APPLICATION

UNIVERSITY PRESBYTERIAN PRESCHOOL

209 East Franklin Street, Chapel Hill, NC 27514

Child’s name ______________________________ 

Name Called ___________________

Birth date (MM/DD/YY) _________________ Sex_______
Phone ________________________
Email _____________________________________

Cell Phone ____________________
Address:____________________________________________________________________________



Street                  

Town




Zip
School year you are applying for: _______       2 Year ___ 3 Year___ 4 Year __ Transitional 5 Year ___  

**Check the class you are applying for above: (Your child must be the age of the class by August 31st of the year entering school. Cut off date for the transitional 5s class is October 16th)
If applying for the 2-yr class, what is your preference?    M-W _____   T-Th____  no preference_____

If applying for the 3-yr class, what is your preference?    M-W-F____  T-Th-F___ no preference_____

Guardian 1 
Name ____________________________ 
Phone___________________

Occupation_________________________ 
Bus Phone_______________

Guardian 2
 Name____________________________ 
Phone___________________



Occupation_________________________
Bus Phone_______________

Please check if your child will have priority status (check all that apply):
Currently enrolled at UPPS______UPC member_____ sibling of currently enrolled UPPS student_______Sibling of formerly enrolled UPPS child______(year(s) of sibling enrollment)________

Other children in the family:

Name




Birthday
Name



Birthday
​​​​​​​​​​​​​​________________________
_______
______________________
________
________________________
_______
______________________
________
Has your child had any previous preschool experiences? If so, where and when?

Does UPPS have your permission to post pictures of your child on our website or social media, with no names attached?  Yes_____   No_____

Does your child have any special interests?___________________________________________

Any fears?_____________________________________________________________________

Any habits?____________________________________________________________________

Any allergies?__________________________________________________________________

Are there any special needs or concerns? (UPPS policy requires that these be stated at the time of application)____________________________________________________________________

I have read carefully the school policies and medical consent form, and wish to enroll my child. I am submitting a signed copy of the UPPS policies to indicate my agreement to comply with them, along with a $35 application fee.  
Signed_______________________________________________  Date____________________

UNVERSITY PRESBYTERIAN PRESCHOOL

PARENTAL MEDICAL CONSENT FORM

Child’s name: ___________________________  Parents:_________________________

Address:________________________________________________________________




Street



City


Zip

Emergency Phone Numbers:

Parent’s Home Phone: ___________________Physician’s phone:_________________
Parent #1 cell: _________________________ Parent #1 work phone:__________________

Parent #2 cell: _________________________ Parent #2 work phone: ____________________

Friends or relatives willing to be an emergency contact for you:


Name:____________________________ Phone:_____________________


Name:____________________________ Phone:_____________________

Please list medical insurance carrier:_____________________________________


Policy number:_____________________________________

MEDICAL PROCEDURE:


In the event that a child becomes ill, the school will attempt to contact parents immediately. If the parents cannot be reached, the school will call the other contacts listed above. If none of these are available, the teachers will make the child as comfortable as possible and continue efforts in locating parents and other listed contacts.


In the event of an injury, the same procedure as above will be followed. If the injury is severe, the above will be implemented after a call to the child’s physician or a call to the 911 emergency number.


In the event that CPR is needed, one of the trained teachers will administer while another teacher calls 911 and the parents.


In the event that it is necessary for the child to be seen in an emergency situation by a physician and the parents are unavailable, a teacher will accompany the child to North Carolina Memorial Hospital’s emergency room. Efforts to reach parents by telephone will be continued.

NOTE REGARDING MEDICATION:
 
The school requests that parents administer all medications at home. since school hours are generally from 9-noon, most medications can be administered outside of those hours. However, in unusual cases when prescription medications are needed during school hours, the Director will administer medication under the following conditions:

1. There is a note from a parent stating the necessity

2. There are clear instructions regarding dosage, timing, etc.

3. There is included a measuring device.

The parent will need to call in advance to make sure that the Director is at school on that day. 

I have read the medical information stated above and understand the procedures used by the school.

__________________
____________________________________



Date



Parent’s signature
