
 
 

            
 
 

 
Enrollment Form 
PLEASE PRINT 

 
Child’s Name: ______________________________________________________________________________  
 
Preferred Name: _______________________________________ Child’s Birth Date: ______________________
  
 
 
 
Preschool Summer Camp: 
Hours of care: M-F 9:00 a.m. to 12:00 p.m.  
 
Cost:  $1,400.00 – 4 Weeks  
           $1,050.00 – 3 Weeks 
           $700.00 - 2 Weeks 
           $350.00 - 1 week 
 
Age: First Press. Rising Juniors (3 by June,1 ), Seniors and  
& Graduating Seniors  
The camp is limited to 16 children per week.    
 
 
Parent Name _______________________________________________ Cell # ___________________________ 
 
 
Emergency Contact_________________________________________ Cell # ___________________________ 
 
 
                           
Please list ALLERGIES, Special Medical or Dietary Needs, other Health Issues or Areas of Concern: 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 
 
Are there any special needs or concerns?  
 

____________________________________________________________________________________________ 

__________________________________________________________________________ 
 
 
Please attach payment to secure your child’s spot. 
 
 
___________________________________________________________________________________________ 
Parent/Legal Guardian’s Signature      Date 
 
 
*Payments are non-refundable and non-transferable 

SUMMER CAMP 2026 

  

 
First Presbyterian Preschool 

2050 Oak Street 
Sarasota, FL 34237 

(941) 366-2000 
preschool@firstpressarasota.org 

 

___ Week 1 (June 1 - 5) 

 

 ___ Week 2 (June 8 - 12) 

 

   ___ Week 3 (June 15 - 19) 

 

     ___ Week 4 (June 22 - 26) 
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