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Pre- Registration Form 

 

CHILD INFORMATION 

   

Child’s Full Name:  

Last    ___________             First ____________  Middle_______________  

Date of Birth: ____________________  

Child’s Gender: Male                             Female  

Date to start the care:____________________Today’s date:__________________ 

Home Address: ________________________________________________________  

City: ______________ Province: ____ Postal Code: ________ Telephone: _____________ 

Parent / Guardian:  

Name: _______________________     Occupation: _____________________ 

Work Address: _____________________________________________________________  

Work Telephone: ___________________ Cell Phone: _____________________ 

Home Address (if different from above) _________________________________________ 

Email: _____________________________     

 Parent/ Guardian: 

Name: ____________________         Occupation: _____________________ 

Work Address: _____________________________________________________________  

Work Telephone: ___________________ Cell Phone: _____________________ 

Home Address (if different from above) _________________________________________ 

Email: _____________________________     

Family Physician/Pediatrician: ____________________________________________  

Address: ________________________ (Print full address including City and Postal Code)  

City: _______________ Province: ____ Postal Code: ________ 

Telephone: _________________________  

Alergies______________________________________________________________ 


