
Licensed by the State of Iowa 

Enrollment Application & Information 

Admission Date:____/____/____                                       Discharge Date____/____/____ 
 

Father’s Full Name_________________________________________     SS# _____________________ 
 

Address _____________________________________________ City ______________ State ________ 
 

Home Tel.#:____________________________________Cell Phone:____________________________ 
 

Alternate #:____________________________________Email:_________________________________ 
 

Mother’s Full Name_____________________________________________ SS#__________________ 
 

Address _____________________________________________ City _____________ State _________ 
 

Home Tel.#:____________________________________Cell-Phone:____________________________ 
 

Alternate #:____________________________________Email:_________________________________ 
 

Father’s Place of Employment:_____________________________________Dept.:________________ 
 

Employer’s City/State:_______________________________ Phone:____________________________ 
 

Hours at work:______ to ______ Days at work:_____________________________________________ 
 

Mother’s Place of Employment:______________________________ Dept.:______________________ 
 

Employer’s City/State:________________________________ Phone:___________________________ 
 

Hours at work:_____ to ______ Days at work:______________________________________________ 
 

Child #1 
 

Name:____________________        Age:_______            DOB___/___/___          Sex   (   ) M   (   ) F 
 

Child resides with:  (    ) Mother _________      (    ) Father _________   (     ) Guardian _____________ 
 

Is child up to date on shots?  Yes      No                           Date of last checkup:_____________________ 
 

Is child on any type of medication?  Yes   No           If yes, what?________________________________ 

____________________________________________________________________________________ 
 

Date of Last Tetanus ___________Known Allergies__________________________________________ 
 

Child #2 
 

Name:____________________        Age:_______ DOB___/___/___              Sex  (   )M  (   )F 
 

Child resides with:  (   ) Mother ________   (     ) Father __________     (    ) Guardian ______________ 
 

Is child up to date on shots?    Yes    No                          Date of last checkup:______________________ 
 

Is child on any type of medication?   Yes  No          If yes, what?________________________________ 

____________________________________________________________________________________ 
 

Date of Last Tetanus:____________Known Allergies:________________________________________ 

 
 

 

For Sioux City, please send to: 1171 Outer Drive N. - Sioux City, IA 51104 ; For Sgt. Bluff, please send to:  

108 Gaul Drive - Sgt. Bluff, IA 51054 or email to director@buildingblockshome.com 



Person responsible for paying for childcare: ____________________________________________ 

 

Person responsible for picking up child/ren: ____________________________________________ 

 

Information:  Please make sure everything in this section is completed, including doctor and dentist  

phone number and address, health insurance information and policy holder ID number. 

 

_________________________________________________________________________________ 

Child’s Doctor                  Phone #                     Street Address                 City                           State 

 

_________________________________________________________________________________ 

Family Dentist                  Phone #                     Street Address                 City                          State 

 

_________________________________________________________________________________ 

Insurance Company                                                   Policy Holder’s ID 

 

_________________________________________________________________________________ 

Dental Insurance                                                        ID 

 

Names of persons Center is authorized to call in case of emergency (in addition to parents) and who 

have blanket authority to bring or pick up my child from the center with parents written or verbal per-

mission. (First name should be the first person you wish to call in case of emergency or illness). 

 

1. Name______________________Relationship:_________________Phone:__________________ 

2. Name______________________Relationship:_________________Phone:__________________ 

3. Name______________________Relationship:_________________Phone:__________________ 

 

Names of persons NOT authorized to pick up the child/ren.  (Legal documentation is required in some 

cases.) 

1.______________________________________2._________________________________________ 

3.______________________________________4._________________________________________ 

 

(�ext section fill out only if applicable.) 

 

Parent/Guardian with legal custody:_____________________________________________________ 

Decree on file?      (       ) Yes         (      ) No 

 

Parents are:  (    ) Married      (    ) Divorced        (    ) Separated       (    ) Widowed          (     ) Single 

 

By signing below, you agree that this is a legally binding form.  Providing false information will  

result in termination of childcare services, and forfeiture of retainer. 

