
                                     CHILD’S APPLICATION FOR ENROLLMENT

Date of Application: __________    Desired Enrollment Date: ____________  Date Enrolled: ___________

CHILD INFORMATION:                 Date of Birth: ___________________________

Name: __________________________________________________________________________________
                    LAST                           FIRST                         MIDDLE                                GOES BY

________________________________________________________________________________________
ADDRESS                                                                   CITY                            STATE               ZIP

FAMILY INFORMATION:

MOTHER/Guardian ________________________________ Home Phone ___________________________

     Home Address if different from child’s: ___________________________________________________

     _____________________________________________________________________________________

     Work # ____________________  Cell # ___________________ Email _______________________________________

FATHER/Guardian ___________________________________  Home Phone ______________________

     Home Address if different from child’s:   ________________________________________________

      ___________________________________________________________________________________

      Work # _______________  Cell # ________________ Email ______________________________

CONTACTS:  Child will be released to the parents/guardians listed above.  The child can also be released to 
the following individuals as authorized by the person who signs this application. 

_________________________________________________________________________________________________     
      NAME                                                    RELATIONSHIP                        ADDRESS                                                                                    PHONE #

_________________________________________________________________________________________________     
      NAME                                                    RELATIONSHIP                        ADDRESS                                                                                    PHONE #

_________________________________________________________________________________________________________________________
      NAME                                                    RELATIONSHIP                        ADDRESS                                                                                    PHONE #

_________________________________________________________________________________________________________________________
      NAME                                                    RELATIONSHIP                        ADDRESS                                                                                    PHONE #

In the event of an emergency, if the parents/guardians cannot be reached, GLA has permission to contact the 
following individuals.

_________________________________________________________________________________________________     
      NAME                                                    RELATIONSHIP                        ADDRESS                                                                                    PHONE #

_________________________________________________________________________________________________     
      NAME                                                    RELATIONSHIP                        ADDRESS                                                                                    PHONE#
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HEALTH CARE NEEDS: Any child with health care needs such as allergies, asthma, or other chronic conditions that 
require specialized health services, a medical action plan shall be attached to this application.  
Is there a medical action plan attached?    YES          NO

*List any allergies and their symptoms and the type of response required ________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

*List any health care needs or concerns, symptoms of and type of response for these health care needs or concerns 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

*List any particular fears or unique behavior characteristics the child has ______________________________________

_________________________________________________________________________________________________

*List any types of medication taken for health care needs 
____________________________________________________

*Any other information you want to share that has a direct bearing on assuring safe medical treatment for your child

_________________________________________________________________________________________________

*List any Chronic Illness (Allergy requiring EpiPen, Asthma, Diabetes, Seizures, Sickle Cell Anemia) the child has & 

medication taken for that illness _______________________________________________________________________

_________________________________________________________________________________________________

EMERGENCY MEDICAL CARE INFORMATION:

Name of health care professional _____________________________________________________________ 

Office Phone ____________________________

Hospital Preference ______________________________________________ Phone____________________

I, AS THE PARENT/GUARDIAN, AUTHORIZE THE GRACELIFE ACADEMY TO OBTAIN MEDICAL 
ATTENTION FOR MY CHILD IN AN EMERGENCY.

________________________________________________________________________________________
                          SIGNATURE OF PARENT/GUARDIAN                                                            DATE

I, as the GLA representative, do agree to provide transportation to an appropriate medical resource in the 
event of emergency.  In an emergency situation, other children in the facility will be supervised by a 
responsible adult.  I will not administer any drug or any medication without specific instruction from the 
physician or the child’s parent, guardian, or full-tim custodian.

________________________________________________________________________________________
SIGNATURE OF GRACELIFE ACADEMY REPRESENTATIVE                       DATE
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PermissionForm

I give permission for Grace Life Academy to apply hydrogen peroxide or an alcohol wipe to clean cuts, 

scrapes, bites, or any other type of abrasion that my child, _____________________ may acquire.
Parents Signature_________________________________________ Date________________________

____________________________________ has my permission to play outside the fenced area, to take walks 

around the church grounds and to walk to Pineville park. I understand that these activities will be well 
supervised by staff at all times.

Parents Signature_________________________________________ Date________________________

I give permission for Grace Life Academy to provide juice for my child, _________________________.
Parents Signature_________________________________________ Date________________________



 Children’s Medical Report  

Name of Child_________________________________________________Birthdate____________________________  

Name of Parent or Guardian__________________________________________________________________________  

Address of Parent or Guardian _______________________________________________________________________ 

A. Medical History (May be completed by parent)  

1. Is child allergic to anything? No___ Yes___ If yes, what?  

2. Is child currently under a doctor's care? No___ Yes___ If yes, for what reason?  

3. Is the child on any continuous medication? No___ Yes___ If yes, what?  

4. Any previous hospitalizations or operations? No___ Yes___ If yes, when and for what?  

5. Any history of significant previous diseases or recurrent illness? No___ Yes___ ; diabetes No___Yes___;  
convulsions No___ Yes___; heart trouble No___ Yes___; asthma No___ Yes___. If others, what/when?  

