
EMERGENCY INFORMATION 

Enrollment Date:______________________________________________ 

Child’s Name:_______________________________________________________________________________________ 
  Last     First    Middle 

Home Phone #:_________________________________  Cell #:_________________________________________ 

Home Address: ______________________________________  e-mail:  ________________________________ 

Male: ______   Female: ______   Date of Birth:  ____________________  Hair Color:  _______ Eye Color:  __________ 

Mother’ Name: _____________________________________________________________________________________ 
  Last     First    Middle 

Address (if different from child):_______________________________________________________________________ 

Place of employment:________________________________________________________________________________ 
   Name/Phone #     Address/City/State 

Father’s Name: _____________________________________________________________________________________ 
  Last     First    Middle 

Address (if different from child):  _______________________________________________________________________ 

Place of employment:  _______________________________________________________________________________ 
   Name/Phone#     Address/City/State 

 

Child’s Doctor:  _____________________________________________________________________________________ 
  Name/Phone #      Address/City/State 

Child’s Dentist:  _____________________________________________________________________________________ 
  Name/Phone #      Address/City/State 

HOSPITAL:  ____________________________________________________________________________________________________________ 

  Name/Phone #      Address/City/State 

 

Person’s authorized to pick up your child: 
1._____________________________________________   _______________________________________________________ 

 Name/Phone #       Address/City/State 

2.  ____________________________________________   _______________________________________________________ 

 Name/Phone #       Address/City/State 

3.  ____________________________________________   _______________________________________________________ 

 Name/Phone #       Address/City/State 

Person/s not authorized to pick up your child: ________________________________________________________________________________ 

 

Emergency contact to call if parent cannot be reached: 
Name:  ________________________________________   Phone #:  _______________________________________________ 

Address:  ______________________________________   Relationship:  ____________________________________________ 

Name:  ________________________________________   Phone #:  ________________________________________________ 

Address:  ______________________________________   Relationship:  ____________________________________________ 

 

Other people in household with child (i.e. siblings, relatives) 
________Name__________________  _________Relationship______________  __________Age___________________ 

______________________________  _________________________________  ________________________________ 

______________________________  _________________________________  ________________________________ 

______________________________  _________________________________  ________________________________ 

 

Any Allergies or Health Problems we need to be aware of:  ________________________________________________________________________ 

Special Instructions:  _______________________________________________________________________________________________________ 
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PRESCHOOL HEALTH STATEMENT/RECORD FORM 

This form is to be filled out by a licensed physician or a licensed nurse practitioner that has seen the child in the last 12 months. 

 

Children who enroll in the City of Northglenn Preschool Program must submit (yearly) a signed and dated statement of the child’s health status 

which indicates the child’s abilities and/or limitations to participate in the regularly scheduled class associated with this program. 

 

 

Child’s Name:  ______________________________________________________________Sex:  _______  DOB:  _____________________________ 

 

Address:  ________________________________________________________________________________________________________________ 

 

Physician’s Name:  ________________________________________________________________________________________________________ 

 

Physician’s Address:  _______________________________________________________________________________________________________ 

 

 

 

HEALTH HISTORY(chronic or recurring) 
 

ALLERGIES) (chronic or recurring) IMMUNIZATIONS 

Ear Infections  Hay Fever    

Diabetes   Plant Poisoning   PLEASE ATTACH A COPY OF YOUR CHILD’S 

Heart Disease/Defect   Insect Bites   IMMUNIZATION RECORD ON THE  

Asthma   Penicillin   CARD IN THE PACKET 

Convulsions/Seizures   Food    

Nosebleeds   Other Drugs                     

Other                             

 

Operations or serious injuries (dates):  ________________________________________________________________________________________ 

 

Is the child on any medications?:   ____________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 

 

Physical limitations:  __________________________________________           Describe: _______________________________________________  

Accommodations (?):  _____________________________________________________________________________________________________ 

 

Dietary limitations:  ____________________________________________  Describe:________________________________________________ 

 

Vision:  ______________________________________________________        Hearing:  ________________________________________________ 

 

 

Date of my most recent well-child examination of child:  ______________________________________________________________ 

_______________________________________________________________ _______________________________________________________ 

Signature of physician or licensed nurse practitioner    Date 

 

 

This child is ______  is not  _____ physically  and/or emotionally able to participate in the Tiny Tot/Teeny Tot program. 
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AUTHORIZATION SIGNATURE PAGE 

 
EMERGENCY MEDICAL CARE: 
 

I hereby give my permission to the City of Northglenn Pre-School Staff to call a doctor or emergency medical service and for the doctor, hospital or 

medical service to provide emergency care for my child___________________________________________________________________________ 

should an emergency arise.  It is understood that staff instructors will make a conscientious effort to locate the parents or emergency contacts 

listed on the registration information document when 911 action is taken.  I/we accept all expenses associated with such emergency medical 

and/or surgical care.  By the signature/s below, I/we release the City of Northglenn and its employees from any  liability. 

 INTIALS:  __________ 

 

ILL CHILD STATEMENT: 
 

I will not bring my ill child to pre-school. I your child has had a fever, vomited, had diarrhea within the last 24 hours, has green/brown nasal 

discharge and/or productive cough, please keep them home. Child may return after symptoms have resolved for 24 hours.  Notices will be posted 

in classroom to alert parents of exposure to a contagious condition. Confidentiality will always be maintained. Staff have an obligation to check 

children upon entry to class, if they deem a child is ill, the child will not be allowed to remain for the day. 

 INITIALS:  __________ 

SUNSCREEN : 

SPF 30 no additive sunscreen is provided by the program for parents to apply to their child at the beginning of class days that  would require such.  

In the event that parents do not apply sunscreen themselves, permission is granted for staff to appropriately apply sunscreen to my child.  If the 

sunscreen provided does not meet the needs of the parent, please provide sunscreen for your child with their name on the container. 

 INITIALS:  __________ 

FIELD TRIPS: 

Pre-school classes do not leave the facility for field trips. We do however take occasional walking trips around the facility grounds. I give my 

permission for my child to participate in these activities. Monthly calendars will alert parents to upcoming walking trips. 

 INITIALS:  __________ 

VIDEO/TELEVISION VIEWING: 

Video viewing will only take place when it directly enhances planned curriculum. I give my permission for my child to participate at those times. 

Monthly activity calendars will indicate when these activities are planned. 

 INITIALS:  __________ 

MEDIA WAIVER: 

Occasionally, photos of children are taken by staff to enhance our environment or to put in brochure publications. I give my permission for my 

child’s images to be used for these occasions. 

 INITIALS:  __________ 

 

________________________________________________________________  ________________________________ 

Parent/Guardian Signature        Date 

_________________________________________________________________________ 

Print Parent/Guardian Name 
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PARENT CONTRACT 
PRE-SCHOOL PROGRAMS 

 

I have read and understand the policies and procedures set forth in the manual, 
have had all my questions answered. I agree with the policies and procedures as 
stated. 

 

 

_______________________________________  ______________________ 
Parent Signature         Date 

 

_____________________________________________________________________ 

Please Print Name 

 

 

 

 

MEDICATIONS: 

IF YOUR CHILD REQUIRES MEDICATION TO BE GIVEN DURING CLASS 

TIME, PLEASE TALK TO THE INSTRUCTOR AND YOU WILL BE GIVEN 

APPROPRIATE FORMS TO BE FILLED OUT BY YOU AND YOUR PHYSICIAN. 

 

Thank you for taking the time to properly fill out and return these 

necessary forms. 
 

Sincerely, 

Pre-School Staff 
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