Early Childhood Program
Crosby Church of Christ

3737 Highway 90, PO Box 235, Crosby, TX 77532

281-328-3496

Today’s Date ________________

Child’s Name _______________________________  Birthday ____________________

Address ____________________________________ City ________________________

Zip Code ____________ Home Phone ___________________

Age as of September 1, 2012___________ Sex __________

Father’s Name _____________________________

Father’s Occupation _________________________ Employer _____________________

Father’s Work Phone ________________________  Cell Phone ____________________

Mother’s Name _____________________________

Mother’s Occupation _________________________ Employer ____________________

Mother’s Work Phone ________________________  Cell Phone ___________________

E-mail Addresses 1. ___________________________________

                             2. ___________________________________

                             3. ___________________________________

Medical Information
Doctor’s Name _____________________________

Doctor’s Phone Number & Address __________________________________________

__________________________________________________________________

Has your child had any of the following? Please write “Yes” or “No” where applicable

Measles _______ Mumps _______ Chicken Pox _______ Whooping Cough _______

Meningitis _______ Convulsions _______

Child’s Name ___________________

Is there any evidence of:

Hearing Loss _______ Vision Difficulties _______ Speech Difficulties _______

Does your child take any medication on a regular basis? _________


If yes, please give names _____________________________________________

Please list any of your child’s special problems or needs, including existing illnesses, previous serious illnesses and injuries, any disabilities, any hospitalizations during the last 12 months, any medication prescribed for any long-term continuous use (Write “none” if applicable). 

________________________________________________________________________

Does your child have ANY allergies? _________________________________________

List any reactions that might occur from his or her allergies _________________


__________________________________________________________________

Health Insurance Company Name, Address, & Phone ____________________________


__________________________________________________________________

ID/Policy Number __________________________Group # _______________________

I, __________________________________, give my authority and permission for 

emergency treatment of my child ______________________________, to staff members of Crosby Church of Christ MDO, or emergency personnel in the event of an emergency in my absence.

_______________________________             _________________________

                      Signature                                                          Date

List any behavioral problems your child may have _______________________________

Would you describe your child as shy? ____________________

Does your child have any emotional problems? ___________ if yes, please explain


_________________________________________________________________
Is your child toilet trained or in training? ______________________________________

Child’s Name ___________________

Alternative Emergency Contacts
In case of illness, we will attempt to contact the parents first. In the event that the parents 

cannot be reached, please provide the names of 2 adults whom we may try to contact.

Name ___________________________ Phone #(s) ______________________________

Relationship to child ______________________________________

Address ________________________________________________________________

Name ___________________________ Phone #(s) ______________________________

Relationship to child ______________________________________

Address ________________________________________________________________

Persons authorized to pick-up your child other than parent or guardian (proof of identification will be requested)
Name ___________________________ Phone #(s) ______________________________

Name ___________________________ Phone #(s) ______________________________

Name ___________________________ Phone #(s) ______________________________

_______________________________             _________________________

                  Parent Signature                                                    Date

Do you have a church home? ______ If yes, where? _____________________________

Would you like information about the Church of Christ? _________________

Mother’s Day Out

Crosby Church of Christ

3737 Highway 90 Crosby, TX 77532

281-328-3496

Child’s Name ____________________________ Date of Birth ____________________

Permission Slip and Parental Release
Please read and initial the following guidelines. Please sign at the bottom of the page if you understand and accept these procedures.

________ My child is allowed to attend any field trip during MDO operational hours. He or she will travel in a vehicle driven by a MDO staff member or parent volunteer. Parents will know well in advance of any planned field trips.

________ In case of a life threatening emergency, my child will be administered first aid/CPR. Emergency medical persons will be called, and the necessary medical attention will be given.

________ My child, _______________________, (please circle one) does or does not have an Epi pen that has been left at MDO. It may be administered to my child in the case of an emergency.

________ I give permission to MDO staff to take photos of my child during activities and play, and to post my child’s pictures on bulletin boards, local newspapers, and the church website.

________ I understand that no alcoholic beverages, illegal substances, nor tobacco products are allowed on the Crosby Church of Christ grounds.

________ I release, acquit, and forever discharge Crosby Church of Christ, their personnel, chaperones, and any parties volunteering on behalf of the church from any and all actions, claims, damages, liabilities, cost or expenses of any kind, growing out of or relating to the Mother’s Day Out program. I acknowledge that this is a full and complete release for all injuries and damages the child listed above may sustain as a result of participating in the daily activities and/or field trip outings.
_______________________________             _________________________

               Parent’s Signature                                                  Date

A registration fee is required to hold a place for your child. This is a $50.00 fee per child, and is non-refundable and non-transferable. To ensure a place for your child, early registration is wise, as enrollment is based on order of registration and availability for each age group. Please mail the deposit to Crosby Church of Christ MDO, PO Box 235, Crosby, TX 77532.
