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BLANKET PERMISSION FOR WALKING TRIPS 
 


My child, ____________________________________________, has my permission to participate in 


walking trips within the Greenwich Nursery School’s neighborhood. I understand that these walks do 


not involve entrance into any facility. The walking trips will involve entrance to the outdoor 


playground. On occasion, walks will be taken on the Greenwich Church grounds. The route of any 


walking trips poses no apparent safety walking hazards. 
 


Parent/Guardian Signature: ________________________________________________ 


Print: ___________________________________________ Date: _________________ 


BLANKET PERMISSION FOR FIELD TRIPS TO MEMORIAL HALL 
 


My child, ____________________________________________, has my permission to participate in 


field trips within the Old Greenwich Presbyterian Church building, which houses Greenwich Nursery 


School. I understand that these field trips involve going upstairs to Memorial Hall. The route of any 


field trip poses no apparent safety walking hazards.  
 


Parent/Guardian Signature: ________________________________________________ 


Print: ___________________________________________ Date: _________________ 


 


Receipt of Greenwich Nursery School Handbook 


I, ______________________________, received a copy of the Greenwich Nursery School Parent 


Orientation Handbook via Brightwheel app revised 2024.  I have read and I am familiar with the 


contents. 


Parent/Guardian Signature: ____________________________________________ 


Print:_____________________________________            Date: _______________ 
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17 Greenwich Church Road 


Stewartsville, NJ 08886 
Phone 908-479-6886 • Fax 908-479-4269 
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Authorization and Consent to Use Photographs and/or Audio-Visual 
 
Child’s Name: ___________________________________________________________________________ 
 


I, _________________________________________________,         do /          do not grant 


Greenwich Nursery School permission to take photographs and/or video of my child. I also 


grant Greenwich Nursery School the right to use said photographs/videos in print, on the 


GNS website, and on social media sites. I hereby release Greenwich Nursery School and its 


employees from all claims, demands and liabilities whatsoever in connection with the 


above.  
 


Please note: 


1) The majority of photos taken will be shared through Brightwheel app and be limited 


to being shared with the other families in your child’s class.  
2) GNS will not use your child’s name on social media without permission from the 


family.  
 


Parent/Guardian Signature: ____________________________________________________________ 


Print: ______________________________________________________ Date: _________________ 


BLANKET PERSMISSION FOR CLASS LIST DISTRIBUTION 


I, _______________________________________________,          do /          do not grant 


Greenwich Nursery School permission to include my child’s name and distribute a class list 


that will include my child’s name, parent(s) or guardian(s) names, home address, telephone 


number, and cell phone if applicable. Greenwich Nursery School policy states that this list 


is for personal use only. 


NOTE: If you want to specify what we can share with other families please do so here: 


______________________________________________________________________________________ 


Parent/Guardian Signature: ____________________________________________________________ 


Print: ______________________________________________________ Date: _________________ 





		Childs Name: 

		I: 

		Print: 

		Date: 

		I_2: 

		NOTE If you want to specify what we can share with other families please do so here: 

		Print_2: 

		Date_2: 

		Check Box26: Off

		Check Box27: Off

		Check Box28: Off

		Check Box29: Off








 


 
     17 Greenwich Church Road 


     Stewartsville, NJ 08886 
     Phone 908-479-6886 • Fax 908-479-4269 


     www.greenwichnursery.com  
 


 
2024-2025 Authorization for Pick Up 


 
 


Child’s Name: ____________________________________________________________________ 


Please fill out the form below relating to those persons authorized to pick up 


your child from school. If it is ever necessary for someone other than those 


listed to pick up your child you must fax us written authorization in order for 


us to release your child. Please be aware that the person will be asked to 


provide current/valid photo identification.  Parents must be listed. 
  


If there are any custody issues we must have legal documentation with 


regard to who can pick up your child and on what days. 
 


Please provide contact information for at least 3 individuals who can pick up 


your child within a half hour in case of an emergency. 


