
 Student Admissions Checklist 

Name:_______________________  Date of birth____________________

We are excited to have you here at FKP! Here are a few things we need from 
you. Please make sure all forms below are completed and signed. That your child's 
Brightwheel is updated along with notifcations turned on to recieve all important 

messages.

Please update your child's profile in Brightwheel (photo, mailing address 
and contacts, etc..)

Parent Handboook Acknowlegement

All Admission forms (6 pages) Sign ALL forms

Allergy Form

Allergy Action Plan (ONLY for student with life threating allergy)

Introduce us to your child

Photo release

Letter from physican for your child to attend school

Copy of child  current shot record singed by the doctor

Emergency Form

To ensure that our records are complete in accordance with state guidelines, please 
return the completed documents to the office as quickly as possible. Thank you for 

your cooperation!



Form 2935 
October 2023

Admission Information

Use this form to collect all required information about a child enrolling in day care. 
Directions: The day care provider gives this form to the child’s parent or guardian. The parent or guardian completes the form in its entirety 
and returns it to the day care provider before the child's first day of enrollment. The day care provider keeps the form on file at the child care 
facility.

General Information
Operation’s Name:
Faith Kids Preschool

Director's Name: 
Jamie Smith

Child's Full Name: Child's Date of Birth: Child Lives With?
Both parents Mom Dad Guardian

Child's Home Address: Date of Admission: Date of Withdrawal:

Name of Parent or Guardian Completing Form: Address of Parent or Guardian (if different from the child's):

List phone numbers below where parents or guardian may be reached while child is in care.

Parent 1 Phone No.: Parent 2 Phone No.: Guardian's Phone No.: Custody Documents on File?
Yes No

In case of an emergency, call:

Name of Emergency Contact: Relationship: Area Code and Phone No.:

Address:

I authorize the child care operation to release my child to leave the child care operation ONLY with the following persons. Please list name 
and phone number for each. Children will only be released to a parent or guardian or to a person designated by the parent or guardian after 
verification of ID.

Name: Area Code and Phone No.:

Name: Area Code and Phone No.:

Name: Area Code and Phone No.:

Consent Information
1. Transportation:

I give consent for my child to be transported and supervised by the operation's employees (Check all that apply).

for emergency care on field trips

2. Field Trips:

I give consent for my child to participate in field trips. I do not give consent for my child to participate in field trips.

Comments:
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3. Water Activities:

I give consent for my child to participate in the following water activities (Check all that apply).

water table play

4. Receipt of Written Operational Policies:

I acknowledge receipt of the facility's operational policies, including those for (Check all that apply).

Discipline and guidance Procedures for release of children

Suspension and expulsion Illness and exclusion criteria

Emergency plans Procedures for dispensing medications

Procedures for conducting health checks Immunization requirements for children

Safe sleep Meals and food service practices

Procedures for parents to discuss concerns with the director Procedures to visit the center without securing prior approval

Promotion of indoor and outdoor physical activity including 
criteria for extreme weather conditions Procedures for supporting inclusive services

Procedures for parents to participate in operation activities Procedures for parents to contact Child Care Regulation (CCR), DFPS,
Child Abuse Hotline, and CCR website

5. Meals:

I understand that the following meals will be served to my child while in care (Check all that apply):

None Breakfast Morning snack Lunch Afternoon snack Supper Evening snack

6. Days and Times in Care:

My child is normally in care on the following days and times: 

Day of the Week A.M. P.M.

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

7. Receipt of Parent’s Rights:

I acknowledge I have received a written copy of my rights as a parent or guardian of a child enrolled at this facility.

Signature — Parent or Legal Guardian Date Signed
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8. Child's Special Care Needs (check all that apply)

Environmental allergies Limitations or restrictions on child's activities

Food intolerances Reasonable accommodations or modifications

Existing illness Adaptive equipment (include instructions below)

Previous serious illness Symptoms or indications of complications

Injuries and hospitalizations (past 12 months) Medications prescribed for continuous long-term use

Other:

Explain any needs selected above:

Does your child have diagnosed food allergies? Yes No Food Allergy Emergency Plan Submitted Date:

Child day care operations are public accommodations under the Americans with Disabilities Act (ADA), Title III. To learn more, visit https://
www.ada.gov/resources/child-care-centers/. If you believe that such an operation may be practicing discrimination in violation of Title III, you 
may call the ADA Information Line at (800) 514-0301 (voice) or (800) 514-0383 (TTY).

