NURSERY REGISTRATION FORM 

(Infants to age 2)

Havelock Community Missionary Baptist Church

262 US Highway 70 West    Havelock, North Carolina 28532

252-444-2515

Child’s First Name: ___________________ Middle Name: ___________________ Last Name: ___________________

Child’s First Name: ___________________ Middle Name: ____________________ Last Name: __________________
PreferredName:______________________________Birth Date: _________________________________Age:_______________











Month/Day/Year

Napping Schedule: _________________________ Feeding Schedule: __________________ Bottle: ____________

Food: ____________ Snack: ____________________

Circle One: *Diaper
*Pull-up

*Toilet
*Training
*Trained

Drug Allergies___________________/______________________/________________________/__________________________




(Note: We will not give your child any medication)

Food Allergies__________________/______________________/________________________/___________________________

Special Medical Conditions: _________________________________________________________________________________

Favorite Activity: _________________________________________________________________________________________

Special Concerns__________________________________________________________________________________________

Name of all people authorized to pick up your child from the Nursery:

(1)_______________________________________________ (2) ___________________________________________________

(3)_______________________________________________ (4) ___________________________________________________

FAMILY DATA & EMERGENCY CONTACTS

Father’s Name: ________________________________ Home Phone Number:___________________ Cell:_________________
Mailing Address: ____________________________________________________________________ Zip Code:_____________
Residential Address: _________________________________________________________Subdivision:____________________

Mother’s Name:________________________________HomePhoneNumber:___________________ Cell:__________________
Mailing Address: _____________________________________________________________________ Zip Code: ___________ 

Residential Address: _________________________________________________________Subdivision:____________________

OR

Guardian’s Name: ______________________________ Home Phone Number: ___________________ Cell: ________________

Mailing Address: _______________________________________________________________________ Zip Code:__________

Residential Address: __________________________________________________________ Subdivision: __________________

Medical Authorization

In case of medical emergency and I cannot be reached, I authorize designated Havelock Community Missionary Baptist Church staff to procure and consent to any medical examination, diagnostic test or course of treatment, including hospital care to be rendered to my child by or under the supervision of any duly licensed doctor, dentist, surgeon, or health care provided.

Health Insurance Company and Policy Number: __________________________________________________________________

Signature: _____________________________________________________________________Date:______________________

PLEASE NOTIFY US IMMEDIATELY IF ANY OF THIS INFORMATION CHANGES

