
     Ione                 Jackson               Sutter Creek
     Plymouth      Pine Grove          Pioneer  

Which school will your child be attending in the fall?

IMPORTANT NOTICE
 A copy of your child’s current immunization record is required for

enrollment. Please include a copy with this enrollment form.

Child Information:

_________________________________________________________________________________________________
First name                                               Middle name                                          Last name

Gender:          Female        Male                  Date of Birth: (mm-dd-yy) ______________________
Ethnicity: 
       White                              Multiracial 
       Hispanic/Latino           Black/African-American
       Asian                               Alaska Native/American
       Pacific Islander           Indian     
       Other: _________________

Mailing Address:

 _________________________________________________________________________________________________
                                                                                Street/P.O. Box                                                   

_________________________________________________________________________________________________
                                                                   City                                                       Zip Code

Physical Address:

_________________________________________________________________________________________________
                                                                                          Street                                                           

_________________________________________________________________________________________________
                                                                   City                                                          Zip Code

This FREE program is for children entering Kindergarten in the FALL of 2025 who
would benefit from a summer transition program.

Priority will be given to children who have not attended preschool or TK. 

Enrollment Form 
Summer Kindergarten Bridge Program

June 9th-26th, 2025
Priority Enrollment Deadline: May 16th
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Parent/Guardian’s information:
Child lives with: (check all that apply) 
     Mother             Father                  Stepmother      
     Stepfather      Grandparent      Other: ___________________________________________
If parents are divorced or separated, to whom has the court granted custody?

 ____________________________________________________ *Please include a copy of court granted custody agreement.

Mother or Guardian’s Name:
___________________________________________________________________________________________________
   First Name                                                             Middle Name                                                              Last Name

Home Phone: (______) ______________         Cell:(_____) __________             Work:(_____) ______________
Employer: ______________________________________________________     City: _________________________
Email: ____________________________________________________________________________________________
Address: _________________________________________________________________________________________
                                       Street                                               City                                                                 Zip Code

Father or Guardian’s Name:
____________________________________________________________________________________________________
            First Name                                       Middle Name                                                   Last Name

Home Phone: (______) ______________          Cell:(_____) __________           Work:(_____) ______________
Employer: ______________________________________________________ City: _________________________
Email: ____________________________________________________________________________________________
Address: _________________________________________________________________________________________
                                               Street                                City                                                   Zip Code
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Local Emergency Contacts: 
If my child is ill or has an emergency and I cannot be reached, please call and release my
child to: (Only persons listed below will be allowed to take child from site without prior
parent permission) *Identification will be checked.
Full Legal Name: _________________________________________________________________________________
Relationship: __________________________________
Phone: ______________________________________ Cell: ______________________________________

Full Legal Name: _________________________________________________________________________________
Relationship: __________________________________ 
Phone: ______________________________________ Cell: ______________________________________

Full Legal Name: _________________________________________________________________________________
Relationship: __________________________________ 
Phone: ______________________________________ Cell: ______________________________________

Full Legal Name: _________________________________________________________________________________
Relationship: __________________________________ 
Phone: ______________________________________ Cell: ______________________________________
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Health Information: 
I understand that First 5 Amador does not provide accidental medical insurance for students
in program related injuries. 
Do you have any kind of health insurance?
       Medi-Cal                          Covered California      Private Insurance 
       Other: ______________     None
Name of medical insurance: ________________________________________________________________________
Physician's Name: ___________________________________________________________________________________
Has your child received all of the recommended vaccines for their age?     Yes      No
Is there any health conditions regarding your child that you would like to share with
program staff?      Yes      No          If yes, please explain ____________________________________________
________________________________________________________________________________________________________
Does the stated condition above require medication?       Yes      No
Does your child have food or other allergies that would require immediate medical
attention?      Yes      No                                         Allergies: ____________________________________________
________________________________________________________________________________________________________
Is your child taking ongoing prescribed medication?      Yes      No 
Please list all medications: _________________________________________________________________________
_______________________________________________________ When is it taken? ____________________________
A written doctor’s authorization and parent request must accompany all medications given

during programs

I give consent to the release of health information to all staff members and other adults who
have custodial care of my chiId and who may need to know this information to maintain my
chiId's health and safety. In the event of an emergency, when a parent or guardian is
unavailable, I authorize program personneI to make arrangements for my chiId to receive
medical/hospital care, including necessary transportation, in accordance with their best
judgment. I authorize the physician named above to undertake such care and treatment as is
considered necessary. In the event said physician is unavailable, I authorize such care and
treatment to be performed by a licensed physician or surgeon. 

_______________________________________________________________________       _____________________________
Signature of Parent/Guardian                                                                           Date

It is your responsibility to notify program staff of any changes to the information given above.

Does anyone in your household use tobacco products?     Yes      No   
If yes, would they be interested in a FREE Quit Kit?     Yes     No
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Has a doctor or other health professional ever told you that your child has a
developmental delay, special need, or disability? (Check all that apply)
       Emotional Disturbance        Specific Learning Disability_________________________
       Autism                                       Speach Impairment
       Hearing Impairment              Visual Impairment 
       Other:___________________        No Special need or disability discussed
Does your child have an IEP?        Yes        No         
*If yes, what kind of need is the IEP written for? ____________________________________
_________________________________________________________________________________________
*If yes, will they be attending with a one-on-one aide?       Yes       No
Do you have any concerns about your child’s development that you would like
the teacher to watch for? ____________________________________________________________
__________________________________________________________________________________________
Please list any siblings and their ages:
1.___________________________________ _____ 4.___________________________________ _____
2.___________________________________ _____ 5.___________________________________ _____
3.___________________________________ _____ 6.___________________________________ _____

What language does the child/family speak most at home?
        English        Spanish        Other: ___________________________
Is there anything you would like the teacher to know about your child?
__________________________________________________________________________________________
__________________________________________________________________________________________
What do you think your child would like the teacher to know about them?
__________________________________________________________________________________________
__________________________________________________________________________________________
When your child is happy, how do they show it?
__________________________________________________________________________________________
When your child is sad, how do they show it?
__________________________________________________________________________________________
Did your child attend Daycare or Preschool?       Yes       No
 If yes, which one and for how long? _________________________________________________
 Was it beneficial? _____________________________________________________________________
Did your child attend Transitional Kindergarten (TK)?       Yes       No
How did you find out about the Summer Kindergarten Bridge Program?
__________________________________________________________________________________________

Please return to:Please return to:
First 5 Amador

Mailing address: P.O. Box 815, Jackson, CA 95642
Physical address: 975 Broadway, Jackson, CA 95642

Fax: (209) 257-1098
Email: q4k@first5amador.com

Phone: (209) 257-1092

A project by:




