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Word of Life

Little Sprouts Play Group
9028 51st Ave. NE – Marysville, WA 98270
Monday Mornings 10:00 AM to 11:30 AM

Child’s name____________________________________________ M / F 

DOB ______________ Current Age __________ 

Address_______________________________________________ City _____________Zip____________ 

Parent / Guardian Info. 
Student Lives with (Circle one)   Both Parents   Mother Only   Father Only 

Mother’s name _______________________ Father’s name _______________________________ 

Home Phone _________________________ Home Phone ________________________________

Cell Phone ___________________________ Cell Phone __________________________________ 

E-Mail Address ________________________ Email Address _______________________________ 

Is either parent a Member of Word of Life (Circle) Yes No      

If no, Home Church __________________ 

Emergency Contact – This should be someone living close by and available in case of an emergency. 

Name ___________________________________ Phone _______________________________ 

Physician: ________________________________ Phone ________________________________ 

Allergies or other health concerns? ____________________________________________________ 

Emergency Contact # ____________________ 

Is anyone legally restricted from picking up your child? ___________________________

(If so a court order must be attached) 
In the event of any emergency where a parent cannot be reasonably reached to give consent for medical care, I give Word of Life permission to consent to emergency medical care for my child. 
Parent Signature ________________________________ Date _____________________ 
Insurance Company _____________________ Subscriber Name ____________________
Subscriber # ______________________ (Please note alternate # is available for social security #) 

______ (Initial) I give my child permission to participate at WOL Little Sprouts

Signed ____________________________________ Date __________________________

