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Geri Allcorn- Director/Owner
9'l3-3384282
wwur"pio neerprepehool.com

1 1 100 College Boulevard
Ovcrland Park, KS 66210

Thank you for inquiring about 2024-2025 enrollment at Pioneer Preschool LLC. Enrollment forms will be
accepted in the qrder in which they are received. Please make sure to indicate your preference of class
days and tirnes as these will be honored as space allows.

E,TENDED DAY
We offer an extended day session in the morning or afternoon for an additional fee of S7S.00 per
month for one extended day per week. Children can enroll in more than one extended day per week as
long as space is available. Children enrolled in a morning preschoolclass will extend their day until 2:30
PM. Children enrolled in afternoon preschool will start their extended day at 9:30 AM. lf you are
interested in enrolling your child for an extended day(s) please mark your preference on the enrollment
form-

FEES ATTD TUITION
A non -refundable registration fee of $lfi).fi) must be submitted with your enrollment form.

One month's tuition is due by July 20,2024. You may include this amount with your enrollment forms,
or an email reminder will be sent at a later date.

All enrollment forms and paym"ents can 

|i,T|;rr"o 
in person or maited to:

111@ College Blvd.
Overland Park, Ks 56210

FORMS
Attached are the State of Kansas required forms. The medical record form is completed by the parent
and the Health Assessment form must be completed by your child's physician.

Al.Fronil,lsMusf BE om F[.E BEFmE Yqn Si{r-o CA[{AfT$fpTt{E HNrsEsS[d{.

We are looking forword to getting to know you qnd your child.

3 YEAR Olp PRESCHOOT CTASSES
Monday and wednesday oR Tuesday and rhursday AM - 9:0o - 11:3o AM 5180.00/month

Tuesday and Thursday PM 12:15 - 2:45 PM S180.@/month

IONDERGARTEN READIT{ESS CISSSES {4 AND 5 YEAR OtD CHIIDREN}
Monday, Wednesday and Friday AM
Tuesday, Wednesday and Thursday PM

9:OO- 11:30 AM S20s.00/month
L2:L5-2:45PM S205.00/month

TRANSTNONAL KINDERGARTEN C1ASS {5 YEAR OtD CHILDRENI
Monday, Tuesday, Thursday and Friday AM 9:00 - 11:30 AM 5245.00/month

It's going to be s greot school yesr.



For 0ifEce Uee Onty
Date application received
Date registration fee paid

Check #_Cash
Teacher Class

Pl0ilEtR
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Geri Allcorn- Director/Owner
913€38.4282
www' pio neeroreschool"qom

1 1 100 College Boulevard
Overland Park, KS 66210

PLEASE PRINT

Name: Circle One: Male
Middle Last

Birthday:Prefered Name:

Home Address: City. State:_ Zip:

Mother's Name: Mother's cell phone number:

Mother's address (if diffierent):

Mother's Email address:

Mother's place of employment:

Father's Name:

Mother's business phone number:

Father's cell phone number:

Father's address (if different):

Falher's Email address:

Father's place of employment: Father's business phone number:

Child lives with: Both Parents: Mother: Father: Other:

Other children living in the home and ages:

Previous group experiences that your child has had (Sunday school, preschool, sports activities etc.):



P4p 2 child'$ ltmre:

School district your child will be attending:

ls your child: Right handed: Left handed

other language besides English? Yes:- No:Does your child speak any

lf yes, please give detrails:

Does your child have allergies?

fi1

lf yes, please explain:

J

please explain any pertinent medical information that we should be aware of: (asthma, speech problems, vision

problems, premature birth, toilet problems, etc.)

Permission to give First Aid: (Bandaids, Bactine, lce Packs ets.) 

- 

(Please lnitial)

Please list any fears, dislikes, interests etc. that your child may have:

AUTHORI4ATIoNS:

Emergency contac.ts
Person(s) other than parent that we can contact in case of illness/emergency 1f parents are unavailable.

Trc emergenc? oonffi ae rcqffi.

CellNumber:

Name/Relationship: Cell Number

Person(s) authorized to piclt up your child from school
(child willonly be released to those listed with proper lD)

Name/Relationship: CellNumber:

Name/Relationship: CellNumber:

1+

Name/Relationship: CellNumber:



Class preference:

fiImd?rgartell Readftnpss Ffocrarn
4 and 5 yearold cfiildren

MIIA'/F AilI
__T-_MM//FPM

TM/TH PM
T/TH PM

Trans.l$or.ral Klndelrgartegt
5 yearold cfrildren

Please indicate your 1st and 2nd cfroices

3 Year old Fschoot
3 years old ctrildren

M/W AM
T/TH AM
M/W PM
T/TH PM

M/T/THIF Aft,!

