
INSTRUCTION SHEET

Please, return blue sheets with non-refundable 
registration fee. This ensures your child's placement in the 
program. Pink sheets can be returned by mail or at Open 
House along with the first month's tuition fee. The white 
sheets are yours to keep for your records.

Mail to:
Landmark Church of God
2200 E. Broad St.
Statesville, NC 28625



REGISTRATION

Registration is open to three and four year old children who will turn three or 
four by October 15th. All children must be potty trained. Registration is open 
to children regardless of faith or nationality.  

A non-refundable registration fee of $65.00 for 3 year olds and $75.00 for 4 
year olds must accompany your application. This registration fee provides 
each child with supplies for the school year.

Make check payable to : Landmark Church of God Preschool

Your paid registration fee will assure your child of a space in our fall classes.

Our school starts the Tuesday after Labor Day for the three year old class and 
Wednesday for the four year old class. Graduation for the four year old class 
is the Friday before Memorial Day (if school is out in the public schools 
before this date, we will follow I-SS school dismissal date)

Tuition fees are due and payable the first of the month and should be paid 
no later than the 10th of the month. After this date a $10.00 late charge will 
be added to tuition.

Fees: Three year old class Tuesday &  Thursday  9:00 a.m. - 12:00 p.m.   
$75.00/ month
Four year old class Mon-Wed-Fri      9:00 a.m. - 12:00 p.m.  
$85.00/ month



REGISTRATION APPLICATION

LANDMARK CHURCH OF GOD

PRESCHOOL PROGRAM

Application Date:______________________________________

Name of Child: ____________________________________________________________________________
                                              (Last) (First) (Middle)

Nickname

Address______________________________________________________________________________________________
                   (Street)                                      (City)    (State)     (Zip Code)

Age

Birthdate_________________________________

Session:

         _________   3-year-old Class (Tues. & Thurs.)

         _______ __   4-year-old Class (Mon, Wed., & Fri.)

Father's Name: __________________________________________________________________________

Home Phone No.__________________________________

Address_________________________________________________________________________________

Place of Employment_____________________________ Emergency Contact # __________________________

Business Phone _________________________________  Cell Phone __________________________________

Mother's Name______________________________________________________________________________

Home Phone No___________________________________

 Address___________________________________________________________________________________

Place of Employment_____________________________ Emergency Contact # __________________________

Business Phone _________________________________  Cell Phone __________________________________





If the child is not living in the home of parents, give the name of person to whom the child is living 

with: _________________________________________________________________________        

Relationship to the child: ____________________________________Legal Guardian? Yes ___ No ___

Home Phone No: ___________________________________-

Address _______________________________________________________________________

Place of Employment _____________________________Emergency Contact # ____________________

Work Phone ______________________________Cell Phone __________________________________

Others Living in the Household

Siblings:

Name: _________________________________________ Age __________________________

Name: _________________________________________ Age __________________________

Name: _________________________________________ Age __________________________

Name: _________________________________________ Age: _________________________

Other Adults in the Household:

Name: ____________________________________________________

Relationship to the Child: _________________________________________________________



If you cannot call for your child, please give the names and phone numbers of person to whom the 

child can be released:
________________________________________________________________________________

Phone: ___________________________________________________

Please give any information concerning your child which will be helpful in his experience in group 

interaction such as:  favorite play activities, fears, special likes or dislikes.

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________

Authorized Pick Up Form

I am authorized to pick up ___________________________________________ in the absence of his/

her parents.

1. ____________________________________________Phone _____________________________

2. ____________________________________________Phone _____________________________

3. ____________________________________________Phone _____________________________

4. ____________________________________________Phone _____________________________

5. ____________________________________________Phone _____________________________

6. ____________________________________________Phone _____________________________



Physical Examination

(Must be completed and signed by examining physician)

Name of Child: ________________________________________________________

Weight _________________Height__________________Heart ___________________

Chest __________________Throat _________________ Neck ____________________

Abdomen _______________CU ____________________EXT ____________________

Neurological System ______________________________ Teeth __________________

Skin ___________________________Head____________________________

Results of Tuberculin Test, if given ___________________________________

Should activities be limited? ________________________________________________

Recommendations: _______________________________________________________

Immunization History

DPT: 1_________2_________3__________4__________5__________

Polio: 1_________2_________3__________4__________5__________

Measles: 1________________

Rubella: 1________________

Mumps: 1________________

Signature of Physician _________________________________________________

Address_____________________________________________________________

Telephone ___________________________________________________________

Date of Examination _________________________________



Name of Child _______________________________Age______________Birthdate ___________

Medical History

1.  Is your child allergic to anything: YES ______NO ______  If so what? 

________________________________________________________________________________

2.  Has your child had serious illness, surgery or hospital stay? If so please describe. 

_____________________________________________________________________________________

_____________________________________________________________________________

3. Any physical handicaps? __________________________________________________________

4.  Is child under the care of a doctor? __________________________________________________

Medical Information

Emergency Care Information

Name of Childs Doctor __________________________Phone ___________________

Name of Childs Dentist __________________________Phone _____________________

Emergency Contacts

Name_____________________________________Phone ____________________________

Name_____________________________________Phone ____________________________

Name_____________________________________Phone ____________________________

I agree that the director or designee may authorize the physician of his choice to provide emergency 

care in the event that neither I nor the family physician can be contacted immediately.  This is done 

with the understanding that every attempt will have been made to contact the parents, the physician, 

and other persons listed for emergency contacts, unless the situation is life threatening.

Date________________________________Signature__________________________________


