
Student's File Checklist 

Child's Name: Date of Birth: Date Enrolled: 

No. Form Type Received Comments 

1 Identification & Emergency Information (700) 

Check Dentist Information 

2 Admission Agreement 

3 Health History (702) 

4 Consent for Emergency Medical Treatment (627) 

5 Physician's Report (701) 

6 Immunization Card 

7 Personal Rights (613A) 

8 Parent's Rights (995) 

9 Getting Acquainted 

10 Late Pickup 

11 Walking Field Trip 

12 Photo Release 

14 Sunscreen 

15 Waiver of Liability 



State of California - Health and Human Services Agency California Department of Social Services 

IDENTIFICATION AND EMERGENCY IN.FORMATION CHILD CARE 

CENTERS/FAMILY CHILD CARE HOME$ 

To Be Completed by Parent or Authorized Represen�tive 

CHILD'S NAME LAST MIDDLE FIRST SEX TELEPHONE 

( ) 

ADDRESS NUMBER STREET CITY STATE ZIP BIRTHOATE 

PARENT/ LAST MIDDLE FIRST BUSINESS 
AUTHORIZED TELEPHONE 
REPRESENTATIVE ( ) 
NAME 

HOME ADDRESS NUMBER STREET CITY STATE ZIP HOME 
TELEPHONE 

( ) 

PARENT/ LAST MIDDLE FIRST BUSINESS 
AUTHORIZED TELEPHONE 
REPRESENTATIVE ( ) 
NAME 

HOME ADDRESS NUMBER STREET CITY STATE ZIP HOME 
TELEPHONE 

( ) 

PERSON LAST MIDDLE FIRST HOME BUSINESS 
RESPONSIBLE TELEPHONE TELEPHONE 
FOR CHILD ( ) ( ) 

ADDmONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY 

NAME ADDRESS TELEPHONE RELATIONSHIP 

PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY 

PHYSICIAN ADDRESS MEDICAL PLAN AND NUMBER TELEPHONE 

( ) 

DENTIST ADDRESS MEDICAL PLAN ANO NUMBER TELEPHONE 

( ) 

IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN? 

□ CALL EMERGENCY HOSPITAL □ OTHER EXPLAIN:
-----------
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State of California - Health and Human Services Agency California Department of Social Services 

NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY 
(CHILD WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN 

AUTHORIZATION FROM PARENT OR AUTHORIZED REPRESENTATIVE) 

NAME RELATIONSHIP 

TIME CHILD WILL BE PICKED UP 

SIGNATURE OF PARENT/GUARDI AN OR AUTHORIZED REPRESENTATIVE DATE 

TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY 
CHILD CARE HOMES LICENSEE 

DATE OF ADMISSION LAST DATE OF ENROLLMENT 
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Trabuco Presbyterian Church Preschool Admission Agreement 

Half Day: 8:30-12:30 pm 

Registration  2024-2025

Extended Day: 8:30-3:00 pm Full Day 7:30-5:30 pm 

Monthly Fee for 3 Year Olds (at least 2 years 9 months and toilet trained) 

M,W,F $585 M,W,F $670 M,W,F $780 

T,Th $410 T,Th T,Th $575 

M-F $915 M-F $1025 M-F $1195 

Monthly Fee for 4 Year Olds

M,W,F $575 M,W,F $650 M,W,F $770 

T,Th $400 T,Th 

$480 

T,Th $555 

M-F $900 M-F $1185 M-F $1005 

Monthly Fee for Pre-Kindergarten 

M,W.,F $565 M,W,F $630 M,W,F $755 

T,Th $385 T,Th $455 T,Th $535 
M-F $885 M-F $985 M-F $1170 

Monthly Fee for Add-Ons

Before School care T,Th (7:30-8:30 am) $60 

Before School care M, W, F (7:30-8:30 am) $80 
Before School care M-F (7:30-8:30 am) $100 

After School Care T,Th (3:00-5:30 pm) $100 

After Schoot care M, W,F (3:00-5:30 pm) $150 

After School Care M-F (3:00-5:30 pm) $200 

Reglstratian Fee: A NON-REFUNDABLE fee ($150 per child or $200 per family with two or more children) Is assessed at the time of 
registration and annually thereafter. This fee covers processing and supplies for the classroom. Children starting mid-year will also 
be charged a full registration fee regardless of starting date. The registration fee will have to be repaid for children leaving the 
program for longer than 30 days. 

