Cypress Montessori School 
 (
Operation Name: __________________________________ Director’s Name: _______________________________
Child’s Name
:_
____________________________________ DOB:______________ Date of admission:____________
Email Address
:_
____________________________________Hours and days child will be in care:________________
Parent’s or Guardian’s Name
:_
_____________________________________________________________________
Address
:_
______________________________________________________________________________________
Mother’s Telephone No. _________________________________________________________________________
Father’s Telephone No.___________________________________________________________________________
Guardian’s Telephone No.________________________________________________________________________
Name and Address and Phone Number of person to call in case of an emergency of parents/ guardian cannot be reached
:_
____________________________________________________________________________________________________________________________________________________________________________________
I hereby authorize the childcare operation to allow my child to leave the childcare operation ONLY with the following persons. Please list name and telephone number for each. Children will only be released to a parent or a person designated by the parent/ guardian after verification of ID. 
___________________________________________________________________________________________
)Admission Information 










 (
Check all that apply: 
Transportation: Give ___________ Do Not Give________ (Consent for my child to be transported and supervised by the operation’s employees: 
Check box for emergency care: _____ On Field 
Trips
:_
___To
 and from 
home:____To
 and From School___
Field Trips: I herby: Give:_________ Do Not give_________(my consent for my child to participate in field trips:______
Water Activities: I herby: Give:_______ Do not give:_______(my consent for my child to participate in water activities)
Spring 
Play
:_
____Solashing
/wading pools:______ Swimming pools:_______ Water table play:________
Check if: __________________ (Receipt of Written Operational Policies, I 
acknowledge
 receipt of the facility’s operational policies including those for discipline and guidance. 
)





 (
Vision: R 20/ ________ L 20/ ______________ Pass_____ Fail_______
Signature 
____________________________________________________________________________________
Hearing: 
R_________________L___________Pass______Fail
________
Siagnature
:_
__________________________________Date:____________________________
)

 (
AUTHORIZATION FOR EMERGENCY MEDICAL ATTENTION: 
In the event I cannot be reached to make arrangements for emergency medical care, I authorize the person in charge to take my child to: 
Name of Physician________________Address:_____________________________Ph. #______________________
Name of Emergency Medical Care Facility
:_
____________________Address:______________Ph.#_____________
I give consent for the facility to secure any and all necessary emergency care for my child. _________________________________________________________________Signature of Parent or Guardian
)


 (
List any special problems that your child may have such as allergies, existing illness, previous serious illness, injuries and hospitalization during the past 12 months, any medication prescribed for long- term continuous use and any other information which caregiver’s should be aware of:________________________________________________________________________________________________________________________________________________________________________________________
)

 (
ADMISSION REQUIREMENT: If your child does not attend pre-kindergarten or school away from the child-care operation, one of the following must be presented when your child is admitted to the child-care operation or within one week of admission. Please check only one option: 
Health Care Professional Statement: I have examined the above named child within the past year and find that he/she is physically able to take part in the day care program. 
___________________________
_____Signature
______________________________
Date
A signed and dated copy of a health care professional’s statement is attached
Parent’s Statement: My Child has been examined within the past year by a health care professional and is able to participate in the day care program. Within 12 months of admission, I will obtain a health care professional’s signed statement and will submit it to the child- care operation. 
) (
_________________________________Signature- Parent or Legal Guardian___________________    Date 
) (
School Age Children: 
My Child attends the following School: ________________________________School Ph. #:___________________
Address of School
:_
________________________________________________
Check all that apply: 
___His/ her immunization record 
is
 on file at the school and all required immunizations and/or tuberculosis test are current. Vision and Hearing screening records are also on file. 
___My child has permission to walk to and from school, and/or ____be released to the care of his/ her sibling under 18 years old, and/or________ride a bus. 
Name of siblings
:_
___________________________________________________________
)
