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June 10, 2024 - June 6, 2025

Age Birth Date

City Zip

Cell Phone #

Occupation

City Zip

Work Cell Phone # 

Occupation

City Zip

Work Cell Phone # 

Health Information: 

Child's general health

Does your child have any allergies which require medical intervention?

Does your child have special needs (diet, learning challenges, speech delay, behavioral, etc)?

Additional information that would be useful for understanding your child

Quemazon

S c h o o l  a n d  I n f a n t  Ca r e
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Montessor i
Student Information: 

Name of Child 

Sex 

Residence: 

Address 

Home Telephone # 

Family:

Father or  

Place of Occupation

Work Address  

Work Telephone #  

Mother or  

Place of Occupation

Work Address  

Work Telephone #  

Tammy Tucker



Emergency Information:

Two  emergency contacts, other than parents or guardian, with different phone #'s and addresses.

Name  Address

Telephone # Cell Phone #    

Name  Address

Telephone # Cell Phone #   

Physician's Name Phone

Dentist's Name Phone

The following persons are authorized to pick up my child:

Name  Address 

Name  Address

Name  Address

Name  Address

Name  Address

In case of a medical emergency, I authorize Quemazon Montessori School to seek medical treatment for

my child, to contact 911, and have my child  transported to the nearest hospital.

Parent Signature Date

I grant permission for  Quemazon Montessori School to photograph my child for classroom purposes only. 

These photos will be used in my child’s classroom and will not be distributed or used for any other purpose.

Parent Signature        Date

I decline and do not wish to have my child photographed (do not sign above)
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Emergency Transport Authorization

Photograph Permission
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Child's Name

Instructions: Please       
     

2 one  

r i oo ro r      

or

n n o er      - building 1

Transition (hours of operation 7:30-5:30 M-F) - building 2

 s  June 10, 2024 - August 2, 2024

  s   5, 2024 - June 6, 2025 
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