
Holiday "W
inter" Day Cam

p Schedule
Dec. 21, 2015-Jan. 8, 2016

Student's 
N

om
e(s)

Birthdote(s)
Parent's Nam

e
Daytim

e Phone #
Em

ail Address

Tuition 
$40 

full/$30 
1/2 

day
*(Please be aware the days you pick are the days

you will be charged for, Thanks)
** 

No 
Refunds**

Full day 7am
-6pm

 Half day 8:30am
-12:30pm

'O
n Field Trip days children M

UST to be here by 9:00*

M
O

N
D

AY
TU

ESD
AY

W
ED

N
ESD

AY
TH

U
R

SD
AY

FR
ID

AY

Please 
write 

your 
Child's 

nam
e 

in 
the 

desired 
day(s) 

then 
return 

with 
the 

full 
tuition 

by 
M

on. 
Dec. 

7, 
2015

Daily Art, M
usic, Science, Baking, Cooking, & G

am
es including the W

ii

Holiday
C

rafts
21-Dec

H
oliday

C
rafts

22-D
ec

H
oliday
Party

23-Dec

H
oliday

C
losed

24-Dec

H
oliday

C
losed

M
erry 

Christm
as!
25-D

ec

28-Dec
29-Dec

New Year's
Party

30-Dec

H
oliday

C
losed

31-Dec

H
oliday

C
losed

Happy New Year!1-Jan

4-Jan

Sports Park
Picnic

5-Jan

Bow
ling

9:30
$7.00

6-Jan
7-Jan

8-Jan

Thank 
you 

for 
sharing 

this 
holiday 

w
ith 

us!
S

ee 
you 

again 
in 

S
pring 

and/or 
S

um
m

er 
2016

Parent Signature
O

ffice Use O
nly: Total am

ount of tuition due $
"Signature Required: Legal Contract & G

iving Perm
ission to Attend W

alking Fields Trip(s)*
C

h
ild 

In
fo 

P
a

c
k

e
t 

R
e

c
e

iv
e

d
: 

Y
e

s 
o

r 
N

o 
C

h
e

c
k 

#
Am

ount $

Sum
m

er 2015



Murrieta Ranch Pre-School & Kindergarten
Identification and Emergency Information

Childs Name
Address

City A State

M or F DOB

Zip Code

Family's Primary Email Address

Indicate a #1 or #2 in left hand box next to parent name, which parent to notify first in case of an Emergency)

Mother's Name

Place of Employment

Last 4 digits SS#

Daytime# ( )

Bus# ( )

Cell/Pgr# ( )

Home# ( )

Daytime# ( )

Bus# ( )

Cell/Pgr # ( )

Home# ( )

Father's Name

Place of Employment

Last 4 digits SS#

*Person to coil in case of emergency or illness if parents can't be reached*
Name Relationship Phone #

( )

I I

rn )

Name

Physician To Be Called In An Emergency
P h o n e # ( )

Address

(*If physician cannot be reached, what action should be taken?*)
Hospital

Other

Parents Signature Date

24850 Lincoln Avenue, Murrieta, CA 92562 (951) 677-0207; Fax (951) 698-9417 mrpsemrgingo13007



Murrieta Ranch Pre-School & Kindergarten
Authorization To Pick Up

Persons Authorized To Take From School

In accordance with the state law we must have on file the names and telephone
numbers of individuals permitted to drop off or pick-up your child from school.
If someone arrives to pick up your child and we have not been introduced or do
not have written permission from you to pick them up we cannot allow your
child to leave with them. We must also ask the person to show us photo
identification.

Thank you for your cooperation.

Names Of Persons Authorized To Take Child From School
PLEASE INCLUDE MOM AND DAD FIRST ON THIS LIST***

Name Relationship Phone #

I do understand that if the name does not appear on this list, and if the
person does not have photo identification my child will not be released from
school.

Parent's Signature Date

OFFICE USE ONLY: Room #:



INLAND VALLEY, LOMA LINDA or
RANCHO SPRINGS REGIONAL MEDICAL

CENTER

C h i l d ' s N a m e D a t e o f b i r t h .

Home address

D a t e o f l a s t t e t a n u s s h o t A l l e r g i e s .

Person responsible for bill

Address

E m p l o y e r _ _ P h o n e ( ) _
Company

Address.

Occupation.

Insurance_
C o m p a n y n a m e P o l i c y h o l d e r P o l i c y #

M e d i c a l # M e d i c a r e #

AUTHORIZATION TO CONSENT TO TREATMENT OF MINOR
Since minors cannot receive emergency treatment without the consent of a parent or guardian, it is
suggested that anyone with children under the age of 18 have treatment authorization forms placed on
fi l e a t t h e h o s p i t a l . ( I ) ( w e ) t h e u n d e r s i g n e d , p a r e n t ( s ) o f ,
a minor, do hereby authorize Murrieta Ranch Pre-School as agents for the undersigned to consent to an
x-ray examination, anes the trie, medical or surgical diagnosis or treatment and hospital care which is
deemed advisable by, and is to be rendered under the general or special supervision of any physician and
surgion licensed under the provisions of the Medicine Practice Act on the medical staff of Indland Valley
Regional Medical Center, whether such diagnosis or treatment is rendered at the office of said physician
or at said hospital.
It is understood that this authorization is given in advance of any specific diagnosis, treatment or
hospital care being required but is given to provide authority and power on the part of my (our)
aforesaid agent(s) in the exercise of his best judgment may deem necessary.

This authorization shall remain in effect until July 10. 2019 unless revoked by written request. One
parent/guardian signature needed.

M o t h e r W i t n e s s

F a t h e r W i t n e s s

L e g a l G u a r d i a n W i t n e s s


