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HAMDEN EARLY LEARNING PROGRAM 
ENROLLMENT APPLICATION
Circle All Sites Applying for:      Alice Peck      Church Street       Helen Street       Dunbar Hill
Child’s Name:__________________________________________   Male_____  Female ______

Birthdate:  _______________   Age: _______   Email: _____________________________________
Address: ________________________________________ Home Phone: ______________________
It is vital that our office has a telephone number available where you can be contacted during the day in case of illness or an accident. PLEASE NOTIFY US OF ANY CHANGES DURING THE YEAR.

Parent/Guardian: _______________________________________ Custodial: ____ yes    ____ no
  Home Phone: ____________________________ Cell phone: ______________________________ 
  Address: _________________________________Email: _________________________________
  Employed at: ______________________________________ Work Phone: ____________________

Parent/Guardian: ______________________________________ Custodial: ____ yes    ____ no

  Home Phone:  __________________________ Cell phone: _______________________________   
  Address: ________________________________Email: ____________________________________
  Employed at: ___________________________________ Work Phone: ______________________
Other Family Members living in the home                       
1. __________________________________  Birth date ______________
2. __________________________________  Birth date ______________

3. __________________________________  Birth date ______________

4. __________________________________  Birth date______________

Are there any legal restrictions on the release of your child or his/her records to non-custodial parent?   YES     NO
· If yes, provide legal documentation to the program.

Is your child enrolled in a Childcare or Preschool Program    YES      NO
If yes,  Name: __________________________________Town __________________

Was your child evaluated by CT Birth to Three Program?     YES
 NO

Ethnicity:  (Check all that apply)
____American Indian or Alaskan Native             ___Asian

____Black or African American

                ___Native Hawaiian or Other Pacific Islander

____White                                                     ___Bi racial    

____Hispanic/Latino



   
Assessment of Dual Language:

1. In what language do you speak to your child in your home? ___________________________

2. In what language does your child respond to you in the home? ____________

3. What language did your child learn first? ______________________________

4. Has your child been exposed to English?  Yes___ (How Long?)_______ No___

Authorization for Pick Up
List three people that we may contact during the school day and to whom your child may be released to if you cannot be reached. The three people listed below will be authorized to pick up your child.
1. Name:____________________________________  Relationship to child_________________

Home Phone: ___________________________   Cell Phone: __________________________

2. Name:___________________________________  Relationship to child:_________________
Home Phone: _________________________   Cell Phone:____________________________
3. Name: ___________________________________ Relationship to child: ________________
Home phone: _________________________   Cell phone: __________________________

____________________________________________

________________

Signature of parent/guardian




Date

Medical/Emergency Care
In the event of medical emergency or accident, we will make every effort to contact the parent/guardian. If we are unable to reach the parent/guardian we will call your child’s primary provider listed below and follow his/her instructions.  In the case of emergency, the school will call 911.

Primary Health Care Provider: ________________________________________________

Primary Physician: _________________________________________________________

Phone Number: ___________________________
Town: _______________________  

Insurance: _______________________________________________________________

Dentist: _______________________________________________________________

Phone Number:  __________________________
Town: _______________________

Hospital Preference: _______________________________________________________

Are there any medical issues or allergies that we should know about?

List any medications your child is taking:

______________________________
________________________________
  _____________
Parent/Guardian Name


Parent/Guardian Signature


  Date

