CHILD’S APPLICATION                                                    SAMPLE FORM


 
REGISTRATION CARD

Infant    

__                                                                                                                            
Toddler

 __





            TODAY’S DATE:_________________

 
Pre-School
 __ 





            ENROLLEMENT DATE:___________
Pre-K

 __





            CERTIFICATE #:_________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               After-School
 __





            SELF PAY FEE: __________________
(Check One)



















            TERMINATION DATE:__________________
Child’s Sex:
____ Male 
 _____ Female 
______ Race

Child’s SSN#______________
Child’s Name______________________________________________ D.O.B.______________________
Mother’s Name____________________________  Mother’s SSN#(last four digits)__________________

Address_______________________________________________________________________________

City________________________________  State____________________________ Zip_____________
Phone:_______________________________________
Alternate Phone:________________________
Employer:___________________________________________
Work Phone_____________________
JOYLAND ACADEMY

Child’s Application                                         
Full Name of Child: __________________________________________ Date of Admission: _______________________
Child’s DOB: ________________ Name the child goes by: __________________________________________________
Is the child related to the primary caregiver?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes – Relationship: ____________________________________
Child’s school (if applicable): _________________________________________________________________________ 





Name                                              Address                                                        Phone

Are the child’s immunization records housed at the above school:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No    If no, list the school where they are housed: __________________________________________________________________________________________    



               Name                                                          Address                                                                                 Phone                                                                            
Name of Agency: __________________________________________________________________________________
Agency Address: __________________________________________________________________________________
Parents/Custodial Parents:

Mother’s Name: _________________________________  Father’s Name: ____________________________________
Home Address: _________________________________   Home Address: ____________________________________
______________________________________________   _________________________________________________

City                                          State                       Zip

       City                                                    State                 Zip

Home Phone: ________________________________       Home Phone: _________________________________
Cell Phone: __________________________________      Cell Phone: ___________________________________
Employment: ________________________________   
    Employment: __________________________________
Work Address: _______________________________    
    Work Address: _________________________________
_____________________________________________     _______________________________________________

City                                          State                    Zip

        City                                            State                    Zip

Work Phone: ________________________________       Work Phone: _________________________________

Work Hours: _________________________________      Work Hours: __________________________________

Transportation Plan: 
Please list any other adults to whom your child may be released or are authorized to provide transportation for your child.

__________________________________________________________________________________________________________________________________________________________________________________________________
Will the child be transported by the agency?   FORMCHECKBOX 
 No   FORMCHECKBOX 
  Yes   If yes, check all that apply:   FORMCHECKBOX 
 to school   FORMCHECKBOX 
 from school  

 FORMCHECKBOX 
 to home  FORMCHECKBOX 
 from home   FORMCHECKBOX 
 field trips only - with prior written permission for each off-site activity
Emergency Contact Information: 

1.  Name of person, other than the child care provider, authorized to act for parent in an emergency.

________________________________________________________________________________________________
Home Address: ________________________________________________________ Home Phone: ________________






    City                        State            Zip
Place & Address 
of Employment/School: ______________________________________________________________________________










        City                              State            Zip
Work Phone: ___________________________ Work Hours: ________________________________________________
Alternate Phone Numbers (cell): _______________________________________________________________________
2.  Name of person, other than the child care provider, authorized to act for parent in an emergency.

________________________________________________________________________________________________
Home Address: ________________________________________________________ Home Phone: ________________







        City                    State            Zip

Place & Address 

of Employment/School: ______________________________________________________________________________










        City                              State            Zip
Work Phone: ___________________________ Work Hours: ________________________________________________
Alternate Phone Numbers (cell): _______________________________________________________________________

3.  Name of person, other than the child care provider, authorized to act for parent in an emergency.

________________________________________________________________________________________________
Home Address: ________________________________________________________ Home Phone: ________________







        City                    State            Zip

Place & Address 

of Employment/School: ______________________________________________________________________________










        City                              State            Zip
Work Phone: ___________________________ Work Hours: ________________________________________________
Alternate Phone Numbers (cell): _______________________________________________________________________
Physician Contact Information:
Name of Physician: _____________________________________________ Phone: _____________________________

Address: _________________________________________________________________________________________








                        City                                                    State               Zip
Background Information:

