
 
 
         Office Use Only:            LEILA DAY NURSERIES, INC.           Office Use Only: 

     100 Cold Spring Street, New Haven, Connecticut 06511   
    Parent Tour Date:  __________          Telephone: (203)624-1374  Fax: (203)624-9489       App. Rec’d:  ___________   
                 E-mail:  office@leiladay.com      

Child Visit Date:  ___________         Age in Sept:  ___________ 
APPLICATION FORM 

          Date ____________________________ 
 
CHILD’S NAME                                     Gender _____________ Birthdate _________________ 
Parent/Guardian ____________________________________ Parent/Guardian ________________________________________  
Street Address  _____________________________________Street Address  __________________________________________  
City, State, Zip _____________________________________ City, State, Zip __________________________________________ 
Home Phone _______________________________________Home Phone ____________________________________________ 
E-mail address _____________________________________ E-mail address ___________________________________________ 
Employer _________________________________________ Employer _______________________________________________ 
Position ___________________________________________    Position ______________________________________________ 
Area of study (if applicable)___________________________  Area of study (if applicable)________________________________ 
Business Phone _____________________________________ Business Phone __________________________________________ 
Hours of Work _____________________________________  Hours of Work ___________________________________________ 
Names and birth dates of other children __________________________________________________________________________ 
__________________________________________________________________________________________________________ 
For which program are you applying? 

Full-day 3’s/4’s             ______    Morning Program 3’s/4’s  
  Full-day Kindergarten     ______    2 mornings ______   T/Th 
  After-school Program      ______  Grade in Sept______ 3 mornings ______   M/W/F 
         5 mornings ______   M thru F 
              (Priority given for 5 Mornings)  
When would you like to start? _________________________________________________________________________________  
What hours would your child attend? ____________________________________________________________________________  
For how many months is care needed?     12 months ______________________ 10 Months (Sept. – June) _____________________ 
 
Has your child had any group experience? ________________________________________________________________________  
Name of Program _______________________________________________  Dates of attendance ___________________________ 
Child’s present child care provider (s) ______________________________________________ Phone _______________________ 
 
Please tell us a little bit about your child, including any aspect of your child’s physical or emotional development which it would be 
helpful for us to know. _________________________________________________________________________________________  
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________  
 
How did you hear about Leila Day? ______________________________________________________________________________  
Reasons for choosing Leila Day?_________________________________________________________________________________  
 
As part of our admissions process, we will be contacting and/or visiting previous providers as a way of getting to know your child 
better.  Please sign below to give your permission for such phone calls and visits. 
 
Signed __________________________________________________________   Date ______________________________________  
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Enrollment/Application Form Revised 4/1/10 

 



 
 

FINANCIAL INFORMATION UPDATE 
LEILA DAY NURSERIES, INC. 

 
INCOME AND MARITAL STATUS INFORMATION 

 
 
In the Full Day and After-School Programs Leila Day’s fees are determined according to a sliding fee scale based on gross family 
income and family size.  For this reason, we ask that parents applying for those programs provide the following information: 
 
CHILD’S NAME___________________________________________________              SCHOOL YEAR:     2010 - 2011 
 
     Marital 
Parent/Guardian ______________________ status_____________________  Salary Amount  _______________  
 
     Marital 
Parent/Guardian ______________________ status_____________________  Salary Amount  _______________  
 
All other income (include child support payments, interest, dividends, 
capital gains, student loans, fellowships,  foreign income, etc.   Other Income Amount  ________________  
 
 
       TOTAL GROSS FAMILY INCOME ________________  

 
NOTE:  If you are applying for reduced tuition based on Leila Day’s sliding fee scale, 

 the first page of your most recent IRS tax return must be submitted when you return this form.   
If not, your contract will be written at the highest tier of the Leila Day sliding fee scale,  

and could affect your child’s acceptance into the school. 
 
 
Do you foresee any changes in your income during the year for which you are applying?     YES_________    NO___________  
 
Person(s) responsible for tuition payments____________________________________________________________________   
 
Number of children in family______________ 
 
 
I give Leila Day Nursery permission to verify the above income information.  I certify that the above information is true and 
complete to the best of my knowledge. 
 
 
Signed_______________________________________________________________Date_______________________________  
 
 
Signed_______________________________________________________________Date_______________________________  
  
 
_________________________________________________________________________________________ 

 For Office Use Only 
 

           STEP _______________ 
 
Gross Family Income___________________  Verified______________    CONTRACT AMT     _______________ 
 
          
Adjusted Income ______________________  Fee ___________________  DEPOSIT        _______________ 
 
   


