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Friendship Presbyterian Preschool
8531 Macon Highway
Athens, Georgia 30606

(706) 546-1693

2011

STUDENT INFORMATION: CIRCLE ONE: First Friends Preschool

Child's Name

Name Used

Parent's Names

Age on April 30 Sex Birth Date /

Home Address
(Street)

(City) (State) (Zip)

Mother's Name Home Phone
Cell Phone

Employer Work Phone

Father's Name Home Phone
Cell Phone

Employer Work Phone

Child lives with: Both Parents
____ One Parent (Please indicate who) _
____ Another (Please explain) _

Are there special restrictions regarding parental consent, pick-up, etc. YES NO
(Please explain) _

WEEK(S) SIGNING UP FOR CAMP: TIMES: 9:00 a.m. -12:00
o May 16-20: Circus
o May 23-27: Pirates
o May 16-20: First Friends Summer Fun (different activities from week 2)
o May 23-27: First Friends Sailing Into Summer (different activities from week 1)

ENTRY REQUIREMENTS:
• Child must be toilet trained, independent in the restroom and at least 3 years of age.
• First Friends do not need to be toilet trained and must be at least 18 months of age
• Child's immunization record must be current and on file.

COST: $130 per week - DUE BY MAY 1st, 2010 (Includes supplies and snacks)

"CHILDREN MUST BE PICKED UP PROMPTLY AT 12:00 NOON



EMERGENCY CONTACTS
List two persons willing to assume responsibility for the child during an emergency, if the parents cannot be
reached. (These contacts should be someone local to this area, available with in 20 minutes)
1. _

Name Address Phone Relationship

2. _

Name Address Phone Relationship

MEDICAL INFORMATION

Doctor _
Name Address Phone

Dentist _
Name Address Phone

Hospital Preference _
Name Address Phone

HEALTH HISTORY
1. Does your child have allergies? YES NO

If yes, please describe sensitivities and symptoms (e.g., medications, food, hay fever, asthma,
insect stings, water temperature, wheezing, hives, eczema): _

Is an Epi-Pen required to treat allergy? YES NO
2. Does your child regularly take medication? YES NO

If yes, please describe what and why. _
3. Does your child feel well most of the time? YES NO

If no, please explain. _

4. Has your child ever had any of the following experiences? If yes, please circle.
Premature birth, Birth injury or defect Seizures / convulsions
Breath holding or trouble breathing Head injury

5. Does your child have any: Hearing problems? YES NO
Vision problems? YES NO
Speech or language concerns? YES NO

6. Does your child have a diagnosed learning disability, physical disability, developmental delay or other special
need? YES NO If yes, please describe. _

7. Please list any illnesses and common childhood diseases that your child has had.

8. Does your child have any contagious illnesses that could impact other children or staff? .__ YES
If yes, please describe _
9. Has a medical specialist ever been called in to treat your child? __ YES NO
If yes, what type and why. _

NO

Parent's Signature Date _