Signature — Parent or Legal Guardian Date Signed

9. School Age Children

My child attends the following school: School Area Code and Phone No.:

My child has permission to (check all that apply):

walk to or from school or home ride a bus be released to the care of his or her sibling under 18 years old

Authorized pick up or drop off locations other than the child’s address:

Child's required immunizations, vision and hearing screening, and TB screening are current and on file at their school. 

Authorization For Emergency Medical Attention
In the event I cannot be reached to arrange for emergency medical care, I authorize the person in charge to take my child to:

Name of Physician Address Phone No.

Name of Emergency Care Facility Address Phone No.

I give consent for the facility to secure any and all necessary emergency medical care for my child.

Signature — Parent or Legal Guardian Date Signed

N/A
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Requirements for Exclusion from Compliance
I have attached a signed and dated affidavit stating that I decline immunizations for reason of conscience, including religious belief, on the 
form described by Section 161.0041 Health and Safety Code submitted no later than the 90th day after the affidavit is notarized.
I have attached a signed and dated affidavit stating that the vision or hearing screening conflicts with the tenets or practices of a church or 
religious denomination that I am an adherent or member of.

Vision Exam Results - PRE-K Only

Right Eye 20/ Left Eye 20/ Pass Fail

Signature Date Signed

Hearing Exam Results - PRE-K Only
Ear 1000 Hz 2000 Hz 4000 Hz Pass or Fail  

Right  Pass  Fail

Left  Pass  Fail

Signature Date Signed

Admission Requirement

If your child does not attend pre-kindergarten or school away from the child care operation, one of the following must be presented when your 
child is admitted to the child care operation or within one week of admission. (Select only one option.)

Health Care Professional’s Statement: I have examined the above named child within the past year and find that he or she is able to take 
part in the day care program.

A signed and dated copy of a health care professional's statement is attached.

Medical diagnosis and treatment conflict with the tenets and practices of a recognized religious organization, which I adhere to or am a 
member of. I have attached a signed and dated affidavit stating this.
My child has been examined within the past year by a health care professional and is able to participate in the day care program. Within 12 
months of admission, I will obtain a health care professional's signed statement and submit it to the child care operation.

Name of Health Care Professional, if selected Address of Health Care Professional, if selected

Signature — Health Care Professional Date Signed

Signature — Parent or Legal Guardian Date Signed
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Vaccine Information
The following vaccines require multiple doses over time. Please provide the date your child received each dose.

Vaccine Vaccine Schedule Dates Child Received Vaccine

Hepatitis B Birth (first dose)

1–2 months (second dose)

6–18 months (third dose)

Rotavirus 2 months (first dose)

4 months (second dose)

6 months (third dose)

Diphtheria, Tetanus, Pertussis 2 months (first dose)

4 months (second dose)

6 months (third dose)

15–18 months (fourth dose)

4–6 years (fifth dose)

Haemophilus Influenza Type B 2 months (first dose)

4 months (second dose)

6 months (third dose)

12–15 months (fourth dose)

Pneumococcal 2 months (first dose)

4 months (second dose)

6 months (third dose)

12–15 months (fourth dose)

Inactivated Poliovirus 2 months (first dose)

4 months (second dose)

6–18 months (third dose)

4–6 years (fourth dose)

Influenza Yearly, starting at 6 months. Two doses given at least 
four weeks apart are recommended for children who are 
getting the vaccine for the first time and for some other 
children in this age group.

Measles, Mumps, Rubella 12–15 months (first dose)

4–6 years (second dose)

Varicella 12–15 months (first dose)

4–6 years (second dose)

Hepatitis A 12–23 months (first dose)

The second dose should be given 6 to 18 months after the 
first dose.
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Varicella (Chickenpox)
Varicella (chickenpox) vaccine is not required if your child has had chickenpox disease. If your child has had chickenpox, please complete the

statement: My child had varicella disease (chickenpox) on or about [date] and does not need varicella vaccine.

Signature Date Signed

Additional Information Regarding Immunizations
For additional information regarding immunizations, visit the Texas Department of State Health Services website at www.dshs.state.tx.us/
immunize/public.shtm.