 

Father/Guardian’s Signature 

Mother/Guardian’s Signature 

Building Blocks Preschool & Child Care 

Date 

Date 

Date 



 

“An Early Learning Development Center” 

Licensed by the State of Iowa 

Media Release  
 

I, ____________________________(parent or guardian’s name) give permission for Building 

Blocks Preschool & Child Care to photograph my child/ren, for the following purposes: 

 

 

 

 

• I understand that the television, radio stations, newspaper and other media resources may 

contact and visit Building Blocks Preschool & Child Care. The permission granted above 

also related to such media involvement and the Permission Granted above also provides per-

mission for such media release.            Agree______________ Disagree________________ 

 

• Only first names and possibly last initials (in the event of two or more children with the 

same first name) will be displayed on the facility website. I understand that the television, 

radio stations, newspaper and other media resources may contact and visit Building Blocks 

Preschool & Child Care. 

 

• I understand that it is my responsibility to update this form in the event that I no longer wish 

to authorize one or more of the above uses. I agree that this form will remain in effect dur-

ing the term of my child’s enrollment. By signing below, I also agree that this is a legally 

binding form, and providing false information could be grounds for termination of childcare 

services, forfeiture or retainer, or both. 

Type of Use 
(Please Check One) 

Grant Permission Decline Permission 

Still Photographs: 

Give Photographs to current clients 

Display in scrapbook or bulletin boards, 

shown to current and prospective clients 

Use still photos in promotional materials 

Videos: 

Use videos in promotional materials 

Give video to current parents 

Other (Please list): 



Travel & Activity Authorization 
 

I give permission for my child _______________________ to leave the Building Blocks Pre-

school & Child Care on the Center bus/van or on public transportation for field trips. I under-

stand that I will be notified before each travel activity, with the exception of walks outside or 

around the Building Blocks building. This section needs to be completed for every child, in 

the event we would have to transport them for emergency purposes. 
 

The following restrictions will apply: 
 

1. All children will be secured in a seat belt or car seat (if under the age of three). 

 

2.                                                        (Please Check One) 

Event Type Grant Permission Grant Permission only 

with prior notification 

Decline 

Walk to local park 

Drive to local park 

Walk to local business 

Drive to local business 

School* 

Other 

 

By signing below, I hereby warrant that I have read the above and have answered each question 

either granting permission for media release and travel and activity authorization or have de-

clined one or both of the above permission authorization. 

 

Name of Child(ren) 

Father/Guardian’s Signature 

Mother/Guardian’s Signature 

Building Blocks Preschool & Child Care 

Date 

Date 

Date 

Date 

* By law, when seven or more children three years of age and older are being transported, at least two 

adults must be in the vehicle. An exception to this rule applies: When children are being transported to 

and from school, only one adult is required.  



“An Early Learning Development Center” 

Emergency Card 

 
Name___________________________________________________________________________________ 

                        Last                                              First                                                  Middle 

 

Address_________________________________________________________________________________ 

                                  Street/Apt.#                                    City                             State                            Zip 

 

Birth Date__________________________________________         Male                      Female_________ 

 

Lives with :      Mother               Father                  Guardian                        Other (specify)____________ 

 

Name and phone numbers of an adult we may call if you are not available: 

 

_______________________________ (___)____________________ (___)____________________________ 

Name                                                          Telephone #                           Alternate #                      Relationship  

 

Child’s Physician__________________________________________________________________________ 

                                        Name                                               Telephone #                                   Address 

 

Child’s Dentist ___________________________________________________________________________ 

                                        Name                                                Telephone #                                   Address 

 

Preferred Hospital ________________________________________________________________________ 

                                        Name                                                 Telephone #                                   Address 

 

Health Concerns: 

 
Specify and explain fully. (Chronic conditions, limitations, medications, special needs, allergies, etc.): 
 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

Medical Release: 
 

I do hereby authorize the Building Blocks Preschool & Child Care staff to contact the persons named on this 

card, and do authorize the named physician or his associates to render such treatment as may be deemed neces-

sary in an emergency, for the health of said child. In the event that parents or guardians, other persons named 

on this card cannot be reached, Building Blocks Preschool & Child Care staff are hereby authorized to take 

whatever action is deemed necessary in the judgment for the health of aforesaid child. Any expenses incurred 

for the above will be the responsibility of the parent, not Building Blocks Preschool & Child Care’s staff. 

 

I HAVE READ THIS AND AGREE TO THE STATEMENT AS WRITTEN: 

 

Date_________________ Signature of Parent/Guardian________________________________ 


