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Start Date _____________

Unique # ______________


REGISTRATION FORM

Enrollment Date:       ______________________

Child’s Name: ___________________________________ Date of Birth ___________________

Home Address: _________________________________________________________________


Street

               Apt. #


City

___________________________    Phone # (____)_____________       SS#:________________    

       State

Zip Code
Email_____________
Father Name: _____________________ D.O.B: ________________ 
Father Work Phone #: _________________ Father Cell Phone # ______________ 

Mother Name: _____________________ D.O.B: ________________ 
Mother Work Phone #: _________________ Mother Cell Phone # ______________ 
Parent Status: __Married  ___Single __Divorced __Separated             
Employment Status:  
_______ Neither parent/guardian is employed
_______ One parent/guardian is employed

_______ Both parent/guardian are employed
Job Training/School: 

_______ Neither parent/guardian in job training/School
_______ One parent/guardian in job training/School

_______ Both parent/guardian in job training/School
Parent Education: 
Mother:  ____Associate Degree   ____B.S or Advanced Degree ____High School or GED      

              ____Less than High School

Father:   ____Associate Degree   ____B.S or Advanced Degree ____High School or GED      

              ____Less than High School

List all other children in family:
1.Name____________________ Date of Birth____________

2.Name____________________ Date of Birth____________

3. Name____________________ Date of Birth____________

4. Name____________________ Date of Birth____________
Ethnicity ______________

Language(s) your child speaks:

Primary: _______________ Secondary: ____________

How well your child speaks English?   ___ very well     ____ well     ____not well at all     

Do you receive Public Assistance?  
______ No ______ Yes    Welfare Center ______________
Do you receive Food Stamps?
______ No ______ Yes
Do you receive Medicaid?

______ No ______ Yes    Card # _____________________
Other Health Provider?

______ No ______ Yes     __________________________
Do you or your family have any unusual problems?   _____ No  ____ Yes (if yes please specify). 

_____________________________________________________________________________
_____________________________________________________________________________
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