TB Test (If required)

Positive Negative Date:

Gang Free Zone
Under the Texas Penal Code, any area within 1,000 feet of a child care center is a gang-free zone, where criminal offenses related to 
organized criminal activity are subject to harsher penalties.

Privacy Statement

HHSC values your privacy. For more information, read our privacy policy online at: https://hhs.texas.gov/policies-practices-privacy#security

Signatures

Child's Parent or Legal Guardian Date Signed

Center Designee Date Signed

Physician or Public Health Personnel Verification
Signature or stamp of a physician or public health personnel verifying immunization information above:

Signature Date Signed



FAITH KIDS PRESCHOOL COVENANT

Faith Kids Preschool is a ministry of Faith United Methodist Church and as such seeks to teach
and model through its staff a life transformed by a relationship with God through Jesus Christ,
empowered by the Holy Spirit. I (we) understand that by signing this parent handbook and
enrolling our child/children in the Faith Kids Preschool that I (we) have entered into a covenant
agreement with the Director and staff of the school. I (we) understand that this covenant is
created to assure that those children entrusted to the school’s care have fulfilling days and that
the staff has all the resources we can reasonably provide to accomplish those tasks.

FAITH KIDS PRESCHOOL GOVERNANCE

Faith Kids Preschool of Faith United Methodist Church is licensed by the State of Texas, Child

Care Licensing. It is a non-profit organization and is governed by the Faith Kids Preschool Board.

The Board consists of a minimum of the following persons: Pastor, Director of Faith Kids

Preschool, Faith Kids Preschool Finance Director and nine community members.

PARENT ACKNOWLEDGEMENT

I acknowledge that Faith Kids Preschool has made available to me the State-required address to

licensing information and the related telephone numbers and website address.

I am aware that I may visit Faith Kids Preschool any time without prior arrangements.

I have received and read the Faith Kids Preschool Parents Handbook and agree to abide by these

policies.

Child (ren) Name(s):

________________________________________________________________________

________________________________________________________________________

Parent’s Signature Date

Please sign and return to the Faith Kids Preschool Office.



Allergy Form 
This form is required for all students 

Let us know if your child has any allergies (not seasonal allergies) or special medical 
conditions which we need to be aware of. In case of emergencies it is important for our 
teachers to have this information. 

Write any important information on this sheet and return it with your enrollment Paperwork. 
Please let us know if any of this information is confidential. 

Child’s Name: ______________________________________________________ 

Does your child have any life 
threatening allergies? If yes, please 
specify: 

Allergies: __________________________________________________________ 

Allergy Symptoms:___________________________________________________ 

Medical Condition: __________________________________________________ 

Special Instructions: _________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

Parent/Guardian Signature_____________________________________________ Date_____________ 

*Physician Signature _________________________________________________Date______________

*Required if your child has an allergy

YES NO
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Child’s 
Picture 
Here 

Faith Kids Preschool Allergy Action Plan 

Student’s Name:__________________________________ D.O.B:_______________       

ALLERGY TO:____________________________________________________ 
Does this child require an Epi Pen? □ Yes  □No      
If yes, I understand Faith Kids is required to call 911 when an Epi Pen is given.   
Is this child asthmatic?     □Yes    □No      

SIGNS OF AN ALLERGIC REACTION IN THIS CHILD 

    Systems: Symptoms: (Check most common reactions)  
□MOUTH itching & swelling of the lips, tongue, or mouth  
□THROAT* itching and/or a sense of tightness in the throat, hoarseness, and hacking cough 
□SKIN hives, itchy rash, and/or swelling about the face or extremities  
□GUT nausea, abdominal cramps, vomiting, and/or diarrhea  
□LUNG* shortness of breath, repetitive coughing, and/or wheezing  
□HEART* “thready” pulse, “passing-out”  

The severity of symptoms can quickly change. 
*All above symptoms can potentially progress to a life-threatening situation.

ACTION FOR MINOR REACTION 

1. If only symptom(s) are:______________________________, give____________________

medication/dose/route___________________________________________________________ 
If condition does not improve within _______ minutes, follow steps for Major Reaction below.  