1.) Name: ___________________________________________________________________ 


Address: ____________________________________________________________________ 


Phone: __________________________________ Cell: _______________________________ 


Relationship to Child: ________________________________________________________                


2.) Name: ___________________________________________________________________ 


Address: ____________________________________________________________________ 


Phone: __________________________________ Cell: _______________________________ 


Relationship to Child: ________________________________________________________    
 
3.) Name: ___________________________________________________________________ 


Address: ____________________________________________________________________ 


Phone: __________________________________ Cell: _______________________________ 


Relationship to Child: ________________________________________________________     


Use the back, if more space is needed.         
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4.) Name: ___________________________________________________________________ 


Address: ____________________________________________________________________ 


Phone: __________________________________ Cell: _______________________________ 


Relationship to Child: ________________________________________________________                


5.) Name: ___________________________________________________________________ 


Address: ____________________________________________________________________ 


Phone: __________________________________ Cell: _______________________________ 


Relationship to Child: ________________________________________________________    
 
6.) Name: ___________________________________________________________________ 


Address: ____________________________________________________________________ 


Phone: __________________________________ Cell: _______________________________ 


Relationship to Child: ________________________________________________________                                   





		Childs Name: 

		1 Name: 

		Address: 

		Phone: 

		Cell: 

		Relationship to Child: 

		2 Name: 

		Address_2: 

		Phone_2: 

		Cell_2: 

		Relationship to Child_2: 

		3 Name: 

		Address_3: 

		Phone_3: 

		Cell_3: 

		Relationship to Child_3: 

		4 Name: 

		Address_4: 

		Phone_4: 

		Cell_4: 

		Relationship to Child_4: 

		5 Name: 

		Address_5: 

		Phone_5: 

		Cell_5: 

		Relationship to Child_5: 

		6 Name: 

		Address_6: 

		Phone_6: 

		Cell_6: 

		Relationship to Child_6: 








ASQ-3  


At Greenwich Nursery School, we believe parents are experts on their children. You 
may not be a child development specialist, but you are an expert on your child.  
Research has shown that parent concerns are accurate predictors of developmental 
delays.  In order to ensure that the needs of each child can be met through our 
learning program, a developmental screening is offered to our parents.  We provide 
the Ages & Stages Questionnaires, Third Edition (ASQ-3).  It pinpoints developmental 
progress in children up to 5 ½ years of age.  You will be asked to answer questions 
about some things your child can and cannot do.  The questionnaire includes 
questions about your child’s communication, gross motor, fine motor, problem 
solving, and personal-social skills. 


Please read the text below and mark the desired space to indicate whether you will 
participate in the screening/monitoring program. Please checkmark your response. 


_____ I have read the information provided about the Ages & Stages Questionnaires,   
       Third Edition (ASQ-3), and I wish to have my child participate in the screening/ 
       monitoring program.  I will fill out questionnaires about my child’s  
       development and will promptly return the completed questionnaires. 
 
_____ I do not wish to participate in the screening/monitoring program.  I have read 
       the provided information about the Ages & Stages Questionnaires, Third  
       Edition (ASQ-3), and understand the purpose of this program. 
 
 
Parent’s signature 
 


Date 
 
Child’s name:________________________________________________________ 


Child’s date of birth:__________________________________________________ 


If child was born 3 or more weeks prematurely, # of weeks premature:_________ 


 


You will be asked to complete a questionnaire in the fall and spring. 
 





		Date: 

		Childs date of birth: 

		If child was born 3 or more weeks prematurely  of weeks premature: 

		undefined: 

		Check Box24: Off

		Check Box25: Off








   Updated 1/31/24 


17 Greenwich Church Road 
Stewartsville, NJ 08886 


Phone 908-479-6886 • Fax 908-479-4269 
www.greenwichnursery.com 


 
 


List of forms that need to be completed 


 forms can be found on our website www.greenwichnursery.com: 


� Signed Application/Program Registration Form (Completed when child was registered) 
 


� Enrollment Form  
 


� Policy & Disclosure Statement Confirmation of Receipt (you have read the policies & 
disclosures listed below) 


 
� Parental Notifications Methods (proof of receipt) 


 
� Healthcare provider name and phone number (on Universal Health Form) 


 
� Universal Health Form (Must be filled out & stamped by Dr.) 


 
� Immunization Record (Must be filled out & stamped by Dr.) 


 
� Authorization for Pediatric Emergency Medical Treatment 


 
� Authorization For Pick Up 


 
� ASQ-3 (Ages & Stages Questionnaires, Third Edition) 


 
� Authorization and Consent For Photographs & Distribute Class List 


 
� Permission For Walking Trip & Receipt of GNS Parent Orientation Handbook  


 
� Memorial Hall Field Trip Form 


 
� COVID Policy Signature Form 


 
� FARE (only if you have a child that have an EpiPen)  


Policies & Disclosures 
 
     * Information To Parent  
     * Release Policy 
     * Discipline Policy 


* Expulsion Policy 


     * Toilet Training Policy (if applicable) 
     * Tuition Policy 
     * Management of Communicable Disease Policy 
     * Social Media Policy  
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PARENTAL AUTHORIZATION FOR EMERGENCY TREATMENT 
Name Of Child: Birthdate: Enrollment Date: 


