
 
Dearcroft Montessori School 

1167 Lakeshore Road EastôOakville, ONô L6J 1L3 
Tel:  905-844-2114  Email:  info@dearcroft-montessori.com            Web:  www.dearcroft-montessori.com 

________________________________________________________________________________________________________ 
 
 

TODDLER/ CASA APPLICATION FORM 
 
Student:  _____________________________________________________________________________________ 
  First     Last 
 
Address:  _________________________________________________________City:  ______________________ 
 
Province:  ____________     Postal Code:  __________________  Primary Tel: ___________________________ 
 
Birth Date: (day) ________(month) ________(year) _________  Gender: _____________________ 
 
PROGRAM: 
 

_____  Toddler 
_____  Half Day 
_____  Full Day 
*Before and after care not provided at 
toddler level 

_____  Casa 
_____  Half Day 
_____  Full Day 
*Casa students must be fully toilet 
trained to begin school 

Casa Before/After School Care 
_____  Before care 
_____  After care 
_____  Both (before & after care) 
 

 
PARENT/GUARDIAN #1    PARENT/GUARDIAN #2  
 
Name: _____________________________________  Name: _____________________________________ 
 
Home Address:______________________________ Home Address:_____________________________ 
 
Home Tel:__________________________________  Home Tel: _________________________________ 
 
Bus Address: _______________________________  Bus Address: _______________________________ 
 
Bus Tel: ___________________________________  Bus Tel: ___________________________________ 
 
Cell:  ______________________________________  Cell:_______________________________________ 
 
Email:  ____________________________________  Email:  ____________________________________ 
 
Emergency Name & Telephone (to call if parents cannot be reached, when child is ill and must be taken 
home):_______________________________________________________________________________________ 
 
Siblings (names and birth dates):  ________________________________________________________________ 
 
School siblings attend: _________________________________________________________________________ 
 
Student’s first language: ___________________________  Additional languages: _______________________ 
 
 
 
 
 



Student Medical Information: 
 
Family Doctor:________________________________________________________________________________ 
 
Address: _______________________________________Tel No: _______________________________________ 
 
 
Medical History or Conditions (health issues/concerns, communicable diseases or regluar medications): 
 
 
 
 
Specialist Services or Assessments & Diagnosis (if applicable): 
 
� Psycho-Educational  
� Occupational Therapy  
� Speech or Language Therapy 
� Other   
 
Please list details:_____________________________________________________________________________ 
 
 
 
Please list special dietary restrictions, allergeis or restrictions to physical activity: 
 
 
 
 
 
 
I confirm that all information provided is complete and accurate: _______ (initial) 
 
 
__________________________________________  __________________________________________ 
Parent /Guardian Signature    Parent/Guardian Signature 
 
 
Date:  ____________________________________  Date: ______________________________ 
 
 
 
 
 
 
 
_____________________________________________________________________________________________ 
 
For Administration use only: 
Date of Admission _________________________  Date of Discharge: __________________________ 


