Registration Packet

Burleson ISD Child Care
421 Jayellen
Burleson, TX 76028

817-245-1250 phone
817-245-1270 fax

Please return the attached paperwork
along with a copy of the most recent
shot record.

(Updated 11/2017)
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Burleson ISD Child Care Date of Enroliment
421 Jayellen

Burleson, TX 76028

817-245-1250 Parent Signature

Burleson ISD Child Care
Registration Form
Student Information

Child’s Name Date of Birth:

(First, Middle, Last) (Month/Day/Year)
Sex: Age  AgeSept. 1%
Child’s Name Date of Birth:

(First, Middle, Last) (Month/Day/Year)
Sex : Age Age Sept. 1%
Child’s Name Date of Birth:

(First, Middle, Last) (Month/Day/Year)
Sex : Age Age Sept. 1%

Who has legal custody of the child(ren) being enrolled?

Home Address:

Mailing Address (if different from above):

Custody Documents in file: Yes No

Mother’s Name: Father’s Name:
Home Address: Home Address:
Home Phone: Home phone:
Cell: Cell:

E-mail: E-mail:
Employer: Employer:
Campus: Campus:
Occupation: Occupation:
Work Phone: Work Phone:
Drivers License. No.: Drivers License. No.

Third Party Emergency Contact: (If we can’t get hold of parents)
Name: Relationship:

Address:
Phone Number:




Secondary Contact/Release of Child
In case you need to be contacted during the day, please list the order of who to contact:

15t Contact Person

Name:

Phone #1:

Phone #2: Specific Instruction:

2nd Contact Person

Name:

Phone #1.:

Phone #2: Specific Instruction:

3rd Contact Person

Name:

Phone #1:

Phone #2: Specific Instruction:

| authorize Burleson ISD Child Care to release my child to the following people not
listed above that they may pick up my child from daycare.

Name Relationship Phone Drivers License
No.

1)

2)

3)

_4)

Who is the employee of the Burleson ISD?

What campus is this person at?




Burleson ISD Child Care

Child Information
Days child will be in Burleson ISD Child Care :(Circle) M TW TH F
Hours child will be in care: from to
Parents are: Married  Divorced_ Separated  Widowed
Child lives with: Both parents  Mother _ Father  other
(if other, please list)
If divorced or separated, state custody arrangements:

Nick name or preferred name of child:

Language spoken at home: English other:

Preferred form of comfort (stuffed animal, rocking, etc.)

Fears:

Was child premature?
Is the child potty trained?
Child’s preferred way of sleeping/going to sleep:

How long does he/she sleep?

Child’s previous group experience:

Existing illness:

Hospitalizations:

Serious illnesses or injuries:

Special screenings for motor development:

Special screenings for developmental delay:

Please list siblings and ages:
1)
2)
3)
All immunizations up to date? __ (a copy of shot record required)
Is child free from all communicable diseases?

Food Allergies:
Allergy Action Plan on file? Y or N Date submitted
Other Allergies:
Has your child had Chickenpox? Approximate date:

Long Term Medications:
Name of medicine Dosage amount Dosage time




Signature of Parent Date

Consent and Release, Parent Affidavit, Media

Release, Water Play Permission
A. Child’s full name:

B. In the event of an emergency, we will call 911. 1 authorize the facility
director or person in charge to take my child to:
Hospital preference if condition so indicates

Personal Insurance Company Medicaid Yes No
Authorization for Doctor's Care Yes _~ No ___ Doctor

Phone Dr. Address

C.1__ do ___ donotgive my consent for this facility to secure any and

all necessary emergency medical care for my child.

D. Parent Affidavit: Please complete which of the following applies to your

child:
a. My child has been examined within the last 12 months by our
physician, , located at
and is able to participate in the
activities of the Burleson ISD Child Care without health
repercussions.
b. | do do not decline immunizations. (Affidavit needed)

E. I will also provide Burleson ISD Child Care a signed, written statement
(Health Form) from our physician within 1 week of enrollment.

F. | do do not allow my child to be screened for Vision and
Hearing when they are in the Pre-K class. (Affidavit needed if answered
“no”

G. Media Release: | do__ do not__ give Burleson ISD Child Care
permission to take and post pictures of my child as is best suited for the
Public Relations of the Burleson ISD Child Care and Burleson
Independent School District.

H. Water Play: | give permission for my child to participate in water
activities at the Burleson ISD Child Care. | understand the water activity
could include water table play, squirt guns, splash pool (last week of
school only), fishing activity (small tubs of water), sprinkler play, etc.
There will be NO pool larger than a child’s wading pool used and all
water play will be highly supervised. (This is for the older children)

Parent Signature Date



Medical Release & Document Acknowledgement

| give permission for the Burleson ISD Child Care staff to use the
following on my child during diaper changes:
___cream ___ointment __ lotion
I do not want any, cream, ointment, or lotion applied to my child
during diaper changes.
I give permission for the Burleson ISD Child Care staff to use over-
the-counter medication as necessary for minor medical problems.
I understand | have to provide and leave any medication to be used;
the daycare cannot provide any.
| do not want the use of any over-the-counter medication
administered to my child.
| give BISD Child Care permission to use the following on my child
at their discretion:
Neosporin
Hydrocortisone
| do NOT give BISD Child Care permission to use the above
medications on my child.

