Imagine Early Learning Centers
Enrollment Information

Name of Child Enroliment Date
Address

Age Date of Birth Gender

[ ] Parent {1) Name Occupation
[] Parent (1) Home Address [ 1Phone
[] Parent (1) Business Address [iPhone
[} Parent (1) E-mail*

[] Parent (2) Name Occupation
[ ] Parent (2) Home Address [ 1Phone
7] Parent (2) Business Address [ Phone

[ ] Pareni (2) E-mail
Please checl items in boxes provided you would like fo coniribute (o a Center Family Directory.
Providing your e-mall address Indicates you agree to receive center correspondence via e-mall,

if applicable, sibling names and ages
Describe your child’s relationship with his/her siblings

What is your current chiid care arrangement?

Why did you decide to enroll your child at Imagine?

Does your child have any allergies or health issues we should be aware of? {i.e. asthma, sight, hearing, speech)

Things you'd like us to know about your child {i.e. personality, eating/ sleeping paiterns, likes and disiikes)
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Imagine Early Learning Centers
Emergency Contact Information
Child’s Name DOB:
Home Address:
Parent /Guardian Name:
Phones (H): (W): {C).
Email:
Parent /Guardian Name:
Phones (H): (W): (C)
Email:
Pediatrician’s name: Phone:

Allergies (if applicable):

AUTHORIZED ESCORTS: Relationship to child Best Contact #:
Parent [
Parent

1.

2.

3.

Parent Signature(s) Date

IT IS THE PARENT'S RESPONSIBILITY TO PROVIDE THE CENTER WITH
CURRENT CONTACT INFORMATION AT ALL TIMES.
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Imagine Early Learning Centers
Authorization Form

Child's Namae: Center:
Parent (1) Parent (2):
Addrass:

Medical Authorization

| authorize the Imagine Early Learning Center staff to seek whatever emergency medical assistance
is deemed necessary for the protection of my child while he/she is in their care. |l understand that
this authorization may include transporting my child to an emergency room, possibly via ambulance.
Every effort will be made (o reach the pareni(s) in the case of emergency.

Pediatrician's Name Phone #

Parent Signature Date

Allergy Authorization (Please check boxes in agreement)

[ ]! understand confirmation of allergies is required on my child's medical form.

[7]1f my child has allergies, | realize it must be posted in the classroom(s).

[_]1f t am providing an Epi-Pen for my child, | give consent for any Imagine staff member to
administer the dose to my child in the case of allergic reaction.

Parent Signature Date

Please include any special instructions regarding allergies on the back of this paper.

Trip Authorization

| give permission for my child to take part in all extra-curricular activities, and to go on field trips,
excursions, walks in the neighborhood, and to the Center playground. If | object to my child taking
part in a specific activity or trip, { will notify the center Director. | understand that my decision not to
send my child on a scheduled field trip or activity may result in my need to arrange for ajternative
child care for the duration of the trip/activity.

Parent Signature Date

Media Authorization
Imagine uses photographs and videos of center children for educational and promotional purposes
in a safe, secure and thoughtful manner.

] give permission for photographs and/or videos that include my child, and copies of my chitd’s
artworlk, to be used by the Center for any purpose that the Center may deem appropriate, including
without limitation educational uses and pramotion of the Center and its programs and activities, in
perpetuity, in the Center's publications as well as in all other media, whether now known ar latar
developed (e.g., the Center’'s website and Facehook page).

Parent Signhature Date
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Imagine Early Learning Ceniers
Permission to Apply Cream, Ointment or Sun block

Dear Imagine Parents,

Licensing regulations require permission for the staff at Imagine to apply cream,
ointment or sun block to your child while here at school. This includes diaper
cream, sun block and any other types of ointments. Please be specific when
filling out the permission slip. This form must be updated every 6 months.

Thank you.

PERMISSION TO APPLY CREAM, OINTMENT or SUN BLOCK

| allow the staff members of IMAGINE Early Learning Center to apply cream,
ointment or sun block to my child. | understand that | must provide these lotions
and that the staff at IMAGINE is not responsible for any rash or adverse effect
that might occur as a result of the application of the lotion. In addition, |
understand that | am specifically responsible for applying sun block in the
morning at home and the staff at IMAGINE is only responsible for reapplying in
the afternoon.

