
Married Widowed Separated Divorced Remarried

Married Widowed Separated Divorced Remarried

Medical Information

Relationship to Student Home/Cell Phone number

Parent/Guardian signature Date

I have read the answers to the above questions and find that they are true and correct.  I agree to assume the financial responsibility for the above student.

Address City, State Zip Work Phone number

Emergency Contact (other than parents)

Student's Physician's Name

Address City, State Zip Phone number

Student Lives With Language(s) Spoken at Home

Home/Cell Phone number

Marital Status (Circle One)

Parent/Guardian Name Occupation

Address City, State Zip

Email Address Work Phone Number

Marital Status (Circle One) Church Membership (Denomination) Name of Church

Work Phone NumberEmail Address

Church Membership (Denomination) Name of Church

Employer

Parent/Guardian Information
Parent/Guardian Name Occupation Employer

Address City, State Zip Home/Cell Phone number

Financial Information (Person responsible for payment/expenses)

Address City, State Zip Phone number

Name Relation to student Drivers License Number

Birthdate Birthplace Race(optional) Sex

Church Membership (Denomination) If Adventist, where is your membership? Are you a baptized Adventist? (Circle one)

Yes, Date: No

Social Security Number Age

CVCA Helping Hands Discoveryland Preschool
2020 Academy Place

Ceres, CA 95307
Phone (209) 538-6443    Fax (209) 375-2136

Preschool Application
Student Information (Please use blue or black ink)

Legal Name, Last First Middle

Phone numberAddress City, State Zip
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IDENTIFICATION AND EMERGENCY INFORMATION CHILD CARE 
CENTERS/FAMILY CHILD CARE HOMES
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To Be Completed by Parent or Authorized Representative

CHILD’S NAME LAST   MIDDLE  FIRST SEX TELEPHONE 
(     )

ADDRESS NUMBER STREET CITY   STATE        ZIP BIRTHDATE

PARENT / 
AUTHORIZED 
REPRESENTATIVE 
NAME

LAST    MIDDLE   FIRST BUSINESS 
TELEPHONE 
(     )

HOME ADDRESS NUMBER STREET CITY   STATE        ZIP HOME 
TELEPHONE 
(     )

PARENT / 
AUTHORIZED 
REPRESENTATIVE 
NAME

LAST   MIDDLE   FIRST BUSINESS 
TELEPHONE 
(     )

HOME ADDRESS NUMBER STREET CITY   STATE       ZIP HOME 
TELEPHONE 
(     )

PERSON 
RESPONSIBLE 
FOR CHILD

LAST  MIDDLE   FIRST HOME 
TELEPHONE 
(     )

BUSINESS 
TELEPHONE 
(     )

ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY
NAME ADDRESS TELEPHONE RELATIONSHIP

PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY
PHYSICIAN ADDRESS MEDICAL PLAN AND NUMBER TELEPHONE 

(     )

DENTIST ADDRESS MEDICAL PLAN AND NUMBER TELEPHONE 
(     )

IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN? 

 CALL EMERGENCY HOSPITAL   OTHER    EXPLAIN: ________________________________
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NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY
(CHILD WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN 

AUTHORIZATION FROM PARENT OR AUTHORIZED REPRESENTATIVE)

NAME RELATIONSHIP

TIME CHILD WILL BE PICKED UP

SIGNATURE OF PARENT/GUARDIAN OR AUTHORIZED REPRESENTATIVE DATE

TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY 
CHILD CARE HOMES  LICENSEE

DATE OF ADMISSION LAST DATE OF ENROLLMENT
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CHILD’S NAME SEX BIRTHDATE

PARENT / AUTHORIZED REPRESENTATIVE NAME DOES PARENT / AUTHORIZED 
REPRESENTATIVE LIVE IN 
HOME WITH CHILD?

PARENT / AUTHORIZED REPRESENTATIVE NAME DOES PARENT / AUTHORIZED 
REPRESENTATIVE LIVE IN 
HOME WITH CHILD?