6. Does the child have any physical disabilities: No___ Yes___ If yes, please describe:  

Any mental disabilities? No___ Yes___ If yes, please describe:  

Signature of Parent or Guardian_____________________________________________Date____________ 

B. Physical Examination: This examination must be completed and signed by a licensed physician, his 
authorized agent currently approved by the N. C. Board of Medical Examiners (or a comparable board from 
bordering states), a certified nurse practitioner, or a public health nurse meeting DHHS standards for EPSDT 
program.  

Height _________% Weight __________%  

Head____________ Eyes_____________ Ears_____________ Nose___________ Teeth__________Throat___________ 
  
Neck_________ Heart_________Chest_________Abd/GU_______________Ext__________  

Neurological System___________________________Skin__________________Vision____________Hearing_________  

Results of Tuberculin Test, if given: Type__________date__________ Normal___Abnormal_________followup________ 
  
Developmental Evaluation: delayed________age appropriate___________  

If delay, note significance and special care needed;__________________________________________________  
__________________________________________________________________________________________  

Should activities be limited? No___ Yes___ If yes, explain:___________________________________________________  

Any other recommendations:____________________________________________________________________________  

___________________________________________________________________________________________________ 
  

Date of Examination ___________________________ 

       Signature of authorized examiner/title___________________________________Phone #_______________  



 

Immunization History:  Please attach a copy of the immunization record.

VACCINE DOSE #1 DOSE #2 DOSE #3 DOSE #4 DOSE #5

DTP/DT

POLIO

HIB

MMR

VARICELLA

HEP B























Prevention of Shaken Baby Syndrome and Abusive Head Trauma Policy

We believe that preventing, recognizing, responding to, and reporting shaken baby syndrome and 
abusive head trauma (SBS/AHT) is and important function of keeping children safe, protecting their 
healthy development, providing quality child care and education families. 

Background
SBS/AHT is the name given to a form of physical child abuse that occurs when an infant or small child is 
violently shaken and/or there is trauma to the head. Shaking may last only a few seconds but can result in 
sever injury or even death. 

Procedure/Practice
Recognizing:
Children are observed for signs of abusive head trauma including irritability and/or high pitched crying, 
difficulty staying awake/lethargy or loss of consciousness, difficulty breathing, inability to lift the head, 
seizures, lack of appetite, vomiting, bruises, poor feeding/sucking, no smiling or vocalization, inability of 
the eyes to track and/or decreased muscle tone. Bruises may be found on the upper arms, rib cage, or 
head resulting from gripping or from hitting the head. 

Responding to:
If SBS/AHT is suspected, staff will:

Call 911 immediately upon suspecting SBS/AHT and inform the director.
Call the parents/Guardians. 
If the child has stopped breathing, trained staff will begin pediatric CPR

Reporting:
Instances of suspected child maltreatment in child care are reported to the Division of Child Development 
and Early Education (DCDEE) by calling 1-800-859-0829 or to the Department of Social Services by 
calling 704-336-3000

References
1. National Center on Shaken Baby Syndrome, www.dontshake.org
2. NC DCDEE, ncchildcare.dhhs.state.nc.us/general/mb_ccrulespublic.asp 
3. Shaken baby syndrome, the May Clinic, www.mayoclinci.org 
4. Calming Techniques for a Crying Baby, Children’s Hospital Colorado, www.childrenscolorado.org 

Application:
This policy applies to children up to five years of age and their families, operators, early educators, and 
substitute providers.

Date of Child’s enrollment________________

I, the parent/guardian of ____________________________ (child’s name) acknowledge that I 
have read and received a copy of the facility’s Shaken Baby Syndrome/Abusive Head Trauma 
Policy. 

Printed name of Parent/Guardian__________________________________________________

Signature of Parent/Guardian _______________________________________Date:__________





As your child’s caregivers, an important part of our job is feeding your baby.  The information you provide 
below will help us to do our very best to help your baby grow and thrive.  THIS FORM MUST BE COMPLETED 
AND POSTED FOR QUICK REFERENCE FOR ALL CHILDREN UNDER 15 MONTHS OF AGE.

Child’s name: __________________________________ Birthday: __________________________
        mm/dd/yyyy

I want my child to be fed the following foods while in your care:

ALL FOOD, BOTTLES, CUPS, ETC MUST BE LABELED WITH THE CHILD’S NAME AND DATE

I plan to come to the center to nurse / feed my baby at the following time(s): ____________________

My usual pick-up time will be: ________________________

Clarifications/Additional Details:

Handouts shared with parents:  Yes ______           No _________

***CHANGES MUST BE LISTED ON THE BACK***

Frequency of
Feedings

Approximate amount 
per feeding

Details about feeding

Mother’s Milk

Formula

Cow’s milk

Cereal

Baby Food

Table Food

Cup

We have discussed the above plan and made any needed changes or clarifications.

Today’s Date: ____________           Parent Signature: _____________________________________

Teacher’s Signature: ____________________________________

INFANT FEEDING PLAN




