REGISTRATION FORM (2012-2013)
CHILD’S NAME:  _______________________________________________________________     BIRTHDATE:  _______________________________



(SURNAME)

(FIRST NAME)

ADDRESS:  _____________________________________________TOWN:_______________________________POSTAL CODE:_________________

HOME PHONE NUMBER:  ________________________________
EMAIL ADDRESS:  _________________________________________________
FATHER’S NAME & SURNAME:   _______________________________________________
CELL #:  _________________________________
MOTHER’S NAME & SURNAME:  ______________________________________________
CELL#:  _________________________________

ADDRESS OF FATHER (IF DIFFERENT FROM CHILD):  ______________________________________________________________________________

ADDRESS OF MOTHER (IF DIFFERENT FROM CHILD):  _____________________________________________________________________________

DO BOTH PARENTS HAVE CUSTODY OF CHILD?
YES _____NO_____

IF NO, STATE WHO HAS LEGAL CUSTODY:  _____________________
FATHER’S PLAE OF EMPLOYMENT:  _____________________________________________
WORK #:  _______________________________

ADDRESS:  _____________________________________________TOWN:_______________________________POSTAL CODE:_________________

MOTHER’S PLACE OF EMPLOYMENT:  :  _____________________________________________
WORK #:  _______________________________

ADDRESS:  _____________________________________________TOWN:_______________________________POSTAL CODE:_________________

FAMILY PHYSICIAN:  ____________________________________________________________
PHONE #:  _______________________________

ADDRESS:  _____________________________________________TOWN:_______________________________POSTAL CODE:_________________

LIST THE NAME, ADDRESS, CITY, POSTAL CODE AND PHONE NUMBER OF TWO INDIVIDUALS TO BE CONTACTED IF PARENT/GUARDIAN CANNOT BE REACHED.
NAME:  ____________________________________________________________________
PHONE #:  _______________________________
ADDRESS:  _____________________________________________TOWN:_______________________________POSTAL CODE:_________________

NAME:  ____________________________________________________________________
PHONE #:  _______________________________

ADDRESS:  _____________________________________________TOWN:_______________________________POSTAL CODE:_________________

LIST THE NAME, ADDRESS, CITY, POSTAL CODE AND PHONE NUMBER OF INDIVIDUALS AUTHORIZED TO PICK UP CHILD.

NAME:  ____________________________________(RELATIONSHIP)______________________
PHONE #:  _______________________________

ADDRESS:  _____________________________________________TOWN:_______________________________POSTAL CODE:_________________

NAME:  ____________________________________(RELATIONSHIP)______________________
PHONE #:  _______________________________

ADDRESS:  _____________________________________________TOWN:_______________________________POSTAL CODE:_________________

LIST NAMES OF PEOPLE AND RELATIONSHIP NOT AUTHORIZED TO PICK UP CHILD

NAME:  ___________________________________________________________________
RELATIONSHIP:  __________________________

NAME:  ___________________________________________________________________
RELATIONSHIP:  __________________________
PERMISSION TO PHOTOGRAPH YOUR CHILD FOR PUBLIC RELATION PURPOSES ON THE WEBSITE, VIDEO, AND OR NEWSPAPER AND OTHER MEDIA ARTICLES.
YES_____

NO_____
CHILD’S MEDICAL INFORMATION
THE DAY NURSERIES ACT 1986 REGULATION 160, SECTION 7 (i), REQUIRES THE FOLLOWING MEDICAL INFORMATION.  PLEASE COMPLETE THE FORM AND RETURN IT ALONG WITH YOUR REGISTRATION FORM.

SPECIAL MEDICAL CONDITIONS OR KNOW ALLERGIES AND REACTION/TREATMENT OF CONDITION:

ALLERGY/CONDITION:  _________________________________________________________________________________________

REACTION:  __________________________________________________________________________________________________

TREATMENT:  ________________________________________________________________________________________________

DOES YOUR CHILD REQUIRE ANY SPECIAL CONSIDERATIONS IN RESPECT TO DIET, REST OR EXERCISE?
YES_____         NO_____
(PLEASE DESCRIBE IF YES)

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
DOES YOUR CHILD POSSESS ANY PHYSICAL DISABILITIES? 
YES_____         NO_____

(PLEASE DESCRIBE IF YES)

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
DOES YOUR CHILD REQUIRE MEDICATION REGULARLY?  
YES_____         NO_____

(PLEASE DESCRIBE IF YES)

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
HISTORY OF COMMUNICABLE DISEASES.  (eg. CHICKEN POX, MEASLES, MUMPS, RUBELLA)
DISEASE NAME(S) AND DATE(S):  _________________________________________________________________________________

____________________________________________________________________________________________________________

(PLEASE ATTACH A COPY OF YOUR CHILD’S IMMUNIZATION FORM)

THE INFORMATION GIVEN IS TRUE, CORRECT AND COMPLETE TO THE BEST OF  MY KNOWLEDGE.

SIGNATURE OF PARENT/GUARDIAN:  _______________________________________________
DATE:  _______________________

MEDICAL EMERGENCY CONSENT
IN THE EVENT OF A MEDICAL EMERGENCY, I ________________________________________________________________________

GIVE PERMISSION FOR MY CHILD (NAME OF CHILD)   _________________________________________________________________

TO RECEIVE MEDICAL TREATMENT AS REQUIRED.  THIS APPROVAL IS SUBJECT TO THE FOLLOWING CONDITIONS: (LIST IF ANY)

___________________________________________________________________________________________________________.

SIGNATURE OF PARENT/GUARDIAN:  _______________________________________________
DATE:  ______________________
Please choose one of the following options (please check applicable programs and days)

2012-2013 NURSERY SCHOOL RATE – minimum of 2 half sessions/week required to enroll (from Sept – June)

3 HOUR PROGRAM - $22.95/DAY

(
FULL DAY- $44.10/DAY 

(
EXTENDED DAY - $53.55/DAY
8:30-11:30       OR       1:00 – 4:00


8:00 – 4:00



 7:30 – 5:00
(     MONDAY

(     MONDAY

(
MONDAY


(
MONDAY
(     TUESDAY

(     TUESDAY

(
TUESDAY


(
TUESDAY
(     WEDNESDAY

(     WEDNESDAY

(
WEDNESDAY


(
WEDNESDAY

  (     THURSDAY

(     THURSDAY

(
THURSDAY


(
THURSDAY

 (     FRIDAY

(     FRIDAY

(
FRIDAY



(
FRIDAY

*In order to be supportive of all families and their needs, you may receive a phone call requesting the possibility of switching days if you have registered for part-time days (full-time is 5 consistent days/week).  Our vision and mission is to try to meet the needs of all families.

*Nursery tuition rate is qualified as a childcare tax receipt at the end of the calendar year.

*Pick up late charge and 1 month enrolment withdrawal policy applies.


$100.00 Non-Refundable Registration Fee


Monthly Cheques (Cheques  are to be separate from HHCS tuition cheques in order to receive childcare receipts)


Proof of Age/Birth Certificate


Immunization Record


Start Date:  ____________________	Discharge Date:  ___________________





PLEASE CONTACT THE SCHOOL IN THE EVENT OF ANY CHANGES TO THE ABOVE INFORMATION


SCHOOL INFORMATION:


HARMONY PRESCHOOL


(affiliated with Halton Hills Christian SchooL)


11643 Trafalgar Rd., Georgetown, ON  L7G 4S6


905-877-4221	   or       � HYPERLINK "mailto:director@harmonypreschool.ca" �director@harmonypreschool.ca�
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