IS / HAS CHILD BEEN UNDER REGULAR SUPERVISION OF 
PHYSICIAN?

DATE OF LAST PHYSICAL/
MEDICAL EXAMINATION

DEVELOPMENTAL HISTORY   (*For infants and preschool-age children only)
WALKED AT*

________________ MONTHS

BEGAN TALKING AT* 

________________ MONTHS

TOILET TRAINING STARTED AT* 

________________ MONTHS

PAST ILLNESSES — Check illnesses that child has had and specify approximate dates of 
illnesses:

 Chicken Pox

 Asthma

 Rheumatic 
Fever

 Hay Fever

DATES

 Diabetes

 Epilepsy

 Whooping 
Cough

 Mumps

DATES

 Poliomyelitis

 Ten-Day 
Measles 
(Rubeola)

 Three-Day 
Measles 
(Rubella)

DATES

SPECIFY ANY OTHER SERIOUS OR SEVERE ILLNESSES OR ACCIDENTS

DOES CHILD HAVE FREQUENT 
COLDS?  YES    NO

HOW MANY IN LAST YEAR? LIST ANY ALLERGIES STAFF 
SHOULD BE AWARE OF
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DAILY ROUTINES   (*For infants and preschool-age children only)
WHAT TIME DOES CHILD GET 
UP?*

WHAT TIME DOES CHILD GO 
TO BED?*

DOES CHILD SLEEP WELL?*

DOES CHILD SLEEP DURING 
THE DAY?*

WHEN?* HOW LONG?*

DIET PATTERN:
(What does child usually eat for 
these meals?)

BREAKFAST

LUNCH

DINNER

WHAT ARE USUAL EATING 
HOURS?

BREAKFAST

LUNCH

DINNER

ANY FOOD DISLIKES? ANY EATING PROBLEMS?

IS CHILD TOILET TRAINED?*
 YES    NO

IF YES, AT WHAT 
STAGE:*

ARE BOWEL MOVEMENTS 
REGULAR?*

 YES    NO

WHAT IS USUAL 
TIME?*

WORD USED FOR “BOWEL MOVEMENT”* WORD USED FOR URINATION*

PARENT / AUTHORIZED REPRESENTATIVE EVALUATION OF CHILD’S HEALTH

IS CHILD PRESENTLY 
UNDER A DOCTOR’S CARE?

 YES    NO

IF YES, NAME OF 
DOCTOR:

DOES CHILD TAKE 
PRESCRIBED 
MEDICATION(S)?

 YES    NO

IF YES, WHAT KIND 
AND ANY SIDE 
EFFECTS:

DOES CHILD USE ANY 
SPECIAL DEVICE(S):

 YES    NO

IF YES, WHAT KIND: DOES CHILD USE ANY 
SPECIAL DEVICE(S) AT 
HOME?

 YES    NO

IF YES, WHAT KIND:

PARENT/ AUTHORIZED REPRESENTATIVE EVALUATION OF CHILD’S PERSONALITY
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HOW DOES CHILD GET ALONG WITH PARENT / AUTHORIZED REPRESENTATIVE, BROTHERS, 
SISTERS AND OTHER CHILDREN?

HAS THE CHILD HAD GROUP PLAY EXPERIENCES?

DOES THE CHILD HAVE ANY SPECIAL PROBLEMS/FEARS/NEEDS? (EXPLAIN.)

WHAT IS THE PLAN FOR CARE WHEN THE CHILD IS ILL?

REASON FOR REQUESTING DAY CARE PLACEMENT

PARENT/AUTHORIZED REPRESENTATIVE SIGNATURE DATE









 

 
 

 
 





Permission Form

I give permission for my child __________________________ to use the play equipment and participate in all 
activities at CVCA Helping Hands Discoveryland Preschool. 

I give permission for my child to be taken on field trips off campus in an authorized vehicle. 

I give permission for my child to be included in evaluations connected with the Preschool program. 

I give permission for my child to have emergency treatment at a local hospital.  If one of us as parents or 
guardian cannot be reached at the time of the emergency I agree to be responsible for the expenses incurred. 

