 Name of Child       ________ Birth Date       
 Signature of Parent       ___________ Date     
 

Please Initial 

  _________ Permission to Apply Sunscreen 
   I understand that I must supply sunscreen for my child and hereby authorize Friends School and Day Care Staff to apply this  
   sunscreen to my child prior to outdoor activities. 
 
 _________ Authorization for Transportation 
   I hereby give permission for Friends School and Day Care to transport my child on field trips or to and from his/her school by bus or  
   personal vehicle. 
 
 _________ Authorization for Field Trips 
   I hereby give my permission for Friends School and Day Care to allow my child to participate in field trips.  I understand   
   that permission slips and filed trip information will be provided prior to the event. 
 
 _________ Authorization for Medical Treatment of a Minor 
   I authorize, for emergency purposes only, Friends School and Day Care to consent to any necessary examination, medical diagnosis,  
   surgery or treatment, and/or hospital care to be rendered to the minor child listed below, under the general or special supervision  
   and on the advice of any physician licensed to practice in the state of Indiana. 
 
 _________ Liability Release for Services Provided Outside of Friends School and Day Care 
   I release and hold harmless Friends School and Day Care, its owners, and its employees from any liability or accident that results  
   from my decision to employ a staff member outside the realm of the daycare facility.  I fully understand that Friends School and Day  
   Care will not be responsible for any action of the staff member off the premises of the daycare facility.  By initially I release Friends  
   School and Day Care of any liability that may occur while said staff member cared for or transported my child to or from Friends  
   School and Day Care.  I also agree not to solicit Friends School and Day Care employees away from the center for alternate  
   employment opportunities.  
 
 _________ Photo Release 
   Friends School and Day Care, its affiliates and agents, may use photographs, video recordings, reproductions, images,   
   and sound recordings of my child for advertising, publicity, or other lawful use.  
 
 _________  Authorized Pick Up 
   Children will be released only to a parent or a person named by the parent. Parents or persons named by the parent must  
   make sure that a staff member is aware of the child’s arrival and departure. Parents shall sign the child in and out by name  
   and time of arrival and departure. Parents cannot share access codes, computer passwords, and other security measures   
   with unauthorized people.  
     
   Permission for Toddler Buggy Ride 
                    ____________ In order for your child to participate in a buggy ride, please provide your signature and indicate if you give permission or wish to  
   have your child not participate in buggy rides.  We have two large strollers that seat 4 to 6 children.  The buggy is pushed down  
   Nadine Street and back and sometimes into the sub-division.   

 _________  Receipt of Friends School and Day Care Parent Handbook 
   I have read and understand the Friends School and Day Care Parent Handbook that was given to me upon enrollment. 
.  

 
Parent Signature: ________________________________________ Date: ___________  
 
Parent Signature: ________________________________________ Date: ___________ 
 



       
 
Parent Questionnaire  
 
Child Information 
Child’s Full Name: ______________________________________________ D.O.B. ___/___/___  
Name Child is Called ____________________________________________ (circle gender)     Male     Female  
 
Please Fill Out the Following Information 
List all persons living in the household  
Name           Relationship to child    Age  
___________________________________________ _________________________________ _________________  
___________________________________________ _________________________________ _________________  
___________________________________________ _________________________________ _________________  
___________________________________________ _________________________________ _________________  
___________________________________________ _________________________________ _________________  
 
What holidays or traditions does your family celebrate? 
_________________________________________________________________________________________________
_________________________________________________________________________________________________  
 
Please list any hobbies, talents or professional experience that you could share with the center (cooking, singing, reading, 
musical 
instruments,etc.)___________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
__________ 
 
List any resources, people or locations of interest that you feel would enrich our 
program__________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________  
 
Has child been in group care before?   Yes______No______ 
 
Describe child’s previous child care experience 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
What are some favorite activities or toys your child enjoys 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
List any foods child cannot eat (Must have a Doctor’s note) 
_________________________________________________________________________________________________  
_________________________________________________________________________________________________  
 
 
Developmental History 
Type of Birth Normal _________________Premature_____________________ Complications _____________________ 
_________________________________________________________________________________________________  
Languages spoken in the home _____________________________ Primary Language __________________________  
Are there any difficulties in speaking? _________ If yes, explain _____________________________________________ 
 
Circle if child can:       Crawl     Walk (more than 5 steps on own)      Put on shoe      Button     Tie shoe       Buckle       Zip zipper       

    Dress self       Feed self  

Explain any difficulties in physical development 
_________________________________________________________________________________________________  



_________________________________________________________________________________________________  
 
Toilet Training (circle) 
Child is in a    Diaper      Pull-up     Training Pant     Underwear  
Child is successful on the toilet      Always     Urine      BM  
Child stays dry      All Day      Through Nap      Through Night  
Child will go to toilet      On Their own       When Asked 
 
Social and Emotional Behavior/Experience  
How would you describe your child’s temperament? 
_________________________________________________________________________________________________  
_________________________________________________________________________________________________  
 
Do you have any concerns about how your child will adjust to our program? 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________  
Does your child enjoy playing with others __________________Does your child enjoy playing alone_________________ 
How does child relate to new people____________________________________________________________________ 
What do you hope your child will gain from their experience with us 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
Concerns or Comments? ____________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 



 



Emergency Health Information and Medical Plan 

All Families Need to Complete Annually 

 

PART 1 - Parent or Guardian to Complete. 