PA
RE


N
T/


GU
AR


DI
AN


 IN
FO


RM
AT


IO
N  PARENT/GUARDIAN # 1  PARENT/GUARDIAN # 2 


Name:  Name:  


Relationship: Relationship: 


Cell Phone: Cell Phone: 


Home Phone:  Home Phone:  


Home Address: Home Address : 


Employer Name: Employer Name: 


Employer Phone: Employer Phone: 


E-Mail Address: E-Mail Address:


EM
ER


GE
N


CY
 


CO
N


TA
CT


S 


Persons authorized to pick up your child and/or contact in case of emergency if neither parent is 
available to assume responsibility for the child. 


Contact Name #1:  Contact Name #2:  Contact Name #3:  


Relationship:  Relationship:  Relationship:  


Cell Phone:  Cell Phone:  Cell Phone:  


Home Phone:  Home Phone:  Home Phone:  


Employer Phone:  Employer Phone:  Employer Phone:  


Name of person PROHIBITED from picking up your child:  


If a non-custodial parent has been denied access, or granted limited access, to the child by a court order, please submit 
documentation to this effect for the center to maintain a copy on file, and to comply with the terms of the court order. 


M
ED


IC
AL


 IN
FO


RM
AT


IO
N 


Child’s Health Care Provider:  


Health Care Provider Phone:  


Health Care Provider Address:  


Name Of Insurance Company/Hmo:  


Group #:  


Identification #:  


Subscriber’s Name On Insurance Card:  


Known Allergies (including medication):  


Medication  My Child Is Taking:  


List Special Conditions, Disabilities, 
Medical/Physical Restrictions, Medical 
Information For Emergency Situations: 


 


AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT 


As the parent(s)/ legal guardian(s) of the above named child, I (we) attest that the information above is correct.  I (we) authorize the child care 
center staff to obtain emergency treatment for my child and understand that I (we) shall be promptly notified.  


Parent/Guardian Signature #1: Date: Parent/Guardian Signature #2: Date: 


CU
ST


OD
Y
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ENROLLMENT FORM 


1. Child’s Name: _______________________________________________M_____F_____ 
2. Parents: _______________________________________ Marital Status: ____________ 


            Mother 
            ____________________________________________ Custody: ____________ 
            Father 


3. Parent’s Signature: ________________________________________ Date: __________ 
4. School District Child Will Attend: _____________________________________________ 
5. Siblings: (names, ages) 


_____________________________ 
_____________________________ 
_____________________________ 


_____________________________ 
_____________________________ 
_____________________________ 


6. Other Members of Household: (name, relationship) 
_____________________________ 
_____________________________ 


_____________________________ 
_____________________________ 


7. Pets: (names, types) ________________________________________________________ 
_______________________________________________________________________ 


8. Does your child have any health problems that we should be aware of? 
_______________________________________________________________________ 


9. Does your child take medication regularly? _____________________________________ 
_______________________________________________________________________ 


10. Please describe any allergies (food, medicine, bee stings, etc.) your child may have. 
_______________________________________________________________________
_______________________________________________________________________ 


11. Is there any additional information you feel we should know concerning your child’s 
health? _________________________________________________________________ 


12. Does your child wear glasses? Circle one  YES NO 
13. My child is (circle one) LEFT HANDED  RIGHT HANDED 
14. How would you describe your child’s speech? __________________________________ 


 
 







 


15. Please describe any dislikes, fears, or phobias you child may have. 
_______________________________________________________________________
_______________________________________________________________________ 


16. Please describe any unusual toilet habits your child may have. 
_______________________________________________________________________ 


17. Has your child attended preschool or daycare prior to GNS? If so, please describe 
previous experience. ______________________________________________________ 
_______________________________________________________________________ 


18. Do you have any special hobbies or interests to share with children? 
_______________________________________________________________________ 


19. Do you have any concerns or questions about any aspect of your child’s development? 
(physical, social, emotional, intellectual) ____________________________________________ 
_______________________________________________________________________
_______________________________________________________________________ 


20. What do you hope will be included in your child’s preschool program? 
_______________________________________________________________________ 


21. How would evaluate your child’s personality? (circle traits that apply)  
Happy 
Dependent 
Sleepy 
Good-Natured 


Aggressive  
Stubborn  
Even-Tempered  
Shy 


Friendly 
Impulsive  
Attentive  
Quiet 


Moody 
Fearful 
Sympathetic 
Clumsy  


 
22. Comments:______________________________________________________________


_______________________________________________________________________ 
23. Is there anything else you feel that we should know about your child? 


