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ENROLLMENT FORM 

Thank you for becoming a member! We look forward to having you! 

 

Parent\Guardian Info: 

First Name: Middle Initial: Last Name: 

Relationship to child: Address: City/State: Zip code: 

Phone Number: Work Phone Number: Driver’s License #: 

 

Parent\Guardian Info #2: 

First Name: Middle Initial: Last Name: 

Relationship to child: Address: City/State: Zip code: 

Phone Number: Work Phone Number: Driver’s License #: 

 

Child Info: 

First Name: Middle Initial: Last Name: 

Relationship: Gender: Age: DOB: 

Address: Phone Number: 

 

Authorized Pick up (Child only allowed to leave with the following person(s)) ID REQUIRED: 

Name and Phone: Name and Phone: 

Name and Phone Name and Phone: 



D.O.E _____________ 
 

 

 

 

Emergency Contacts 

 

Contact #1: 

First Name: Middle Initial: Last Name: 

Relationship to child: Address: City/State: Zip code: 

Phone Number: Email Address (optional): Driver’s License# (optional): 

 

Contact #2: 

First Name: Middle Initial: Last Name: 

Relationship to child: Address: City/State: Zip code: 

Phone Number: Email Address (optional): Driver’s License# (optional) : 

 

 

 
*Parents must provide written permission requesting a school- age child to ride a bus, walk to or from 

school or home, or to be released to the care of a sibling under 18 years old. 
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MEDICAL 

 
 

 
In the event I cannot be reached to make arrangements for emergency medical care, I authorize the 
person in charge to take my child to: 
 

Physician’s Name: Address: Phone: 

Name of Emergency facility: Address: Phone: 

Parent Signature:  

 

If the above info is not provided, in case of a serious incident, the child will be taken to the nearest 

hospital, Mission Trails Hospital. 

Mission Trails Hospital - Address: 3333 Research Plaza, San Antonio, TX 78235   Phone: 210-297-3000 

Signature:_________________________                              Date:____________________  
 
 

List any special needs that your child may have, such as environmental allergies, food intolerances, 
existing illness, previous serious illness, injuries and hospitalizations during the past 12 months, any 
medication prescribed for long-term continuous use, and any other information which caregivers 
should be aware of: 
 
 

 

 

Please list any allergies: 

 



D.O.E _____________ 
 

 

 

Immunization Records: 
 
My child attends this school: 

School Name: Address: State: Zip Code: 

Phone: City: 

 
Please check all that applies: 

□ Child’s immunization records are on file at the school and are current. 

□ Child’s immunization records are attached to this application. 

□ Child’s immunization exempt affidavit signed and dated attached to this application. 

□ Vision and Hearing screening are also on file. 

Parent Signature: 
 
 

Date: 
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Pre-School 5 and Under: 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. 
 
Check 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. 
 
__________________________________                                        _____________________ 
    Signature – Healthcare Professional                                                                 Date 
 
 

□ 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: Address of Health Care Professional: 
 

 
Parent Signature:                                                       Date: 
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Media Consent 

I ,______________________, give Mercy’s Playhouse permission to take photos and or videos of my 

child(ren) that may be uploaded to our website www.MercysPlayhouse.com . The photos may also be 

uploaded to our social media platforms such as Facebook, Twitter, and Instagram. I understand that the 

content will be made public. 

 

Signature:_______________________________                          Date:___________________________ 

 

 

Field Trips, Water Play, and Transportation 

Mercy’s Playhouse will not be participating in field trips and water play. Mercy’s Playhouse also does not 

provide transportation to and from the facility. 

 

 

Parent Handbook 

I have received the parent handbook for Mercy’s Playhouse and I acknowledge it’s rules and policies 

within. I understand that Mercy’s Playhouse is not responsible for lost and stolen items. I understand 

that Mercy’s Playhouse and the staff cannot be held responsible for healthcare costs should an accident 

or illness occur within our care. I understand that Mercy’s Playhouse reserves the right to refuse any 

child for any reason. I understand that Mercy’s Playhouse will be providing snacks at no cost three times 

a day.  

 

Signature:__________________________                                     Date:______________________ 

 

http://www.mercysplayhouse.com/
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