M/flTH/F FM

Extsnded Day(s) _, _ ltet day(s!

Feee red4 MSd amdsgn:

t tlnderotand that the non refundable registration fee of Slot!.oo is dr^le with this applkauon
and my applleation will not be processed unttlthe registration fee is pald unless prior
arrangements have been made with the director.

! understand srat one month's tuition is due iylu ly zo, zoz4"

I understand that the tuition rate is ftgupd over a nine month period and that there ane no
deductions for absences, vacation time or indement weather days. This includes extended day
tuition.
'l understanil'fiiat I must give a $0 dby urilten notice to withdraw nly dlild from pioneer
Prescfiool.

I understand that the following forms are required by the state of Kansas:

Kansas Auilrorization fur Emergency Medical Care
Kansas Medical reoord forms induding: (r) medicd rcmrd completed and signed by parent, (Z) hisury ofimmunizations and (3| child's heal& assossment complebd and signed hy yqrctrild'e phpician.

,'II.FORNES ffi,STBEOSI fS.E EGFORETYCHII.D CATATTEmD HofiffifR pREffiffiL
These forms can be plcked up at tfie preectroot offioe or they are anaih6e on the pre60fiod websib.

Parent

1.

2.

?

-t
l\

Admbsion policyof PionesrPrsscftool LLc sftdl be nordiscrimlnibry in ragordto raoa. odor, reftgion, nationd or6{n, arms'y, physicaltpndlcap or sex, in amrdane ntth l(aneae dvil rBhts stasrb KEA 4+lll0g
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Kansas Department of Health and Environment ,",r1tHf"*
Bureau of Family Health Facilities 1-7r."-.1J{'.'.1'.i'.ii,ii
chird care Licensing program IVtnSas1000 SW Jackson, Suite 200
ropeka, Ks 66612-1214 *,1T*tifi,x#J'n

Phone (785) 296-1220 Fax (7BS) 559424d
Website: wwukdheks.gov/kidsnet

IIEDIGAL RECORD FORALL CHILDRET{ IN CHII.D CARE FACILITIES/
INCTUDIIIG PROVIDER,S OWN C}IILDREN

Parents arc b compleb fte iledical Record and tre Hisfrory of Immunizations fur each child in licensed child carefadlifu. The ltledical W, llistoTy of rmmunizations, a-nc qriu ilslur Ass"s-di are transfierabte when the drildmovesto anodrer lierred tirild carefuli$.
r{l

child's First Day in child crre_ Name of child care Facility

Childb Name
Gender

First

Home Address Home Address

Parent/ Gualdian Infu mntion
Name

$tvtvulyyy y M/F

Pa rentl Guardian Infi ormation
Name

Street

Home Phone Number

Gtv Zp Code Street

Home Phone Number

City Zip Code

Employer. Employer

Work Phone Number Work Phone Number

Cell Phone NumberCellPhone Number

E-mail Mdress E-mailAddress

Best way to contact* Best way to mntact*

MM/DD/YYYY

Persons authorized to pick up the child or b nofffy in case of emerg

Child's Physician phone Number

Child's DenUst-- Phone Number

Hospital Preferenoe (for emergencies

Has your physician approved the use of any non-prescription medications for your child such as acetaminophen, coughsyrup, or oinrnents that can be given by the child care provider? _No _yes, as fiollows:

Any known allergies or medical onditions of child:

Any major changes at home that might affect your child in care:

Please provide additional information or special instructions that will help the person caring for lour child:

Parent/Guardian



History of Immunizations

@uired for all drildren in child care faciliEes, including tlre pmvidels own c*rildren. A l(atsu Certificab of
Immunizations (KCI) may be substihrted for Bris form and atbched to tsre completed lledical Record.

Chitd's Namel - - Dah of Birth:

Section I. For a recommendd schedule of immunizations, refier to t{re current schedule published by the

MM/DD/YYYY

Committe on Immunization Practice

Section II.
Complefte this section only if your child "rs exempted from the law requiring immunizations [K.S.A. 65-508(S]I'

Section III.

