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New Beginnings Preschool
Family Information 

	
Child’s Full Name: ________________________________________DOB: ___________

Address:_________________________________ City:_________________ Zip:________

Is there anything you would like us to know about your child? (Special interests, fears, anxieties, etc.)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	 
Mother/Guardian Name:___________________________________________________

Address:_________________________________ City:_________________ Zip:________

Cell Phone:__________________ Email:________________________________________

Employer:____________________________________ Work Phone:_________________


	 
Father/Guardian Name:____________________________________________________

Address:_________________________________ City:_________________ Zip:________

Cell Phone:__________________ Email:________________________________________

Employer:____________________________________ Work Phone:_________________


	Emergency Contact #1 (Other than parent)

Name:_______________________________

Relationship:________________________

Phone Number:______________________

	Emergency Contact #2(Other than parent)

Name:_______________________________

Relationship:________________________

Phone Number:______________________

	Alternate Pick Up #1 (Other than parent)

Name:____________________________________

Relationship:_____________________________

Phone Number:___________________________

	Alternate Pick Up #2 (Other than parent)

Name:____________________________________

Relationship:_____________________________

Phone Number:___________________________


	Alternate Pick Up #3 (Other than parent)

Name:____________________________________

Relationship:_____________________________

Phone Number:___________________________

	Alternate Pick Up #4 (Other than parent) 

Name:____________________________________

Relationship:_____________________________

Phone Number:___________________________


	Health Information

Physician’s Name:_________________________________ Phone:__________________________

Physician’s Address:________________________________________________________________

Allergies/Medical Conditions:_______________________________________________________


Dentist:_______________________________________ Phone:______________________

Hospital Preference:_______________________________________________________



	If you answer “YES” to any of the following questions, you will be given additional forms that must be completed by you AND your child’s physician.

1. Does your child have asthma? ________

2. Does your child have food allergies that require a special diet? _______

3. Does your child have a serious medical condition that may require monitoring or special treatment at school (Ex: Diabetes, Cystic Fibrosis, Seizure Disorder, Cancer)? _______

4. Is your child taking medication that will need to be administered at school (This includes prescription and over-the-counter medication)? ________


	I, the undersigned, authorize the staff of New Beginnings Preschool to take what emergency medical measures are deemed necessary for the care and protection of my child enrolled in the program.

__________________________________________________________________________________
Signature by Parent or Guardian                                                Date


Publicity Agreement

Child’s Name: ______________________________________________________________   
Class/ Teachers: _________________________________       Date: ________________

I, _____________________________ give New Beginnings Preschool permission to take and use still photographs or videos of my child __________________________ in the following ways:
(Please write or type “yes” or “no” in the appropriate box) 
	
	Use of child’s Photograph
	Use of child’s First Name

	Online: Saint James Catholic Church Public Website
	
	

	Online: New Beginnings Preschool Public Website
	
	

	Online: New Beginnings Preschool Public Facebook Page
	
	

	Online: New Beginnings Preschool Private Classroom Facebook Pages
	
	

	Media: Including but not limited to Newspaper Articles, Church Bulletins and/or Television Coverage
	
	



______ I understand that it’s my responsibility to update this form if I wish to retract permission in any category listed above.

______ I understand that permission is given for the entire period of my child’s current school year unless I update the form.

Parent Signature: _______________________________ Date____________


EMERGENCY MEDICAL CARE FORM
In the event that my child ___________________________ may require medical care when I am unable to be reached, I hereby authorize New Beginnings Preschool to accompany my child in the evaluation and treatment as deemed necessary by the doctor and/or hospital administering care.

Child’s Name:_________________________________________ DOB:_________________
Allergies:_____________________________________________________________________
Present Medications:_________________________________________________________
Medical History:______________________________________________________________

Surgical History:______________________________________________________________
Family Physician:_________________________________ Phone:____________________
Health Insurance Co:________________________________________________________
Member Number: ___________________________________________________________

Person(s) able to provide authorizing signature when parent(s) are unable to be reached:
· Any Staff Member of New Beginnings Preschool
· (Emergency Contact 1):__________________________________________________
· (Emergency Contact 2):__________________________________________________

Date of permission: ___________________
Parent’s Signature: ___________________________________________________________
Address: __________________________________City:___________________Zip:_______
Home phone: ________________________ Work Phone: ___________________________
Mom’s Cell: ___________________________ Dad’s Cell: ___________________________

AUTHORIZATION IS TO BE LEFT WITH THE RESPONSIBLE ADULT AND PRESENTED TO THE HOSPITAL STAFF AT THE TIME EMERGENCY MEDICAL AND/OR SURGICAL CARE IS REQUIRED
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Acknowledgement of Forms Submitted
· I hereby agree to promptly notify New Beginnings Preschool of any changes of the above information. I understand that I am fully responsible for the terms of this agreement as stipulated.
 
· I have read, understand and agree to comply with the policy and procedures and information for parents/care givers given to me by New Beginnings Preschool in the Parent Handbook and the Covid-19 Policies and Procedures.

· I understand that I am responsible to provide a copy of my child’s most current immunization record to New Beginnings Preschool within 30 days of childcare to avoid interruption in my child’s enrollment. 