Other Children in the Family


  Date of Birth

                            School

_____________________________________    _______________    _________________________________________
_____________________________________    _______________    _________________________________________
_____________________________________    _______________    _________________________________________

_____________________________________    _______________    _________________________________________

_____________________________________    _______________    _________________________________________

Experiences with Others:

What are some of the ways the child plays at home? ______________________________________________________
Does he/she play with children from other families? ______ How? ___________________________________________
Does he/she react when he/she does not get his/her own way?  _____________________________________________
________________________________________________________________________________________________
Is the entire family together for any time during the day? ___________________________________________________
Eating Habits:

At what time does the child eat breakfast? _____________        Lunch? _____________              Dinner? _____________
Between-meal Snacks? ________ Does the child feed himself/herself? ________________________________________
What is the child’s general attitude toward eating? ________________________________________________________ 

If the child refuses to eat, how is this handled and by whom? ________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
Food Favorites: ____________________________________________________________________________________
Food Dislikes: _____________________________________________________________________________________
Food Allergies: ____________________________________________________________________________________
If the child is an infant, use a separate sheet for information about the formula, bottle schedule, etc.

Sleep Habits:

Has own room: _______       Shares room with:      FORMCHECKBOX 
  Other Children        FORMCHECKBOX 
 Parents 

At night sleeps from ___________ to ___________ Average Hours of Sleep Per Night: __________________________
Naps from __________ to ___________ Average Hours of Naps: ___________________________________________
Attitude toward going to bed: ________________________________________________________________________
If there is difficulty, how is this handled? ________________________________________________________________
Habits associated with going to bed? __________________________________________________________________
Is bed wetting an issue? _____________________________    At nap time? __________   At night? __________
If yes, how is the situation handled? ___________________________________________________________________
Toilet Habits:

Time at which child is taken to the bathroom? ___________________________________________________________
Can the child take themselves? ______________ Time of bowel movement? ____________ Regular? _____________
Constipated? _____________ Does the child tell you when he/she needs to go and does he/she go willingly? ________
Can he/she manage his/her clothes at the toilet?  _____________________      What words does he/she use for: 

Urinating: _________________________________________  BM: __________________________________________
Speech and physical Growth:

The child talks:     FORMCHECKBOX 
 Well   FORMCHECKBOX 
  Fairly Well   FORMCHECKBOX 
  Not Very Well   FORMCHECKBOX 
 Not at All
Does anyone read to the child? _______ How regularly? _______________ At what age did the child creep? ________
Crawl? ______ Walk? _______ Which of the following words would you use to describe the child (check all that apply):   FORMCHECKBOX 
 active   FORMCHECKBOX 
 quiet   FORMCHECKBOX 
  thin   FORMCHECKBOX 
 average weight   FORMCHECKBOX 
 heavy   FORMCHECKBOX 
 tall   FORMCHECKBOX 
 average height   FORMCHECKBOX 
 short   FORMCHECKBOX 
 friendly   FORMCHECKBOX 
 unfriendly

Is there any other information you think we should have about the child? _______________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
Ongoing Medical Care:     
Does the child have any medical diagnosis that requires ongoing care?  _______________________________________
If yes, explain what type of care is administered at home and by whom?  _______________________________________
_________________________________________________________________________________________________
Are you requesting that this care be provided at the facility?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No If yes, describe the care required: _________________________________________________________________________________________________
_________________________________________________________________________________________________
(Request a doctor’s statement for any specified requests for care at the facility). 
Parent Declarations:

I received a summary of the licensing requirements.  
I do hereby authorize emergency medical care for my child (a limited power of attorney may be required for military dependents).
I visited the facility prior to enrolling my child.  Pre-enrollment Visit Date:  ______________________
I received a copy of the child care facility’s policy statement or handbook, and payment contract, and I have signed their copy, verifying by receipt my understanding and agreement of their content.
I authorize the agency to transport my child as specified in the transportation plan section (see page 1).
I understand that my childcare fees are due as follows:

Weekly:______________
Monthly:___________

_____________________________________________________________   _________________________________
Signature of Parent(s)/Guardian(s)






         Date
Date of Child’s Withdrawal: ___________Reason for Withdrawal: ____________________________________________
This form/information shall be maintained for one year after date of disenrollment.  

