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St. John’s Westminster Learning Center Daycare Registration
Child’s Name __________________________________________

Female___ Male___    Child’s Birthdate: _______________  Start Date: _______________
Mother’s Name: _______________________________________________

Father’s Name: ________________________________________________

Home Address: 

___________________________________________________

___________________________________________________

___________________________________________________

Home Phone: _____________________________

Mother’s Cell Phone: _________________

Father’s Cell Phone: __________________

Mother’s Work Phone: ____________  Name of Employer: __________________ 

Father’s Work Phone: _____________ Name of Employer: __________________ 

Child’s Doctor: _____________________________ Phone: _________________ 

Emergency Hospital Preferred: ________________________________________ 

Mother’s Email: ____________________________________________________ 

Father’s Email: ____________________________________________________ 

Are there any other numbers where the child’s parents may be reached, ex. Pagers, Voicemail? 

_______________________________________________________________ 
I authorize the Director or any staff member of St. John’s Westminster Learning Center to consent any emergency medical or dental care which she considers useful for my aforesaid child, and give such Director or staff member full power and authority to consent to and contract for such treatment as my agent and in my place and stead as fully as I could do personally.

Parent’s Signature: ___________________________________________


                ___________________________________________

Date: __________________
Please return this form with a $50.00 non-refundable registration fee to:

1085 Neeb Road

Cincinnati OH, 45233
_1286283059

