Flowers Daycare Center, LLC
9340 Lanham Severn Road
Lanham, MD  20706
301-731-5437 * Fax-301-731-5439

				

	APPLICATION / ENROLLMENT INTAKE

Child’s name______________________________________Birthdate______________

Present Address_________________________________________________________

Mother’s Name___________________________________________________________

Address_________________________________________________________

Home# (    ) ___________________________ Wk# (    ) ___________________

E-Mail____________________________________

Father’s Name___________________________________________________________

Address_________________________________________________________

Home# (    ) ___________________________Wk# (   ) ____________________

E-Mail____________________________________


Date child will start________________________________________________













PERSONAL HISTORY OF YOUR CHILD

Place of birth (City, State or Country) _________________________________

Does your child have any special needs?
If yes please describe so we can best meet the needs of your child.
Does your child have an IEP/IFSP? ______________
If yes are you willing to share information with the program? 

Age child began sitting________ crawling________ walking_________ and talking_______

What language(s) does your child speak? _____________________________

Is your child left handed or right handed? _____________________________

List all special habits your child may have____________________________

________________________________________________________________
 

MEDICAL HISTORY

What communicable diseases has your child had? Measles______________

Mumps______________ Chicken Pox_____________ Other ______________

Any serious illness or hospitalization? _______________________________

Does your child have asthma? ________________ frequent colds_________
or fevers __________________

Is your child on any medications on a regular basis? ___________________

Name of medication ________________________frequency ______________

Does your child have any allergies, please list_________________________


Does your child have any physical problems or limitations? _____________


TOLIET HABITS

Please check the one(s) that fits your child; is your child toilet trained? ___
Beginner? ___________ Independent? _____________

Frequent accidents? ___________________

How does he or she react to accidents? __________________
________________________________________________________________

FAMILY HISTORY

Child’s legal guardian (s) ___________________________________________

List other persons living in the home:

Name				Date of Birth		Relationship to child

____________________	__________________	_____________________

____________________	__________________	_____________________	

____________________	__________________	_____________________

____________________   __________________       _____________________

____________________	__________________	_____________________

Person(s) authorized to pick up your child from the Center and their relationship to the child:

Name_______________________________Relationship__________________

Name_______________________________Relationship__________________

Name_______________________________Relationship__________________

***Remember you must notify the Center if anyone other than those listed will be picking up your child.


EATING

What are your child’s favorite foods? _________________________________


Least favorite? _________________________________________________________

List all eating problems or concerns your child may have:



SOCIAL RELATIONSHIPS

How would you describe your child’s temperament please check below;
Friendly ____ aggressive ____ shy ____

Does your child participate in group activities? ___________________
How well do he or she interacts? ____________________________________

What successful method of discipline is used at home? ________________


List any fears your child has________________________________________


What benefits do you expect your child to gain by attending Flowers Daycare Center?



In what ways would you be willing to help with your child’s experience at Flowers Daycare Center?

________Chaperone field trips			__________Donate items

________Volunteer time				__________Other



_______________________________   ________________________________
Parent Signature		Date		Parent Signature		Date



PLEASE RETURN THIS FORM TO THE DIRECTOR ALONG WITH YOUR NON-REFUNDABLE REGISTRATION FEE.
MAKE CHECKS PAYABLE TO: FLOWERS DAYCARE CENTER or FFDC
[bookmark: _GoBack]WE ALSO ACCEPT; VISA, MASTERCARD & DISCOVER CARD FOR PAYMENT.
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