Information on this form shall be updated annually or as needed to ensure the protection of the child.  
Date of last update with parent’s initials:

	
	
	
	
	

	
	
	
	
	




EMERGENCY ROOM CARE CONSENT FORM

I, _________________________________, GIVE JOYLAND ACADEMY CONSENT TO TRANSPORT (BY AMBULANCE OR AGENCY VEHICLE) MY CHILD TO THE EMERGENCY ROOM IN THE EVENT OF AN ACCIDENT OR ILLNESS.

I,__________________________________, DO NOT GIVE JOYLAND ACADEMY CONSENT TO TRANSPORT (BY AMBULANCE OR AGENCY VEHICLE) MY CHILD TO THE EMERGENCY ROOM IN THE EVENT OF AN ACCIDENT OR ILLNESS.

PARENT SIGNATURE AND DATE:_________________________________________________

DIRECTOR SIGNATURE AND DATE:_______________________________________________
POLICY STATEMENT

(EFFECTIVE JANUARY 1, 2013)

CHILD(REN)’S NAME(S)_________________________________________________________________

1. The center will be open from 6:00 a.m. until 6:00 p.m. Monday through Friday.  Children cannot be accepted earlier than 6:00 a.m. or kept later than 6:00 p.m.  Children will not be accepted after 9:00 a.m. unless the center has been notified.  A late fee will be imposed for children picked up after 6:00 p.m.  The fee is $1.00 per minute per child.


2. All enrollment forms for each child must be completed by the parent and a current shot record signed by the health care provider must accompany the child on admission.  It is required for children between 8 weeks and 60 months of age to have a health examination each year.  Each child must receive all immunizations at entry unless there is medical reason certified by a health care provider as to why these immunizations should not be done.  All addresses and telephone numbers on file should be current and correct.


3. If a child becomes ill during the day, his/her parents will be called to pick the child up as soon as possible.  Sick children cannot remain at the center.


4. It is important to have permission from the parents to administer simple medical care to their children  while the child/children is at the center (i.e., giving children aspirin for a slight fever, bandages for scratches, taking temperatures, etc.). If a child must be given medication by the center’s staff, the director must be informed.  Each bottle must be clearly labeled with the child’s name, doctor’s name and phone number and a medication administration form must be completed and signed by parents.  The medication administration form will state dosage, times and route to be administered.  


5. Parents will be promptly notified of the occurrence of a communicable disease among the center’s children.


6. Children are not to bring food, money or toys to the center unless instructed to do so.


7. Please dress your child in comfortable playing clothes that are suitable for sitting on the floor, playing with play doh, etc.  A complete change of clothes should be kept in each child’s cubby for emergencies.  Please put these in a plastic bag labeled with proper name.  Please label all your child’s clothing, especially articles that are removed such as,  coats, hats and gloves.  As the seasons change please adjust your child’s change of clothes appropriately.  Blankets, towels, and wipes should also be labeled.


8. Childcare fees are due each Friday for the upcoming week and should be paid no later than the Monday of the new week.  If the child is absent from school an entire week tuition still must be paid, you are paying for a slot.  All fees must be paid by money order.  If tuition is more than one week late a $10 late fee will be charged for each week the tuition is late.


9. If Shelby County Schools are closed due to inclement weather our buses will not transport children, however, Joyland Academy may be open if major roads are travelable for staff to get to work. Please call the Center or the Director for confirmation.


10. As parents you are invited to help celebrate your child’s birthday by providing a store bought cake or cupcakes and a gallon of ice cream for the class.  Your child will be able to share this occasion with his/her friends.


11. Meals will be provided without regard to race, color, nationality, gender, religion, age or handicap.


I have received a copy of the school policy statement, and a copy of the licensing summary.


Parent signature:____________________________________________
Date________________________

JOYLAND ACADEMY

4439 ELVIS PRESLEY

901-396-1072

PARENT NAME:_________________________________________________________


CHILD(REN) NAME(S): 
_________________________________________________
 



___________________________________________________________________





___________________________________________________________________





___________________________________________________________________

Name of people who are allowed at any time to check my children in or out: and also 

allowed to get my children on or off Joyland Academy Transportation Vehicle.
NAME/PHONE NUMBER/RELATIONSHIP TO CHILD
1. _______________________________________________________________________

2. _______________________________________________________________________

3. _______________________________________________________________________

CHILD’S HEALTH HISTORY CHECKLIST
________________________ 



__________ 

Child’s Name 








Birthdate 

Yes No 1. Was there any problems with pregnancy or birth? 