· I have signed and submitted the Child Care Illness and Injury Agreement, provided to me by New Beginnings Preschool, with my other required forms.
Immunization Records may be sent to New Beginnings Preschool by means of:
1. Mail in- along with all other required forms to:
                                New Beginnings Preschool
                                    139 Manor Ave. SW 
                                    Concord, NC 28025
2. If you have a digital copy of your child’s most current immunization record you can send it via email to Suzanne Carney (Director of New Beginnings Preschool) at suzannec@saintjamescatholic.org 

3. You can have your child’s physician fax a copy of your child’s most current immunization record to (704-720-0610)

Parent Signature_____________________________________ Date___________________
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NEW BEGINNINGS PRESCHOOL
2021-2022 REGISTRATION

REGISTRATION FEE OF §55.00 PER CHILD FOR ALL CLASSES

IWPORTANT: Chidren must have reached their first, second, thid, or fourth
birthday by August 31, 2021 with respect to_the cless in which they are enrolled.
PLEASE NOTE: There is o $10.00 discount for the oldest child's monthly fuiton if you
register mare than one child in your family. There s no discount on the registration
fee.

PRESCHOOL - TODDLER MONTHLY
) = Class, Mandey through Friday 27000
) 15 Class, Mordey, Wednesdey. Fiday 21000
) s Class, Tuesdoy/Thursday $16500
PRESCHOOL - 25 MONTHLY
1 2 Closs, Mondoy through Fridy 27000
) 2 Closs, Mordoy/Wednesday Fridey 21000
) 2 Closs, Toesdoy/Thursdoy $16500
PRESCHOOL - 3' (MUST BE POTTY TRAINED)
)3 Closs, Mondoy fhrough Friday. 27000
) 3 Closs, Mondoy/Wednesday/Fridey s21000
) 3 Closs, Toesdoy/Thursdoy $16500
PRE-KINDERGARTEN (TURN 5 AFTER 1/2022)
) &5 Closs, Mondoy/Wednesday/Fridey sa1500
) 45 Closs, Mondoy through Fridy 27500
‘TRANSTTIONAL KINDERGARTEN (TURN 5 BEFORE 1/2022
) Older 5.5 Class. Monday through Fridey 27500

Please check the class option for which you wish fo register for. Return this form along
with the registration foe. This fee is non-refundable

Child's Fll Name

Date of Birh: Sex___ phome.
Porent(s)or Guordion().

Streat Address Gity and Zi,
Encil #1, Erail 72,

Office uze

Date received: check #/oriine_ A,
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ROMAN CATHOLIC DIOCESE OF CHARLOTTE

Office of Diocesan Properties & Rik Management

1 agree that | will not bring my child in for any Day Care if | reasonably believe that my child is il and may be
contagious. | understand and acknowledge that any child who appears to be ill upon arrival should not be admitted
to Day Care. Nevertheless, | assume full responsibiliy for the risk to my child that other children who are present in
Day Care may be illand may transmit contagious disease.

I understand that this form does not authorize Day Care workers to administer medication

1 understand and acknowledge that no medical professionals are on duty in Day Care, except as may be required
under NC law.

Ihave authorized my child's physician to receive calls from Day Care Workers while my child is in Day Care.

1 authorize Day Care Workers to authorize and consent to any medical care for my child that he or she reasonably
believes necessary, including, but not imited to, hospitalization or surgery. | agree to pay any expenses related to
such medical care. | understand and acknowledge that Day Care Workers will attempt to obtain my permission by
telephone before authorizing or consenting to any medical care for my child if time and conditions permit

1 understand and acknowledge that any medical expenses related to iliness or injury to my child while in Day Care
are not covered by any insurance program maintained by the Parish/School/Agency, and that | am primarily
responsble for paying any such expenses.

1 understand and acknowledge that by bringing my child into day care | am assuming full responsibility for the risk
of any iliness or injury that my child may incur. | release the Parish/School/Agency and any day care workers from
liability for any iliness or injury that my child may incur while in day care, whefher caused with or without fault by the
Parish/School/Agency. or by any of their agents, servants and employees, including any day care workers.

Ihave carefully read this Day Care Agreement, and | understand and agree to each of the covenants and conditions
set forth above. This Day Care Agreement is effective for one year from the date stated below, unless earlier
revoked.

Parent or Guardian Printed Name. Date

Emergency Contact Number
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e Children’s Medical Report
“Name of Child_ Baide
Name of Paeot o Guardian,

Addres of Paent of Guandian,

| A Medical History (My be completed by parent)
1. I child allrgic to anyibing? No__ Yes__ Ifyes, what?

|2 5= bl comently wndr = doctors cane? No__ Yar_ Tryes, for what resson’

pErer—— “medicaton? No__ Yer__ Tyas, what!
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‘comulions No__ Ye_: beartrouble No__ Yer__: asthana No__ Yer__.
1Fothers, whatiwben!

6. Does the child have any physical disabilties: No__ Yes__ Ifyes, please dscribe:

| ny mental issblites? No___ Yes_ Ifyes,plesce descibes

Signarure of Parent or Guardian. Dae,

5. Bhysial Examinaion: Tic examination st b coleted nd signed by  hcened hysicia, i suhorized
S5ent ey pproved by o . C. Bosrd of Mool Exeminers (o ompartie b s brderng
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Haght o W “
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Amy ot recommendations:

Date of Examination

Signature of authorized examiner e Phone &
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Theparentguadian must ubmit  crtficte of immuniaton on chids first day of stendance or within 30 calendar Gays o the

s day of ttendance

Chie’ full ame:

Date of b

Enter the date of each dos raceived (Mont/DayYer) o ttach 3 copy ofthe immunization record.
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Vaccines Recommended (not required) by the Advisory Committee on Immunization Practices (ACIP)

Vaccine 12345
ecne | Avbreviation | Tradetame | ecommended schedute | 3 e lane
Fotavius | AL, AvS | otateq, notais | Age 2 manths, 4 months, &
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e T Ve | i dose, 3ge T35 o
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