_______________________________________________________________________ 


_______________________________________________________________________ 


_______________________________________________________________________ 


_______________________________________________________________________ 


 


 
 
__________________________________                               _______________    
(Signature of Parent)                                                                                   (Date) 
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Name of Child: _________________________________________________________ 
Name of Parent: ________________________________________________________ 


Discipline Policy Disclosure 
I have read and received the policy statement on the disciplining of children by staff members as prepared by the 


Office of Licensing, Child Care and Residential Licensing, in the Department of Children and Families. 


Parent’s Signature____________________________________ Date ______________ 


Information to Parents Statement Disclosure 
I have read and received a copy of the Information to Parents statement prepared by the Office of Licensing, Child 


Care & Youth Residential Licensing, in the Department of Children and Families. 


Parent’s Signature____________________________________ Date ______________ 


Release Policy Disclosure 
I have read and received a copy of the Release Policy prepared by the Office of Licensing, Child Care & Youth 


Residential Licensing, in the Department of Children and Families. 


Parent’s Signature____________________________________ Date ______________ 


Expulsion Policy Disclosure  
I have read and received a copy of the Expulsion Policy prepared by the Office of Licensing, Child Care & Youth 


Residential Licensing, in the Department of Children and Families. 


Parent’s Signature____________________________________ Date ______________ 


Toilet Training Policy 
I have read and received a copy of GNS Toilet Training Policy (if applicable). 


Parent’s Signature____________________________________ Date ______________ 


Tuition Policy 
I have read and received a copy of the GNS Tuition Policy. 
 
Parent’s Signature____________________________________ Date ______________ 
 
Management of Communicable Diseases Policy 
I have read and received a copy of the Policy on the Management of Communicable Diseases prepared by the Office 
of Licensing, Child Care & Youth Residential Licensing, in the Department of Children and Families. 
 
Parent’s Signature____________________________________ Date_______________ 


Social Media Policy 
I have read and received a copy of the Social Media Policy prepared by the Office of Licensing, Child Care & Youth 
Residential Licensing, in the Department of Children and Families. 
 
Parent’s Signature____________________________________ Date_______________ 
 





		Name of Child: 

		Name of Parent: 

		Date: 

		Date_2: 

		Date_3: 

		Date_4: 

		Date_5: 

		Date_6: 

		Date_7: 

		Date_8: 








8/5/22 
 


Policy on Methods of Parental Notification 


It is very important at Greenwich Nursery School that we have open communication with all our parents 


and staff members.  


We use many forms for communication to notify parents and staff members of news, reminders, 


updates, emergencies, changes to programs/calendars, etc.  


Lines of communication include…  


• Brightwheel App (including messaging) 


• Telephones (landline – home)  


• Cell Phones  


• Work Phones 


• Text – cell phone  


• Written “hard copies” given out in folders 


• Mail  


• Director Email (director@greenwichnursery.com) 


• Parent – Teacher Conferences  


• Parent – Director Meeting  


• Website: www.greenwichnursery.com 


• Facebook/Instagram 


If parents need to contact the Nursery School director/staff member any/all of the above methods of 


communication are acceptable. 


 


Parent/Guardian Signature:            


 


Print Name:         Date:    
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2024-2025 Registration Form


Child’s Name: ________________________________ M____F____ D.O.B. ____/____/________ 


Address: ___________________________________________________________________________ 


City: ____________________________   State: ________________   Zip: ____________________ 


School District Child Will Attend: ____________________________________________________ 


Home Phone: ___________________ Cell (M): _________________ Cell (F): _________________ 


Mother’s Name: _____________________________ Occupation: ___________________________ 


Business Address: ________________________________ Phone: __________________________ 


Father’s Name: _____________________________ Occupation: ___________________________ 


Business Address: ________________________________ Phone: __________________________ 


Email Address: _____________________________________________________________________ 


--------------------------------------------------------------------------------------------------------------------- 
FEE: A non-refundable registration fee of $65.00 must accompany this application to secure your 
child’s enrollment in the program. This is a separate fee and is not applied toward tuition. Upon 
receipt of this fee, your child will be registered for the following program: 


