
Welcome to Pear Tree School! 

Dear Parents and Guardians, 

Welcome to the Pear Tree family! We are so excited to have you and your 
little one join our vibrant and nurturing community. At Pear Tree School, 
we believe that early childhood is a magical time filled with curiosity, 
discovery, and joy. We’re honored to be part of this special journey with 
your child. 

Our dedicated teachers and staff are committed to creating a safe, 
inclusive, and enriching environment where every child can grow, learn, 
and thrive. From hands-on learning experiences to creative play and 
social development, we focus on the whole child, supporting not just 
academic readiness, but also emotional and social growth. 

We know that starting preschool is a big step, and we want you to feel 
confident and supported every step of the way. Communication is key, 
and we look forward to partnering with you to ensure a smooth and joyful 
transition into school life. 

We kindly ask that you print and fill these forms out and have them with 
you for the first day of school. 

Thank you for choosing Pear Tree School. We’re thrilled to welcome you 
into our community, and we can’t wait to watch your child bloom! 



Child Registration Form 

o INDICATE "NIA" TFTHE INFORMATION IS NOT APPUCABLE. 
o TIIE INFORMATION IN TIDS FORM IS REQUIRED BY CIDLD DAY CENTER STANDARDS 8VAC20-780-60. 

Child 

I
Nickname 

I 
Date of Birth 

I 
Sex 

Address Home Phone 

Chronic Physical Problems/Pertinent Developmental Information/Special Accommodations Needed 

Previous Child Day Care Programs and Schools Attended 

If Child Attends this Center and Another School/Program, Give Name of School/Program Grade or Class Level 

P ARENT(S)/GUARDIAN(S) 

Parent Place Employed Work Phone 

Home Address Home Phone 

Parent Place Employed Work Phone 

Home Address Home Phone 

Person(s) or Agency Having Legal Custody of Child 

Home Address Home Phone 

Work Address Work Phone 

EMERGENCY INFORMATION 

Allergies or Intolerance to Food, Medication, etc., and Action to Take in an Emergency 

Child's Physician Phone 

Two People To Contact if Parent(s) Cannot Address Phone 

Be Reached 
1. 1. 1. 

2. 2. 2. 

Person(s) Authorized To Pick Up Child 

Person(s) NOT Authorized To Pick Up Child* 

•

• 

Appropriate paperwork such as custody papers shall be attached if a parent is not allowed to pick up the child .

12/2024 

NOTE: Section 22.1-4.3 of the Code o( Virginia states that unless a cotU"t order has been issued to the contra1y, the noncustodial parent of a
student enrolled in a public school or day care center (i) shall not be denied the opportunity to participate in any of the student's school or day
care activities in which such participation is supported or encouraged by the policies of the school or day care center solely on the basis of
such noncustodial stat1.1s and (ii) shall be included, upon the request of such noncustodial parent, as an emergency contact for the student's

school or day care activities.

(over) 



AGREEMENTS 

l. The child day center agrees to notify the parent(s)/guardian(s) whenever the child becomes ill and the
parent(s)/guardian(s) will arrange to have the child picked up as soon as possible if so requested by the center.

2. The parent(s)/guardian(s) authorize the child day center to obtain emergency medical care if any emergency occurs
when the parent(s)/guardian(s) cannot be located immediately. **

3. The parent(s)/guardians agree to inform the center within 24 hours or the next business day after his child or any
member of the immediate household has developed a reportable communicable disease, as defined by the State Board
of Health, except for life threatening diseases which must be reported immediately.

Parent{s) or Guanlian{s) 

Atlministrator oj Center 

First Date of Attendance: 
---------

SIGNAT
U

RES 

Date 

Date 

Last Date of Attendance: ________ _ 

"'* If there is an objection to seeking emergency medical care, a statement should be obtained from the parent(s) or 
guardian(s) that states the objection and the reason for the objection. 

OFFICE USE ONLY 

IDENTITY VERIFICATION 

If proof of identity is required and a copy is not kept, please fill out the following. 

Place of Birth Birth Date Birth Certificate Number 

Other Form of Proof Date Documentation Viewed 

Date Issued 

Person Viewing Documentation 

Date of Notification of Local Law-Enforcement Agency (when required proof of identity is not provided): 

Date 

Proof of the child's identity and age may include a certified copy of the child's birth certificate, birth registration card, notification 
of birth (hospital, physician or midwife record), passport, copy of the placement agreement or other proof of the child's identity 
from a child placing agency (foster care and adoption agencies), record from a public school in Virginia, certification by a 
principal or bis designee of a public school in the U. S. that a certified copy of the child's birth record was previously presented or 
copy of the entrustment agreement conferring temporary legal custody of a child to an independent foster parent. Viewing the 
child's proof of identity is not necessary when the child attends a public school in Virginia and the center assumes responsibility 
for the child directly from the school (i.e., after school program) or the center transfers responsibility of the child directly to the 
school (i.e., before school program). While programs are not required to keep the proof of the child's identity, documentation of 
viewing this information must be maintained for each child. 

Section § 22.1-289.049 of the Code of Virginia states that the proof of identity, if reproduced or retained by the child day 
program or both, shall be destroyed upon the conclusion of the requisite period of retention. The procedures for the disposal, 
physical destruction, or other disposition of the proof of identity containing social security numbers shall include all 
reasonable steps to destroy such documents by (i) shredding, (ii) erasing, or (iii) otherwise modifying the social security 

numbers in those records to make them unreadable or indecipherable by any means .. 

