Lambs of Christ Learning Center

W240 N3130 Pewaukee Road

     Pewaukee, WI  53072

  262-691-0720

Welcome to Lambs of Christ Learning Center!

We are excited about our new preschool program which will begin this fall.  Lambs of Christ will be a WELS preschool with a state license.  Our preschool will teach Bible lessons and throughout the curriculum we will share the wonders of God’s creation in every subject.  

Please find enclosed the enrollment forms for the preschool.  Our preschool will have two sessions:  8:45 – 11:30 am and 12:30 – 3:15 pm

You may choose a program that fits your child’s needs and your schedule.  We are offering a 2, 3, 4, or 5 day program with extended child care, if needed.  The Learning Center will be open from 6:30 am -5:30 pm.

If you have any questions while you are completing the forms, please contact me.  It is important for us to receive the registration form or email your phone number to me so that we can keep the line of communication open. The other forms may be completed later or returned on the first day of classes.  I will keep you informed of our progress as we set up the classrooms. 

I will be looking forward to meeting you in the near future.  

Thank you for your interest in Lambs of Christ Preschool.

Feeding Jesus’ Lambs,

Delores Schuetze

Director
REGISTRATION FORM 

FOR LAMBS OF CHRIST LEARNING CENTER









First day of attendance _____________

Child’s name: ___________________________________________________________________



Last 



First



Middle Initial

Address:_______________________________________________________________________

Phone Number:     Home______________________   Work: _____________________________


Cell phone number: ___________________________

If child has a nickname other than the one listed, please indicate here: ____________________

Birth date (mo/day/full year): ______________ E-mail Address:__________________________

Please mark the program(s) your child will be attending and write in the approximate time accordingly:

-SESSSION (Minimum of two (2) days)

· September –May 

    Class time 

· AM 
8:45-11:30

· PM       12:30-3:15




· June - August


· Extended Care

· Yes

· No

Days of the Week


Drop off Time


   Pick up Time

	· Monday
	
	

	· Tuesday
	
	

	· Wednesday
	
	

	· Thursday
	
	

	· Friday
	
	


-REGISTRATION Fee:

· Yes, paid.

· No, will be received ___________

· Automatic Withdrawal  (Tuition Express)

· Semester 

· Monthly

· Check payment


· Monthly 

· Bi-weekly

· Weekly 

You will be charged the minimum number of days per week you have requested above.

PARENT OR GUARDIAN:

All parents/guardians are permitted to visit during center hours and are allowed to pick up the child unless access is prohibited or restricted by a court order.  Attach court order, if any. 

Mother’s Name: _____________________________________________

Address – Home (Street, City State, Zip):___________________________

___________________________________________________________

Home/Cell Telephone Number: _________________________________

Name and Address – Place of Employment or Where Reachable while child is in Care: 

_____________________________________________________________________

______________________________________________Telephone Number:   ______________

Father’s Name: ______________________________________________

Address – Home (Street, City State, Zip):___________________________

___________________________________________________________

Home/Cell Telephone Number:  _________________________________

Name and Address – Place of Employment or Where Reachable while child is in Care: 

_____________________________________________________________________

______________________________________________ Telephone Number:  ______________

Guardian’s Name:____________________________________________

Address – Home (Street, City State, Zip):___________________________

___________________________________________________________

Home/Cell Telephone Number:  _____________________________________

Name and Address – Place of Employment or Where Reachable while child is in Care: 

_____________________________________________________________________

_______________________________________________Telephone Number:  _______________

PERSONS OTHER THAN PARENTS/GUARDIANS WHO ARE AUTHORIZED TO PICK UP CHILD – Provide information requested for each person.  If no one, write “None”.

Relationship to child: _________________ Name:  ___________________________________

Address – Home (Street, City, State, Zip): ___________________________

____________________________________________________________

Home/Cell Telephone Number: __________________________________

Name and Address – Place of Employment OR Where Reachable While Child is in Care  

______________________________________________________________________

______________________________________________________________________

Telephone Number: _________________________________

PERSONS OTHER THAN PARENTS/GUARDIANS WHO ARE AUTHORIZED TO PICK UP CHILD – Provide information requested for each person.  If no one, write “None”.

Relationship to child: ________________ Name:  ____________________________________

Address – Home (Street, City, State, Zip) ___________________________

____________________________________________________________

Home/Cell Telephone No. _______________________________________

Name and Address – Place of Employment OR Where Reachable While Child is in Care  

______________________________________________________________________

Telephone Number:  _________________________________
PHYSICIAN OR MEDICAL FACILITY

Name: ________________________________________________________________

Address: ___________________________________________________Phone:_________

                         Street                                                         City

EMERGENCY CONTACT – Provide information for the person to contact when parent/guardians cannot be reached. 

·   Yes , this person is authorized to pick up the child.

·   No, this person is not authorized to pick up the child. 

 Relationship to child: ___________________________________________

Name:  ______________________________________________________

Address – Home (Street, City, State, Zip) ____________________________

_____________________________________________________________

Home/Cell Telephone Number: ___________________________________

Name and Address – Place of Employment OR Where Reachable While Child is in Care  

______________________________________________________________________

Telephone Number:  ____________________________________

OTHER CONTACT INFORMATION:

Family Dentist: ___________________________________________________________

Address:_______________________________________________Phone: _____________                                                                              

Street  

                                       City

Hospital: ______________________________________________________________________

Address: _________________________________________________Phone: _______________



Street




City

AUTHORIZATION

I hereby give my consent for emergency medical care or treatment to be used only if I cannot be reached immediately. 

· Yes


·  No  
I have had an opportunity to review the policies of this child care center and a summary of the Wisconsin Rules for Licensing Child Care Centers.   

·  Yes
· No  
I give permission for my child to participate in field trips and other activities during operating hours. 

· Transported 

·  Yes
·  
No 

· Walking

· Yes

· No

I have been informed of the number of pets in the center and their degree of contact with the enrolled children.  Note:  If pets are added after a child is enrolled, parents      shall be notified in writing prior to the pet’s addition to the center. 

· Yes

· No

I understand that the preschool may take my child’s photograph for use in advertising and promotion.

· Yes

· No

_________________________________________________


_____________

Signature of Parent or Guardian 





Date 

PERSONAL INFORMATION

Name of Child ____________________________Birthdate ________

Hand preference:
_______ Right 
_______ Left

Has your child ever had a vision test? ___ Yes  ____ No

If yes, what was the result? ______________________________________________

Has your child ever had a hearing test? ____ Yes   ____ No

If yes, what as the result?  ______________________________________________

Has your child ever been enrolled in any preschool or child care program? __ Yes ___ No 

If yes, what kind of program(s)? ______________________________________________

How often does your child have the opportunity to socialize and play with other children?


________ Often  
_________ Occasionally 

Please comment: __________________________________________________________

Does your child have a special nap time routine or schedule? _______________________

Any special toys? __________________________________________________________

Does your child have any fears that we should be aware of? ________________________
_________________________________________________________________________

Please list if your child has a brother(s) or sister(s):

Child’s name:_______________________________________ Age:  ______     Male/Female

Child’s name: _______________________________________ Age: ______     Male/Female

Child’s name:_______________________________________ Age:  ______     Male/Female

Child’s name: _______________________________________ Age: ______     Male/Female

Family religion: ______________________________________________________________

Is your child baptized?

______Yes

_______ No

Church Affiliation: ____________________________________________________________

Any additional comments: ______________________________________________________

____________________________________________________________________________

