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Please select Yes or No for each statement below. 
 

Policy Acknowledgement 

 I give my permission for my child to participate in activities with class pets and Bethel Highlands Preschool 
approved visiting therapy animals while at Bethel Highlands Preschool, in compliance with DCF 251.07(7). 

 I authorize Bethel Highlands Preschool to use my child's image. This photo release is specific to photos that may be 
used on the BHP website/Facebook/Instagram page or in a brochure with the intent of marketing the program. At no 
time would a child's name be associated with a photograph. All children will typically be included in photos of 
classroom activities and events, recordings of programs and slide shows - which are only shared with BHP families 
unless otherwise indicated. If you would like your child excluded from class photos or program recordings, please 
alert the program director in writing of your wishes. 

 I give my permission to include our name, address, and contact information in the Bethel Highlands Preschool 
Student Directory. The directory is only made available to enrolled families and staff. 

 

Parent Handbook Acknowledgement 

 I have read and understand the contents of the 2023-2024 Bethel Highlands Preschool Parent Handbook and will 
comply in accordance with these policies and procedures. 

 

Faith-Based Songs in Music 

 I give my child permission to sing songs about Christian faith for Christmas and Spring music programs. These 
songs will be sung in music class and will also be practiced regularly in class around the time of each concert. This 
is in accordance with the Hudson School District Policy #322 that is required for all 4K students to sign. 

 

 
 
I agree with the above sections and agree to comply with all of Bethel Highlands Preschool policies and procedures. 

 

 

Child Name: Parent Name: 

Parent Signature: 
 
 

Date: 
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   Student Emergency Card 

Note: unless we are informed otherwise in writing (custody order or other legal document), both parents listed will be permitted to pick up child. 

I give my consent for emergency medical care or treatment to be used only if I cannot be reached immediately. 

Child Name: DOB: 

Address: Primary Phone: 

Parent 1: Parent 2: 

Parent 1 Email: Parent 2 Email: 

Parent 1 Phone: Parent 2 Phone: 

Child Lives With: Legal Custody: 

Name & Phone # of Authorized Person to Pick Up Child: Name & Phone # of Authorized Person to Pick Up Child: 

Additional Person Authorized to Call for My Child In Case 
of Emergency – Name & Phone: 

Additional Person Authorized to Call for My Child In Case 
of Emergency – Name & Phone: 

Preferred Medial Facility: Doctor: 

Health Insurance Carrier: Policy #: 

Special Health Concerns or Dietary Restrictions: Allergies: 

Parent Signature: Date: 



DEPARTMENT OF CHILDREN AND FAMILIES 
Division of Early Care and Education 

http://dcf.wisconsin.gov 
 

CHILD CARE ENROLLMENT 
Use of form:  Use of this form is mandatory for Family Child Care Centers to comply with DCF 250.04(6)(a)1. Failure to comply may result in issuance of a noncompliance statement. 
This form may also be used by Group Child Care Centers and Day Camps to comply with DCF 251.04(6)(a)1. and DCF 252.41(4)(a)1. respectively. Personal information you provide may 
be used for secondary purposes [Privacy Law, s.15.04(1)(m), Wisconsin Statutes]. 
Instructions:  The parent / guardian shall fill out the form completely, sign it and submit it to the center prior to the child's first day of attendance. Information on this form shall be kept 
current. When enrolling a child under two years of age, a completed Intake for Child Under 2 Years form must also be on file prior to the child's first day of attendance. 

CHILD INFORMATION 
Name  (Last, First, MI) 
 

Birthdate (mm/dd/yyyy) 
 

First Day of Attendance 
 

PARENT OR GUARDIAN – All parents / guardians are permitted to visit during center hours and are allowed to pick up the child unless access is prohibited or restricted by a court 
order. Attach court order, if any. If the child resides at multiple locations, the department recommends the provider obtain and attach a schedule. 
a. Name and Relationship to Child Home / Cell Phone No. 

 
Email Address Where Reachable While Child is in Care 

 Home Address (Street, City, State, Zip) Does child reside at this location? 
 Yes    No 

Place of Employment and Work Phone No. 

b. Name and Relationship to Child Home / Cell Phone No. 
 

Email Address Where Reachable While Child is in Care 

 Home Address (Street, City, State, Zip) Does child reside at this location? 
 Yes    No 

Place of Employment and Work Phone No. 

AUTHORIZED PERSONS – Persons other than parents / guardians who are authorized to pick up the child or accept the child if dropped off. If no one, write "None." 
a. Name and Relationship to Child Home / Cell Phone No. 

 
Email Address Where Reachable While Child is in Care Place of Employment and Work Phone No. 

b. Name and Relationship to Child Home / Cell Phone No. 
 

Email Address Where Reachable While Child is in Care Place of Employment and Work Phone No. 

