


SONSHINE KIDS MOTHER’S DAY OUT-
REGISTRATION FORM 2026-27
PH 512-259-5800/ sonshinekidsmdo.com



STUDENTS NAME: ________________________________________________________DOB:_____________________


HOME ADDRESS: ___________________________________________CITY_________________ZIP______________________

MOTHER'S NAME, ADDRESS, PH#___________________________________________________________________________
Email
FATHER'S NAME, ADDRESS, PH#____________________________________________________________________________
email

EMERGENCY CONTACT INFO. (LIST 2 CONTACTS MIN)


NAME AND RELATIONSHIP TO CHILD: ______________________________________________________________________

PHONE #_______________________________________

CONTACT #2____________________________________________________________________________

PHONE #_______________________________________

I hereby authorize the childcare operation to allow my child to leave the childcare operation ONLY with the following persons. Children will only be released to a parent or a person designated by the parent after id verification.

Signature/date: ________________________________________________________________________








CHECK ALL THAT APPLY:

TRANSPORTATION: I hereby give my consent for my child to be transported by VBC MDO, in case of emergency_________

DO NOT give my consent for my child to be transported by VBC MDO, I case of emergency. ___________


PARENTS COMMENTS: ____________________________________________________________________________________________________________


WATER ACTIVITIES: I hereby give/ refuse my consent for my child to participate in water activities; sprinkler play, splashing/wading pools, swimming pools, water table play. 

RECEIPT OF WRITTEN OPERATIONAL POLICIES:
I acknowledge receipt of the facility's operational policies including those for discipline and guidance.


Parent/guardians Signature and Date: ________________________________________________________________________





My security password for my child is _________________________________
In the event you send someone to pick up your child that we are not aware of, your child will not be released to anyone without this password and a valid ID.













AUTHORIZATION FOR EMERGENCY MEDICAL ATTENTION:

In the event I cannot be reached to make arrangements for emergency medical care, I authorize the person in charge to take my child to the nearest hospital:
Name of Physician: ________________________________________________________________________

Address: ________________________________________________________________________

Phone #_______________________________

NAME OF EMERGENCY MEDICAL CARE FACILITY: ________________________________________________________

ADDRESS: ________________________________________________________________________

PH # _______________________________________

I give consent for the facility to secure any and all necessary emergency medical care for my child. 

Signature Parent/guardian/date: ________________________________________________________________________

List any special problems your child may have, such as allergies, existing illness, previous serious illness, injuries and hospitalizations during the past 12 months, any medications prescribed for long-term continuous use, and any other information which caregivers should be aware of: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List special habits or traits your child may have:








CHECK ALL THAT APPLY:

His/her updated immunization record is on file at the school._____________

Required immunizations are current. __________________

Vision and Hearing screening records are also on file. _______________

Student has been examined by physician for his/her latest annual exam.__________
If no, please explain, and provide dates: ___________________________________________________________________________________________________________________________________________


Signature Parent or Guardian/Date: ________________________________________________________________________
HEALTH REQUIREMENTS:


Name of child: ________________________________________________________________________

Date of birth: ____________________________________

Please SEE THE ATTACHED VACCINE SCHEDULE AND RETURN UPDATED RECORDS BEFORE THE FIRST DAY OF SCHOOL.

Signature or stamp of a physician or public health: 

________________________________________________________________
Personnel verifying immunization information above: 

_____________________________________________________________

Varicella (chickenpox) vaccine is not required if your child has had chickenpox disease. If your child has had chickenpox, please complete the statement: My child had Varicella disease on or about (date) _______________ and does not need the varicella vaccine. 


Parent's Signature/Date: ________________________________________________________________________






CHECK ALL THAT APPLY:

I am excluding my child from the immunization requirements for reasons of conscience, including a religious reasons.__________

I have attached an official notarized affidavit form developed and issued by Department of State Services.__________ (See Vaccine schedule for requirements)

I understand this affidavit is valid for 2 years. For additional information regarding immunizations contact the Dept. of State Health services at http://www.dshs.state.tx.us/immunize/school_info.htm. __________________

ADMISSION REQUIREMENT: If your child does not attend pre-kindergarten or school away from the child-care operation, one of the following must be presented when your child is admitted to the child-care operation or within one week of admission. 

Please check only one option

1. HEALTH-CARE PROFESSIONAL'S STATEMENT: I have examined the above named child within the past year and find that he/she is physically able to take part in the child care program._Does this student have any special needs? _________

Health Care Professional's Signature and date: ______________________________________________________________________

2. A signed and dated copy of health care professional's statement is attached. ___________

3. Medical diagnosis and treatment conflict with the tenets and practices of a recognized religious organization, which I adhere to or am a member of; I have attached a signed and dated affidavit. _____________

4. MY CHILD HAS BEEN EXAMINED within the past year by a health care professional and is able to participate in the day-care program. Within 12 months of admission, I will obtain a health care professional's signed statement and will submit to the child-care operation.

Name and address of health care professional 

______________________________________________________________________

Signature of parent/guardian: 

_________________________________________________________Date___________

VISION ages 4 and up R20/ L20/ PASS FAIL(you may submit a copy of this exam)

SIGNATURE/DATE______________________________________________________________________________


HEARING ages 4 and up 1000 Hz  2000Hz  4000 Hz (you may submit a copy of this exam.

PASS  FAIL R

PASS  FAIL L

Signature/Date: ________________________________________________________________________

Signature/date  parent/guardian: _____________________________________________________________________




We take cash or checks. Tuition will be due on the first of each month. 
You may mail payments to Victory Baptist Church, 1775 E.Whitestone Blvd
Cedar Park, Tx 78636


Reg. fee paid _____________________  CK #______________ Date:______________________________________

TUITION paid Ck#___________________________
 
Approved by:_______________________________
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