Name of Child

Type of Sun block / Special Instructions:

Type of Cream / Special Instructions:

Type of Qintment / Special Instructions:

Parent Signature Date

i Family Enrollment Packet

il
Pd



Imagine Early Learning Centers
Child’s Health insurance Notification/Authorization

s Insurance carrier
o Policy number
e Name of insured

You can either fill the information in on this form and submit it or ask us to make a copy of your
insurance card for your child’s file.

Eﬁ&ﬁﬂﬂﬂﬁﬁﬂﬂﬂﬁﬁﬁﬁaaﬁﬁHEEEﬂﬂh’iﬂﬂ&iﬂEBEBEEEEEEBEEHEZQEZQgﬂ%xgﬂﬂmﬂﬂﬁﬂﬂﬁﬁﬁgﬂﬂﬁﬂﬁEQ,’JJ

AUTHORIZATION

| hereby authorize all Imagine staff and the following individuals to have access to my child’s
health information in their Imagine file (i.e. Authorized Escorts, Medical Form, and Pediatrician).

Name
Name
Name
Name

Dr:

ﬂﬂﬂﬁﬁﬂﬂﬂmfﬂﬁﬁﬂﬁﬂﬂaﬂﬂﬂmxﬁiﬂﬂ!ﬂﬂﬂmmﬁﬁﬂﬁﬁﬂﬂlﬂﬁﬂﬁﬂﬁﬂﬂﬂﬂ,@ﬂﬂmaiﬂlﬂﬂgﬂﬂ'EIEEBWH{ESHEIEBM!

D | have provided the requested health insurance information
for my child(ren).

