
Application for Enrollment 

Student Name M / F Start Date 

Address Date of Birth 

City/State/Zip  code Phone 

Previous  School/Preschool Dates of Attendance Current  Grade Level 

Parent / Guardian Parent / Guardian 

Employer Employer 

Work 
Phone 

Other 
Phone 

Work 
Phone 

Other 
Phone 

E-mail E-mail
Driver's License # Driver's License # 

Authorized Escorts or Persons Authorized to Call in an Emergency 

Name Relation Address Phone 

Name Relation Address Phone 

Name Relation Address Phone 

Montessori Parent / Provider Contract Program 

PROGRAM REQUESTED ADDITIONAL PROGRAMS 
Infant/Toddler Elementary Before School Care 
Primary Middle School 

 
 After School Care 

Kindergarten  High School  Language Immersion 

I agree to enroll my child in the above named program and I understand the cost of the program as 
listed on the financial agreement. I understand there is a one-time non-refundable application fee and an 
annual non-refundable registration fee. I also understand that I must give one month written notice of 
withdrawal and pay through the final month of attendance. 

I agree to provide a copy of my child’s birth certificate, immunization records, previous school records, 
and a pre-admission physical in order for my child to attend Montessori Visions Academy. 

I have read and understand the tuition, refund, and behavior policies set forth in the Montessori Visions 
Academy Parent Handbook and agree to abide by and comply with all the information set forth. 

Montessori Parent Signature             Date           Head of School

Driver's License # 
Please indicate your military status: Active duty Veteran No military service          Branch:



IMMUNIZATION INFORMATION 
REQUIRED SHOTS:      (Must be viewed by school) 

 
Recorded with:       Doctor:                              Health Dept.:                         Military: 

 
 

Dates                   DPT                HIB              POLIO             MMR             HEP B             HEP A         VARICELLA        PCV                   Tdap 

Series            1                      1                     1                     1                       1                     1                        1                        1                     1 
 

2                      2                     2                     2                       2                     2                                                   2 
 

3                      3                     3                                               3                                                                           3 

Boosters       4                      4                     4                                                                                                                            4 
 

5                                              5 
 

DPT - (Diptheria-Pertusis-Tetanus)  HIB - (Haemophilus Influenza Type B) MMR - (Measles-Mumps-Rubella) Hep B - (Hepatitis B) Hep A - (Hepatitis A) 

PCV - (Stretococcus Pneumoniae)   Tdap - (Bordetella Pertussis) 

PLEASE INDICATE  MEDICAL REASON IF STUDENT CANNOT RECEIVE A MEDICAL IMMUNIZATION 
 
 

HEALTH RECORDS 
Give date if student has had any of the following: 
Chicken Pox Mumps Measles Rheumatic Fever 

Asthma / Hay Fever Diabetes Epilepsy Whooping Cough 

Is student allergic to any foods? 
Does student have any special needs? 

 
 

MEDICAL RELEASE 
 

In the event of an accident of illness to the student, 
I hereby authorize the operator of this school to secure any necessary aid and/or treatment from 
Doctor’s Name                                   Address                                                              Phone   or 
the doctor who is on call or available from the                                                     hospital/clinic or the nearest 
hospital or clinic.  In the event I cannot be contacted immediately for notification or shall fail or refuse to remove 
the student affected with a communicable disease or other valid reason after notification of illness and request for 
removal of the student, I understand that the appropriate authorities may remove my student from the premises of 
this school.  Furthermore, I agree to be directly responsible for all costs and expenses connected with the  
examination, diagnosis, treatment and removal of this student. 

 
Montessori Parent Signature                                                                               Date 

PRE-ADMISSION PHYSICAL EXAM 
 

 

Name of Doctor or Health Agency 
Doctor’s Address Phone 
Date of Exam 
Results of Examination 

 
S 
 
Signature of Physician or Health Agency Representative 
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