Learning Tree Development Center

Enrollment Data Form
Child’s Name: ___________________________ Birthdate: ______________________

Child’s Nickname/Preferred Name: __________________________________________

Parent Information:

Parent’s Name: ______________________     Parent’s Name: _____________________

Address: __________________________
     Address: _________________________

City: ________________ Zip: _________
     City: _______________ Zip: __________

Phone: ____________________________
     Phone: ___________________________

E-Mail Address: _____________________     E-Mail Address: ____________________

Work Information:




Work Information:


Employers Name:______________

Employers Name:___________


Phone Number: ______________

Phone Number: ____________


Best Time To Reach You: ______

Best Time To Reach You: ____

Medical Information:

We need to have on file, the name and address of your child’s doctor and dentist in case of a medical emergency.  When you cannot be reached, your child’s source of medical care will be called.

Doctor’s Name: ______________________
Dentist’s Name: ___________________

Clinic: _____________________________
Clinic: __________________________

City: _____________________________ 

City: ___________________________

Phone Number: ______________________
Phone Number: ___________________

I grant permission to the Director or Acting Director to take whatever steps may be necessary to obtain medical care for my child if needed.  These steps may include, but are not limited to the following:

· Attempts to contact a parent or guardian

· Attempts to contact the child’s physician

· Attempts to contact the parent through any of the persons on an emergency contact list

· In the event that the above is unsuccessful we will call the paramedics and have your child taken to an emergency hospital

I understand that any expenses incurred by the above will be the responsibility of the family.

In the event of an emergency I would like my child transported to the following Emergency Room/Hospital: ________________________________________________________

Parent Signature: __________________________________Today’s Date:__________

