
Little Love Bugs Application

Child’s Name:______________________ Date of Birth:_______________
Nicknames (if applicable):_______________________________________
Gender: ▢ Male ▢ Female Allergies:______________________________
Child’s general interests:
____________________________________________________________
____________________________________________________________
Any concerns with social, learning, behavioral, and play:
____________________________________________________________
____________________________________________________________
Do they have any siblings?______________________________________

Parent/Guardian 1 Name:____________________ Date of Birth:________
Street Address:____________________________ P.O. Box:___________
City:_______________ State: ______________ Zip Code:_____________

Parent/Guardian 2 Name:____________________ Date of Birth:________
Street Address:____________________________ P.O. Box:___________
City:_______________ State: ______________ Zip Code:_____________

What are you wanting from your childcare experience?
____________________________________________________________
____________________________________________________________

When do you want care?
□ Monday □ AM □ PM □ Both
□ Tuesday □ AM □ PM □ Both
□ Wednesday □ AM □ PM □ Both
□ Thursday □ AM □ PM □ Both
□ Friday □ AM □ PM □ Both
Start date:_____________________


