
LOS ALTOS UNITED METHODIST CHURCH 
CHILDREN'S CENTER 

655 Magdalena Ave.  Los Altos, California  94024 
 (650)941-5411 

APPLICATION FOR ENROLLMENT 
        School Year 2010 – 2011 

 
TWOS     THREES       FOURS 
Tues./Thurs. PM _____   Tues./Thurs. AM_____     Mon./Wed./Fri. AM_____ 
      Mon./Wed./Fri. PM _____     Mon./Wed./Fri. PM_____ 
       

PREKINDERGARTEN    INNOVATIVE (Age 4 & 5)  Only with 3 day class 

 Monday – Friday PM _____    Tues./ Thurs. AM _______    
        Tues./ Thurs. PM _______ 
 

 
CHILD’S NAME____________________________NICKNAME__________________ F___ M___ 
 
HOME ADDRESS_____________________________CITY____________________ZIP________ 
 
HOME PHONE __________________ BIRTHDATE______ DUE DATE IF PREMATURE_______ 
 

 
Parent’s cell #  Mom_________________________  Dad____________________________ 
 
Primary Email Contact____________________________________________________________ 

The above information may be used for the class list. 
 

ALLERGIES 
 Food_____________________________________________________________________ 
 Other______________________________________________________________________ 
 
FATHER’S NAME_________________________________Home Phone_____________________ 
 Address____________________________________  City_________________   Zip_______ 
 Business Address_____________________________Work Phone_____________________ 
 
MOTHER’S NAME_________________________________Home Phone____________________ 
 Address_____________________________________City__________________Zip_______ 
 Business Address_____________________________ Work Phone_____________________ 
 
Brothers and Sisters (Please state name and ages): 
 

• People other than parents authorized to pick up child from Children’s Center. 
(Children wil l  not be allowed to leave with any other person without 
authorization from parent or guardian.) 

 
NAME      RELATIONSHIP    PHONE # 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 



 
PHYSICIAN’S NAME_______________________________________PHONE_______________ 

• As the parent, agency representative or legal guardian, I hereby give consent to LAUMC 
Children’s Center to provide all emergency dental or medical care prescribed by a duly 
licensed physician or dentist for (Child’s name)_____________________________. This care 
may be given under whatever conditions are deemed necessary to preserve the life, limb or 
well-being of my dependent. 

               
     PARENT’S SIGNATURE_____________________________ 
 
CHILD’S GENERAL HEALTH  
 

• Has your child had any of the following 
   Anemia _______  Asthma _______  Hay Fever _______ 
   Diabetes ______  Epilepsy ______  Rheumatic Fever ______ 
 
Please list other illnesses, operations or injuries__________________________________________ 
_________________________________________________________________________________ 
 

 
CHILD’S SOCIAL AND PERSONAL HISTORY (Please share as much information as possible) 
 
Nursery school / Child care experiences_________________________________________________ 
  
Has child had babysitters other than family?______________________________________________ 
 
Does child have any speech problems?__________________________________________________ 
  
Does child have any special problems or fears?___________________________________________ 
 
Languages spoken at home __________________________________________________________ 
 
Behavior guidance used at home_______________________________________________________ 
 
Evaluation of child’s personality________________________________________________________ 
 
Additional Comments________________________________________________________________ 
 
 

EMERGENCY CONTACTS REQUIRED: two people, other than the child’s parents, who live at 
separate households that could arrive at the Children’s Center in 10 minutes if necessary. 
 
NAME   ADDRESS   ____PHONE _____RELATIONSHIP 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 

• I  understand that the registration and application fees are non-refundable. I 
agree to comply with Children’s Center policies.   

  
  
 SIGNATURE __________________________________________DATE________ 