Student’s Name:   Last                                             First                                           Middle Gender DOB 

My child has a medical condition that may affect his or her school day       NO      YES   (if YES, please complete Part 2)  

     ____________________________________________________________________ 

                                     Parent/Guardian’s Name (please print) 

 

     ____________________________________________________________________            ______________________________ 

                                            Parent/Guardian’s Signature                                                                                                    Date 

 

PART 2 – Complete all boxes that apply to your child. 

 

       ALLERGIES 

Allergy type: 

      Food                 List food(s) ________________________________________________________________________ 

      Medication     List medicine(s) ____________________________________________________________________ 

      Bee sting _____________________________________________________________________________________ 

      Other (list) ____________________________________________________________________________________ 

  

Reactions: 

      Coughing                                     Hives                                      Rash 

      Difficulty breathing                   Local Swelling                       Wheezing 

      Generalized swelling                 Nausea                                  Other _________________________________________ 

Currently prescribed treatments to be used IN SCHOOL 

      Oral antihistamine (Benedryl, etc.)                         EpiPen                              Other _____________________________ 

 



       ASTHMA 

Triggers:                   Exercise                           Environmental                    Other (list) _______________________________ 

Physical Restrictions:                                       None                                     Self-limits              Other ____________________ 

Symptoms or reactions: 

      Chest tightness/discomfort/pain            Difficulty breathing             Throat itch/tightness/soreness 

      Coughing                                                     Hoarseness                           Wheezing 

      Other ________________________________________________________________________________________ 

Currently prescribed treatments to be used IN SCHOOL 

      Inhalers                                                        Oral antihistamines            Oral steroids 

      Nebulizer                                                     Oral bronchodilator            Peak flow monitoring 

Date of last hospitalization related to asthma ____________________________ 

 

       DIABETES 

Currently prescribed treatments to be used IN SCHOOL 

      Insulin                                       Syringe                                  Pen                               Pump 

      Blood sugar testing 

      Glucagon 

      Oral medication(s)     List medication(s) ____________________________________________________________ 

 

       SEIZURE DISORDER 

Type of seizure: 

      Absence (staring/unresponsive)             Complex partial                   Generalized tonic-clonic (grand mal/convulsive) 

      Other (explain) _______________________________________________________________________________ 

Physical restrictions:             NO       YES 

Medications needed IN SCHOOL           NO      YES     List medication(s) ______________________________________ 

Date of last seizure _______________________________     Length of seizure _______________________________ 

 

       OTHER HEALTH CONDITIONS 



      Physical condition (be specific) ___________________________________________________________________ 

      Other (be specific) _____________________________________________________________________________ 

  Physical restrictions:           NO       YES 

Medications needed IN SCHOOL          NO       YES     List medication(s) ______________________________________ 

Special procedures required IN SCHOOL             NO      YES     (explain) ______________________________________ 

_______________________________________________________________________________________________ 

 

       VISION CONDITIONS         HEARING CONDITIONS 

      Contacts                     Glasses   

      Other _______________________________________ 

      Hearing aid(s)   

      Other _______________________________________ 

PART 3 – PHYSICIAN’S SIGNATURE if parent or guardian indicates medical condition(s) requiring medications, restrictions, 
monitoring and/or food substitutions. 

Symptoms to watch for: 

 

 

 

When to use prescribed medication(s) (please list medication/dose/route): 

 

 

 

When to call emergency health professional: 

 

 

 

      This child has food allergies.  Please allow parent/guardian to provide store bought substitutes as needed. 

 

Other notes: 

 



 

 

 

 

Physician’s signature ___________________________________________________  Date _____________________ 

 

PART 4 – EMERGENCY CONTACTS 

1. Call 911.   
2. Dr. _____________________________________________  Phone Number: ___________________________ 
3. Parent/Guardian __________________________________ Phone Number: ___________________________ 
4. Parent/Guardian __________________________________ Phone Number: ___________________________ 
5. Emergency Contacts: 

 Name/Relationship                                                                        Phone Number(s) 
a. ______________________________________________________________________________________ 
b. ______________________________________________________________________________________ 

EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE OR TAKE CHILD TO MEDICAL 
FACILITY! 

Parent/Guardian’s Signature _____________________________________________ Date ______________________ 

 

 

  



 

 

 
We are excited to offer the safety, convenience and ease of Tuition Express™ – an automatic payment processing 
system that allows on-time tuition and fee payments to be made from your bank account. 
 
 

ELECTRONIC FUNDS TRANSFER AUTHORIZATION FOR BANK ACCOUNT AUTHORIZATION 

 

I (we) hereby authorize Friends School and Day Care to initiate debit entries to my (our) Checking or Savings Account 
indicated below. To properly affect the cancellation of this agreement, I (we) are required to give 10 days written notice. 
 
Credit Union Members: Please contact your Credit Union to verify account and routing numbers for automatic payments. 
 
 
 
_________________________________________________________________________________________________                                                                                                                         
Your Name                                                                                                                                Phone # 
 
 
_________________________________________________________________________________________________ 
Address                                                                                                                         City                                    State                           Zip 
 
 
_________________________________________________________________________________________________ 
Bank or Credit Union Name 
 
 
_________________________________________________________________________________________________ 
Bank or Credit Union Address                                                                                        City                        State                Zip 
 
                                                                                                                                                                                                    Checking          Savings 
_________________________________________________________________________________________________ 
Routing Transit Number (see sample below)                                                      Account Number (see sample below) 
 
 
_________________________________________________________________________________________________ 
Signature                                                                                                                                                           Date 
 
 

Automated Payment Pr        

SRo                afe 
  

A Service of 



 



 



 


