Lighthouse Readiness Center Registration

Child’s Name:__________________________________________     Date Of Birth: ____________________

Parents’ Name(s): ______________________________________     Relation to Child: ________________

       ______________________________________   Relation to Child: ________________

Home Phone: _______________    Cell Phone:  ______________    Alternative Phone:  _______________

Home Address:

_____________________________________________________________________________________________

Street




City


 
State

                  Zip

Emergency Contact Information

Name: ____________________________________________                      Relation To Child: _________________

Home Phone: ________________________                                                   Alternative Phone: _________________
( What age group does your child belong to?

( Preschool (2.9-4 years)    

( Pre-Kindergarten (4-5.9 Years)     

( How Often Will Your Child Attend?

( Full Time  (5 Days a Week)
  

· Part Time (3 Days a Week)   

( Part Time (2 Days a Week)

( Does your child have any allergies or food restrictions? (If yes, please describe):

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

( Does your child take any medications? (If yes, list prescriptions and directions for administration): _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

( Is your child potty trained? _______________________________________________________________

( Please give any special information or concerns regarding your child:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check the appropriate box and provide your signature in the space below

· I give my permission to allow a Lighthouse Project employee to transport my child to the nearest hospital in the event of a medical emergency.

· I do not give permission for my child to be transported by a Lighthouse Project employee to a hospital in the event of a medical emergency

Parent Signature: ______________________________________________          Date: ___________________

