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Dear Parents,
 Thank you, for your interest in the Northside Learning Center Preschool. Please, print out the at-
tached form, complete the information, sign it and mail it to the address given below.  When we receive 
your registration form and $50.00 registration fee, your child is enrolled and his/her place is reserved for 
fall.   If classes are fi lled we will call you immediately to advise you. You may call or email us to inquire 
about availability.   (Sorry, we will not hold a place without the registration form and the $50.00 registra-
tion fee.)   Your child's immunization record must be on fi le when school starts in September, but, it is 
not necessary to register your child.  If you do not have the immunization information, please, forward it 
before our fi rst day of school.
 
 If you have a special request for placement, we will do our best; however, the children are di-
vided by their abilities, both academically and socially, not just by age.    The emotional development 
and social skills of a very young four year old differs greatly from those of a four and a half to fi ve year 
old.  Combining those ages together can make the preschool class very diffi cult for the teacher and for 
some children.  Also, please understand that we cannot guarantee that a specifi c teacher will be teaching 
a specifi c age; OR that she will even be returning in the fall!    
 
 
Our Mailing address is:

 Northside Learning Center Preschool
 c/o Tammy Bassett
 4207 W. Excell Ave.
 Spokane, WA 99208
 
 Home phone: (509) 327-9283
 email: tammybassett@nlcpreschool.com     

      Sincerely,

      Tammy Bassett and the preschool staff



Class Desired (check one)   ❒ 2 days a week (TTh)     ❒ 3 days a week (MWF)      ❒ 5 days a week (M-F)             

Please print
Child's Name _____________________________________________        ______________________________
   Last   First   Middle                   Name you want us to use 

Date of Birth ______/_____/_____/      ________         ______     ____________  _________________
       Month    Day       Year       Age as of Sept. 2010        Sex           Phone           Cell  Phone

Child's address _________________________________________             ______________________________  
  Street            City/Zip   E-mail  (optional)              

Father's Name __________________________________________ Occupation __________________________ 

Place of Employment _____________________________ Business Phone ______________ Hours ___________ 

Home address & phone (if different from child's) ______________________________________________________
      Street         City  Zip          phone

Mother's Name _________________________________________ Occupation __________________________

Place of Employment _____________________________ Business Phone ______________ Hours ___________

Home address & phone (if different from child's) ______________________________________________________
      
      Street         City  Zip          phone

Child lives with:   ❒ Both Parents   ❒ Mother   ❒ Father   ❒ Guardian     Emergency code word: ________________  
                                             So we can verify who is on the telephone if you call
              (mother's maiden name, etc)

If no one can be reached at the above phone numbers, what other local responsible adult can be contacted in case of emergency?

Name __________________________________ Relationship to child ____________________ Phone _____________

Name __________________________________ Relationship to child ____________________ Phone _____________

Are there others who may pick up your child from the Northside Learning Center  that are NOT listed anywhere above?

Name __________________________________ Relationship to child ____________________ Phone _____________

Name __________________________________ Relationship to child ____________________ Phone _____________

 No other person will be allowed to pick up your child from the Northside Learning Center
   without a verifi ed call or written permission slip with your signature.

 Other children in family(optional) _______________________    _______________________________

  (fi rst name and age, please)_________________________    _______________________________

        
PLEASE READ AND SIGN THE CONSENT FORM ON THE NEXT PAGE

Registration Form | Page 1

OFFICE USE ONLY

Teacher _______________________
Reg. fee $50.00 date_______________
Special  _______________________

2010 REGISTRATION6721 N. Monroe St., Spokane WA 99208 
 328-2002       www.nlcpreschool.com

         Fall
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PLEASE LIST ANY HEALTH CONDITION (MENTAL OR PHYSICAL)  OF WHICH WE SHOULD 
BE AWARE, THAT MAY REQUIRE SPECIAL ATTENTION. 

CONSENT FORM

IN CASE OF EMERGENCY, I GIVE MY CONSENT FOR THE NORTHSIDE LEARNING CENTER PRE-
SCHOOL STAFF TO TAKE MY CHILD TO THE NEAREST HOSPITAL FOR MEDICAL CARE, TREAT-
MENT OR SURGERY. I UNDERSTAND THAT ALL EFFORTS WILL BE USED TO REACH ME, FIRST.

