Summer 2026, Fall 2026 & Spring 2027
Untversity Preshyterian Church Day Schoal - Application
o Master Card

Child’s Name: : ‘Sex: Birthday:

-Fthnicity: Previaus Centar

Mother Father

Name:

Address:

Employer:

Home Phone #

Worlk Phone #

Cellular Phone #

Person with whom the child lives:

Child’s‘Doctor: Doctor's Phone #:
Child’s Drantist; ‘ Dentist’s Phone #;
individuals to contact in case of emergancy:
L Phonei:
Phone #:
Phone #
Phone#:
Does your child have any food allergies? Yes.  No
Does your child have any other allergies? Yes No

Does your child have any dietary restrictions?  Yes . No
Please explain any “yes” answars here:

My child has permission to be released to the following individuais, child care facilities or transportation
services in addition to emergency contact persons listed above. (Please notify these individuals that they

may be asked to show proof of identify).

NANE RELATIONSHIP

| authorize the facility to secure emergency medical treatment for my child

Date:

Parent’s Signature:

Date of Admission: __ Fmail address:



Name of Child Birthdate

. Name of Parent or Guardian

i Address of Parent or Guardian

A. Medical History
1. Is child allergic to anything? No__ Yes I yes, what?

2. Is child currently under a doctor’s care? No_ Yes  If yes, for what reason?

3. Isthe child on any continuous medication? No___ Yes  Ifyes, what?

4. Any Previous hospitalizations or operations? No_ Yes | If yes, when and for what?

5. Any history of significant previous diseases or recurrent illness? No Yes
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>

DiabetesNo___ Yes_ ; convulsions No_ Yes  ; heart trouble No  Yes

AsthmaNo Yesm. If others, what/when?

6. Does the child have any physical disabilities? No__ Yes  Ifyes, please describe:

7. Any mental disabilities? No.__ Yes  Ifyes, please describe:

Signature of Parent or Guardian




CHILD CARE AGREEMEN'T

Please read and initial each point and sign and date at the bottom. This is
IMPORTANT INFORMATION you need to know

Fmail Address: 1, _ ©am
the parent/guardian of

e | understand that my financial obligation to University Pifesby‘cerian Day
School is to pay tuition in full, in advance, before care will be provided

for my child/children. (Check or money order, NO CASH allowed).
s T understand that tuition is to be paid before the 7™ of each month in
Full.

o Junderstand that there will be a $25.00 late fee charged after the 7% of
each month if there is an unpaid balance, unless other arrangements have
been made with the office.

e [understand a Registration fee is required upon enrollment and is non-
refundable. ‘

s I understand that if T enroll my child/children for a program then
withdraw them or are a no-show, I have withdrawn them from all the
school’s programs. If I wish to bring them back I will have to re-
register and pay another registration fee. Ex. You register for the
Summer and the Fall/Spring , then decide in June to keep the child out for
the summer then wish to return in the Fall (if the space has not been filled).
You will be dropped from all programs at the time you withdrew them. You
can choose at the time of your initial Registration which programs you want,
however, once you are in and decide to withdraw and come back another

time that is when you will be recharged. 1
e ] understand that a fee of $35.00 will be charged for returned checks
(NSF). :
e 1 understand that a late fee of $5.00 per minute per child will be charged a
after 5:30p.m. for full time children and the late fee is due immediately.

upon picking up my child/children.
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I give permission to University Presbyterian Day School staff to administer
and/or secure medical treatment for my child/children in the case of an
emergency.

T understand that University Presbyterian Day School staff can administer
medications.

I understand that the preseribed medication must be accompanied by a
doctor’s note that includes the frequency and number of times the
medication is to be administered.

I understand over the counter medications shall not be administered to any
child if not prescribed or recommended by a licensed health care
provider (physician, dentist, nurse practitioner) and accompanied by a
signed health care provider’s note.
I understand that a medication authorization form shall be completed
daily for each and all medications administered to children in childcare. In
the case when the same medication is administered over a period of time, the
medication administration form shall be reviewed and signed daily by a
parent.
T understand that if my child has an allergy, it will be posted in the
classroom and cafeteria.

I understand the Day School does not transport any chlld/chlldren unless
it is in an emergeney situation and I have given my permission to the Day
School staff to do so only in such an event. _
1 understand that if T ask a Day School employee to baby sit for me
personally that the University Presbyterian Church and/or the Day
School is not responsible or liable for any child/children once the
child/children are under the care of the Day School Employee.

I understand that by signing the Childeare Agreement, I agree to (A) accept
the requirements and policies of the University Presbyterian Day School
as stated in the current Parent Handbook; and (B) the policies
concerning payment of tuition and fees as stated in the current Parent

Handbook.
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University Presbyteriam Chureh Day School

Permission Form

Date

Child’s Name -
I give pernigsion for oy child’s picture to be taken and possibly posted within the
Day School and/ or the Church, T also give permission for my child to be

photographed by the media on those rare ocoasions that they may come to
photograph an event. I algo, give permission for his/her picture to bs nosted i their

| aubby,
Yes No Parent Signature

1 give petrission for my child’s teacher to pass out a class lst with my child’s
narns, address, phone mumbst, birthdate and parents’ names to others in my class.

Yes No_ Parent Signature




- HABITS & HEALTH PROFILE

Child’s Narme: . Bitthday:
—_— : —_—
Favorite Activities:
- Favorite Foods: | .
Fating/Jleeping Habity:
Féa:fs/AﬂXi efics: |

Food Allsrgiss/Dietary Restrictions: |
. —

Allergias: , H
Toflet Habits: | -
Hadioaps/Physioal Limittions: .
Vision Problems: | -

Hearing Problams:

Maintenance Medication:

Child’s Dootor (Name and Phone#) M
'Addiﬁonal Comments; -

4 copy of this form is given to your ofifld’s teacher. Tt is important +o keep this information
current. If anything changes, please contact the offics for a new form o H11 otk end wes will pasg

on the new information to the teacher.
[AH N '
nlgoairs: )
[ T e ———— e
Date:
M
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