Parent/Guardian Signature: - Date:-

The following two options are the ONLY exemptions allowed by law. Please cfieck either (A) or (B) below and
complete as rcquired:

[ (A) Certification from licensed physician stating t{rat immunization would endanger child's lifie:

b<empt from following immunizations:

_DTaP/DT TdapftD Pertussis only Polio *MMR 
-HepA -HepB 

Hib

-PCV -Varicella 
Other

t] (B) ily child is exempt under the law from immunizations. As the Parcnt or Legal Guardian, I state
Urai f ail an adhelent oi a religious denomination whose teactrings arc opposed to immunizations.
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Child Healttr Assessment

The Child Heakh Assessment form is to be completed and signed by a nurse approved by KDttE to perform Child Health
Assessments or a Ucensed Physician. If a Physician Assistant (PA) completes the Chitd Health Assessment, the signature .
of the Ucensed Physician authorizing the PA is to be included at the bottom of this form.

A Child Health Assessment, recoded on a KDHE Fonn or other acceptable Forms mentioned below, is required for all
$ildren including chiHren of the provider or staff in Ucensed Day Care Hornes, Group Day Care Homes, CnnO Ore
Centers and Preschools. A lGn-Be-Heafthy Assssment form is a KDHE Form and is acceptable, a physician Health
Assessment Form is acceptable, and a School Health Assessment Form is acceptable for scfroollage children or youth.
The Health Assessment torm used should be attached to the KDHE Medical Reord Form (CCL. 0r9).

Child's ilalne ,., , - "First lnst
Date of Birth

Health history and medical information pertinent to routine child care and emergerrcie
(describe, if any):

n None

Do you see this child for regular
health supervision:

n Yes n No
Allergies to food or medicine (describe, if any):

fl None

List cunent medications (if any):

fJ None

l€ffi/Heishts Iil/CU o/olLE Weishts IB/KG q/oILE

@lEmnftdidt { ffIlormal trf *bnormal - Commants

Head/Ears/Eye9Noqfi hroat

Tee#r

C-ardio/Respintory

AUdomen/CI

GenihlialBreasts

bfi ernitiesf oinWBadVChst

Skin/Lymph Nodes

Neurologk & Developmenbl

Scrs*ngTects s3r€e$ing.De noh lleseif R€sutts are Perding orAbnormal
Lead

Anemia (HGB/HCI)

Urinatysis (UA)

Hearing

Msion

Heahh koblems or Special Needs, Recommended Treatment/Medica

E None

signaure of Licensed Physician or Nurse approred for child neattn nssessments Date

Print the l,lame of the IndMdual Signing 16ove Phone Number

Addrcss City Zip Code
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Kansas Department of Health and Environment
Bureau of Family Health
1000 SW Jackson, Suite 200
Topeka, KS 666'12-1274
Child Care Program: (785) 296 -1270 Fax: 1785) 5594244
Website: www. kdheks. gov/kidsnet

,- riii.'!i.r,.ii.:

IVrnsas
Y;llh'i;lkl*

AUTHORTZATION FOR EMERGENCY IIEDICAL CARE

Written permission for emergency medical treatment must be on file at the facility. Consult with the local emergency medical
facilityto be sure this form is acceptable. Reference K.A.R. 284-127(bXlXA). School Age Programs reference *.1i. ZA+.
582(e)(2).

is (are) representative(s) of the above-named facility to give consent for any and all necessary emergency medical care for my chitd or
youth{child'sfirstandtastname)wtilechildoryouthisinthefacility,scustody

MI\,!/DDfYYYY

E Yes E ltlo

between 0812612024 sn6 until no longer in our care
MM/DD/YYYY

ls child covered by health insurance?

ff yes, conplete the,fatlqrir'rg:
Heatth lnsurance Poliry Name Policy Number
Medical Assistance Program Card Number

Military MedicalCare l.E. Number

lf known, date of last Tetanui inoculation:
MIVUDD/YYYY

List any known allergies or other information about the medical conditions of this child or youth pertinent in case of emergency:

Signature of Parent or Guardian Date Signed

Name of facility exactly as stated on the license.

Poineer Prescfrool Child Care Center

License #

0015266-018

toParent,sorGuardian,ssignatureifrequiredbythelocalh

The Medical Record/Assessment Form (Or Health Status History form for School Age Programs) and the authorization for
Emergency Medical Gare must be taken to the emergency room. Both forms must also be in a vehicte when the child or youth is
transported by the facility.,{"-

'{,
n

t{@dt*tiqn o{Patwfs or qt@q_rs.sEo*rq
State of Kansas
County of

Signed or attested before me on

(Seal, if any.)

by

MM/DD/YYYY Name of Person

Signature of notarial officer

Title (and Rank)

My appointrnent exprires:


