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Rebecca gottmg, Director
Enrollment Avplication

Date of Admission:___/_/  Dateof Withdrawal:___ / /  DateofBirth:___ /[
Child’s Name: Home #: ( )

Address: City: Zip: Sexx: M F
Mother Name: Home #: ( )

Address: City: Zip:

Employer Name: 4 Digit Code
Employer Address:

Work #: () Cell#: () Pager #:

Email: @ Mother's DL#:

Father's Name: Home #:.( )

Address: City: Zip:

Employer Name: 4 Digit Code
Employer Address:

Work #: () Cell#: () Pager #:

Email: @ Father's DL#:

Names, addresses, phone numbers, and relationship of person to call in case of an emergency, if parent or guardian
cannot be reached:

Name Name
Address Address
Phone # Phone #

Relationship Relationship



Does you child have any special problems such as allergies, existing illnesses, previous serious illnesses, injuries,
hospitalizations during the past 12 months, any medications prescribed for a long term condition use and/or other conditions
that our staff should be aware of?

Yes NO If yes please describe:

Please READ and INITIAL the following statements:
___lunderstand that AECC does not provide transportation for children.

___lunderstand that AECC does not provide meals for children.
__lunderstand that AECC does not allow children to use splash pools, wading pools, or swimming pools.

__ | grant permission to any member of the AECC administrative and teaching staff access to my child’s
health information.

My child may be released to the following persons: Persons must submit proper ID.

Name Name
4Digit Code 4Digit Code
Phone # Phone #

Authorization For Emergency Medical Attention

If | cannot be reached to make arrangements for emergency medical care for my child, , at the time of an illness or
accident, | hereby give my consent and authorize AECC to secure any and all necessary medical care for such child. If | cannot be reached to make
arrangements for emergency medical care for such child | authorize the person(s) in charge at AECC to take my child to:

Doctor Name: Phone#: ()

Doctor's Address:

Name of hospital/clinic:

| give my consent and authorization for any health care provider, health facility, or physician to provide necessary medical treatment to my
child: in the event of an emergency, at which time | cannot be reached. | give consent to such child being transported by an
ambulance to the hospital:

Insurance Carrier: Group/Policy#

___No Insurance Coverage ___ Do not wish to provide insurance information.

Signature of Parent or Legal Guardian Date



