AppleTree Early Care & Education                                                       1147 S. Walnut St., Casper, WY  82601   
307-237-1952

Enrollment Form

Today’s Date ______________________________ Child’s Date of Birth _______________________________

If pregnant, due date _____________________
Anticipated start date _________________________________

Child’s Name __________________________________ Nickname ___________________________________

Address ____________________________________________________ Sex __________________________

City/Zip____________________________________________________ Phone _________________________

Mother’s Name ________________________________________SSN ________________________________

Driver’s License Number _____________________________________________________________________

Home Address, if different than above  __________________________________________________________

Occupation ____________________________ Place of Employment _________________________________

Work Address _____________________________________________________________________________

Work Phone _________________ Cell Phone _________________Email______________________________

Father’s Name ________________________________________ SSN ________________________________

Driver’s License Number _____________________________________________________________________

Home Address, if different than above __________________________________________________________

Occupation ____________________________ Place of Employment _________________________________

Work Address _____________________________________________________________________________

Work Phone ________________ Pager or Cell Phone __________________Email_______________________


Changes and date changed____________________________________________________________
Names of siblings: ________________________________________________________Age s_____________

In case of emergency, what is the best way to contact you? (circle)   home      work      cell       email        text

For non-emergency contact, what is the best way to contact you? (circle)   home    work   cell   email     text
Parents are responsible for all emergency medical treatments.  In case of emergency, contact: ________________________________________________________


Relationship to child _________________________________ Phone ___________________

Insurance Information:


Subscriber’s Name _______________________________ ID Number __________________


Name of insurance carrier ______________________________________________________

Physician: ________________________________________ Phone __________________________

Dentist: __________________________________________ Phone __________________________

Other than the above parents/guardians, only the following person(s) may remove child(ren) from care without previous notice:
PHOTO ID REQUIRED

Name __________________________________Relationship _________________ Phone ________________

Name __________________________________Relationship _________________ Phone ________________

The following information is requested to provide the best care for your child.  Your responses assist us in getting to know your child, as well as allowing us to be consistent with daily routines as much as possible.   All information is confidential.

Other Languages Spoken at Home: ​​​​​​​​​​​​​​​​​​​​​____________________________________________

Have there been any changes in your family structure? (ex. Separation, divorce, death of someone close to your child, move, marriage) _______________________________________________________________________

Is there a family history of learning/behavioral difficulties? ___________________________________________

Your child

Please circle the words that best describe your child:  calm, shy, excitable, happy, sensitive, cheerful, loud, quiet, easily angered, stubborn, curious, active, aggressive, on task, destructive, gives in easily, temper tantrums, loving, jealous, bites, shares well, hyperactive, unfocused, bright, slow learner, busy, contented, refuses eye contact, other:  ___________________________________________________________________

How does your child get along with other children? ________________________________________________

How does your child express feelings? __________________________________________________________

What behavior do you find most difficult to handle? ________________________________________________

What method of discipline do you find works best with your child?  ________________________________

Are there any “family” rules I should be aware of?

Who does most of the disciplining? _____________________________________________________________

What are your child’s favorite activities? _________________________Least favorite? ___________________

Self help skills that your child needs assistance with:

Buttons

Zippers

Laces
 Snaps           Velcro
      Getting pants, shoes, jackets, on/off

Does your child (circle):  use a pacifier                suck thumb 


Fingers

Does your child have a “fussy” time? When? _____________________________________________________

How do you handle those fussy times? __________________________________________________________

What frightens your child? ____________________________________________________________________

Has your child had experience with other children? Yes _____ No _____ Siblings _______ Adults ________

Has your child been in childcare before?  Yes____ No _____ How Many? _____________________

Reason for leaving last childcare? _____________________________________________________________

Childcare provider’s name _______________ ____________________________________________________

Medical Information:

Please circle all the words that apply in describing your pregnancy and child’s birth:  regular prenatal appointments, limited care by a physician, hospital birth, at-home birth, C-section, vaginal birth, short labor, long labor, natural, birth with medications for pain or delivery, full-term, premature by ____________, normal birth, or birth with complications (please list) _________________________________________.

List child’s frequent illnesses and hospitalizations:  (ear infections, strep throat, seizures, tonsillitis, etc.)

List any known allergies:  ____________________________________________________________________  

What communicable diseases has your child had?  (chicken pox, measles, mumps, etc.)

Is your child currently taking medications?  Yes _____ No _____ What? ______________Why? ____________ 

Are there any special medical concerns we should know about?

