          2026-2027 Application for Enrollment-AApp2013
                SonShine Preschool SonShine
Fletcher United Methodist Church
50 Library Road, Fletcher, NC 28732 - (828) 684-2902 – sonshinepreschool@fletcherumc.org
______________________________________________________________________________________________________
                                                                                                                    Application Date____________________
Child and Family Information
Child’s Name__________________________________________________________________________________________
                                   (Last)                           (First)                         (Middle)                                 (Nickname)

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

Age of Child on August 31, 2026______________________Birth Date___________________ Circle One:  Male/Female
E-Mail Address_______________________________________________________________________________________________
Full Name of Father______________________________Home Phone_________________Cell #_____________________
        Address (if different) __________________________________________________________________________
         Where Employed ____________________________________________Business Phone_______________________
Full Name of Mother__________________________________Home Phone__________________Cell#_______________
         Address (if different) _____________________________________________________________________________
         Where Employed__________________________________________Business Phone__________________________

Guardianship information if the child lives with someone other than the father or the mother:

         Full Name of Responsible Person_____________________________________Home Phone___________________
         Address________________________________________________________________________________________
         Where Employed________________________________________________________________________________
         Business Phone____________________________________Cell Phone #___________________________________

Names of persons to whom we may release your child:

Name________________________________________________________Phone #__________________________________

Name________________________________________________________Phone #__________________________________

Name________________________________________________________Phone #_________________________________

Church Affliation_____________________________________________________________________

Did your child attend a school last year?          Yes________    No________
          If yes, where? ____________________________________________________________________
 Medical Information
Doctor __________________________________________________Office Phone________________
         Office Address___________________________________________________________________

Dentist___________________________________________________Office Phone________________

         Office Address___________________________________________________________________

Hospital Preference___________________________________________________________________

Does the child have any known allergies?  If so, describe them as specifically as possible including any symptoms the director and teachers need to be aware of: ________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________

Emergency Contacts
Please list 2 Emergency Contact persons we may reach in the event the preschool cannot get either parent (or guardian)

Name____________________________________Relationship_________________Phone___________

Name____________________________________Relationship_________________Phone___________

Parent Authorization
I agree that SonShine Preschool may authorize the physician of its choice to provide emergency care if the family physician or I cannot be contacted immediately.

Parent/Guardian Signature_____________________________________________Date____________
Class Registration
A registration fee of $110.00 (new students) or $100.00 (returning students) must accompany this application. Registration fees and tuition are non-refundable. The tuition rates listed are for September - May. August tuition is prorated according to the start date and is determined at the beginning of school. 
          Age 4-5
                     5-Day Monday through Friday Program (Yearly $2835 – Monthly Payment $315)
           Age 3

                     2-Day Tuesday and Thursday Program (Yearly $2205 - Monthly Payment $245)
                     3-Day Monday, Wednesday, Friday Program (Yearly $2385 - Monthly Payment $265)

                     5-Day Monday through Friday Program (Yearly $2835 - Monthly Payment $315)
           Age 2

                     2-Day Tuesday and Thursday Program (Yearly $2205 - Monthly Payment $245)
                     3-Day Monday, Wednesday, Friday Program (Yearly $2385 - Monthly Payment $265)
                     5-Day Monday through Friday Program (Yearly $2835 - Monthly Payment $315)
SonShine Preschool

Fletcher United Methodist Church

Children’s Medical Report
Name of Child_________________________________________Age______Birthdate_______________________________
Name of Legal Guardians_______________________________________________________________________________
Relationship to Child___________________________________Home Phone______________Cell #__________________
Address of Guardian___________________________________________________________________________________

Medical History

Is the child allergic to anything?   _____Yes   _____No     If yes, what?_____________________________________________
_____________________________________________________________________________________________________
Any previous diseases or illnesses?  ______Yes  ______No.     If yes, what?______________________________________
______________________________________________________________________________________________________
Previous hospitalization?  ______Yes  ______No  If yes, what?________________________________________________
_____________________________________________________________________________________________________

