Child's Personal Data Sheet

1. Name DOB
Father's Name Mother's Name

Home Address

City State ZIp Phone
Father's Employer Work Phone Work Hours
Mother's Employer Wark Phone Work Hours
Date enrclled in center. Date withdrawn from Center

Name of Center Clock hours in Care
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2. Emergency Contact Information
Name of person to call if parents cannot be reached

Relationship Telephone
Address City State ZIP
Is this person authorized to take the child from the center?

List all other adults who are anthorized to take the child from the center:

MName Relanonship Name Relationship Name ielationship

Address Address Address

City atate LIP City State L1P City atate  ZIP

Telephone £ Telephone Teinmh-::-n:
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3 Medical Information

Chuld’s Physician or emergency treatment facility

Address___ City State, Phore
Fatber

1 Moter (CROSS OUT WORDS THAT DO NOT APPLY) of
Cruardian

TR do hereby give my consent to the Durectar of the Child Care Facility, or his
duly representatrve, Jor 53;—\'-{ child to receive medicai or surgical aid as may be deemed necessary and expedient by a duly
hieensed or recognired pinvsicien or surgeon in case of an emergency when the parents cannot b reached. Consent s also
given for the Directer or his duly appointed representative to transport said child for emergency medical tr=atment, if the
parents cannot be reached, ;

Signed Date Witness Date
Pglof2




I hereby give / do not give ____ the Director of the Child Care Facility or his appointed representative
permission to give acetaminophen. I understand [ will be notifizd
(Child"s Mame)

that the medication has heen administered

Signature Date

N NSNS WP R AT R T ST R RN B G 2 A i g 0 S B PR B0 I I 0 N S A R AP R B P R 0
-
4. Immunizations: Pleasc provide a copy of vour Child's Immunization Record.

Verified by Health Depariment Recoru Phwvsician's Record Other
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3. Disease History: List the dates of each:

Measzles umps German Measles_ Chicken Pox Whooping Cough
Contracted Tuberculous: Yes Mo, Frequent Ear infections  Yes i Ma X
Frequent Throat infection  Yes /No Defective Heart Yes /MNo_

Other C ~nditions or Commants
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6 Child's developmental needs:
Physical or emotional probiems the child might have:
Child's special food needs: Formula_ = Diabeticdiet Allergies
Specinl problems: Medications
Allergies Temper Tantrums ____ Diabetes Frequent colds Biting
Sun Sensitivity Setmes Fainting Spzlls — Bed wetting____ Firis - R ey
Requires help in: Dressing  Undressing__ Toileting Fating Washinghands____
Is Child toilet trained? Yes No Words used in toileting
Favorite: (;ames Tovs Foomds
Siblings? Yes N Name(s) of siblings: L
Type of child care used befure =

Other wseful information__ PR i
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1. 1, the parent/guardian of this child, understand that § may ask for a conference with the caregiver(s) as

needed.
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Additional eamments:




