
 

 

 

 

 
 

 

Dear Parent/Guardian, 

 

Please complete the following forms for each additional child you would like to enroll.  

Additional enrollment and “Need for Services” forms are available at the 4Cs main office, or online at: 

https://www.sonoma4cs.org/forms/. 

If you have any questions, please call (707) 544-3077. Thank you! 

 

Sincerely, 

 

 

Early Care and Education Services Department 

Community Child Care Council of Sonoma County (4Cs) 

131-A Stony Circle, Suite 300, Santa Rosa, Ca 95401 

 

Paquete de Centro para Niño Adicional 

 

 

Estimado Padre/Madre/Guardián,  

 

Por favor llene y entregue documentación para cada niño/a que quiere inscribir.  

Formas adicionales de inscripción y de “Necesidad de Servicios” están disponibles en la oficina principal de 

4Cs o en línea en: https://www.sonoma4cs.org/forms/. 

Si tiene preguntas, por favor llame al (707) 544-3077. ¡Gracias! 

 

 

Sinceramente, 

 

 

Departamento de Servicios de Cuidado y Educación Temprana  

Community Child Care Council of Sonoma County (4Cs) 

131-A Stony Circle, Suite 300, Santa Rosa, Ca 95401 

 
***Para Español, vea los formularios del paquete al reverso. 

Additional Center Child Packet 

Packet 
 

https://www.sonoma4cs.org/forms/
https://www.sonoma4cs.org/forms/


      

Child (Last/First)  ______________________________________________   Nickname  _____________________   Birthdate ______________  

A – Parent/Guardian ___________________________________________________________________ 

Language:    English     Spanish     Other__________________ 

Home __________________________________________________________________________________ 

City ____________________________________________________________  Zip  ____________________ 

Mailing  ________________________________________________________________________________ 

City ____________________________________________________________  Zip ____________________ 

 Phone/Cell_________________________________________________________ 

Email Address  _________________________________________________________________________ 

Place of Work  _________________________       Work Phone  _______________________________ 

 Not part of household/family size 

 

B – Parent/Guardian: 

 __________________________________________________________  

Language:    English     Spanish     Other______ 

 Cell/Home ____________________________________________  

Email Address ___________________________________________  

Place of Work  ___________________________________________  

Work Phone _____________________________________________  

4Cs Apples and Bananas Preschool Families Only:  
Highest Education Level 

Parent A:                                                                                                                  Parent B (if in the household): 

 Graduate Degree or Higher               High School Graduate                      Graduate Degree or Higher               High School Graduate 

 College Graduate                                 Not High School Graduate              College Graduate                                 Not High School Graduate 

Some College or Associates Degree   Decline to State                               Some College or Associates Degree    Decline to State                                 

                         

Child: Birth City, State & Country____________________________________________________________________ 

 

Names of adults 18yrs or older authorized to take child from the facility. (Child will not be allowed to leave with any other 

adult without prior approval from parent/guardian) 

Name: _________________________   Preferred Language: ________________   Phone: _____________________  Relationship: ________________  

Name: _________________________   Preferred Language: ________________   Phone:_____________________   Relationship: ____________ 

Name: _________________________   Preferred Language:_________________   Phone:_____________________  Relationship: ________________  

Physician to be Called in an Emergency 

Physician Name   ___________________________________________________________________________    Phone  _____________________________________  

Address  ___________________________________________________________________________________________________________________________   

If the physician cannot be reached, what action should be taken?  _________________________________________________________________  

 ___________________________________________________________________________________________________________________________________   

Insurance Company/Number _____________________________________________________________________________________________________________  

Allergies or Other Medical Limitations  _________________________________________________________________________________________________   

Permission for Medical Treatment: Administrative procedures regarding the provision of medical care for a child in the absence of 

a parent can vary among medical personnel and facilities. It is important to verify in advance the exact procedure required by the 

physician or hospital to be followed in emergencies. In case of an accident or emergency, I authorize a staff member of the child 

development agency to take my child to the above-named physician or to the nearest emergency hospital for any necessary 

emergency treatment and measures, as deemed essential for the safety and protection of the child, at my expense. 

 

 

 ___________________________________________________________________________________________   __________________________________________  

                                        Parent/Guardian Signature                                                                                    Date 

Emergency and Identification Information 
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CHILD SUPPORT AND CUSTODY DECLARATION 

Name(s) of child(ren): _________________________________________________________________________________________________ 

 If both of the child(ren)’s biological/adoptive parents live in the same household, mark this box and sign 

& date below.  

 If one or both of the child(ren)’s biological/adoptive parent(s) do not live in your household, mark this 

box and complete the following:  

Name(s) of the biological/adoptive parent(s) not living in your household: _________________________________________ 

Child support and other forms of payments (mark appropriate statement(s) below):  

*=Must attach supporting documentation 

 I do not receive any child support payments: 

 I have never had a claim filed through the Department of Child Support Services. 

 Child Support case was closed on ______________________.* 

 A claim has been filed through the Department of Child Support Services, but I am not 

receiving payments.* Indicate County: ______________________ 

 I receive child support in the amount of $______________________ per month: 

 Directly from Department of Child Support Services*. Indicate County: ______________________ 

 Child Support Disregard through the Department of Human Services.* 

 Directly from the biological/adoptive parent(s) not in the household: 

 I am able to provide supporting documentation.* 

 I am unable to provide supporting documentation from the biological/adoptive 

parent(s). 

 I receive financial assistance in the amount of $______________________ per month in the form of 

_____________________________________________________ (e.g. money towards housing costs/car payments).* 

 I receive spousal support in the amount of $______________________ per month.* 

 

 I pay out $______________________ per month in child and/or spousal support.* 

 

Describe your custody arrangement (e.g. physical/legal, sole/joint):  Verbal OR  Court Ordered 
 

________________________________________________________________________________________________________________________ 

(Include days and times when child(ren) are in the custody of the biological/adoptive parent(s) not living in your household) 

 

I declare under penalty of perjury that the above information is true and correct. 
 

________________________________________________________________________________________________________________________

Parent/Guardian’s Signature          Date

 

http://www.sonoma4cs.org/
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Child District Information 
 
 

My child __________________, lives at ______________________________________ and  
(address) 

currently belongs to ______________________________ School District.  
    (district name) 
If my child was eligible to attend Kindergarten in the upcoming school year, he/she would  
 

be enrolled at   -OR-  I would request a school transfer to 
 
 
____________________________ in ___________________________District. 

   (school name)         (district name) 

       
 
I authorize the exchange of my information between Community Child Care Council of Sonoma 
County, Inc. (4Cs) and my child’s school district.  
 
 
___________________________________________________ 
Parent/Guardian Signature and Date 
__________________________________________________________________ 
 

Información del Distrito del Niño/a 
 

 
Mi hijo/a __________________, vive en  ______________________________________ y   
        (dirección) 
actualmente pertenece al Distrito Escolar de  ______________________________.  
                                       (nombre del distrito) 
 
Si mi hijo/a fuera elegible para el Kinder el próximo año escolar, el/ella sería matriculado/a  
 
       en la escuela       - O-  Yo voy a solicitar una transferencia escolar a la escuela 
 
 
______________________________ que pertenece al Distrito ________________________. 
             (nombre de la escuela)                   (nombre del distrito) 
 
Yo autorizo el intercambio de esta información, entre el Concilio de Cuidado de Niños de la 
Comunidad del Condado de Sonoma, Inc. (4Cs) y el distrito escolar de mi hijo/a. 
 
 
___________________________________________________ 
Firma del Padre/Madre/Guardián y Fecha 


















