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Geri Allcorn- Director/Owner

913-338-4282
www. ni onee rpresehool=com

1110O College Boulevard
Overland Park, KS 66210

The time for enrottment for the 2026-2027 schoot year has arrived. To give our currentty enrotted
famities priority we are opening enrottment now through February S, 2026. Enro1tment forms witt be
accepted in the order in which they are received. Pt€ase make sure to indicate your preference of
ctass days and time as these witt be honored as space atlows. After February s enrottment witt
be open to the generaI pubtic.

To enrott your chitd for next year, ptease submit the attached enrottment forms and your non-
refundable $125.00 registration fee. lf your chitd currentty attends Pioneer preschoot LLC, ail.
Kansasrequiredheatthformsareonfitewithus. Pteasecontacttheofficeifyouhavequestions
about enroltment-

3 YEAR OtD PRESCHOOT CTASSES
Mondoy ond Wednesdoy Ofi Tuesdoy ond Thursdoy AM closses- 9:00-ll:30 AM $190.00 per month

KTNpERCARTEN REApTNES$ CLASSES (4 ANp 5 YEAR Orp CHTLpREN)
Mondoy, Wednesdoy ond Fridoy AM closs- 9:00-ll:30
Tuesdoy, Wednesdqy ond Thursdoy pM Closs- 12:,15-2.45

$215.00 per month

$215.00 per month

TRANSITIONAT KTNDERGARTEN CLASSES (5 YEAR OLp CH|LpREN)
Mondoy, Tuesdoy, Thursdoy ond Fridoy AM closs- g:00-ll:30 g260.00 per month

Extended day

We offer an extended day session in the morning or afternoon for an additionat fee of $B0.OO per
month for one extended day per week. Chil.dren can enrott in more than one extended day per week
if space is avaitabl.e. Chitdren enroLted in a morning preschool ctass wil.l. extend their day until.2:30
PM. Morning extended day ctasses witt begin at g:30 AM for those enrotted in an afternoon
preschoot c[ass. Please mark your preference on the enroltment form if you are interested in
enrotl.ing your child in the extended day(s) session.

Fees and Tuition

A non-refundabl.e registration fee of $125.00 must be submitted with your enrottment forms. One
month's tuition is due by juty 24,2026. You may inctude this amount with your enrottment forms, or
an emait reminder witt be sent at a later date. Att enrollment forms and payments can be returned
in person or mailed to Pioneer Preschoot LLC.
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We are looking forword to another greot sch ool yeor.



Pr{lilrtx
pRISSHS{}I,LtS

Last

Birthday: 

-l-l
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State: Zip:

Date application received

Date registration fee Paid

Check# Cash

Teacher Class

Circle One: Male Female

Geri Allcorn- Director/Owner
913-3384282
www. p i onee.rpres c h oo l*cq m

1 1 1 00 College Boulevardotl
Overland Park, KS 66210

PLEASE PRINT

Name:
First

Prefered Name:

Middle

Home Address: City:

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

Mother's address (if different):

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).

Father'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 chitd has had (Sunday school, preschool, sports activities etc.):

d,

4
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School district your child will be attending:

ls your child: Right handed: Left handed:_----

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

lf yes, please give details:

Does your child have allergies?

{r

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:

AUTHORIZATIONS:

Emergency contacts
person(s) other than parent that we can contact in case of illness/emergency if parents are unavailable-

Trcernergency eontacb ane requ#ed

Name/Relationship: Cell Number:

Gell Number:Name/RelationshiP:

Person(s) authorized to pick uP your child from school
(child willonly be released to those tisted with proper lD)

Name/Relationship:

Name/Relationship:

Name/RelationshiP:

Cell Number:

Cell Number:

Cell Number.

+
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CIass preference: Please indicate your 1st and 2nd choices

Kindergarten Readiness Program 3 Year old preschool
' 4 and 5 year old children

MA/V/F AM
TA/ViTH PM

Transitional Kindergarten
5 year old children

M/T/THtr AM

Extended Day(s) list day(s)

Page 3 Ghild's Narre:

3 years old children
MA/V AM
T/TH AM

Please read, initial and sign:

I understand that the non refundable registration fee of $125.00 is due with this application and my

application will not be processed until the registration fee is paid unless prior arrangements have been

made with the director.