Any operations?  ______Yes  ______No   If yes, what? ______________________________________________________
_____________________________________________________________________________________________________
Any physical handicaps?  ______Yes   ______No   If yes, what? _______________________________________________
______________________________________________________________________________________________________
Is child under the care of a doctor?  ______Yes  ______No    Describe them______________________________________
______________________________________________________________________________________________________
Special attention or care needed?_________________________________________________________________________
_____________________________________________________________________________________________________
Any history of diabetes in family?   ______Yes  ______No
Any history of heart trouble?   ______Yes  ______No

Any history of mental retardation?   ______Yes  ______No

Any history of convulsions?   ______Yes   ______No

A medical report of each child must be on file in the office of the Preschool Director before they can start classes. Parents/guardians are to immediately report any changes in their child’s health that would alter this report for the child to the Preschool Director. Your signature below indicates that you have read and understood this statement and that everything reported on this form is correct to the best of your knowledge.
Signature__________________________________________________________________Date_____________________

                                                                              SonShine Preschool

Fletcher United Methodist Church


E
This information is kept in your child’s classroom
Name of Child______________________________________________Birthdate__________________

Address_____________________________________________________________________________

City_________________________ State _________Zip Code ____________Phone#______________

Allergies

___________________________________________________________________________________

___________________________________________________________________________________

Mother’s Name___________________________________________ Cell Phone_________________

Place of Employment _______________________________________Work Phone_______________

Father’s Name ____________________________________________Cell Phone_________________

Place of Employment ________________________________________Work Phone_______________

Doctor’s Name ______________________________________________Phone #___________________

Please list two other emergency contacts if the above cannot be reached:

Name_______________________________________________________________________________

         Phone Numbers__________________________________________________________________

Name________________________________________________________________________________

         Phone Numbers__________________________________________________________________

Names of people to whom we may release your child:

Name: _______________________________________________________Phone__________________

Name: _______________________________________________________Phone__________________

Name: _______________________________________________________Phone_________________

SonShine Preschool
Fletcher United Methodist Church
All About Me
This information is kept in your child’s classroom 
My Name __________________________________________________________________________

My Date of Birth______________________________________________________________________

Names of people in my family ___________________________________________________________

____________________________________________________________________________________

Family Pets___________________________________________________________________________

____________________________________________________________________________________

Favorite Toys_________________________________________________________________________


____________________________________________________________________________________

Favorite Books________________________________________________________________________

____________________________________________________________________________________
Favorite Foods _______________________________________________________________________

____________________________________________________________________________________

What is special about me_______________________________________________________________

____________________________________________________________________________________

Allergies_____________________________________________________________________________

SonShine Preschool
PHOTO PERMISSION FORM
We take pictures of our students throughout the year during our preschool activities. We would like your permission to use these pictures on bulletin boards, the Brightwheel app, and the preschool website. We will never refer to your child by name or provide any specific information regarding your child except for your child’s classroom app.

        Please take a moment to let us know your preferences regarding our use of photos of your children:

________YES, I grant permission to use pictures of my child at SonShine Preschool

      -OR-

________NO, please do NOT use any photos of my child.

Child(ren)’s Name(s) (PLEASE PRINT):

__________________________________________________________________________

_________________________________________________________________________

Parent/Guardian’s Name (PLEASE PRINT and SIGN)

_______________________________________________________________________

Date: ___________________________________________

SonShine Preschool

Fletcher United Methodist Church

50 Library Rd.

Fletcher, NC  28732

(828) 684-2902  email: sonshine.brandi@yahoo.com        

Physical Examination (Must be completed and signed by examining physician)
Child’s Name_______________________________                        Date of Birth_________________
Weight________________ Height________________ Heart______________ Chest______________

Throat ________________ Neck _________________ Abdomen______________________________

Neurological System __________________________________________________________________

Teeth _____________ Skin ___________ Head ​​​​__________ Eyes ___________ Ears _____________

Results of Tuberculin Test, if given: _____________________________________________________

                                                                                (Type)                                        (Results)

Should activities be limited? ___________________________________________________________

____________________________________________________________________________________

IMMUNIZATION HISTORY 

A copy of immunizations is required to attend SonShine Preschool
Physician’s Signature____________________________________

Office Address__________________________________________

Telephone No. __________________________________________

Date of Examination_____________________________________
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Emergency Contact Information








