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Please complete the registration form for your child(ren).  Please mail to the address listed below, and enclose an $80 non-refundable deposit or visit the Center.  
Child’s Information: 








      CCMS Parent:  Yes or No 
Child’s Full Name: _________________________________________________________________________ 
Date of Birth ____/____/____ Age or Due Date: ___________  Expected Start date: ________Gender: M or F
Physical Address _______________________________________________City________________Zip ______

Mailing Address (if different)  ____________________________________City________________Zip ______

Ethnic Origin: Anglo (Non-Hispanic) __ Am. Indian__ Indian__ Asian__ African Amer.__Hispanic__ Other__

Parent/Guardian Information:

Parent #1 Name: __________________________________________ Does the child live with you? Yes or No
Email: __________________________________________   Phone # ______________________ Cell or Home

Physical Address _______________________________________________City______________ Zip _______

Mailing Address (if different) ___________________________________City________________Zip _______

Marital Status: Married __ Divorced __ Separated __ Remarried __ Single Parent __ Widow(er) __ Other __

Parent #2 Name: __________________________________________ Does the child live with you? Yes or No

Email: ___________________________________________ Phone # ______________________ Cell or Home

Physical Address ______________________________________________City_______________ Zip _______

Mailing Address (if different) ___________________________________City________________Zip _______

Marital Status: Married __ Divorced __ Separated __ Remarried __ Single Parent __ Widow(er) __ Other __

Child Care Information: 
Check the days of the week your child will be attending: Mon ____ Tues ____ Wed ____ Thu _____ Fri _____
Please provide an approximate time your child will be attending (arrival and departure) each day. 
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	        AM         PM
	        AM         PM
	        AM         PM
	        AM         PM
	        AM         PM


Circle the meals your child will need while in care:    
  AM Snack  
    Lunch 
PM Snack

I acknowledge that the information listed above is accurate and complete.
Parent Signature: ________________________________________________  Date: ____________________

Please send this form & $80 (non-refundable) registration fee to:   
WC4C Child Development Center
2409 Dawn Drive
Georgetown, TX 78628
(512) 948-7618
ms.shannon@wc4c.org
www.wc4c.org
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