Child’s Name

Parent Signature Date



Document Acknowledgement

| hereby acknowledge that | understand there is a copy of the
following documents available on the Burleson ISD/Childcare
website. | understand I can access this and should | have any
questions | can get with Burleson ISD Child Care staff. | also
understand | can receive a printed copy should I request it.
Policies and Procedures (Regulations) which include:

Classroom Guidelines

Parent Handbook

Discipline Policy

Suspension and expulsion

Emergency plans

Procedures for conducting health checks
Safe Sleep

Procedures for parents to discuss concerns with the
director

Procedures for parents to participate in operation
activities

Procedures for release of children

IlIness and exclusion criteria

Procedures for dispensing medications

Immunization requirements for children

Meals and food service practices (AM and PM Snacks
served, lunch purchased or brought)

Procedures to visit the center without securing approval

Procedures for parents to contact Child Care Licensing,
DFPS, Child Abuse Hotline, and DFPS website

Signature

Date

Please check the one most applicable:



___Parent ____Employee/Caregiver __ Volunteer
Payroll Deduction Authorization
(Please initial each line, sign and date)

| hereby give Burleson ISD permission to deduct my
child/children’s tuition from my payroll for the 20 -20
school year.

| understand that this will be deducted every month according
to the Plan | have chosen.

| have chosen the following Plan:
Plan A: (September-August)
Plan B: (September-June)

I understand that my child/children’s annualized tuition rate
is based on their daily rate multiplied by the days the daycare is
open, then divided by the months chosen in Plan A or B as stated
above.

| understand that I can also pay the Registration fee, Supply
fee, £ Activity fee through Payroll deduction. By checking the
appropriate box below, I authorize my fees to be paid through
payroll deduction, as well.

___No, I will pay the fees through the on-line payment

system.

__ Yes, please deduct my child’s fees using the same

payment schedule as the tuition.

____lunderstand that lunch purchases are paid separately.




Signature Date
Employee number (Updted 8/2012)

Health Form

Burleson ISD Child Care
421 Jayellen
Burleson, TX 76028
817-245-1250
817-245-1270 (fax)

This form must be completed and signed by a physician.

Child’s Name: Parent’s Name:
Child’s DOB: Address:

| have examined the above named child within the last 12 months and
do do not believe this child is able to participate in the
activities of a child care center.

Physician, please note any disabling conditions, physical or mental, affecting
the child’s ability to participate in group activities. Also, please include any
special diet restrictions.

(Physicians signature) (Date)
Address:

Phone:

*This form must be returned to the child care facility within 1(one)
week of start date.



ervices in order to give your child amy form of medication at school. This inchides over-the
R TE0 T30 sounter medications =nd prescoptions

Prescribed medicine nmist be in the original bottle and have a curent prescnption labe] on the batile
Crrer-the-counter medicine nmrst be in the original continer.

Changes in medication will require a new up-dated form, sipned by physician and‘or parent puardian

Whenewer possible please give medication at home. “Thres times a day™ could be befare school, after school, and at bedrime.

¥ & &7

=4 your child requires medication for o severe allergy reaction, twch as an Epi-pen, o Svgre Ligrey dction Plgn meect be compiesed and mbmited
alang with the madication needed ar school. This plan will need fo be signed by both the plysician and parentguardian and wiill be requined msbend
aff thit medication form.

=+ your child requires any medication for asthma such as an mhaler, nebuizer medications, ar other @sthma madications, an dotimg dogon Pl
must be swhmitted glong with the madication neaded o tohool. This plan will need o be signed by both the physicion and parentguardian and will
b required msiead of this medication form

Farent and Doctor Permission
Permission is granted for designated school personnel to administer medication to my child, as listed and approved by the prescoibimg physician

Student’s HMame Date of Birth
Parent or Lezal Guardian Date

{ b] [ )]
Telephone Cell Home or Business

Uy sipruriere indicases thae I am giving parmizsion for BISD st to comtact the piyzician for additional information, i needed.

Medication Dazage Time of Administration ReactionsSide Efects

Permission is granted for desipnated schoal personnel to administer the above medications in the dosape prescribed, af the time presoibed.

Prescribing Phy=ician Printed Name Date

( )
Prescribing Physician Sigranre (Office phone mummber

L Al permitsions and formes musr be wp-doed every pear. A nnw ohoo! year means @ new form will be necessary.



