Spring Knolls Cooperative Early Learning Center

Co-opping Preference Form

	Child’s name:       
	Class:       

	Parent’s names:       
	

	Phone(s):       
	Phone(s):       

	Email:       
	Email:       


Co-op Status: (Click in one box):  FORMCHECKBOX 
LIMITED      FORMCHECKBOX 
FULL

Please place an x next to the days of the week that you will be available to co-op (the more options the better):

 FORMCHECKBOX 
M           FORMCHECKBOX 
T           FORMCHECKBOX 
W           FORMCHECKBOX 
Th           FORMCHECKBOX 
F

Will you be co-opping in another classroom?      FORMCHECKBOX 
Y      FORMCHECKBOX 
N

If yes, which classroom?                FORMCHECKBOX 
Limited  FORMCHECKBOX 
Full

Additional comments:      
Please list below the name(s) of the person(s) who will be co-opping and their relationship to your child:

Please remember that all co-oppers must fill out the employment medical form, release of information form and attend the fall co-op training:

Name:        Relationship:      
Name:       Relationship:       

Name:       Relationship:      
