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Registration Form


Please complete the form below and return it to the center as soon as possible. Your child will be registered when all forms have been completed in full, signed and returned.


Child’s full name and date of birth required. (Please print)

Name: ___________________________________________	Gender:	Male	Female

Date of Birth:	M _______ D ________ Y ________	

	


Parent/Guardian 1: ____________________________________Cell: ______________________

Home Address: _____________________________City: _________________ PC: ____________ 

Employer: _________________________________ 	Occupation: ______________________

Email Address: ________________________________________ Work Tel: _________________



Parent/Guardian 2: ____________________________________Cell: ______________________

Home Address: _____________________________City: _________________ PC: ____________ 

Employer: _________________________________ 	Occupation: ______________________

Email Address: ________________________________________ Work Tel: _________________


Other children in the family:

1.  _____________________________	Date of Birth: M____ D____ Y____

2. ______________________________	Date of Birth: M____ D____ Y____

3. ______________________________	Date of Birth: M____ D____ Y____


Parents Marital Status: _____________________


Emergency Contact Information: (CAN NOT BE A PARENT)

Name: _______________________________	Telephone #: ____________________________

Relationship to Child: _________________ Address: ____________________________________
	 							        Full Address is a must
City: _____________ PC: ______________



Family Physician: ______________________	Telephone #: ________________

Address: _________________________	City: ___________________ PC: _______________

Alberta Health Care #: __________________

Vaccinations ( circle one)           yes               no                     unknown



Care Required:

Part Time: _________ Am __________Pm              Full Time: ________Am ________Pm

School Breaks/P.D. Days ______	


Names of people who may pick up your child from the center: (Picture ID must be provided for your child’s protection)



Names of people who may not pick up your child from the center:
















General Information:

1. What school and grade will your child attend?

_______________________________________________________________________
2. Does your child have any allergies?  Yes or No.  If yes, please specify.

_______________________________________________________________________
3. Does your child take any medication at home/school on a daily basis?  Yes or No.  If yes, please specify.

________________________________________________________________________
4. Are there any foods that your child cannot eat that are not allergies?

________________________________________________________________________
5. Does your child have any physical, emotional or mental challenges that we should be aware of?

________________________________________________________________________
6. How does your child react to illness or stress?

________________________________________________________________________

7.  Are there any cultural beliefs or interests you would like to share with us?


8. Please share any other information regarding your child/family with us so that we may better know and understand your child.  I.e.: fears, dislikes, cultural diversity, special interests, divorce etc. Feel free to write on the back page if needed.


















I hereby grant permission to Glen Allan Out of School Care Ltd. on behalf of 
_______________________ (child’s name) to display my child’s photograph/and or video as an individual or as part of a group on Glen Allan Out of School Care’s website, in the main room or on our private Facebook page (Child’s name will not be displayed)

Signature: _________________________________

I do not grant my permission: _____________________________

Glen Allan out of School Care Ltd. reserves the right to cancel this agreement at any time if it is in the best interest of the child or the center.

Child’s Name: _________________________________

Parent’s Name: ________________________________

Signature: ____________________________________

Date: ___________________


Director’s Signature: ___________________________

Date: ___________________


Please indicate the date that you wish your child to start at the center:

Month: _____________		Year: _____________


Reviewed and Revised September 2024
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