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	Registration Form

2009-2010 School Year


	First Kids Early Childhood

And School Age Care

7700 U.S.Highway 42

Louisville, KY  40241

Phone:  (502) 228-9455

Email:  FirstKids01@aol.com 


Today’s date ___/___/______   Desired starting date ____/____/____  

Child’s Name:  ____________________________________  Age _______
DOB ___/____/___

Address:  __________________________________________Phone _________________________

City _____________________________  State ___________  Zip Code:  _____________________

	Parent Information:
	Mother
	Father

	Name
	
	

	Social Security #
	
	

	Employer
	
	

	Work phone #
	
	

	Cell or alternate phone #
	
	

	Email address
	
	

	I authorize the following persons to pick up my child(ren) at First Kids and to be contacted in case of an emergency and/or illness if I, or my child’s other parent cannot be reached.  I will notify First Kids in writing should any changes in the arrangements be necessary.

	Name ________________________________________
	Phone # _______________________



	Name ________________________________________
	Phone # _______________________



	Allergies and/or physical conditions that we should know about:_____________________________________

_______________________________________________________________________________________


I understand that I am contracting for the days indicated and that payment is expected in advance.  All the information provided is accurate and up to date to the best of my knowledge. I acknowledge that failure to pay will result in collection and 40% collection fee will be added to my account.  Initials_______________________
Please indicate your preferred enrollment choice by checking the age group and desired days.

	Class
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Infants – any day(s)
	
	
	
	
	

	Toddlers –any day(s)
	
	
	
	
	

	Twos- 2 day (Tues/Thurs)

3 day (Mon, Wed, Fri)
	
	
	
	
	

	Threes - 2 days (Tues/Thurs)

3 days (Mon, Wed, Fri)
	
	
	
	
	

	Fours – 4 days:  Mon-Thurs  


	
	
	
	
	

	Four year old Enrichment day 

(Friday)
	
	
	
	
	

	I _____do   _____do not give permission for my child to be photographed for promotional purposes.

I ____ do   _____ do not want to be included in the First Kids’ Directory

I _____ do _____ do not want to receive First Christian Church’s Newsletter

	Signature of Parent
	Date

	_____ check enclosed         _____ please put registration fee on my bill      _________ date received

                                                       (must be paid within 30 days to secure spot)


· August payment are due prior to the first day of school.  These fees are non-refundable. 

· Registration Fee:  $125 – due annually at registration to secure child’s place for the entire school year.  This fee is non-refundable.

· Extended care:  Extended care is offered from 8:30 – 10:00 a.m. and 2:00 – 3:30 p.m.  Extended care requires a signed contract for an ongoing commitment of service.  

· Sibling discount:  In an effort to be supportive of family costs for pre-school, we will continue with a $10.00 discount per additional child.

· 10% discount will be applied to all accounts paid in full for the entire school year.
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	First Kids Early Childhood

& School Age Care

7700 U.S. Highway 42

Louisville, KY  40241

Phone:  (502) 228-9455

Email:  FirstKids01@aol.com
         

	
	


Authorization for Emergency Medical Treatment

Name of child:______________________________________  Birthdate ________________

Name of Parent/guardian ______________________________________________________

Address:  __________________________________________________________________

City __________________________  State __________
Zip _______________________

The above named child is a participant in the activities of First Kids Early Childhood & School Age Care Program, 7700 U.S. Highway 42, Louisville, KY  40241.  As a parent/guadian, I hereby give my consent, in the event all reasonable attempts to contact me at ________________ have been unsuccessful, for 

1. The administration of any medical treatment deemed necessary by

Dr. ___________________________  at _____________________ or


(preferred physician)


(phone)

Dr. ___________________________  at _____________________ or


(preferred physician)


(phone)

2. In the event the appropriate preferred practitioner  is not available, transfer the child to ______________________ or any hospital reasonable accessible.

Insurance provider  _____________________________    Policy # __________________

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists concurring in the necessity for such surgery are obtained prior to the performance of such surgery.  

________________________________


_____________________________

Signature of parent/guardian      date



Witnessed by
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