New Students: An Enrollment Packet must be completed prior to a child's first day of school. This includes proof of Immunization 
according to the State of California Health and Human Service Agency Guidelines. 

Retuming Students: Please notify the office with phone number or contact changes occurring within the year. 

Tuition: Tuition Is due the 1" of every month your child Is enrolled. After the 5"' of the month a $35 late charge will be assessed. 
Past due accounts will jeopardize your child's attendance. Please refer to the Parent Handbook for poffdes. 

Tuition Discounts: Members of Trabuco Presbyterian Church receive a 10% discount per child. If parents have more than one child 
enrolled in TPC Preschool they will receive a 10% discount for each additional child. The discount(s) ls/are taken off the lowest 
tuition rate(s). Families will receive a 10% discount if they pre-pay tuition for the year. 

Tuition Increases: The TPC Preschool Board of Directors reserves the right to increase tuition at any time. A 30-day notice will be 
given. 

leaving TPC Preschool: Children leaving school for the summer must pay a Non-Refundable fee equal to one month's tuition in 
order to •hold" their spot for the fall. A two-week notice Is required before leaving the program and all monies outstanding paid In 
full before your child's last day. 

Summer Fee: A summer fee of $100 will be assessed to help cover costs for additional events and activities for July and August. 

Authority of Department of Social Servtces: The Department of Social Services may interview children or staff without prior 
consent; Inspect. audit, or copy child / child care center records on demand; and observe the physical conditions of the chHdren, 
including conditions that could indicate abuse, neglect, or inappropriate placement. 
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$TATE OF CAUFORN�lli AND HUMAN SERVICES AGENCY CALIFORNIA DEPAFm.£NT OF SOCIAL seRVICES 
COMMUNITY CARE UCENSING 

CHILD'S PREADMISSION HEALTH HISTORY-PARENT'S REPORT 

FliTHER'SlfiQHER'S DOMESTIC IW{TNER'S NAME 

MOlliER'SIIIOTltER'S DOMEST1C PARmER'S NAME 

IS /HAS CHllD BEEN UNDER REGU..AR SU'EfMSK>N � PHYSICIAN? 

DEvELOPMEN IAL HIS I ORY (,1rfoi' in/ants and pmscliool-age chlliJren only) 
WA!XEDAT• 

MOHTlfS 
l BEGAN TAU<iNG Ill'* 

MONTHS 

SEX BIRilf DIIT'E 

DOES �TNER'S DOME5TlC PiUffllER LIVE IN HONE Willi CHIU>? 

DOES uarne:AIMCJTHER'S DOMESTIC FWl'TllER UVE IN HOME WrTll CHILD? 

DATE OF I.AST PHYSICA1.ll&ElllCA EXAMRUmON 

ITOII.ETTRAINING S1AITTED AT• 
MONTlfS 

PAST ILLNESSES - Check Illnesses lhal child has had and specify aoon,ximate dates of illnesses: 

DATES DATES DATES 

□ Chicken Pox □ Diabetes □ Poliomyelitis

□ Asthma □ Epilepsy □ Ten-Day Measles
(Rubeola)

Rheumatic Fever □ Whooping cough
D Three-Day Measles 

Hay Fever □ Mumps (Rubella) 

SPECIFY ANY OTHER SEAIOUS OR SEVERE ILU£SSES OR ACCIDENTS 

LIST ANY ALLERGIES �F SHOULD BE AWARE OF DOES CHILO HAVE FREQUENT COLDS? 

