
The Learning Tree                                                           Application Date ____________
4306 Lake Avenue                                                          Registration Fee ____________
Wilmington, NC 28403                                                    Enrollment Date ____________
910-799-8400 FAX: 910-799-0333

Child’s Name __________________________________________________________ 
                                        Last                               First                           Middle

Address _______________________________________________________________
                             Street                         City                     State                   Zip Code

Birthdate __________________

Family Information
Father’s Name _____________________ Mother’s Name ____________________
Father’s Address ___________________ Mother’s Address __________________
City, State, Zip _____________________ City, State, Zip _____________________
Home Phone ______________________ Home Phone ______________________
Employed by ______________________ Employed by ______________________
Business Phone ___________________ Business Phone ___________________
Cell Phone ________________________ Cell Phone ________________________

E-mail address__________________________________________________________
If you cannot pick up your child, please give the names of any person to whom your 
child can be released: 
________________________________________________________

Emergency Care Information
Child’s Doctor _____________________ Child’s Dentist ____________________
Address _________________________ Address _________________________
City, State, Zip ____________________ City, State, Zip ____________________
Phone ___________________________ Phone ___________________________

Allergies (Be Specific) ___________________________________________________
Hospital Preference _____________________________________________________

If neither father nor mother can be contacted, call: 
Name ________________ Relationship ___________ Phone ________________
Name ________________ Relationship ___________ Phone ________________

I agree that the operators may authorize the physician of his/her choice to provide 
emergency medical care in the event that neither I nor the child’s physician can be 
contacted immediately. 

__________________________                      _________________________________
                   Date                                                                      Parent’s Signature



We as operators do agree to provide an appropriate medical resource in the event of 
any emergency. 

In an emergency, other children in the facility will be supervised by a responsible adult. 
We will not administer any drug or medication without specific instructions from the 
physician or the child’s parent/guardian. Provisions will be made for adequate and 
appropriate rest and outdoor play. 

________________________                                      __________________________
                 Date                                                                         Director Signature

________________________                                      ___________________________
                 Date       Assistant Director Signature 

Field Trips 
I give ____________________ permission to go on all field trips sponsored by 

The Learning Tree. 
A “field trip” is defined as leaving the school property. This even applies to the infants 
who take “buggy rides” in the parking area. 

      ________________________________________
                                                                    Parent’s Signature                            Date 

Opt-out of State Nutrition Requirements 
I understand that The Learning Tree supports the state’s nutrition requirements 

and requires healthy lunches and snacks to be served to each child daily. However, by 
signing this opt-out, I am indicating that, in the case that my child’s lunch or snack does 
not meet the state’s nutritional requirements, The Learning Tree will not supplement my 
child’s lunch or snack. 

      ________________________________________
                                                                    Parent’s Signature                            Date

If there are any other health concerns regarding your child, fears they may have, or any 
behavioral characteristics you would like to share with us about your child feel free to do 
so below.
 

                                                                    Parent’s Signature                            Date



Parent Policy Handbook Contract 2024 

By signing this document, you acknowledge that you have received a copy of the parent 
policy handbook. 

You also acknowledge that you have read and understand: 
 Financial Policies 
 Babysitting Policy 
 Withdraw Policy 
 Discipline Policy 
 Sickness Policy 
 Arrival and Departure Procedures 
 All other policies and requirements stated in the Parent Policy Handbook 

Name (Printed): ______________________________

Signature: ________________________________  Date:__________________

Name (Printed): ______________________________

Signature: ________________________________  Date:__________________



Parent’s Signed Statement 

The operational policies of The Learning Tree were discussed with me at the time of my 
inquiry about enrolling my child. I was given a copy of The Learning Tree’s handbook 
which includes these policies.

State law requires that each family receive a copy of the North Carolina Daycare Law 
and Rules. This was given to me at the time of enrollment. 

Tuition is billed every Monday. If The Learning Tree is closed on Monday, billing will 
occur on the next business day. Tuition is due by the beginning of each week before 
childcare services are rendered. Payments must be made using an automatic 
draft made payable to The Learning Tree by debit or credit card. Receipts and 
statements will be emailed upon request.

I understand that if my child is not picked up by 5:30pm I will be charged a late puck up 
fee of $10. After 5:40pm $1.00 per minute will be charged. This fee will be paid directly 
to the teacher by cash or check and will be due no later than 7 days after the late notice 
is received. If my child is picked up past 5:40pm more than three times in a 30-day 
period, The Learning Tree reserves the right to terminate enrollment. 

Parents will inform the administration of any custody situation prior to enrollment and 
upon changes throughout the child’s enrollment. If legal documentation has been 
issued, parents must provide a copy to the administration that will be kept in the child’s 
file. 

All parties have financial responsibility in paying the tuition for childcare. This includes, if 
parents would separate or divorce, they would both assume financial responsibility for 
making payments towards their child’s tuition at The Learning Tree. 