Does your child receive therapeutic services in a developmental center or school?     Yes _____ No _____

If yes, please circle which services:     Occupational therapy

Physical therapy

Speech therapy 
Behavior therapy
Psychological/Counseling services

Mobility:  Walks ___ Uses wheelchair ____Wears adaptive shoes  _____Uses cane _____

Uses walker _____ Does not move self _____  Crawls _____  

Would your child be able to evacuate the building without assistance?  Yes _____ No _____

Communication:  Uses light board or other adaptive device _____ Wears glasses ______

Wears hearing aides ____Uses sign language or other hand signals _____ Lip reads ______
Eating Habits:

If your child is an infant, circle what nourishment:  breast   

formula

combination

I plan on coming to ATLC to nurse my infant.   _____

Any history of colic?  Yes _____ No _____ Time of day? __________________________________________

Child’s favorite food:________________________________ Food dislikes:  ___________________________

How has your child been fed?  Held in lap _____  highchair _____  At table _____  Other _____

Does your child eat unassisted using   fingers _____  a fork _____  a spoon _____  a knife _____

Eats finger foods:  _____    Drinks from:  bottle _____  sipper cup _____  regular cup  _____  

Requires use of a dropper, weighted cup or other adaptive equipment to self-feed _____

Eating habits that you are concerned with:  _____________________________________________________
Restroom Habits:

Are bowel movements regular?  Yes _____  No _____ How many per day? ________ Times: ______________

Has toilet training been attempted?  Yes _____  No _____  Please circle what is used at home:

Diapers

Pull-ups

Potty chair

Special toilet seat
Regular toilet seat

Does your child have frequent diaper rashes?  Yes ____ No _____ Circle what works:  Oil      Lotion       Powder

Can your child be relied upon to indicate the need to use the restroom?  Yes______   No _____

How does your child indicate it? ___________________________________________________

Does not indicate need to use bathroom and should be taken to toilet every _____ hours.  Should be left, attended, on toilet for _______ minutes.

How often does your child have accidents?    Potty_________
BM ________

Any special concerns or comments? 

Sleeping Habits:

At what time does your child go to bed at night? __________ Awaken in morning? _______________

Do they wake frequently during the night? Yes _____ No _____ Have nightmares? Yes _____ No _____

Does your child sleep in their own room? Yes _____ No _____  Require a nightlight?  Yes _____ No _____

Do they have their own bed?  Yes _____  No _____  They sleep in own bed (circle)    part-night        whole night

Do they (circle) Walk  Talk  Cry during the night?

Do they take a nap(s)?  Yes _____  No _____  From when _______________to when _____________

How do they fall asleep? Circle:     Rocking         Holding
     On their own         Story            Music

Other: ________________________________________________________________________

Any other concerns or comments:                                                    
Permission to Administer Children’s Tylenol/Motrin


I give the staff of AppleTree Early Care & Education permission to give my child the recommended amount of Children’s Tylenol/Motrin in the event that their temperature exceeds 101 degrees and/or my child has pain which the teacher or director think may be relieved.  The staff will make every effort to contact the parent.  Dosage and time of administration will be recorded on the child’s chart.

Signature ___________________________________________ Date __________________


Permission to Transport


I do hereby authorize the properly licensed and insured director, teacher, and/or authorized parent volunteer to transport my child, if needed, to and from events, activities, parks and neighborhood  schools.

Signature __________________________________________ Date ____________________



Consent of Waiver of Liability (must be signed for enrollment)

I, ____________________________, as a parent/guardian, do hereby for myself, or my heirs, executors and administrators, waive and release AppleTree Early Care & Education and its employees, agents, representatives, successors, and assigns, from any and all known and unknown claims, causes of actions, suits, and liabilities of every kind and nature connected with or related to AppleTree Early Care & Education activities and participated in voluntarily by my child/ward.  I understand that AppleTree Early Care & Education must comply with all local, county, and state regulations and secure liability insurance to be licensed by the State of Wyoming and Department of Education.

Signature __________________________________________ Date ____________________



Photograph, Web Site, Social Media, and Promotional Release

_____ I authorize my child to be photographed and allow it to be used in AppleTree Early Care & Education’s  promotional use, social media, and web site without my child’s full name.

_____ I do not authorize my child to be photographed, nor to be used in any of  AppleTree Early Care and Education’s promotional use, web site or social media.
Signature __________________________________________ Date _____________________



If a sudden illness or other serious medical emergency should occur and I cannot be reached, my signature below authorizes the person in charge to call my child’s physician or dentist or to take my child to the nearest emergency medical facility.  I understand that all charges are at my expense and not that of AppleTree Learning Center.

Signature __________________________________________ Date ______________________

