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2016-2017
Kindergarten Registration

Child’s Name _________________________________________________   Date of Birth _______________________________________

Parent/Guardian Name ______________________________________________________________________________________________
				(Last Name)			(First Name)			(Middle Initial)
Relationship to Child ___________________________________ PIN # ____________________________________________________
Address______________________________________________________________________________________________________________
City/State/Zip ___________________________________________ Home Phone #___________________________________________
Cell Phone # _____________________________________________ Email Address ___________________________________________
Employer _________________________________________________ Work Phone # __________________________________________
Employer Address ___________________________________________________________________________________________________
City/State/Zip ___________________________________________ Work Hours _____________________________________________
Parent/Guardian Name ______________________________________________________________________________________________
				(Last Name)			(First Name)			(Middle Initial)
Relationship to Child ___________________________________ PIN # ____________________________________________________
Address______________________________________________________________________________________________________________
City/State/Zip ___________________________________________ Home Phone #___________________________________________
Cell Phone # _____________________________________________ Email Address ___________________________________________
Employer __________________________________________________ Work Phone # _________________________________________
Employer Address ___________________________________________________________________________________________________
City/State/Zip ___________________________________________ Work Hours _____________________________________________




Child’s Last Name _____________________________   First ___________________________ Middle __________________________   

Sex:   	Male    Female			DOB _______/_______/__________		Current Age _________________________

Emergency Contact Name ___________________________________________ Relationship ________________________________

Home Phone _______________________________________ Cell Phone _____________________________________________________

Doctor’s Name ______________________________________________   Phone ________________________________________________

Dentist’s Name ______________________________________________   Phone _______________________________________________

Insurance Provider __________________________________________________________________________________________________

Policy Number ______________________________________________________________________________________________________

Please list any allergies or special needs for your child: _____________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does your child require EPI Pen for allergies? _______________________________________________________________________
One must be left on site at all times with Benadryl (if needed).
If your child has any respiratory illnesses or diseases, an Asthma action plan completed by your pediatrician is required.
Past Medical Background: __________________________________________________________________________________________
_______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________
Full term pregnancy _______YES ______NO (Explain) _______________________________________________________________  
Allergy to meds ______________________________________________________________________________________________________
Taking any meds ____________________________________________________________________________________________________

I hereby authorize any staff member of Future Scholars Early Learning Center, Inc. to give consent to any and all medical treatments, emergency first aid, and first aid care for my child,________________________________________, and also authorize consent to provide the emergency staff to any and  all medical background information the center has while the child is in their care.

Parent’s Signature __________________________________________________________________ Date _______ /_______ /__________
Phone:  (609) 518-1333
Fax:  (609) 518-1337
Email:  FutureScholarsLearning@Yahoo.com
www.FutureScholarsLearning.com 
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