Please sign below to verify that you have received copies of these documents. 

________________________________                                         _________________
              Child’s Name                                                                                     Date 

________________________________
           Parent’s Name/Signature

________________________________
           Parent’s Name/Signature



Name of Center:   The Learning Tree 

Discipline and Behavior Management Policy 
Date Adopted: 12/9/9

I, the undersigned parent/guardian of  _______________________(child’s full 
name), do hereby state that I have read and received a copy of the facility’s Discipline 
and Behavior Management Policy and that the facility’s director/coordinator (or other 
designated staff member) has discussed the facility’s Discipline and Behavior 
Management Policy with me. 

Date of Child’s Enrollment: ______________________________________

Signature of Parent/Guardian __________________________ Date ______________

Praise and positive reinforcement are effective methods of the behavior management of 
children. When children receive positive, non-violent, and understanding interactions from adults and 
other, they develop good self-concepts, problem solving abilities, and self-values. This facility will 
practice the following discipline and behavior management policy. 

We: 

1. DO praise, reward, and encourage the 
children. 

2. DO reason with and set limits for the 
children. 

3. DO model appropriate behavior for the 
children. 

4. DO modify the classroom environment to 
attempt to prevent problems before they 
occur. 

5. DO listen to the children.
6. DO provide alternatives for inappropriate 

behavior to the children. 
7. DO provide the children with natural and 

logical consequences of their behaviors. 
8. DO treat the children as people and 

respect their needs, desires, and feelings.
9. DO ignore minor misbehaviors. 

10.  DO explain things to children on their 
level. 

11.DO use short, supervised periods of “calm 
down time.”

12. DO stay consistent in our behavior 
management program. 

We: 

1. DO NOT spank, shake, bite, pinch, push, 
pull, slap, or otherwise physically punish 
the children. 

2. DO NOT make fun of, yell at, threaten, 
make sarcastic remarks about, use 
profanity, or otherwise verbally abuse the 
children. 

3. DO NOT shame or punish the children 
when bathroom accidents occur. 

4. DO NOT deny food or rest as punishment. 
5. DO NOT relate discipline to eating, 

resting, or sleeping. 
6. DO NOT leave the children alone, 

unattended, or without supervision. 
7. DO NOT place the children in locked 

rooms, closets, or boxes as punishment. 
8. DO NOT allow discipline of children by 

children. 
9.  DO NOT criticize, make fun of, or 

otherwise belittle children’s parents, 
families, or ethnic groups. 



Prevention of Shaken Baby Syndrome and Abusive Head Trauma 

Parent/Guardian acknowledgement form 

I, the parent/guardian of ___________________________________________
                                                                 Child’s Name 

acknowledgement that I have read and received a copy of the facility’s Shaken Baby 
Syndrome/Abusive Head Trauma Policy. 

________________________________________                  _____________________
 Date policy given/explained to parent/guardian                                                Date of child’s enrollment 

_____________________________________________________________ 
Print name of parent/guardian

_____________________________________________________________                          __________
Signature of parent/guardian                                                                                                             Date 



Immunizations 
State law requires that all children in the center be immunized. Please bring your child’s immunization 
record (from your child’s doctor’s office or health department.) State law requires the following 
immunizations. 

State law requires that proof of immunization must be presented within 30 days of admittance, or the child 
cannot continue attending the center. 

If the immunization record has been lost or cannot be found the N.C. Immunization Law requires that the 
child be re-immunized to comply with the law. 

Please take the immunization record with you to your physician’s office or health department each time 
your child receives another immunization and bring the original to the preschool office in order for us to 
keep our records up to date. 

Medical

Has your child had any of the following: Yes or No 

Chicken pox ________            Roseola ________       Seizures ________   Asthma ________

Emergency Medical and Insurance Form 

In the event of an emergency, we will make every attempt to contact you. If we arrive at the hospital 
before you, we need to have the following information to provide faster service. We do not carry accident 
insurance; therefore, you will need to file any emergencies with your insurance company. 

Child’s Complete Name _________________________________________________________
Child’s Birthdate ________________
Child’s Physician ______________________________________________________________
Child’s Known Allergies _________________________________________________________
Child’s Social Security # ________________________________________________________

Father’s Name ________________________________________________________________
Father’s Address ______________________________________________________________
Father’s Employment ___________________________________________________________
Business Phone ___________________________________ Father’s S.S # _______________

Mother’s Name _______________________________________________________________
Mother’s Address ______________________________________________________________
Mother's Employment _____________________________ Mother’s S.S # ________________

Name of Insurance Carrier ______________________________________________________
Address of Insurance Carrier _____________________________________________________
Name of person responsible for medical bills ________________________________________
Policy Number ________________________________________________________________

Hospital Preference ____________________________________________________________








