CHILD’S NAME______________________________________________________

BIRTHDATE_____________________________    MALE______ FEMALE______

ADDRESS_______________________________   PHONE NUMBER___________

PARENT/LEGAL GUARDIAN’S NAMES_________________________________

Mother’s address
Phone number

Father’s address

Phone Number

EMERGENCY CONTACT PEOPLE

1.NAME______________________________________PHONE_________________

   ADDRESS___________________________________________________________

2.NAME______________________________________PHONE________________

   ADDRESS___________________________________________________________

3. NAME______________________________________PHONE_________________

   ADDRESS___________________________________________________________

CHILD’S DOCTOR_____________________________PHONE_________________

ALBERTA HEALTH CARE_____________________________

RELEVANT INFORMATION

SIBLINGS____________________________________________________
ALLERGIES_________________________________

IMMUNIZATIONS UP TO DATE_____________________________________

RECORDS ARE AT WHICH CLINIC_________________________________

FAVOURITE  ACTIVITIES_________________________________________

PREVIOUS PRE- SCHOOL EXPERIENCE______________________________

PLEASE STATE DISCIPLINE USED IN HOME_________________________

PROGRAM PREFERRED  4 YR. A.M.  _______ 3,4 YR. P.M.______________

                                              3 Y.R. A.M.____________________

HAS CHILD HAD ANY MEDICAL OR EMOTIONAL CONDITION

NO________________YES____________EXPLAIN_______________________

IS CHILD ON DAILY MEDICATION     NO___________YES_____________

IF YES, PLEASE GIVE NAME_______________________________________

HAS YOUR CHILD HAD ANY OF THE FOLLOWING

CHICKEN POX________                                        ALLERGIES_____________

WHOOPING COUGH________                              HEART CONDITION___________-

RUBELLA_______________                                   EPILEPSY___________________ 

MEASLES_____________                                       HEAD INJURY_______________

MUMPS______________                                         BROKEN BONES_____________

DIABETES__________                                             STITCHES__________________

SURGERY_____________

PLEASE READ AND COMPLETE THE FOLLOWING MEDICAL RELEASE

MEDICAL RELEASE 

IN THE EVENT OF AN EMERGENCY, I GIVE MY PERMISSION TO THE NURSERY SCHOOL STAFF FOR ANY MEDICAL PROCEDURE DEEMED NECESSARY BY THE CHILD’S PHYSICIAN OR BY ANOTHER DOCTOR SELECTED BY THE NURSERY SCHOOL.

I UNDERSTAND THAT I REMAIN RESPONSIBLE FOR EXPENSES INCURRED

{AMBULANCE, TAXI ETC. }

SIGNATURE________________________________

ADDRESS__________________________________

PHONE____________________________________

DATE SIGNED______________________________

I GIVE PERMISSION FOR MY CHILD’S PHOTO TO BE USED ON THE SCHOOL WEBSITE
SIGNATURE________________________________DATE_______________________
I GIVE PERMISSION FOR MY CHILD TO GO TO THE PARK AND FOR WALKS.

SIGNATURE________________________________

DATE SIGNED_______________________________      