D | can verify health insurance coverage for my child(ren) and
can readily provide it if necessary, but | prefer not to have that information in my
child’s file.
Parent signature Date
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BATD o o _ :
Child's Last Name First Name Middie Hame Sex [Jfemale |Date of Birth (Monthvbayvear)
| i OMale |__ 7/ 4
Chitd's Addrass Hispanic/Lating? |Race (Chieck ALL thet apply 13 Amsrican Indian 3 Astan ] Black T3 White
[dYes No [ Mative Hawailan/Pacific Islander ] Ofher
City/Borough State Zip Code School/Center/Camp Naime District Phona Rumbers
| i Number _ __ | Home .
Heaith insurance O Yes {17 Parent/Guardian  Last Name First Mame colf
(including Medicaid)? (I He | {] Fester Parent Wark__ -
| 7O BE COMPLETED BY HEALTRH. GARE PROVIDER. - 1% iy Jidim, plonzs wipl L,
BiRt: history jage 0-6 ws} Does the child/adotescent have a past or present mericat history of the followlng?
) N . [ Asthma feheck severity and atfash MAF#sstima fetion Plan): [ Infermittant [] Mitd Persistent (7] Moderate Parsistent [ Severe Persistent
03 Uncomplcated £ Premature: weeks gestation I pessistent, chack afl curren! niedication@sy (3 Inhaled costicosteriod [ Other controller £ Quick relief med ] Oral steroid [ ¥one
[} Complicated by . - T - .
[3 Comp ¥ 3 Atention Deficl Hyperactivity Disorder T Orthopedic njury/cisabillty Wedications {alach MIAF If in-school medication needed)
Aliergies {3 Mone 3 Epi pen preseribed O Chronic or recurrent otilis media [} Seizure disarder CINone [ Yes fist belovs
[ Congenilal or acquired heart disorder {71 Speech, hearing, or visual impairment
{1 Drugs fish _ - {1 Developmental/learning problem [ Tubsrculosis fatent infoction o disaase} rm———— T N
B ) 173 Diabetes jattach MaFR 3 Other fspecify . T T e T
) Foods fis)) - Dietary Restrictions
O other g [ANone O Yos fhet betowy)
hEr fis) Explain alf ¢hecked fleims abova or on addsndum - O
PHYSIGAL EXAMINATION General Appearance:
Height . _..&m (. ile) i Kbt N Abnt Vwmw T e
Weiaht X ( wite) O3 HEENT |11 1) Lymphnodes |0 3 Abdoman O Skin [0 O Psychosocial Development
d 8 —" O3 Ddental | Lungs [0 O3 Genitouninary [0 O  Mewologica! (03 [ Language
BMI . ka/m? {__ 9% [0 Meck 1101 Cardlovascular [0 O Exiremities [0 3 Back/spine {1 [0 Behavioral
Head Circumference fage <2 yis) om (i) Descrine abnormalities:
Bload Pressure fage=3 yrs) _ [
DEVELOPMENTAL fage 0-5 yrs) [ Within normat limils | SCREENING TESTS Dale Pone Results Date Done Resulls
if delay suspectad, specify below Blood Lead Level (BEL) ; ; LafdL Tuberewlosis Diiy required for studants entering inlermediale/niddiefunlor or high schaol
frequired al 2ge 7 yr and 2 yus - [ — o have not previously allendad any WYC public or privale schoot
itive fo.0., play ski d for th 1 rish] I S S rgfdL
L Cognitive fo.g. piay ki) .- and for thosa ai i) b PPD/Mantoux placed e Induration mm
_ | Lead Rislc Assessment ; "
— Ol At rigk @o BLE) | PPD/Mantowx read N P
) Communlcation/tanguiage ... {annuali;, age & ma-6 yrs) il ONetairisk ’ niow 1ead el DN 1 Pos
- : . Hearing interferon Test 4. 4__ 1 [ONeg [1Pos
(3 Social/Emotional ] Purs tene audiomelry O Mowmal ‘
004 - O Abnermal Ghest x-7ay QN L] ot
y - {if PPD ar Inferfaron positivo} [Jabni  Indicaied
- [ Y S
O Adaptive/Self-Help ____ Hoad Starl Only
Hemmoglahin or ) g/al, | Visien Acuity pignt ___/
[ WMofor __ Hematocrit (age 812 mo) , , o ,’r-sauin?dfcrr.:ew.fshusienmn!s Y Y tef___ /..
e | % andchldien g 4T i3} 3 with glasses Strabismus [ No (1 Yes
iMMUNIZATIONS — DATES GIR Number | ) )
prycxe) IR T W NN MR NS D B lillienza S S R S Y S
HepB ../ 1 .. Y S S S S —— MMR Y Y Y A S SR S
Rotavitls [ 2 (VY SEY S S J— Varicalta _ Y S
LIP/DTal/AT RN TSN SRy U SR A, — Td Y S S Ay S AR
JENSNEY SRR N S Y — Tddp _ T . Meph s 4
111 JRNY Y Y JNNIY (P SN S Y JUOr— Meningococcal [ S Y S S
POY it b0 b Y S HiV I R B T S SO SR
Poo s/ 4 i 4L Other speoify D S R . S A
RECOMMENDATIONS 3 Full physicat activily U} Full diet ASSESSMENT [ Webl Child (V20.2) [} Diagnoses/Prohlems fist 1613-9 Cods
3 Restrictions {specin) -
Falfow-up Meaded  (INo  [VYes, for Chpptodater _ v v T
Referral(s) Tifone [ EadyInlervention [ Special Educalion [ Dertal [ visfon ——
oother e e o
Health Care Provider Signaiure Dale HYA: PHU\_IIDEH : | i L I l I !
WA . LT
Health Care Provider tame and Degree {prinl Provider License Wo, and State TYPE OF Expd: [ ] NAE Current < [} NAE Prioy Vearfs)
Commanis - e
Facility Name National Provider idantifier (NP) B o
Address City Stale Zip Date 1.D, NUMBER
| | | Revigwed: Y
Telephone Fax e
P (e S T S REVIEWER:

ClI-205 (5/08)

Capies: White School/Chitd Gare/Early interventloniCanp, Canary Health Cave Provider, Pk Pareni/fiuardian
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imagine Early Learning Centers
Family Handbook Acknowledgement

I acknowledge that | have received the Imagine Family Handbook and
Enroliment Package. | acknowledge that it is my responsibility to read and
understand these documents. If | have any questions regarding any of the
policies, | will discuss them with the Director. [ understand that my
continued eligibility for enrollment at the Center is contingent upon my
following these policies.

| am aware of the Center's Emergency Evacuation procedure.

Parent (1) Signature Date

Parent (2) Signature (if applicable) Date
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