Bethesda Child Development Center                         Date Child started______________ Initial Payment_________________
               Enrollment Form                                                                       Arrival time ___________________ Departure time _________________
                                                                                                                                    Program________________ Site/Room________________                                                                                                                               

Child’s Full Name: _______________________________________ Birth date: __________________
Home Phone # _____________ Cell #__________________
Street: __________________________________ City: ________________________Zip:___________

Primary Guardian: _________________________________ Relationship to child________________
Employer Name: ___________________________________Work Hours: ______________________
Business Phone #: __________________________________ Cell #: ___________________________
E-mail: ____________________________________________________________________________
Secondary Guardian: _______________________________   Relationship to child: _______________
Employer Name: ___________________________________ Work Hours: ______________________
Business Phone #: _________________________________   Cell #: ___________________________
E-Mail: ____________________________________________________________________________
If not available in an emergency, notify:
Name_______________________________________ Daytime Phone: ______________________ Cell #____________
Street and number                                                                          City                                           State                      Zip

Name________________________________________ Daytime Phone: ____________________ Cell # ___________

Street and number                                                                          City                                           State                      Zip

In the event that I cannot be reached in an Emergency, I hereby give permission to the physician selected by the Bethesda Child Development Center director to hospitalize, secure proper treatment for, and to order injection, anesthesia or surgery for my child as named above.

Signature _______________________________________________________________ Date: _____________________

Family Physician: _________________________________________ Phone #: __________________________________

Family Dentist: ___________________________________________ Phone #: __________________________________
Child Release:
The following additional people are authorized to pick up my child from Bethesda Child Development Center:

             Name                                                         Relationship                                                             Phone

1. ___________________________________________________________________________________________________

2. ____________________________________________________________________________________________________

3. ____________________________________________________________________________________________________

4. ____________________________________________________________________________________________________
5. ____________________________________________________________________________________________________
Parent/guardian Signature ______________________________________________Date _______________
Health Appraisal
Complete the following & give additional comments if needed:
      Child’s Medications: ____________________________________________________________________
      Child’s Medical Allergies: ________________________________________________________________

      Child’s Food Allergies: __________________________________________________________________

      Additional Information about your child (includes, serious illness, accidents, operations, etc… with dates)

GUARDIAN SIGNED RELEASES:
Photo Release:  I hereby give my permission for my child’s photo to be used in BCDC newspaper articles.

Guardian Signature: ____________________________________ Date: ___________

Photo Release:  I hereby give my permission for my child’s photo to be used in BCDC classroom activities, yearbook, and class photos.

Guardian Signature: ____________________________________ Date: ___________
Transportation Release:  I hereby give my permission for my child to be transported by BCDC.

Guardian Signature_____________________________________ Date: ___________
Your child may begin their program after payment book is received and signed.
       This book is available after turning in enrollment form, health appraisal and fees into the Office.
          There is a page in the payment book that needs to be signed stating payment requirements.