 

Date: _____________________    Parent/Guardian signature: ________________________________________ 

 

 

Admission Agreement 

Basic Services 
CVCA Helping Hands Discoveryland Preschool provides a developmental program with Christian values and 
principals woven throughout the curriculum. The school is licensed for 43 children from 2 to 6 years. School 
hours are from 7:00am-6:00pm Monday through Thursday, and 7:00am-4:30pm on Fridays. Parents may 
choose full or half day programs. Morning and afternoon snacks are included in the monthly tuition cost. 
 
Tuition/Registration Rates 
Tuition payments are due by the 19th of the month, if your bill is not paid in full by the 19th there will be a 
$20.00 late fee added to your bill. 
 
Policies 
Admission policies are detailed in the Parent Handbook. Please note that up to date Immunization Records and 
the registration packet must be turned in to the office before admission is granted. The physician's report and 
TB test are due within 30 days of enrollment. 
To ensure that your child is comfortable with the school and that the school can adequately meet the needs of 
the child, a two week, "trial" period is given, in the event that school does not meet your child's needs, unused 
tuition will be returned to you. The registration fee is non-refundable.  The Preschool may terminate this 
agreement if this program does not meet the needs of the child. 
 
Right of Licensing Agency 
The State of California General Licensing Requirements, Section 101195 states: the Department of Licensing 
shall have the authority to interview children, or staff and to inspect and audit child or facility records without 
prior consent. 
The licensee shall make provisions for the private interview with any child(ren), or any staff member, and for 
the examination of all records relating to the operation of the facility. 
The Department of Licensing shall have the authority to observe the physical condition of the child(ren), 
including conditions which could indicate abuse, neglect, or inappropriate placement, and to have a licensed 
medical professionals examine the child(ren). 
The information above has been explained to me. I understand and agree to the above terms. I have read the 
Parent Handbook and agree to conform to the program and policies. 
 
 
 
Date: _____________________    Parent/Guardian signature: ________________________________________ 



 
Photographic Model Release 

Student Name:___________________________ 

The undersigned hereby declares that he/she understands that CVCA Helping Hands Discoveryland Preschool has 
taken, or will take his/her photograph(s) and or video(s) during the course of his/her enrollment at his/her school. The 
photograph(s) and/or video(s) will be used by the preschool for its own educational and public relations purposes, 
including but not limited to its internet website and additional promotional brochures and materials. 

CVCA Helping Hands Discoveryland Preschool shall retain the negative(s), positive(s), digital image(s), video(s), or 
any other format of said photograph(s) and/ or video(s) as its own property. 

Furthermore, the undersigned consents to the use of said photograph(s) and/ or video(s) and any format of them prior 
to their use. 

The student/ model is under the age of eighteen (18) and the undersigned is his/her parent or legal guardian and has 
read and approves and consents to all the foregoing. 

Parent/ Guardian signature:_______________________________   Date: _____________________ 



Helping Hands Preschool 

Tuition Contract 

Tuition is to be paid by the 4th and 19th of every month.  A $20.00 late fee 
will be charged for payments made after these dates.  Two weeks written notice is 
required before leaving the program. 

Your monthly tuition fee is based on the following agreed upon schedule: 

Please circle desired days and program: 

Toddler Classroom   Preschool Classroom 

Potty Trained:   Yes   No 

Monday   Full-time   Half day 

Tuesday   Full-time   Half day 

Wednesday   Full-time   Half day 

Thursday   Full-time   Half day 

Friday   Full-time   Half day 

Drop-in   Based on available space 

Date to begin this schedule:________________________ 

 

Phone number:__________________________________ 

This form constitutes a contract between you, the parents, and Helping Hands Preschool.  By signing this form , you 
are agreeing to pay the above mentioned fees until such time that 1) your child is no longer enrolled, or 2) you wish 
a change in schedule and submit a new contract. 

__________________________________________________________________ 

        Date 

__________________________________________________________________ 

SS# 

__________________________________________________________________ 

       Date 


