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Mount Sopris Montessori School                                                          
879 Euclid Avenue

Carbondale, CO 81623

970.963.3506 fax 970.704.0196

www.mtsoprismontessori.org
Enrollment Application

Child’s Name__________________________________ Date of Birth          /        /          
First         

Middle          
  Last
Child’s Address                                                                                              ___________ Name child prefers to be called ______________________________________________  Male __  Female __
Race______________         Primary Language_______________
Parents/Guardians


Mother ________________________________________

Mailing _____________________________________ Home _______________             

Address _____________________________________ Cell ________________ 

Employer ____________________________________Work________________
 
Work Address ________________________________                      

Email     _____________________________________

Father    ____________________________________

Mailing _____________________________________ Home________________    


Address ____________________________________  Cell _________________  


Employer ____________________________________Work________________

Work Address_________________________________ 
  
Email     _____________________________________
Email for Monthly Invoices: ________________________________________________

Tuition Invoices will be sent out monthly via email
Are Parents: Married____ Single____ Divorced____ Widowed____

If divorced please describe custody arrangements:_______________________________
Family (preferred but optional)
Maternal Grandparents  ____________________________________________

Mailing __________________________________________________________ 


Address __________________________________________________________

Email     __________________________________________________________
Paternal Grandparents  _____________________________________________

Mailing __________________________________________________________

Address __________________________________________________________

Email     __________________________________________________________

Siblings _______________________age/grade ____/___ school _____________
  _______________________age/grade ____/___ school _____________
________________________age/grade ____/___ school _____________
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Schedule Request 

First, please circle the days you would like your child to attend (minimum 2 days/ week) 

 Monday
Tuesday
Wednesday     Thursday 
 Friday

 Next, please circle your choice of daily schedule 

A. AM Group (8:30 – 12:30)    B. Full Day (8:30 – 3:00)    C. PM Group (12:30 -3:00)Preschool only
Extended Day Option

Please circle the day/days you would like your child to attend Extended Day (3:00-5:00) for an additional $20 charge per time.
 Monday
Tuesday
Wednesday        Thursday
Emergency Contacts One should be a local contact who is not a parent
 ___________________________________________________
Yes  or  No



Name





Relationship to child/family
Authorized Person for Pick-Up
________________________________________________________________________

Address





Home Phone

Cell Phone

___________________________________________________
Yes  or  No



Name





Relationship to child/family
Authorized Person for Pick-Up
________________________________________________________________________

Address





Home Phone

Cell Phone

___________________________________________________
Yes  or  No



Name





Relationship to child/family
Authorized Person for Pick-Up
________________________________________________________________________

Address





Home Phone

Cell Phone

Medical
Physician ___________________________________
 Phone ________________
Address ____________________________________
Dentist _____________________________________
 Phone ________________
Address _____________________________________
Allergies:________________________________________________________________
Any Known Health Concerns: ______________________________________________            
Hospital Preference: (In case of emergency)_________________________Phone#_______________    Medical Plan: _______________________ Medical Policy #:_____________________
Signature of Parent/Guardian ___________________________ Date_____/_____/____ 

The Mount Sopris Montessori School admits students of any race, color, nationality, ethnic or religious origin to all the rights, privileges, programs and activities generally accord or made available to students at the school. We do not discriminate on the basis of race, color, nationality, ethnic or religious beliefs in the administration of our educational policies, admission policies, scholarship and loan programs, or other school administered programs.

Application Checklist

_______completed application
______$30 non-refundable application fee
Background information

1. Please describe your child’s experiences staying with other adults and children.

2. Please describe a typical day for your child

3. Is your child nursing or using a bottle?

4. Where and how does your child sleep?

5. If you are a birth parent briefly describe your pregnancy with this child

6. Does you child have allergies? If yes, what symptoms should we look for?

7. How would describe you child’s personality?







