
 Check f there are no emergency contacts ava ab e, other than parents
 Check f there are no persons author zed to p ck up the ch d, other than parents

☐ Check if there are no out of area/state contacts available. 

Home treet Address __________________________________________________________ Phone # _____________________
C ty _____________________________________________ tate ______________________________ Z p _______________
Parent’s/Guard an’s Name _______________________________________________ Phone # ___________________________
Emp oyer ______________________________________________________________ Work Phone # ______________________
Parent's/Guard an’s Name ________________________________________________ Phone # ___________________________
Emp oyer ______________________________________________________________ Work Phone # ______________________
Eme gen y Conta ts (Othe  than Pa ents) and Pe sons Autho i ed to Pi k -Up the Child
(Un ess there s a court order proh b t ng t, parents whose names are not sted can p ck up the r ch dren ) 

Name Relationship to Child Add ess Phone #

(If ava ab e)
Out o  A ea/State Conta t Name Relationship to Child Add ess Phone #

In case of an emergency or a ser ous ness and the parents cannot be reached mmed ate y, I hereby author ze the prov der 
to       obta n emergency med ca  care and/or prov de emergency med ca  transportat on for my 

ch d ______________________________________________________________________ ______/______/___________
Name of Parent/Guard an Date

  On e d Tr ps (w th wr tten perm ss on n advance)  Other: _____________________________ 
I hereby g ve the prov der perm ss on to transport my ch d n the prov der’s veh c e for the fo ow ng (opt ona ): 

_____________________________________________________________________ ______/______/___________
Name of Parent/Guard an Date

This o m must be eviewed annually by the pa ent/gua dian, and any hanges noted. 
Parent/Guard an Name: 

Rev ewed and/or update: ______/______/______ __________________________________________________ 
Rev ewed and/or update: ______/______/______ __________________________________________________ 
Rev ewed and/or update: ______/______/______ __________________________________________________ 

Child Admission Agreement 

Name o  Child Ni kname Bi th Date Se  En ollment Date
month/day/year (check one) (check the box

f no onger enro ed)

___/____ /____ ____ M ____ ___/____ /_____ 

___/____ /____ ____ M ____ ___/____ /_____ 

___/____ /____ ____ M ____ ___/____ /_____ 

 



Child Health Assessment

There must be a separate health assessment form for each sibling.

Name of Child ____________________________________________________________     Birth Date _____/______/___________ 

List any additional health information or special instructions you feel we need to be aware 
of: 

___________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

List any regular medications your child takes: _____________________________________________________________________ 

Name of Child’s Medical Provider: ______________________________________________________________________________ 

____________________________________________________________________ _________/______/___________
Parent/Guard an Name Date 

Th s form must be comp eted for each individual ch d enro ed, and must be rev ewed annua y by the parent/guard an, and any 
    changes noted

Parent/Guardian Name:

Reviewed and/or update: ______/______/______ __________________________________________________ 

Reviewed and/or update: ______/______/______ __________________________________________________ 

Reviewed and/or update: ______/______/______ __________________________________________________ 

 

Che k All That Apply:
Does your ch d have any known a erg es or sens t v t es to? 

No Yes If yes, p ease st:
Med cat ons   ______________________________________________________________________ 
oods   ________________________________________________________________________ 

Other   ________________________________________________________________________ 

Illnesses o  Medi al Conditions:
Does your ch d have any of the fo ow ng cond t ons?

No Yes No Yes
Asthma   V sua  Impa rment  
D abetes   Deve opmenta  De ays  
e zures   Phys ca  Impa rment  

Heart Prob ems   Behav ora  or Emot ona  Prob ems  
Hear ng Impa rment   Other:________________________________________________________ 

 

 


