
                                                               

 

 
...a well balanced beginning 

 
 
 

Summer Registration 
 
 
 

Child’s name__________________________________Girl / Boy   Age_______Birthdate__________ 
 
Child’s name__________________________________Girl / Boy   Age_______Birthdate__________ 
 
Child’s name__________________________________Girl / Boy   Age_______Birthdate__________ 
 
 
 
 

Please check the sessions your child(ren) will  attend 
  

   
____Session 1 June  28-July 1               Little Chefs 
____Session 2 July 26-29                      Summer Art  
____Session 3 August 16-19              Space Explorers  
   

 
 

Parent Information 
Parent’s Name_____________________________________________Cell Phone_________________ 
 Home Phone________________________________________Work Phone________________ 
 E-mail_______________________________________________________________________ 
 Address (include city & zip)______________________________________________________ 
 
 
 
 
Other caregiver’s name and phone number (person who would be bringing child to or from school on a regular 
basis)______________________________________________________________________________________________ 
 
Emergency contact (when unable to contact parents, this person is authorized to release child from school) 

Name_____________________________Phone________________Relationship___________ 
 
Doctor/Practitioner________________________________________Phone_____________________ 
 
Allergies or food Restrictions___________________________________________________________ 
__________________________________________________________________________________ 



 
 
 
 
 
 

Consent for Medical Care and Treatment: 
 
I, ___________________________________, the parent or guardian having legal custody of the 
child(ren) named above.  I authorize all medical, diagnostic, surgical, and hospital care or 
procedures, as well as emergency transportation, which may be performed or prescribed for my 
child by a licensed physician or hospital or emergency medical personnel, when efforts to contact me 
are unsuccessful and when deemed immediately necessary or advisable by the physician to 
safeguard my child’s health.  I waive my right of informed consent to such treatment. 
 
__________________________________________________________________________________
Parent’s Signature        Date 
 

 
Personal Release Statement: 

 
 
I, ___________________________________, the parent or guardian having legal custody of the 
child(ren)named above, acknowledge that attending Vaulting Frogs Preschool involves the risk of 
injury to the child enrolled, their parents, guardians, and other persons, whether caused by himself 
or herself or someone else. Participation can include foreseeable and unforeseeable risks and other 
hazardous activities inherent in the program.   
 
By signing below, I understand and voluntarily accept this risk and agree to release, waive, covenant 
not to sue, indemnify and hold harmless Vaulting Frogs Preschool, its owners, officers, employees, 
parent teachers, volunteers, agents, and independent contractors from liability, loss, cost or expenses 
including without limitation, attorney’s fees, medical and ambulance costs that this child may incur 
while participating in Preschool Program activities.  
  
_________________________________________________________ ____________________   
Parent/Guardian Signature               Date  

 
 

Photo Release 
 
I agree to allow Vaulting Frogs Preschool to use my child’s photo for marketing purposes. ________ 
                                                                                                                                                      Initials 
    
 
 
 
Please mail this registration form and a check for $50.00 per child for each session 
enrolled in, payable to Vaulting Frogs Preschool. 
This is a non-refundable registration fee. 
 
 
Please mail to: 
 Vaulting Frogs Preschool 
 17802 134th Ave. NE, Suite 9 
 Woodinville,  WA 
 98072 