I understand that one month's tuition is due by July 24,2026 THIS TUITION WILL BE APPLIED TO

MAY 2027.

I understand that the tuition rate is figured over a nine month period and that there are no deductions for

absences, vacation time or inclement weather days. This includes extended day tuition.

I understand that I must give a 30 day written notice to withdraw my child from Pioneer Preschool.

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

1. Kansas Authorization for Emergency Medical Care

2. Kansas Medical record forms including: (1) medical record completed and signed by parent, (2) history of
immunizations and (3) child's health assessment completed and signed by your child's physician.

ALL FORMS IIIUST BE ON FILE BEFORE MY CHILD CAN ATTEND PIONEER PRESCHOOL

These forms can be picked up at the preschool office or they are available on the preschool website.

Parent Signature: Date:

Admission policy of Pioneer Preschool LLC shall be nondiscriminatory in regard to race, color, religion, national origin, ancestry, physical

handicap or sex, in accordance with Kansas civil rights statute K.E.A 44-1009

.*
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Child Care Licensing Program
Curtis State Office Building
Kansas Department of Health and Environment
1000 SW Jacksen, Suite 200
Topeka, KS 66612-1274
Phone: 785-296-127A I Fax 785-559-4244
Email: kdhe.cclr@ks.qov I kdhe.ks.oovlChildCqr9licensino

Medical Record.
Medical History

In accordance with K.A.R. ZB-4-LL7 and K.A.R. 28-4-430, a completed medical record shall be on file for all children in

care. For a Family Child Care Home, children under 10 years of age and all children living in the home under 16 years of

age, a medical record shall be completed. The Medical Record shall include a Medical History including current

Immunizations and a CfinO Health Assessment. The Medical Rbcord is transferable when the child moves to another

licensed child care facilitY.

Child's First Day in Child Care Name of Child Care FacilitY

Child's Name Date of Birth Gender

First Last

ParenUGuardian lnformation

M/F

Name Name

Home Address Home Address

Street

Home/Cell Phone Number

City Zip Code City Zip Code

Work Phone Number Work Phone Number

E-mailAddressE-mailAddress

Best way to contact Best way to contact

Child's Physician Phone Number

Hospital Preference (for emergencies) :

Known allergies or medical conditions:

Major changes at home that
might affect your child in care:

MM/DD/YYYY

ParenUGuardian lnformation

Street

Home/Cell Phone Number

pensons authorized to pich up the child or to notify in case of emergency (other than the parents):

Name Name

Address Address

Phone Number Phone Number

Additional information or special
instructions that will helP the
person caring for your child:

Parent/Guardian Signature: Date:

Date of annual review:

Date of annual review:

Date of annual review:

Date of annual review:

ParentlGuardian Initials:

Parent/Guardian Initials:

Parent/Guardian Initials:

ParenVGuardian Initials:

Provider Initials:

Provider Initials:

Provider Initials:

Provider Initials:
.d.

?.
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Medical Record:

Medical History Cont. - lmmunizations

Required for all children in child care facilities, including the provider's own children. A Kansas Certificate of lmmunizations

. (KCl) may be substituted for this form and attached to the completed Medical Record'

child's Name: Date of Birth:
First Last

Section l. For a recommended schedule of immunizations, refer to the current schedule published by the Advisory

Committee on Immunization Practices ACIP

'Section 
tl.

Complete this section only if your child is exempted from the law requiring irnmunizations [K.S.A. 65-508(9)].

Section lll.

ParenUGuardian Signature: Date;

MM/DD/TYYY

q.

