
ACWORTH UNITED METHODIST CHURCH PRESCHOOL 
4340 COLLINS CIRCLE 
ACWORTH, GA 30101 

770-975-8754 
 

INFORMATION FORM 2026– 2027 
 

Child’s Name_____________________________Called________________                
 

Birthdate___________Sex:M____F______Home Phone________________ 
 
E-mail address_________________________________________________ 

 
Address_______________________________________________________ 

 
City_____________________________Zip__________________________ 

   
Mother’s Name____________________Occupation___________________  

 
Employer_________________________Position______________________ 

 
Business Phone____________________Cellular______________________  

 
Father’s Name_____________________Occupation___________________ 

 
Employer_________________________Position______________________ 

 
Business Phone____________________Cellular______________________  

 
Parents are:Married____Separated______ Divorced_____  Widowed______ 

 
If divorced or separated, please describe custody and /or visitation agreement 
concerning your child as it may pertain to preschool: 
_____________________________________________________________ 
_____________________________________________________________ 
Please list other people in your home: 

 Name              Age         Relationship          School Attending 
_____________________________________________________________ 

 
_____________________________________________________________ 

 
Church Affiliation: ______________________________________________ 



 
How did you hear about our program? _________. If referred by a friend, please let us  
know so we can thank them. ________________________ 

 
Does your child have any non-food allergies? If so, list________________If an inhaler 
is necessary, a permission form must be filled out and the inhaler left at school 
Does your child have any food allergies? _____If yes, what food(s)? ________________ 
___ Minor allergy ___Serious allergy  ___Parent Preference  ___Religious reasons 
___Other 
Describe your child’s typical reaction to this food. ________________________ 
Should this food be avoided in all forms and even in small amounts? ______ 
Does your child require the use of an Epi Pen? ________If yes, we must 
have an Epi Pen at the school at all times and a completed form. 
What actions would you like us to take if we observe what appears to be an allergic 
reaction? __________________________________________________________ 
Any special medical history or needs we should be aware of: 
__________________________________________________________________ 
Do you have concerns regarding your child’s speech? _______ If yes, has he or she 
been evaluated? ________ If yes, when and 
where?________________________________ 

 
In case of Emergency, please notify (other than parents: these people should be 
local). These people are authorized to pick up my child in my absence. 

 
1.____________________Relationship________________Phone________________ 

 
2.____________________Relationship________________Phone________________ 

 
3.____________________Relationship________________Phone________________ 
 
Medical Care Providers to Contact in case of Emergency: 

 
Dr._____________________Phone________________________________ 

 
Dentist: _________________ Phone________________________________ 

 
I give consent for any member of Acworth United Methodist Preschool, Ministry staff, 
Church staff, or any qualified medical personnel to act on my behalf in securing and 
administering necessary emergency medical care and treatment for my child while on 
church property. If necessary, my child should be transported to ________________Hospital. 
 

Parent’s Signature      Date 
Name of Insurance Company_____________________________________ 
Name of Primary Ins. Holder _____________________________________ 
Contract or Group Number _______________________________________ 



Mailing Address________________________________________________ 
 