⃝ 2+ Program   ⃝3s Program ⃝ 3s Program ⃝ 4-5 Program   ⃝ 4-5 Program 
 (2 ½ by Oct. 1)  (3 by Oct. 1)  OR  (3 by Oct. 1)  (4 by Oct. 1)   OR  (4 by Oct. 1) 
 Tue. & Thurs.    Mon & Wed   Tue. & Thurs. M-W-F M-F
 9:00-11:00 am   9:00am- noon  9:00am- noon 9:00am-noon 9:00-noon
 $2,220.00 yr.     $2,769.00 yr.  $2,769.00 yr. $3,024.00 yr. $3,795.00 yr.
 ($740.00 x 3)    ($923.00 x 3)  ($923.00 x 3) ($1008.00 x 3) ($1,265.00 x 3)


Enrichment Options: (Check off in interested) 
_____ Add 3’s Class (1 additional day) Fridays from 9 am-12 pm (starts 1st week October) (Cost $870) 


This additional day has the theme of ‘Traveling Around the World’. The kids will travel to a 
new country each week and learn about the culture/holidays celebrated in that country. The 
director will provide additional information. 


_____ Interested in 4’s program enrichment options. The director will provide additional information. 


*Tuition: ** Monthly billing is available for your convenience.


Would you prefer to be billed        Quarterly (July/Nov/Feb) or        Monthly (July-March) (9x)? 


Parent/Guardian Signature: ________________________________________   Date: ____________ 


Paid by:  Check #________  Cash_______       Electronic (via Brightwheel app) _____ 



http://www.greenwichnursery.com/
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�� 
Greenwich Nursery School UNIVERSAL 


CHILD HEAL TH RECORD 


Endorsed by: American Academy of Pediatrics, New Jersey Chapter 
New Jersey Academy of Family Physicians 
New Jersey Department of Health 


SECTION I - TO BE COMPLETED BY PARENT(S) 
Child's Name (Last) (First) I Gender I Date of Birth 


D Male D Female I I 


Does Child Have Health Insurance? I If Yes, Name of Child's Health Insurance Carrier 
□Yes □No


Parent/Guardian Name Home Telephone Number Work Telephone/Cell Phone Number 
( ) - ( ) -


Parent/Guardian Name Home Telephone Number Work Telephone/Cell Phone Number 
( ) - ( ) -


I give my consent for my child's Health Care Provider and Child Care Provider/School Nurse to discuss the information on this form. 


Signature/Date I This form may be released to WIC. 
OYes ONo 


SECTION II - TO BE COMPLETED BY HEAL TH CARE PROVIDER 


Date of Physical Examination: j Results of physical examination normal? OYes ONo 
Abnormalities Noted: Weight (must be taken


within 30 days for WIG) 


Height (must be taken
within 30 days for WIG) 


Head Circumference 
(if <2 Years)


Blood Pressure 
(if >3 Years) 


IMMUNIZATIONS 
0 Immunization Record Attached 
0 Date Next Immunization Due: 


MEDICAL CONDITIONS 


Chronic Medical Conditions/Related Surgeries D None Comments 
. List medical conditions/ongoing surgical D Special Care Plan 


concerns: Attached 


Medications/Treatments D None Comments 
. List medications/treatments: D Special Care Plan 


Attached 
Limitations to Physical Activity D None Comments 


D Special Care Plan 
. List limitations/special considerations: Attached 


Special Equipment Needs D None Comments 
• List items necessary for daily activities D Special Care Plan 


Attached 
Allergies/Sensitivities D None Comments 


D Special Care Plan • List allergies: Attached 
Special DieWitamin & Mineral Supplements D None Comments 


D Special Care Plan • List dietary specifications: Attached 
Behavioral Issues/Mental Health Diagnosis D None Comments 
. List behavioral/mental health issues/concerns: D Special Care Plan 


Attached 
Emergency Plans D None Comments 


• List emergency plan that might be needed and D Special Care Plan 
the sign/symptoms to watch for: Attached 


PREVENTIVE HEAL TH SCREENINGS 


Type Screening Date Performed Record Value Type Screening Date Performed Note if Abnormal 


Hgb/Hct Hearing 
Lead: D Capillary D Venous Vision 
TB (mm of lnduration) Dental 
Other: Developmental 
Other: Scoliosis 


□
I have examined the above student and reviewed his/her health history. It is my opinion that he/she is medically cleared to
participate fully in all cflild care/school activities, including physical education and competitive contact sports, unless noted above.


Name of Health Care Provider (Print) Health Care Provider Stamp: 


Signature/Date 


CH-14 OCT 17 Distribution: Original-Child Care Provider Copy-Parent/Guardian Copy-Health Care Prnvider 


I 


Greenwich Nursery S chool 
17 Greenwich Church Road 
Stewartsville, NJ 08886 
908-4 79-6886 
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