
First Christian Church, Narrows 
(Disciples of Christ) 

605 Memorial Boulevard 
P. O. Box 441 

Narrows, VA.  24124 
Telephone:  540.726.2111 

 
ENROLLMENT  FORM 

2010 --  2011 
 

PLEASE COMPLETE THIS FORM AND RETURN IT ALONG WITH A 
$30.00 APPLICATION FEE TO THE ABOVE ADDRESS 

(This fee is non-refundable unless space is unavailable for your child) 
Make checks payable to “First Christian Church Preschool” 

 

PLEASE CHECK YOUR PREFERENCE OF CLASSES BELOW: 
 
CLASS         TUITION 
 
_____ Monday/Wednesday/Friday  4-year-class    $65.00/month 
 
_____Tuesday/Thursday  3-year-old class     $50.00/month 
 
** We follow the state guidelines of your child’s age by September 30 for determining eligibility for admission. 
 
** Child must be potty trained. 
 
^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^ 
 
Child’s Name:            Preferred Name:       
 
Date of Birth:  Month     Day     Year    
 
Male   Female   
 
Mailing Address:                
 

                      
 
Home Address (if different from above):             
 
                      
 
Home Phone Number:         Cell Phone Number:        
 
Father’s Name:          Place of Employment:       
 
     Work Phone Number:        
 
Mother’s Name:          Place of Employment:       
 
     Work Phone Number:        
 
 
 
 
 



Other Children in Family: 
 
 Name & Age:                
 
 Name & Age:                
 
 Name & Age:                
 
Would you be willing to help with field trips?   Yes   No 
 
Would you be willing to serve on the Preschool Committee?    Yes   No 
 
 

IN CASE OF AN EMERGENCY AND PARENTS CANNOT BE REACHED, WHO 
SHALL WE CONTACT FOR IMMEDIATE PICKUP? 

 
Name:           Relationship:        
 
 Phone Numbers:       or        
 

IN CASE OF AN EMERGENCY, I HEREBY GIVE PERMISSION FOR A 
PRESCHOOL TEACHER TO SELECT A PHYSICIAN TO ATTEND TO MY 
CHILD’S MEDICAL NEEDS.  IF NEEDED, I GIVE PERMISSION FOR THE 

PHYSICIAN TO ADMINISTER TREATMENT DEEMED NECESSARY 
 
Family Physician or Pediatrician:         Phone Number:       
 
Insurance Company Name:               
 
Policy Number:                
 
Allergies:                 
 
Any special needs (health or otherwise):             
 
 
                

Signature of Parent or Guardian    Printed Name of Parent or Guardian 
 

Date Signed:          
 

PLEASE LIST PERSON WHO WILL BE ALOWED TO PICK YOUR CHILD UP FROM PRESCHOOL 
 
               
 
               
 
               
 
***************************************************************************************************************************************** 

OFFICE USE: 
 
Application received in preschool office:  Date    Time:     
 
    Fee Paid:       Letter Sent:    
 
 
 
 