ACTION FOR MAJOR REACTION – IF EPIPEN IS ADMINISTERED AN AMBULANCE MUST BE CALLED  
  
1. If ingestion/sting is suspected and/or symptom(s) 
are:___________________________________,  
 give_____________________________________________________________IMMEDIATELY!  
                                                                            medication/dose/route  
2. Contact Rescue Squad     (Call 911 - ask for advanced life support)  3. Contact 
Parents / Guardians  
  
I authorize the Allergy Action Plan outlined above and authorize the child’s parent or 
health consultant to train staff on this child’s medication needs.  
  
*Doctor’s Signature            Date   

 
               
I authorize educators of Faith Kids Preschool to administer medication to my child as 
indicated above.  
  
*Parent’s Signature            Date   

 
  
* Both a Dr.’s and parent’s signature is required by the state before this plan is submitted to Faith Kids 
Preschool.  
Parent/Guardian Emergency Contact Information  

 
  

1st Contact   2nd Contact  

Parent/Guardian Name  Parent/Guardian Name  
________________________________________ 
 _________________________________________     
at the following numbers:     at the following numbers:  

              
Cellular Phone:  Cellular Phone:  
Work Phone:  Work Phone:  
Home Phone:  Home Phone:  
Alternate Phone:  Alternate Phone:  
    
  
Who should we contact with questions about your child’s allergy? ___________________  

 
Additional Important Information About 
This Child’s Allergy:  

  
  
  
  
  
  

 
 
  
  
  



FAITH KIDS PRESCHOOL 

Emergency Form 

Child Full Name:_______________________________________________________________  Preferred Name (Nickname)__________________________ 
Last  First  Middle 

Date of Birth____________________  Sex:________ Grade Level_____________________ 

PARENT INFORMATION                         PARENT INFORMATION 
Name________________________                                                                    Name________________________ 
Employer___________________Profession______________________________Employer___________________Profession___________________________ 
Work Phone_______________ Mobile Phone___________________________Work Phone_______________ Mobile Phone_______________________ 
Driver’s License #__________________________          Driver’s License #______________________________ 

Marital Status of Parents 
Married__________________________  Separated______________________  Divorced_________________________How Long_______________________ 

Stepfather Name(How Long)_____________________________________  Stepmother Name (How Long)___________________________________ 

Custody/visiting Arrangements:_________________________________ 

When arriving at school, a child must be left in the care of a staff member.  A child will be released only to parents or to an adult designated 
in writing by a parent.  A staff member must be aware of a child’s departure.  Please list persons who have your permission to pick up your 
child, and who could be contacted in case of an emergency if parents cannot be reached. Please do not list the name of a close friend who is 
likely to be with you when you are away from home.  Also be certain that the people you list are willing to pick up your child in case of illness 
or emergency. A Driver’s License must be shown at time of pick up. 

Name:____________________________________________________________________________________Relation to Child:_____________________________ 
Address__________________________________________________________________________________Driver’s License #____________________________ 
Home Phone:__________________________________Business Phone:_________________________________Mobile Phone:_______________________ 
Notes:_____________________________________________________________________________________________________________________________________ 

Name:____________________________________________________________________________________Relation to Child:_____________________________ 
Address__________________________________________________________________________________Driver’s License #____________________________ 
Home Phone:__________________________________Business Phone:_________________________________Mobile Phone:_______________________ 
Notes:_____________________________________________________________________________________________________________________________________ 

Name:____________________________________________________________________________________Relation to Child:_____________________________ 
Address__________________________________________________________________________________Driver’s License #____________________________ 
Home Phone:__________________________________Business Phone:_________________________________Mobile Phone:_______________________ 
Notes:_____________________________________________________________________________________________________________________________________ 

AUTHORIZATION FOR EMERGENCY MEDICAL ATTENTION 

In the event that I cannot be reached at a time of illness or accident, or the emergency is such that time does not 
permit such contact, I authorize Faith Kids, to take my child to: 
Doctor:________________________________Address:____________________________________________Phone:______________________________________ 
Dentist:_______________________________ Address:_______________________________________Phone:______________________________________ 
Hospital:________________________________________________ Phone:_____________________________________ 

In signing this form, as a Parent or Guardian, I hereby agree to relieve Faith Kids Preschool and its directors of any liability for 
injury or accident occurring on the school premises. 

