
COUNTRY CARECOUNTRY CARECOUNTRY CARECOUNTRY CARE    
LICENSED TYPE II DAYCARE 

JUETTA POTTER, DIRECTOR 
 
 

CHILD’S ENROLLMENT FORM 

 
 

Name(s) of Child(ren)  Date of Birth  Hours of Care  Start Date     State Subsidized 
 

___________________  ___________  _____________  ___________ Yes__ No__ 
 
___________________  ___________  _____________  ___________ Yes__ No__ 
 
___________________  ___________  _____________  ___________ Yes__ No__ 
 
___________________  ___________  _____________  ___________ Yes__ No__ 
 
 
______________________________________________________________________    ________________ 
Name and Home Address of Parent/Guardian         Home Phone 
 
______________________________________________________________________    ________________ 
Name and Place of Employment of Mother         Work Phone 
 
______________________________________________________________________    ________________ 
Name and Place of Employment of Father          Work Phone 
 
Is child related to Provider (Gene or Juetta Potter)? ____ What Relationship_____________________ 
 
______________________________________________________________________    ________________ 
Authorized Escort other than parents            Phone Number 
 
______________________________________________________________________    ________________ 
Authorized Escort other than parents             Phone Number 
 
______________________________________________________________________    ________________ 
Authorized Escort other than parents             Phone Number 
 
______________________________________________________________________    ________________ 
Emergency Contact Person              Phone Number 
 
 
Rate of Payment:  $________________ per Day____    Week____ Month____ 
 
Payment Due On: __________________________________________________________________________ 
 
 
 

Continued on back 
See back for Signature 

 
 
 
 



CHILD’S MEDICAL HISTORY 

(continued from front) 
 

________________________________________________________________________   _________________ 
Name of Family Physician           Phone Number 
 

General State of Child’s Health: (check one) 
 
______________________________________ Excellent____     Fair____  Poor____ 
Child Name 
______________________________________ Excellent____     Fair____  Poor____ 
Child Name 
______________________________________ Excellent____     Fair____  Poor____ 
Child Name 
______________________________________ Excellent____     Fair____  Poor____ 
Child Name 

 

Diseases (give dates) 
______________________________________ Whooping Cough________  Measles_________ Polio_________ 
Child Name                 Scarlet Fever_________   Typhoid_________ 
______________________________________ Whooping Cough________  Measles_________ Polio_________ 
Child Name                 Scarlet Fever_________   Typhoid_________ 
______________________________________ Whooping Cough________  Measles_________ Polio_________ 
Child Name                 Scarlet Fever_________   Typhoid_________ 
______________________________________ Whooping Cough________  Measles_________ Polio_________ 
Child Name                 Scarlet Fever_________   Typhoid_________ 

 

Has child’s immunizations been started? 
_____________________________________ Yes____ No____    Allergies________________________________ 
Child Name 
_____________________________________ Yes____ No____    Allergies________________________________ 
Child Name 
_____________________________________ Yes____ No____    Allergies________________________________ 
Child Name 
_____________________________________ Yes____ No____    Allergies________________________________ 
Child Name 

 

Are there any restrictions on child’s participation in activities? (if Yes, Explain) 
 
_____________________________________ Yes____ No____    Explain _________________________________ 
Child Name 
_____________________________________ Yes____ No____    Explain__________________________________ 
Child Name 
_____________________________________ Yes____ No____    Explain__________________________________ 
Child Name 
_____________________________________ Yes____ No____    Explain__________________________________ 
Child Name 

 

I hereby authorize the staff of Country Care, Juetta Potter, or Eugene Potter, the family daycare 
providers, to obtain emergency medical care for my child(ren) listed on this form. 
 
Date_________________   _________________________________ 
      Signature of Parent/Guardian 
Rev 12/2000 


