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NEIGHBOURHOOD(/HOUSE

Please complete this fillable form and e-mail it back to:
saras@burnabynh.ca

* Complete one form per child

Type of child care needed:

(O Group child care — under 3 years old: From birth to 36 months)

(O Group child care — 2.5 years old to school age: From 30 months to school age
(Kindergarten)

QO Preschool — 2.5 years old to school age: From 2.5 years (30 months) to school age
(Kindergarten) - Maximum 4hrs per day

(O Group child care — school age (before-and-after school care): From Kindergarten - Grade
7

If you need part-time how many

| need: days do you need?
[] Full-time O 2-days (Tue/Thur)
[] Part-time (does not apply to before-and-after O 3-days (Mon/Wed/Fri)

school care)

Desired start date (mm/dd/yyyy):

Child's Legal Name Child's Birthdate (mm/dd/yyyy)

Parent's Name Phone Number

E-mail address




Does your child require any extra supports to attend child care? (If yes please explain)

Does your child currently attend a BNH child care program? If yes which program?

O No
O Yes

For before-and-after school care what school does your child attend?

For before-and-after school care what grade is your child currently in?

Date submitted (mm/dd/yyyy)
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