EMERGENCY CONTACT – The person to be notified in an emergency when parents / guardians cannot be reached. 
 Yes   No   This person is authorized to pick up the child. 

Name and Relationship to Child Home / Cell Phone No. 
 

Email Address Where Reachable While Child is in Care Place of Employment and Work Phone No. 

PHYSICIAN OR MEDICAL FACILITY  
Name 
 

Address  (Street, City, State, Zip Code) 
 

Telephone Number 
 

AUTHORIZATIONS 
 Yes    No I hereby give my consent for emergency medical care or treatment to be used only if I cannot be reached immediately. 
 Yes    No I have had an opportunity to review the policies of this child care center and a summary of the Wisconsin Rules for Licensing Child Care Centers. 
 Yes    No I give permission for my child to participate in  Transported  Walking field trips and other activities during operating hours. 
 Yes    No I have been informed of the number of pets in the center and their degree of contact with the enrolled children. Note: If pets are added after a child is enrolled, 

 parents shall be notified in writing prior to the pet's addition to the center. 
SIGNATURE – Parent or Guardian 
 

Date Signed 
 

 

DCF-F-CFS0062  (R. 12/2014) 
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HEALTH HISTORY AND EMERGENCY CARE PLAN 

Use of form: This form is required for family and group child care centers and day camps to comply with DCF 250.04(6)(a)1., DCF 251.04(6)(a)6., and DCF 252.41(4)(a)6. of the 
Wisconsin Administrative Codes. Failure to comply may result in issuance of a noncompliance statement. Personal information you provide may be used for secondary purposes [Privacy 
Law, s.15.04(1)(m), Wisconsin Statutes]. 
Instructions: The parent / guardian should complete this form for placement in the child’s file prior to the child’s first day of attendance. Information contained on the form shall be shared 
with any person caring for the child. The department recommends that parents / guardians and center staff periodically review and update the information provided on this form. 

CHILD INFORMATION 
Name (Last, First, MI) 
      

Birthdate (mm/dd/yyyy) 
      

First Day of Attendance (mm/dd/yyyy) 
      

Home Address (Street, City, State, Zip Code) 
      
PARENT / GUARDIAN INFORMATION    Provide information where the parent(s) / guardian(s) may be reached while the child is in care. 
Name 
      

Primary Telephone Number 
      

Work Telephone Number 
      

Secondary Telephone Number 
      

Name 
      

Primary Telephone Number 
      

Work Telephone Number 
      

Secondary Telephone Number 
      

PHYSICIAN / MEDICAL FACILITY INFORMATION 
Physician Name 
      

Medical Facility Address 
      

Telephone Number 
      

SUNSCREEN / INSECT REPELLENT AUTHORIZATION If provided by the parent, the sunscreen or insect repellent shall be labeled with the child’s name. Per DCF 250.07(6)(h)6., 
Authorizations shall be reviewed periodically and updated as necessary. Per DCF 251.07(6)(g)3., authorizations shall be reviewed every 6 months and updated as necessary. 

 Yes   No   I authorize the center to apply sunscreen to my child. 
 Yes   No   I authorize the center to allow my child to self-apply sunscreen. 

Brand Name 
      

Ingredient Strength 
      

 Yes   No   I authorize the center to apply repellent to my child. 
 Yes   No   I authorize the center to allow my child to self-apply repellent. 

Brand Name 
      

Ingredient Strength 
      

HEALTH HISTORY AND EMERGENCY CARE PLAN  If available, attach any health care plan information from the child’s physician, therapist, etc. 
1. Check any special medical condition that your child may have. 
  No specific medical condition 
  Asthma   Diabetes   Gastrointestinal or feeding concerns, including special diet and supplements 
  Cerebral palsy / motor disorder   Epilepsy / seizure disorder   Any disorder, including Cognitively Disabled, LD, ADD, ADHD, or Autism 
  Other condition(s) requiring special care – Specify. 
        

   Milk allergy. If a child is allergic to milk, attach a statement from the medical professional indicating the acceptable alternative. 
   Food allergies – Specify food(s). 
        

  Non-food allergies – Specify. 
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2. Triggers that may cause problems – Specify.

3. Signs or symptoms to watch for – Specify.

4. Steps the child care provider should follow. If prescription or non-prescription medications are necessary, a copy of the form Authorization to Administer Medication – Child Care
Centers should be attached to this form. Note: Group child care centers and day camps may use their own form.

5. Identify any child care staff to whom you have given specialized training / instructions to help treat symptoms.
a.

b.

c.

6. When to call parents regarding symptoms or failure to respond to treatment.

7. When to consider that the condition requires emergency medical care or reassessment.

8. Additional information that may be helpful to the child care provider.

SIGNATURE – Parent or Guardian Date Signed (mm/dd/yyyy) 

Review dates: 
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