PARENT'S SIGNATURE ____________________________________________ DATE ___________________

Child's Name __________________________________________________________

Doctor's Name _____________________________________ Office Phone _____________________________

Date of Last Physical Examination ______________________________________________________________

Medical Insurance Co. ________________________________________________________________________

Policy Number ______________________________________________________________________________

I give consent for my child __________________________ to go to excursions from the Center grounds under-
proper supervision. I understand parents will be notified in advance of such trips and that I will have the opportu-
nity to participate by supervising on said trips.  

PARENT'S SIGNATURE ____________________________________________ DATE ___________________
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      AND/OR
      PLEASE TELL US ANY SPECIAL SITUATIONS THAT WILL HELP US GIVE YOUR CHILD A           
      MORE POSITIVE PRESCHOOL EXPERIENCE. (Example:  A new baby at home, a pending divorce,                 
      recent death in the family, ill parent. special word for "potty", etc.)   



   Reviewed for compliance by:______________________________

                                       Staff Signature

   Date: _______________    Exemption:      YES    �  ΝΟ    �
(see back)

CERTIFICATE OF IMMUNIZATION STATUS
Washington State Law (RCW 28A.210.160) requires that all children have a completed Certificate of Immunization Status on
file at the school, preschool or a child care facility that they attend.  

Sex

Type of Date Given Type of Date Given
Immunization Vaccine Dose Month Day Year Immunization Vaccine Dose Month Day Year

HEP B 1 MMR MMR 1
(HBV)    Hepatitis B 2 Measles (Rubeola), MMR 2

3 Mumps & Rubella
MMR

4 MEASLES

1 MUMPS

DTaP/DTP/ 2 RUBELLA

DT 3 VARICELLA VACCINE 1

4 2

Diphtheria, Tetanus, 5 (Chickenpox) DISEASE YES NO

6
Pertussis

1

Td/Tdap 2

3

HIB 1

Haemophilus 2
Influenzae B 3

4

POLIO 1

OPV (by mouth) 2
IPV (by injection) 3

4
5

Î  I certify that the information provided here is correct and verifiable  Í
 X _________________________________________________________Date: __________________
                                               Signature of Parent or Guardian

 DOH 348-013(X)  Revised January 2006

                   

OTHER VACCINES

  Child's Last Name                                                                                 First Name                                                          Middle Name

  Parent/Guardian Name                                                                                                                                                        Daytime Phone

  Birthdate

Approximate date    
or  age             

at time of disease  



Statement of Exemption to Immunization Law
      NOTICE:
   Your Child can be exempted (excused) from immunization for medical, personal or religious     
   reasons. However, if there is an outbreak of a vaccine-preventable disease that your child has 
   not been immunized against, she or he can be excluded from school, preschool or child care 
   until the outbreak is over.
 

 Medical Exemption
 I certify that the child named on this form is medically exempted from the requirement for the following vaccine(s):
 

 _______________________________________________________________Until__________________________
                Vaccine(s)                                                                                                                                         Date

 _____________________________________________________________________________________________
            Type or Print Name of Licensed Health Care Provider (MD, DO, ND, PA, ARNP)                                 

 _____________________________________________________________________________________________
            Licensed Health Care Provider Signature                                                                                  Date

 Personal Exemption     Religious Exemption
 I am opposed to immunization. I understand that my child can be excluded from attendance during an outbreak.

 I do not want my child to receive the following  vaccine(s):

 _____________________________________________________________________________________________
Vaccine(s)

 _____________________________________________________________________________________________
              Signature of Parent or Guardian                                                                                                          Date

  Documentation of Immunity
   I certify that the child named on this form has laboratory evidence of immunity to measles/mumps/rubella/varicella.

                                                                                                                               (please circle)
           Attach TITER results

 _______________________________________________________________________________________________
          TYPE or PRINT Name of Licensed Health Care Provider (MD, DO, ND, PA, ARNP)

 _______________________________________________________________________________________________
           Licensed Health Care Provider's Signature or Stamp                                                                    Date

For More Information 

http://www.doh.wa.gov/cfh/Immunize/documents/childschedule05.pdf

http://www.doh.wa.gov/cfh/Immunize/schools.htm 