Yes No 2. Was his/her birth weight under 5 lbs? If so, what weight? 

Yes No 3. Did your child have any problems in the hospital? 

Yes No 4. Has your child been in the hospital overnight since being born? 

Yes No 5. Does your child take any medication daily? 

Yes No 6. does your child have allergies or reactions to medicine or insects? 

Yes No 7. Has your child ever had asthma or wheezing? 

Yes No 8. Does your child have speech or hearing problems? 

Yes No 9. Has your child had more than two ear infections in a year? 

Yes No 10. Has your child had tonsillitis? 

Yes No 11. Does your child have trouble with his/her eyes or eyesight? 

Yes No 12. Has your child had a bladder or kidney infection? 

Yes No 13. Does he/she have burning sensations when urinating? 

Yes No 14. Does your child have seizures or shaking spells? 

Yes No 15. Have you been told your child has a heart murmur 

Yes No 16. Is your child unable to play as hard as other children? 

Yes No 17. Has your child ever had a bumpy or swollen reaction to TB skin test? 

Yes No 18. Has your child ever been exposed to TB? 

Yes No 19. Has your child ever had worms? 

Yes No 20. Does your child scratch his/her genital area? 

Yes No 21. Are his/her bottom or genitals red or sore? 

Yes No 22. Is your child a hemophiliac? (free bleeder)? 

Yes No 23. Does your child have tubes in his/her ears? 

Yes No 24. Does your child have food allergies? If yes, list______________________ 

Yes No 25. Does your child get along well with others? 

Yes No 26. Is he/she usually happy? 

Yes No 27. Does your child have any special needs? ____________________________ 

Yes No 28. When did your child last see a doctor ?Month________ year _____________ 

______My initials indicate that Joyland Academy staff have my permission to photograph my child. Pictures (without last name identification) may be used for publicity purposes. 

______My initials indicate my permission for my child’s name, address and phone number to be printed on a class list, which will be distributed to the other families in the class. 

______My initials indicate my permission for Joyland Academy to give my email to the room mother in my child’s class. 

Food Restrictions may apply if an allergy is in your child’s class.

____________________________________________ 

Parent’s Signature 




STATE OF TENNESSEE

DEPARTMENT OF HUMAN SERVICES

PERSONAL SAFETY CURRICULUM NOTIFICATION FORM

Since 1985, Tennessee law has required that children in child care agencies receive annual

instruction in personal safety, including child sexual abuse prevention. The personal safety

curriculum shall include a Department-recognized component on the prevention of child

abuse.

Public Chapter 1032 passed by the General Assembly in 2008 requires that child care

agencies have a personal safety curriculum, including a child sexual abuse component, for

children enrolled in the agency, and that parents/legal guardians be informed about the

curriculum, methods and terminology that will be used in teaching children about personal

safety. The Department of Human Services was directed to provide guidelines for this

curriculum, but individual child care agencies may choose a curriculum that accomplishes

the same goal, and may use different terminology in the curriculum. The child care agency

is required to allow parents/legal guardians to review and ask questions about the

curriculum, and to meet with representatives of the child care agency if they have

questions.

In addition, the child care agency must obtain from parents/legal guardians a form

acknowledging that they have been notified of the child sexual abuse/personal safety

curriculum being used by the child care agency in which the child is enrolled. A copy of the

form is required to be maintained in the child’s record.

“Keeping Kids Safe” is the sample personal safety curriculum offered by the Department.

This curriculum takes a holistic approach to the safety of children. The curriculum is

composed of the following units: Self Esteem, Family & Friends, Feelings, Problem

Solving, Personal Safety (general) and Personal Safety (4-5 year olds), and Safety Around

Me. All sessions begin with group time and are followed by supplemental activities that

give children additional practice in understanding the concepts. The curriculum uses hand

puppets to serve as a group motivator and to introduce the stories. Together staff and

parents decide what terminology to use when referring to the genitals, either the correct

anatomical terms or the general term “private body parts.”

(Continued on Next Page)
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· “Keeping Kids Safe” is the personal safety curriculum used by our child care agency.

