Zion Lutheran School
and

Early Childhood Center

Start Date: Registration Form End Date:
Child’s Name __ Nickname Date of Birth
Home Address Home Phone

City State Zip
Mother’s Name Cell # Work #
Father’'s Name Cell # Work #
Pick-Up: List all person’s approved (child will not be released to others without specific approval)
1. Phone:
2. Phone:
o Phone:
My child has permission to be released to his/her listed sibling under the age of 18:

(Name)

Emergency Contact if parents cannot be reached:
Name: Address:
Phone: Relationship:

« I hereby give Odo not giveQmy consent for my child to participate in water activities such as splashing/wading
pools.

« We have small resident animals present for children to experience as a science/discovery experience.

+ Event photographs may be taken and used for public service and website.

« I have read and understand the Zion Parent Handbook.

- | hereby give consent for my child to ride the school bus to and from school bus.

+ My child has been examined within the past year by a health care professional and is able to participate in child
care. Within one week of admission, I will obtain a health care professional’s statement and will submit it to the
child care.

Parent’s Signature Date
Authorization for Emergency Medical Attention
Physician’s Name: Address: Phone:

In the event that | cannot be reached to make arrangements for emergency medical attention, I authorize
the facility director or person in charge to transport my child to Tomball Regional Hospital at, 605
Holderrieth, Tomball, TX 77375 (281) 351-1623.

I give consent for necessary emergency treatment when my child is in the care of Tomball Regional
Hospital.

Signature-Parent or Legal Guardian Date

Immunizations: Please provide child’s shot records. (Must be current upon enrollment)
Allergies: List any food, medicine, insect, etc., symptoms and how to respond.

School Age Children: My child attends the following school:

Name: Phone #:

Child’s Health Statement: I have examined the above named child within the past year and find that he/she is
physically able to partake in the day care program.

Signature of Physician Date