DAILY ROUTINES ("�rinfantsandpreschool-aga 

chifdrsnonly) 
WHATTIME DOES CHILO GET UP?• WHlll'TIME DOES CHILD GO '!OBED?• DOES CHILD SlEEP WELL.,. 

DOES Cli1LD 5U:EP DURING 1l!EDAY1• 

DIETMTTERN: BREAKFAST 
(What does child usually 
eat for these meals?) LUNCH 

DINNER 

Al« F000 lllSLllCES? 

IS CHIU) TOILETTRAl'fED?• 

0 YES 0 NO 

WORD USED FOR 'BOWEL� 

Pll\RENT'S EVALtumON OF CHILD'S HEMlli 

IS CHILD PRESENT1.Y UNDEJI A DOCTOR'S CARE'! 

□ YES □ NO 

DOES CHILD USE ANY SPECIAL OEVICE(S): 

YES □ NO 

PNIENTS EVALUl{TION OF CHllD'S PEASONAUTY 

WHEN?• 

IFYE8, /ITWHAT SlllGE:* 

FVES, NAME OF DOCTt)R; 

F YES, WHlll' KIN>: 

HOW DOES CHI.D GET ALONG WITH PAREffTS, BROTHERS. SISTERS AND OTllER CHILORl:N? 

HAS TH.E CHILD HAO GROUP PLAY EXPERIENCES? 

DOES THE ct!ILD HAVE NIY SPECIAL PROlllEMSIFEARs.WEEDS? {EXPLAIN.) 

WH.U IS THE PLAN FOR CARE WHEN TIE CHILO IS Ill? 

REASON FOR flEOlJeSTING DIIY CARE PlACEMENT 

PAAENT'S SIGNATURE 
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HOW LONG?-

WHAT ARE USUAL EATING HOURS? 

LUNCH 
DINNER 

ANY EATING PflOIILEMS'I 

ARE BOWEL MOVEMENTS REGULAR?" MW IS USUAL TIME?• 

0 YES 0 NO 

WORD USED FOR URINAT10NO-

DOES CHILO TAKE PRESCRIBED MEDICATlON(S)? IFYES. WI-IATKlM> ANO Nl'f SIDE EA'ECTS: 

□ YES □ NO 

DOES afllD USE NlV SPECIAL DEVICE(S) Irr� IF YES, WHAT IONO: 

□ YES □ NO 

YES NO

YES NOYES NOYES NO HOW MANY IN THE YEAR



STATE OF CALIFORNIA - HEALTH ANO HUMAN SERVICES AGENCY 

CONSENT FOR EMERGENCY MEDICAL TREATMENT
Child Care Centers Or Family Child Care Homes 

CAU�NIA DEPARTMENT Of' SOCIAL SERVICES 

AS THE PARENT OR AUTHORIZED REPRESENTATIVE, I HEREBY GIVE CONSENT TO 

TRABUCO PRESBYTERIAN CHURCH PRESCHOOL TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE 
FACIUTY NAME 

PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEOPATH (D.O.) OR DENTIST (D.D.S.) FOR 

--------------=,---------- . THIS CARE MAY BE GIVEN UNDER 
NAME 

WHATEVER CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHllD 

NAMED ABOVE. 

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES: 

PAREl'IT OR All™ORIZED REPRESel11ITTVE SIGNATlJRE 

HOME ADDRESS 

!-IOMEPHONE 

LIC fTD (IWB) (CONRD� 





SlATE OF CALIFORNIA 
HEALTH AND HUMAN SERVICES AGENCV 

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 
COMMUNITY CARE LICENSING 

PHYSICIAN'S REPORT-CHILD CARE CENTERS 
(CHILD'S PRE-ADMISSION HEALTH EVALUATION) 

PART A - PARENT'S CONSENT (TO BE COMPLETED BY PARENT) 

----------,,,===-==:-=-- -------' born __ _____ � _____ is being studied for readiness to enter 
(NAME OF CHILO) (BIRTH DATE) 

TRABUCO PRESBYTERIAN CHURCH PRESCHOOL . This Child Care Center/School provides a program which extends from _7 __ : 1Q__ 
(NAME OF CHILD CARE CENTER/SCHOOL) 

a.mlp.m. to� a.m./p.m., _5 ____ days a week.

