
 

Enrollment Form for Drop-In Care 
 

______________________________________________________________________________________
Mother/Legal Guardian                                                                                      Home Phone                
 
Street Address _________________________________________________________________________ 
 
City ____________________________________________ State _______________ Zip ______________ 
 
______________________________________________________________________________________
Employer’s Name                                     Address                                                     Phone 
 
Mother E-Mail __________________________________________________________________________ 
 
______________________________________________________________________________________
Father/Legal Guardian                                                                                      Home Phone                
 
Street Address __________________________________________________________________________ 
 
City ____________________________________________ State _______________ Zip _______________ 
 
______________________________________________________________________________________ 
Employer’s Name                                     Address                                                     Phone 
 
Father E-Mail ___________________________________________________________________________ 
 
First and last names of children enrolling: 
 
______________________________________________________________________________________ 
Name                                                                                                                    Date of Birth 
 
______________________________________________________________________________________ 
Name                                                                                                                    Date of Birth 
 
______________________________________________________________________________________ 
Name                                                                                                                    Date of Birth 
 
Child(ren)’s Doctor _____________________________________________ Phone ___________________ 
 
Child(ren)’s Dentist _____________________________________________ Phone ___________________ 
 
Persons authorized to take responsibility for children if I cannot be reached 
 
Name ______________________________________________  Phone ____________________________ 
 
Name ______________________________________________  Phone ____________________________ 
 
 
______________________________________________________________________________________ 
Mother’s Signature                                                                                                               Date 
 
______________________________________________________________________________________ 
Father’s Signature                                                                                                               Date 

Please attach a copy of each child’s immunization record 
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