
Please PRINT all information. 

CHILD INFORMATION 
_ Pre 4 AM (3d) 

Name: 
Last First 

JYICE� 
4 Year Old Preschool Application Form 

Please designate your first choice with a #1 and your second choice with a #2. 

_ Pre 4 All Day (3d) _ Pre 4 AM (5d) 

MaleD 
Middle 

Female D Dale 

Date of Birth: ____ I Birth Certificate No. _________ _ Place of Birth: Religion/Parish: 
Month Day Year City State 

Address:--------- ----------------------- ---------------
House No. Street Apt. No, Lot No. City State Zip Home Phone# 

Child lives with: Both Parents D MotherO Father D Other D Relationship: Legal Custody with: 

___ Pre 4 All Day (5cl) 

Cell Phone ,. 

(Must provide court papers) 

Public School District of Residence: Did child attend another preschool? No lJ Yes l __ J Name of School (if Yes); _____ _ _ _ _ __ 

What language(s) does the child speak? ____________ _ What language is spoken in the home? _________ _ _ __ 

FAMILY INFORMATION 

First/Lost Name Home Address 

Father 

Mother 

Step-Parent 

Step-Parent 

Other 

Other Children Living in Home: 

FirsJ/Los1 Name Relationship to Applicant 

Home Phone# 

Birth Date 

m 

Place of Employment Work Address Work Phone :, 

Child's Physical Description at Time of Application 

Eye Color: 
I 

Hair Color:

Height: 

-, 
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