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Enrollment Application
Child’s Full Name _________________________________________Age ______DOB ___________

Home Address ______________________________________________________________________
Home Phone Number ________________________________________________________________

Mother’s Name _________________________________  Occupation  ________________________

Place of Employment  _______________________________  Business Phone  __________________

Cell Phone Number________________________ Email Address______________________________

Father’s Name ___________________________________  Occupation  _______________________

Place of Employment  _______________________________  Business Phone ___________________

Cell Phone Number_________________________ Email Address_____________________________
In case of emergencies, please give names to which the child can be released/contacted if the mother/ father cannot be reached.

Name _________________________ Relationship ___________________ Phone ________________

Name _________________________ Relationship ___________________ Phone ________________

Behavior habits (finger sucking, nail biting, etc.) 
__________________________________________________________________________________

Known fears  
__________________________________________________________________________________

Emergency Information

Name of child's physician  _____________________________________  Phone  ________________

Preferred Hospital __________________________________________  Phone  ________________

Any known allergies  ________________________________________________________________    

What serious illness, if any, has your child had  ____________________________________________

Are your child’s immunizations up to date?     Yes _______     No _______
(over)

Napping Habits:

Does your child take an afternoon nap?  _______________   For how long  _____________________
Do you have a special nap routine?  _____________________________________________________
Does your child sleep with a special blanket, stuffed animal, etc? ______________________________
Please list any other additional information you think we need to know:  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Payments are to be made before each visit. (Daily, Weekly or Monthly) 

(
I agree that Seeds of Knowledge Staff may authorize the physician of their choice to provide emergency care in the event that the parent or family physician cannot be contacted immediately. I give Seeds of Knowledge the authorization to perform First Aid and CPR in the event of an emergency.

(
I have read and received the Policies for Seeds of Knowledge and agree to abide by them.

____________________________________________   

___________________________

Signature of Parent






Date

____________________________________________   

___________________________

Seeds of Knowledge, LLC Annie Shearer  Signature


Date