· Our agency uses another personal safety curriculum described below:

Method of Instruction:

This curriculum is designed for children who are between the ages of three and five years old and not in kindergarten and also for our school age children.  Our school age children use this curriculum between 

the months of June and August and our preschool children use it between February and April.  Parents are notified of this on our monthly calendars and also by parent letters.  Each day begins with group instruction 

and followed by supplemental activities.
Sample Terminology:

The terminology we use while implementing this curriculum with our three to five year olds is “private body parts”.  Terminology used with school age children include terms such as “private body parts” and/or “penis” and “vagina” depending on the age of the child.







        
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
The instructional materials used in the agency personal safety curriculum are available for

review by the parents or legal guardians.

I/We acknowledge that we have been provided an opportunity to review the agency’s

personal safety curriculum, and have been notified of the sexual abuse/personal safety

curriculum for our child/children.

____________________________________________ _____________________________

Signature of Parent or Legal Guardian



 Date

____________________________________________ _____________________________

Signature of Parent or Legal Guardian



 Date

____________________________________________ _____________________________

Signature of Agency Representative 



Date



Influenza Information Notification Form

PUBLIC CHAPTER 687 requires the Department of Human

Services and the Department of Health to work together to

educate parents of children in child care agencies regarding the

importance of immunizing their children against influenza. The

Department of Human Services works with child care agencies to

ensure that this information is distributed annually to parents in

August or September.

I/We acknowledge that we have received information on the importance 

of immunizing children against influenza.

__________________________________________________




Signature of Parent or Legal Guardian 



Date

__________________________________________________

Signature of Parent or Legal Guardian 



Date

__________________________________________________

Signature of  Agency Representative



Date
AUTHORIZATION FOR PHOTOGRAPHY

I hereby consent to having my child’s photo taken on the premises of Joyland Academy for the use of individual or class pictures and or promotional advertisements, class projects, newsletters, birthday parties and or bulletin board displays.

___
Yes my child may be photographed

___
No, my child may not be photographed

Child(ren) Name(s)

__________________________________


____________________

Parent/Guardian Signature




Date
RELEASE AND HOLD HARMLESS AGREEMENT
PARENT(S) OF:__________________________________________________

DO HEREBY RELEASE AND HOLD HARMLESS, IT’S DIRECTOR, EMPLOYEES AND AGENCY

OF SAID CENTER FROM ANY CIVIL LIABILITY, WHICH MAY ARISE FROM ANY INJURIES, WHICH YOUR CHILD MAY SUSTAIN WHILE ENROLLED IN SAID DAYCARE CENTER.

PARENT(S) SIGNATURE:____________________________________________________

DIRECTOR SIGNATURE:____________________________________________________

WITNESSED BY:____________________________________________________________

DATE:_____________________________________________________________________

SAFE ARRIVAL
AND
DEPARTURES PROCEDURES
· Upon arrival, all children must be accompanied inside the facility by an adult


· Staff must be notified of the child’s arrival


· Upon the child’s departure, an adult must come inside the facility and notify staff that the child is leaving


· Authorization is required in writing when anyone other than the designated adult arrives to pick up the child.


· When a child is transported by the facility to the child’s home, an adult must be available to receive the child from the bus or van.


· Children must never be left unattended.


JOYLAND ACADEMY

PARENT CONTACT INFORMATION 

UPDATE 

Today’s Date:_____________________________

Child(ren)’s Name(s):______________________________________________________________

Mother/Guardian’s Name:__________________________________________________________

Address_________________________________________________________________________

Home Phone:______________________ Cell Phone____________ 

Place of Employment:____________________________________Work Phone_______________

Father/Guardian’s Name____________________________________________________________

Home Phone:_____________________ Cell Phone_____________ Work Phone_______________

Place of Employment:____________________________________Work Phone_______________

Emergency Contact Information:

Name:____________________________________ Relationship to Child_____________________

Address____________________________ City __________________ State______  Zip________

Home Phone:____________________ Cell Phone______________ Work Phone_______________

Name:____________________________________ Relationship to Child_____________________

Address____________________________ City __________________ State______  Zip________

Home Phone:____________________ Cell Phone______________ Work Phone_______________

Name:____________________________________ Relationship to Child_____________________

Address____________________________ City __________________ State______  Zip________

Home Phone:____________________ Cell Phone______________ Work Phone_______________
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