
Application of Enrollment/Record of Child Information

Enrollment Beginning: __________________________________

Name of Child: ____________________________________________  D.O.B.: _______________   Gender: ________

Address: ________________________________________________________________________________________

Mother/Legal Guardian: ____________________________________________________________________________
                                        Name                                            Address                                                      Ph. Number

Place of Employment: __________________________________________
Address: ______________________________________________
Phone Number: __________________________________
Working Hours: _____________________________

Father/Legal Guardian: ____________________________________________________________________________
                                        Name                                            Address                                                      Ph. Number

Place of Employment: __________________________________________
Address: ______________________________________________
Phone Number: __________________________________
Working Hours: _____________________________

Little Prairie Preschool was recommended by: ________________________________________

If child has any of the following, please explain.  If not, please indicate with a “No” or “None”:

Medical diagnosis/diagnoses - __________________________________________________________________________


Physical restrictions or limitations - ______________________________________________________________________


Allergies - __________________________________________________________________________________________


Food Likes - ________________________________________________________________________________________


Food Dislikes - ______________________________________________________________________________________


Fears - ____________________________________________________________________________________________

Is the child used to napping? _____________________________________

Is the child toilet trained? ______________________________________________________________________________

Does the child take any medications regularly? _______________ If “yes”, please list - _____________________________
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