Global Connection Learning Center

350 W. Woodrow Wilson, Suite 432

Jackson, MS  39213

601-331-4924
Enrollment Application

	Enrollment Date: _________________________   Acceptance Date: _______________________ Withdrawal Date: _____________________


Child’s Name: _____________________________      Date of Birth: ___________________   SS Number ____________________________

Home Address: _____________________________________
                         City/State___________________________________________

Mother’s Name(s): ______________________________________        Father’s Name: __________________________________________
Cell Phone# ____________________________________________       Cell Phone# ____________________________________________

Mother’s Place of Employment ____________________________ 
Father’s Place of Employment _______________________________

Social Security # _____________________________________             Social Security # __________________________________________

Work Address  _________________________________________
Work Address  ____________________________________________

City/State  _____________________________________________
City/State  ________________________________________________

Work Phone #  __________________________________________
Work Phone #  ____________________________________________

Email Address___________________________________________      Email Address:___________________________________________
In case of emergency and the parents can not be reached, contact the following (two people separate from the parents):

1. Name: ____________________________________________
Phone:  ___________________________________________________

2. Name: ____________________________________________
Phone:  ___________________________________________________

The following people will be allowed to pick up and drop off my child:

1. Name: _____________________________________________

2. Name: _____________________________________________

3. Name: _____________________________________________

List any special needs of your child: _________________________________________________________________________________

Does your child have allergies?  Yes/No   Please list any food allergies (must have a doctor’s statement for these):  

___________________________________________________________________________________________________________________

COMPLETE THE FOLLOWING SECTIONS: INITIAL   YES OR NO.

I have received a copy of the parent handbook which includes the policies and procedures …………….
____ YES
____ NO

I have been given and read a copy of the MSDH Regulations Summary ……………………………………
____ YES
____ NO

A 121-immunization form is on file in the office before the child starts attending …………………………
____ YES
____ NO

My child may be photographed or videoed at the childcare center for news media ……………………….
____ YES
____ NO

My child may take field trips sponsored by the center (a permission slip will be signed for each trip) …..
____ YES
____ NO

The center may give my child emergency medical treatment if needed ………………………………….
____ YES
____ NO

My child will eat breakfast at the center, if no, my child will eat before arriving to the center …………..
____ YES
____ NO

My child is toilet trained (if no, conference date with parent ________________) ……………………..
____ YES
____ NO

I have been notified that the center has liability insurance ……………………………………………….
____ YES
____ NO

I understand that this center does not dispense non-labeled medication ……………………………………
____ YES
____ NO

My child is allowed to participate in developmental and cognitive assessments administered by school staff.

_____YES
_____NO
Parent Signature: _______________________________________
Childcare Director: ______________________________________

Date: ________________________________________________
Date: ____________________________________________________

Record updated and signed by parent:

_______________________________________________
Date:  ________________________
Director’s Initials ______

_______________________________________________
Date:  ________________________
Director’s Initials ______


Please check past illnesses the child has had and provide the age of the child at the time of the illnesses:

          Illness




    Age
                          Illness




       Age
	Chicken Pox
	
	
	Scarlet Fever
	
	

	Diabetes
	
	
	Mumps
	
	

	Hepatitis
	
	
	Measles
	
	

	Other (specify)
	
	
	
	
	


Does the child have frequent colds:  YES or NO Explain:  ___________________________________________________________________

____________________________________________________________________________________________________________

Does the child have?

Tonsillitis:  YES or NO

Ear aches:  YES or NO

Stomach aches:  YES or NO
Does he/she vomit easily?  YES or NO
Does he/she run high fevers easily?  YES or NO
Has he/she had any serious accidents?  YES or NO  Explain __________________________________________________________________

__________________________________________________________________________________________________________________

Does the child have allergies?  YES or NO       If yes, please indicate allergies:  Asthma ___
hay fever ____ 
hives ___    other _____

What is his/her allergy usually caused by?  ________________________________________________________________________________

Has the child ever been to the dentist?  YES or NO
Has he/she had a vision test?  YES or NO
Has he/she had a hearing test?  YES or NO
Does he/she wear corrective shoes?  YES or NO
Please give an overall statement of your child’s health:  ______________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________


ILLNESS: ________________________________________


DATE:  _________________________________________

ILLNESS: ________________________________________


DATE:  _________________________________________

ILLNESS: ________________________________________


DATE:  _________________________________________

ILLNESS: ________________________________________


DATE:  _________________________________________

Other health information:  _____________________________________________________________________________________________

CUMULATIVE RECORD
Child’s Name:  ________________________________________

Date of Birth:  ______________________________________

START:  ________________________

EXIT:  ______________________

REASON: __________________________

Global Connection Learning Center admits students of any race, color, national and ethnic origin to all the rights, privileges, programs, and activities generally accorded or made available to students at the center.  It prohibits discrimination on the bases of race, color, sex, age, religion or any other characteristics protected under federal, state or local law.  

Global Connection Learning Center

350 W. Woodrow Wilson, Suite 432

Jackson, MS  39213

601-331-4924

PAYMENT AGREEMENT
I, __________________________, am the parent/legal guardian of __________________________. 

                     Parent or legal guardian









    child

 I agree to pay the monthly tuition for the day care services provided for the child named above.  I understand that this agreement is legal and binding, and legal actions will/may be taken against me for non-repayment for services rendered.

Signed this ________ day of _______________, in the year of our Lord __________.

_______________________

Parent/Legal Guardian’s Signature

_______________________

Witness
HEALTH HISTORY OF CHILD





FOR OFFICE USE ONLY
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