Please provide a report on above-named child using the form below. I hereby authorize release of medical information contained in this 
report to the above-named Child Care Center. 

(SIGNATUAE OF PAAENr. GUARDIAN. OR CHILD"S AlmiORIZED REPRESemmvE) 

PART B - PHYSICIAN'S REPORT (TO BE COMPLETED BY PHYSICIAN) 

Problems of wtiidi you should be ewara: 

Hearing: Allergies: medicme: 

ViSIOfl: 

Developmental: Food: 

Language/Speech: Asthma: 

ntBl: 

Other (lndudi tiitiavioriii concerns): 

CommenisiExplanlions: 

MEDicMION PRESCRIBED/SPECIAL R0lmNES/RESTAICTI0Ns F0AiHIS CHILD: 

IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.) 

VACCINE 
DATE EACH DOSE WAS GIVEN 

1st 2nd 3rd 4th 
POLIO (OPV OR IPV) I I I I I I I I 

DTP/DTaP/ 
(DIPHTHERIA, 'JUANUS AND 
[ACl!U.UUII) PERTUSSIS OR TETANUS 

I I I I I I I I DTtrd AND DIPlfT1tERI& ONLY) 

MMR 
(IIEAII.EI, IIUIFS, Afm llU8EIJ..AI I I I I 
�ED FOR CHBJ) CARE ONLY) 

I I I I I I I I HIB IIIENl'4Gfl1S (HAEIIOPtlA.US .. 

HEPATITIS B I I I I I I 

VARICELLA (CHICICENPOJI) I I I I 

SCREENING OF TB RISK FACTORS (listing on reverse side) 

0 Risk factors not present; TB skin test not required. 

0 Risk factors present; Mantoux TB skin test performed (unless 
previous positive skin test documented). 
_ Communicable TB disease not present 

I have 0 have not Q reviewed the above infonnation with the parent/guardian. 

(lOOAY'S DATE) 

5th 

I I 

I I 

Physician: ___________________ _ Date of Physical Exam: _ _____________ _ 
Address: __________________ _ Date This Form Completed: ____________ _ 
Telephone: __________________ _ Signature _ _________________ _ 

D Physician D Physician's Assistant D Nurse Practitioner 
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13. Has your child ever had difficulty with seeing?

14. Are there any noticeable speech problems?

15. ls your child subject to convulsions? YES or NO, If yes please explain.

16. Has your child had any serious illness(es)?

17. Does your child eat well?

18. Does your child sleep well?

19. ls your child able to dress themselves?

20. Does your child need help in the bathroom?

21. ls your child fully toilet trained? __________ _

22. What words are used when your child has to go to the bathroom?

23. Does your child play comfortably with other children?

24. What age did your child walk?

25. What age did your child talk?

26. Does your child enjoy:

Books? Yes or No 
• Being read to? Yes or No 
• Music? Yes or No 

Singing? Yes or No 





TPC Preschool 
Late Pick Up Release 

Closing time is 5:30 P.M. promptly. Parent will be charged a late fee of $5.00 for the 

first five minutes after closing and $1.00 per minute thereafter. Charges will added to 

your next Brightwheel statement. 

On or before 6:00 P.M. the Center will make every effort to contact you or other 

authorized adults on your emergency list. If we have not heard from you or their 

authorized adults by 6:30 P.M., the child will be considered abandoned and the police 

will be called and your child will be taken into protective custody until a parent is 

located. 

If you should arrive at the Center after 6:30 P.M. and find the Center closed, you should: 

1. Contact the people on your emergency list to verify whether any of the have your

child.

2. Call the local city police department if you cannot locate your child.

The Center will do their best to notify you as to the placement of your child. 

This policy is for the protection and safety of your child and staff. 

I have read and understand the policy. 

Please print parent or guardian name 

Parent or guardian Signature Date 
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