_____________________________________________________________________ ___________________________________________ 
Print Parent/Guardian Name Date 

_____________________________________________________________________ 
Signature of Parent/Guardian  
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Faith Kids Preschool  

PLEASE TELL US ABOUT YOUR CHILD  
Please note that this information is for the CONFIDENTIAL USE of the Director and office staff to get to know 
more about your child. Our goal is to understand your child and make a connection with him or her.  

Student’s Full Name:______________________________________ Name called:_____________________  
Date of Birth_________________________ Sex:_______________ 

PARENT INFORMATION  
Mother’s Name:___________________________________________________  
Father’s Name:____________________________________________________  
Marital Status of Parents:  Married______ Separated_______ Divorced_______  

HOME AND PLAY EXPERIENCES  
Child’s Sibling(s)  Name:_________________________ Date of Birth: _______ Sex: ________  
                               Name:_________________________ Date of Birth: _______ Sex: ________  
                               Name:_________________________ Date of Birth: _______ Sex: ________  
Other member(s) of household and relationship:________________________________________________ 
Do both parents work outside the house?_________  Who cares for the student when he/she is not at 
school:__________________________________________________________________________________ 
Other Preschools attended:_________________________________________________________________ 
Any other languages spoken in the home?_____________________________________________________ 
Family pets/names:_______________________________________________________________________ 
Family religious preference (optional): ________________________________________________________  
Family experiences that have influenced him/her, such as a move, serious illness, pregnancy, vacation: 
_______________________________________________________________________________________ 
How would you describe your child’s personality? ______________________________________________ 
_______________________________________________________________________________________ 
Do certain behaviors cause you concern, such as thumb sucking, jealousy, crying, whining, etc.)? ________ 
____________________________________________________________________________________ 
Does your child have problems controlling his/her temper (tantrums, violent outbursts, etc.)?_________  
Explain_____________________________________________________________________________ 
What methods of discipline have you found most effective?____________________________________  
What hopes and expectations do you have for your child from our program?_______________________ 
____________________________________________________________________________________ 
HEALTH HISTORY  
Does your child have frequent colds?_________ Explain:_______________________________________  
Does he/she run high fever easily? ________________________________________________________  
Has he/she had any serious accidents/illness, surgeries or hospital stays? ________________________ 
Explain_______________________________________________________________________________ 
Difficulties at Birth? ____________________________________________________________________  
Is he/she on medication? ____________Dietary restrictions: __________________________________ 
Has he/she seen a dentist?_______________ Has he/she had vision testing this year? _______________ 
Hearing testing? _______________________________________________________________________ 
Does your child have a history of ear problems (infections, tubes, etc.): ___________________________ 
Have you suspected or detected any speech problems? ________________________________________ 
Hearing problems? ______________Vision problems? _________________________________________ 
Is your child currently receiving therapy (speech, OT, etc.) or ongoing care from a specialist?____________  
Explain _________________________________________________________________________________  
Please tell us about your child’s general health and any special needs or concerns you feel we need to know  
_________________________________________________________________________________________ 



 

Faith Kids Preschool Photo Release Form 

Dear Parent/Guardian, 


We, at the Faith Kids Preschool, would be taking photos of students during their activities 
within the premises from time to time. In this regard, we seek your consent to publish or use 
photos that your child may be included. Most of these photos will be taken to send to you 
through Brightwheel and/or the entire class.


At times photos will be used for newsletters, our lobby screen, marketing or advertising, and/or 
marketing updates posted via the Facebook & Instagram pages and website. Should you 
decide to take back your authorization later on, please do so by writing to us. For the 
protection of the privacy of the child, we guarantee that names will not be included.


I HEREBY GRANT AND AUTHORIZE FAITH KIDS PRESCHOOL TO MAKE USE OF PHOTOS 
INVOLVING MY CHILD. 
 

I DO NOT ALLOW THE USE OF PHOTOS TAKEN INVOLVING MY CHILD. (I DO HOWEVER 
UNDERSTAND THAT PHOTOS WILL BE TAKEN OF MY CHILD TO BE SENT TO ME AND/
OR MY CHILD’S CLASS THROUGH THE BRIGHTWHEEL SYSTEM. THESE PHOTOS WILL 
NOT BE USED FOR ANY OTHER PURPOSES.) 

PLEASE PRINT THE NAME OF THE CHILD 
 

PLEASE PRINT THE NAME OF PARENT/GUARDIAN 
 

SIGNATURE OF PARENT/GUARDIAN 
 

DATE 
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