General Information:

ENROLLMENT QUESTIONNAIRE

Children’s Center at Bear Valley
7900 Precinct Line Road
Colleyville, TX 76034

Child’s Full Name Birthday
Name Used at Home Sex Grade
Street
City State Zip Phone Number
Business Information:
Father’s Name Occupation
Business Address
(Street) (City) (Zip)
Business Phone Cell Phone
Email Address
Mother’s Name Occupation
Business Address
(Street) (City) (Zip)

Business Phone Cell Phone
Email Address
Family Situation:
Child lives with (check as appropriate):

_____ Mother ______Step-mother Aunt

_____ Father Step-father Uncle

_____ Grandmother Grandfather Other
Siblings

Name Age Li‘;is“‘;v?ith

1.
2.
3.




Health Record

Children’s Center at Bear Valley
7900 Precinct Line Road
Colleyville, TX 76034

Child’s Name Birthdate
Are all required immunizations up-to-date? O Yes O No

If no, indicate reason:

Is child free from any communicable disease? OYes [ No

Medication and drugs regularly taken by your child that CCBV Director should be aware of:

Allergies: Eczema____ Medications ___ Asthma
Food —  Other Allergies
Please check if your child has had:
Measles Chicken Pox Meningitis Whooping Cough
Mumps __ Mononucleosis __ Convulsions____ Severe Diaper Rash

Speech/Hearing/Vision Difficulties? Explain

Handicaps? Explain

Operations/Hospitalizations? Explain

Any other physical, emotional, or developmental problems or family situations (adoptions, divorce, etc.) that we need to
be aware of:

PHYSICIAN STATEMENT
| have examined the above child within the last six months and find that he/she is physically and mentally able to
participate in the activities at the Children’s Center at Bear Valley.

Physician’s Signature Address Phone

Physician’s Name (Please print) Date

Comments or special needs the Children’s Center at Bear Valley should be aware of:




CONSENT FOR MEDICAL TREATMENT
Office Copy

CHILDREN’S CENTER AT BEAR VALLEY
7900 Precinct Line Road
Colleyville, TX 76034

THIS FORM ALLOWS US TO PROVIDE THE BEST CARE POSSIBLE FOR YOUR CHILD IF IT IS NOTARIZED!

| hereby give my consent for all medical care prescribed by a duly licensed physician. This care may be given under
whatever circumstances are necessary to provide life, limb or well being of my dependent:

Child’s Name: Birth Date: /[ /

| understand that in case of medical emergency, CCBV will contact 911, and the attending physician will designate the
hospital for care.

Signature of Parent or Guardian Date

Notary Public Date

Name and phone numbers to call in case of a medical emergency:

Name Phone Number Cell Phone Number Relationship to child
1. Parent

2. Parent

3.

4.

Child’s Physician Address Phone

Family Physician Address Phone

Child’s Allergies (Medications, Foods, Asthma):

Describe any medication on file that you have given permission to the director to give to your child in case of an

emergency.

Name and Address of Insurance Company:

Policy Number:

Please attach copy of Insurance Card to this form.




AUTHORIZATION TO PICK-UP CHILD

CHILDREN’S CENTER AT BEAR VALLEY
7900 Precinct Line Road
Colleyville, TX 76034

Student’s Name Birthdate Office Use: Class

My child will most frequently be picked up by:

Auto Make and Color: License Plate Number:

Listed below are the names of persons authorized to pick up my child from Children’s Center at Bear Valley. It is helpful
for all parents to be listed.

Name Relationship Driver’s License Number
1. Mother
2. Father

If someone else is going to pick up my child, | will call and tell the CCBV Director (not the teacher) who that person is and
| will inform that person to bring their driver’s license. | understand that my child will not be released to someone
without positive picture identification.

Parent or Guardian Signature Date

Child’s Mother’s Maiden Name



