
Enrollment Application 

Print Full Name __ _ _ ___ _ _ ___ Gender __ 

D.O.B _ __ _ _  ____,Age _ __ Grade __ _ _ _  T-shirt Size __

Address __ _ _ ___ _  City _ ___ _  State __ Zip _ _
Parent/Guardian Contact Information 

Parent/Guardian#1 Parent/Guardian#2 

Name 
------------

Name _ _ _ _ _ _ _ _  _ 

Phone __________ _ Phone __________ 

Email ___________ _ Email. _ _ _ _ _ _ _ _ _  _ 

Please list any medical conditions including allergies and those requiring medication(i.e. Diabetic, Astma, Seizure and Allergies.) 

Helping Hands Developmental Learning Academy LLC, will be providing the following: 

• Arts and craft

• Math, Reading & Writing(S.T.E.M)

• Age-based curriculums

• Inside & Outside play motor skills

• Computer time

• Music and Dance
I understand and hereby.as the parent/guardian Helping Hands Deve.lopmental Learning Academy LLC,and affiliates from all liabilities from any accidents that may occur or 

injuries sustained while attending (H.H.D.L.A.) I also authorize any medical assistance that may be required during my absence. 

Signature of Parent/Guardian Date 

Please list any siblings your child has who will also be attending below: Sibling(s) Name(s) Age{s) 

*Please drop the application off at the front desk.
*Please make payment by money order; payable to Helping Hands Dev Lrn Acad LLC.

♦Contact tfrct. 'K & Mr. 'K ♦via Email: hhands772@gmail.com
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