\I

Record the and Year that each Dose of Vaccine was

Hx of Disease: Date of

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

as required:

I (A) Certification from licensed physician stating that immunization would endanger child's life:

Exempt from following immunizations:

I lHio I lt., I lv","icetn I lot",(describe):

orio l-l *** l-l H"p n I-l H"p s

Physician's Signature (required) : Date:

n (B) My child is exempt under the law from immunizations. As the Parent or Legal Guardian, I state that I am an

adherent of a religious denomination whose teachings are opposed to immunizations.
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Child Care Licensing Program
Curtis State Office Building
Kansas Department of Health and Environment
1000 SW Jaekson, Suite 200
Topeka, KS 66612-1274
Phone: 785-296-1270 | Fax 785-5594244
Email: kdhe.cclr@ks.gov I kdhe.ks.gov/Childcare Licensing

a

-a7 {'ij}:':
l\ansas

Dspartment of Health
and Environment

Medical Record:
Child Health Assessment

The child Health Assessment form is to be completed and signed by a nurse approved to perform health assessments,

a licensed physician, or physician's assistant (pn). ffre frqlln assessment shall be conducted not more than 12

*""inr b;6; and ndlaieithan 60 calendar days after enrtllment at the child care facility.

A Child Health Assessment, recorded on a KDHE Form or other acceptable Forms mentioned below, is required for all

children including children of the provider or staff in Family child Care Homes, Child care centers, and Preschools' A

Kan-Be-Healthy Assessment Form is a KDHE Form and ii acceptable, a Physician Health Assessment Form is

acceptable, and a School Health Assessment Form is acceptable for school-age children or youth'

Child's Name Date of Birth-

Do you see this child for regular

health supervision:

trYes ENo

n pertinent to routine child care and emergencies

{describe, if any):

I None

Allergies to food or medicine (describe'

fl None

List cunent medications (if anY):

LenqthlHeiqht IN/CM %lLE Weiqht: LB/KG ohlLE

Physical Examination { lf Normal lf Abnormal - Comments

Head/Ears/Eyes/Nose/Throat

Teeth

CardiolRespiratory

Abdomen/Gl

Genitaliar/Breasts

ExtremitiesiJoints/BacUChest

Skin/Lymph Nodes

Neurologic & DeveloPmental

Screening Tests Screening Date Note Here if Results are Pending or Abnormal

Lead

Anemia (HGB/HCT)

Urinalysis (UA)

t{"r*S 
I

I

I

Healtfr Problems or Special Needs, Recommended Treatmenl

I None

/Medicatons/Special Care (Attach additional pages if necessary)

rse approved for Child Health Assessment Date

Phone Number

Address City Zip Code
r{

vj"l
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Curtis State Office Building
Kansas Department of Health and Environment

1000 SW Jackson, Suite 200
Topeka, KS 66;812-1274
Fhone. 755-?96-1270 | Fax 785-559-4244

Email: kdhe.cctr@ks'gov I kdhe"ks'gov/ChildCaret-icensing

Authorization for Emergeney Medieal Care

ANSAS
i)eparhnent o{ Healih

on fiie at the tacility. ConsuNt with the local

i.*fun*n "* 
K.A. R. 28-4-1 2v tbx 1 XA)' School AgeWritten perrnisslon for ernengency nned^icaltreatrnent must be

***igJ;"v medicalfacility to ue 1t{^e.this 
form is acceptable'

Progrirns ieference K.A. R' 2$-4-582te)tZ)'

and Environment

{caregiver/sfaff} who

Lieense #
0015266-02',!Narne of faeititfixictly as stated on the lieense

P|ONEER PRESCI{OOL CI-{I[.D CAHE CENTER

t authorize and aii necessary emerEency n ledicai

icfr#d's firsi and lasf narnei whileislare representaiiveis) of the

care for rnY child or Youth

child cr yot-lth is isr the facility's custody between 08t2512a26 and Untit no longe!! i!i!919

I\ilhfliDDIIYYY MM/DDryYY'Y

Lisi any known ailergies or oihe:" infannation abeut the

emergency:

rnedicai conditions of this child or youth pertinent in case of

Signature of Farent or Guardian

The Medical Recorcl/Assessment Forrn {or l-iealth Status History form for schooi AEe FroEr"ams) and ihe authorization for

Emengency Medicar care rnust be taken to tne emergun*y ,.oo*. boin tor*. must arsc be in L vehicle when tire child or youih

is off prenrised frorn the.facility'

.i'
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