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2419 Jonesboro Road
West Monroe, Louisiana 71292                                
 
Phone: 318-537-9104 – Fax: 318-537-9106

License Number:15408 – Type III Center


Child Info:

Child’s full name:____________________________ DOB: ____________Sex: M / F Ethnicity: ______
Is your child potty trained? ________ 
Does your child have an IEP/ IFSP? __________If so, please explain: __________________________

Family Info:

Mother’s Name: ____________________________________ Phone #_______________________

Employer: ____________Home Address: ________________________________________________ Work Phone: _________________Cell Phone: _________________ May we send you text updates/reminders?  Y/N
Father’s Name: ____________________________________ Phone #_______________________

Employer: ____________Home Address: ________________________________________________ Work Phone: _________________Cell Phone: _________________ May we send you text updates/reminders?  Y/N

Person whom the child lives with &  relationship:_________________________________________
Legal Guardian:________________________ Custody Arrangements:________________________
*If custody arrangements or pickup restrictions, Center must have a copy of documentation on file.*
Medical Info

Emer. Contact: ______________________ Phone #: _______________Relationship:______________
Emer. Contact: ______________________ Phone #: _______________Relationship:______________

Doctor: _______________________________ Phone #: _____________________
Dentist: _______________________________ Phone #:______________________
Insurance Provider: _______________________ Policy #: _________________
Please circle all that apply:

Asthma

Diabetes

Epilepsy

Seizures
None Other___________

If asthma, what are the triggers:___________________________ Asthma medicines_______________
	Allergy:
	Circle One
	Treatment

	
	Mild, Moderate, or Severe 
	

	
	Mild, Moderate, or Severe
	


My child has a medical, mental, or behavioral condition that may affect his/her say while at your center. y/n  yes, please explain:_______________________________________________________________

Are you submitting your child’s shot records with this application? _____________

I hereby give my permission for my child to receive medical treatment for an emergency if I cannot be contacted.

________________________________________​​​​__________________________________________________

Parent Signature






Date

After school transportation:
Please check on of the following:

________ My child will ride a bus from __________________________ (school) to LWICDC daily.

________ My child will ride the van from ________________________ (school) to LWICDC daily.

Check out information:

Name:_______________________ Phone Number:_______________ Relationship:______________
Name:_______________________ Phone Number:_______________ Relationship:______________

Name:_______________________ Phone Number:_______________ Relationship:______________
Name:_______________________ Phone Number:_______________ Relationship:______________
Persons restricted from picking up my child:
Name:_______________________ Reason:_______________________ Relationship:______________
Name:_______________________ Reason:_______________________ Relationship:______________
Name:_______________________ Reason:_______________________ Relationship:______________
Name:_______________________ Reason:_______________________ Relationship:______________
The information I have given in this packet is correct to the best of my knowledge. If any information requested in this packet changes, I will notify the office within 7 days of the change, for them to correct this information in their system.

________________________________________​​​​__________________________________________________
Parent Signature






Date