12/2024 

















Allergy/Food Permission Form 
I (Parent/Guardian Name) ____________________________________________ give/decline 

permission for my child ___________________________________ to participate in food related 

activities and special occasions wherein food is consumed. 

****************************************************************************** 

Please provide the following information: Please initial only 1 choice. 

___ My child DOES NOT have a food allergy or dietary restriction. He or she MAY 

participate in activities. 

___ School Pizza Lunch 

__ Classroom Celebrations 

___ My child DOES have a food allergy or dietary restriction. He or she MAY NOT 

participate in activities. 

****************************************************************************** 

Please provide the following information: Please initial only 1 choice. 

__ My child DOES have a food allergy or dietary restriction. He or she MAY NOT 

participate in activities, and may not eat or handle the following item(s) listed below: 

____________________________________________________________________________

____________________________________________________________________________ 

****************************************************************************** 

I understand that it is my responsibility to update this form in the event that my 

decision for permission changes or if my child is diagnosed with a new/different allergy. I 

agree that this form will remain in effect during the term of my child's enrollment. 

Parent/ Guardian Name __________________________________________ 

Parent/Guardian Signature ________________________________________ 



Consent for
Medical/Surgical Care/Emergency Treatment

and Child’s Medical Information

In presenting my son/daughter for diagnosis and treatment

Name: _________________________________________for _______________________________________
p Mother p Father p Legal Guardian p Son p Daughter

of __________ years of age, hereby voluntarily consent to the rendering of such care, including diagnostic procedures, surgical and medical
treatment and blood transfusions, by authorized members of the hospital staff or their designees, as may in their professional judgment be
necessary.

I hereby acknowledge that no guarantees have been made to me as to the effect of such examinations or treatment on my child’s condition.

I have read this form and certify that I understand its contents.

We/I hereby give our (my) consent to ____________________________________________________________________________
(Name of Person/Agency)

who will be caring for our (my) child ____________________________________________________________________________
(Name of Child)

for the period _____________________________ to _____________________________ to arrange for routine or emergency medical/dental
care and treatment necessary to preserve the health of our (my) child.

We/I acknowledge that we are (I am) responsible for all reasonable charges in connection with care and treatment rendered during this period.

Name: ______________________________________ Family physician: __________________________________________

Address: ______________________________________ Pediatrician: ____________________________________________

___________________________________________ Surgeon: _______________________________________________

Telephone no.: _______________________________ Orthopedist: ____________________________________________

Name of health insurance carrier: __________________ Child’s allergies, if any: _____________________________________

___________________________________________ ________________________________________________________

___________________________________________ Date of last tetanus booster: _________________________________

Group no.: __________________________________ Medicines child is taking: _________________________________

Agreement no.: _______________________________ ________________________________________________________

Signature: _______________________________________________________________ Date: ___________________________
Mother, Father or Legal Guardian

Witness: __________________________________________________________________ Date: ___________________________

In case of emergency I can be reached at: __________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________



Daycare Photography Release Form 

Peartree School 

I,  , parent of children attending the Peartree School, acknowledge 

and agree to the following: 

• I understand that my children whose name(s) are listed below may be photographed at the Peartree

School during regular daycare hours, field trips, and activities.

• I understand that these photographs may be used in arts & crafts and for children to take home as

memorabilia. They may also be used for the purpose of promoting and marketing the Pear Tree

School and may be used on but not limited to; the Pear Tree School’s website, Facebook, Instagram,

print advertising, etc. A first name may be mentioned, and surnames will be omitted.

The following are the names of my children attending the Pear Tree School: 1.

2. 

3. 

4. 

(_) Yes, I confirm that I have read and understand the above and agree to have my child(ren)’s photos 

used for the purpose of keeping parents informed of  the Pear Tree School happenings and for the 

purpose of marketing for Pear Tree School. 

(_) No, I do not wish to have my child (ren)’s photographs published 

Name (print) Date: 

Signature: 

Pear Tree School 6223 
Patrick Henry Blvd Bealeton, 

VA | 22712 
thepeartreeschool.com 



    THE PEAR TREE SCHOOL 
6223 Patrick Henry Blvd Bealeton, VA 22712 

 Telephone: 540-439-5032 

CHILD EMERGENCY FORM 
Child’s Name DOB Nickname 

Home Address Home Telephone 

City State Zip Code 

Previous School (if any) 

 

Mother’s Name Home Number 

Home Address Cell Number 

City State Zip Code 

Employer Employer Number 

 

Father’s Name Home Number 

Home Number Cell Number 

City State Zip Code 

Employer Employer Number 

2. Allergies or Medication & Action to take in an Emergency. 

______________________________________________________________________________________________________ 

3. Emergency Contacts (in the event of an emergency & you are unable to pick up your child 

you are required to provide designated persons. (NOT Mother/Father) 

Name Name 

Home Address Home Address 

City, State, Zip Code City, State, Zip Code 

Telephone Telephone 

Relationship to Child Relationship to Child 

Persons Authorized for Pick-up 

Persons Unauthorized for Pick-up 

Physician’s Name Physician’s Telephone 

 

Parent’s Signature________________________________________ Date______________________________________ 
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