
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! 

Michael Vincent
Sticky Note
@michaelpowell466@gmail.com Please view this document. You can also add comments.





















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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