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Neighborhood Nursery School at Needham Children’ Center 
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           NNS STUDENT ENROLLMENT FORM
Date of Admission:   _____9/14/2021_________
Child’s Name:  ________________________

Date of Birth: ____________

Age At Admission__________________

Sex____ 

Home Address: ___________________________________________________________

Telephone:  __________________________

Eye Color ______   
Skin Color _______    
 Hair Color _______

Height________
Weight_____


Identifying Marks ___________________

Primary Language _______________

Please include current photo of child.  Photo attached?   Yes/No

  Please circle one

PARENT/GUARDIAN INFORMATION:  

Parent/Guardian name ______________________   Parent/Guardian name​​​​​​____________________

Relationship to child _________________________   
Relationship to child__________________________

Home address _____________________________
Home address _____________________________

Home telephone # _________________________
Home telephone # _________________________

Cell phone #________________________
Cell phone #__________________________

Bus. name ______________________________
Bus. name _________________________________

Bus. address _____________________________
Bus. address ______________________________

Telephone # _____________________________
Telephone # _______________________________

Hours at work ____________________________
Hours at work ______________________________

Email address _____________________  
Email Address________________________

Emergency Contacts (In order to be contacted)

Name:
_______________________________ Address: ____________________

Relationship to Child___________________
Phone #____________________

Do you give permission for child to be released to this person?  Yes___   No____

Signature_____________________________ _________Date_______________

Name:
_______________________________ Address: ____________________

Relationship to Child___________________
Phone #____________________

Do you give permission for child to be released to this person?  Yes___   No____

Signature_____________________________ _________Date_______________


PHYSICIAN INFORMATION

Physician’s Name:__________________________________________________________

Physician’s Address:________________________________________________________

Physician’s Phone Number:___________________________________________________

Health Insurance Coverage: _________________________  Policy # _____​​​​​​​____________

HEALTH INFORMATION

Are there any allergies, special diets, chronic health conditions and/or any special limitations 

or concerns, or medications the child is taking at home or at school?     Yes/No

                                                                                                                                                                      Please circle one
If yes, pleases describe condition and include the possible side effects of those conditions

 and/or medications: ________________________________________________________

________________________________________________________________________

Does your child have an Individual Health Plan for a child with a chronic condition?  (This includes asthma and allergies.)    Yes/No

                                                           Please circle one

If yes, please attach form.  (Forms can be requested from school director and filled out with the help of your pediatrician.)

ANTICIPATED DAYS AND TIMES OF ATTENDANCE (Please check where appropriate):

Monday      8:45-11:30 __________ ****PREK ONLY

Tuesday:      8:45-11:30_________   11:30-2:15_____________

Wednesday: 8:45-11:30_________   11:30-2:15_____________

Thursday:     8:45-11:30_________   11:30-2:15_____________

Are there any custody agreements, court orders, or restraining orders pertaining to the child?  
Yes/No  If yes, please explain and attach a copy. __________________________________

 Please circle one
__________________________________________________________________________

Are there any other concerns about your child or special limitations that we should be aware 

of?  ______________________________________________________________________

__________________________________________________________________________

I authorize the Neighborhood Nursery School personnel to take my child to Beth Israel Deaconess Hospital Needham Campus (and/or my Child’s doctor of record and authorize treatment by the doctor on call).
___________________________________________ Signature and Date ____________

I authorize NNS personnel to administer First aid/ CPR, if they feel it is warranted.

___________________________________________ Signature and Date ____________

I give NNS staff permission to take my child on walking excursions from the school.

___________________________________________ Signature and Date _____________

I give NNS permission to photograph and videotape my child.

___________________________________________ Signature and Date ______________

On occasion local newspaper and television companies take group pictures or tape the children. I give NNS staff permission to decide if my child may participate.

___________________________________________ Signature and Date ______________

I give permission to NNS staff to use my child’s photo on school dedicated social media pages.

___________________________________________ Signature and Date ______________

Signature_____________________________ _________ Effective Date:  3/1/2021
9/7/21

