Child’s Emergency Contact Form
PLEASE PRINT ALL DETAILS CLEARLY

Date: ___________________________                                                Email
Childs full name                                                                                    Date of Birth
_____________________________________    ______________________________   __________________________
                             Last Name                                                        First Name                                   Middle Name                             
Mother          Last Name                                                        First Name                                   

Father           Last Name                                                        First Name                                   
Home Address:

_________________________________________________________________________________________________

_____________________                    _______________________        _______________________  
                   City                                     State                                               Zip Code                                        

Cell Phone Mother: Area Code (        )                                            Work Telephone:  ( 
      ) 

Cell Phone Father: Area Code (        )                                             Work Telephone:  ( 
      )


 
Persons authorized to pick up your child , other than parents ( child will be released  to a parent , showing proof thereof, unless a court order is on file )

(1) Name & Relationship ___________________________________________________________________________
Telephone (_______) __________________________ Drivers License # _____________________________

(2) Name & Relationship _______________________________________________________________________
Telephone (_______) __________________________ Drivers License  # _______________________________

Is your child  allergic to anything?   Yes / No  If yes, please list all allergies                                                                     

Is your child taking any medication we should be aware of?  Yes / No   If yes: Please list all medications.


Does your child have  any medical/mobility/mental health concerns of which we should be aware? Yes / No 
If yes, please list medical/mobility/mental health concerns that we should be aware of: ________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

PLEASE PRINT ALL DETAILS CLEARLY

Date: ___________________________                                                Email
Childs full name                                                                                    Date of Birth

_____________________________________    ______________________________   __________________________
                             Last Name                                                        First Name                                   Middle Name                             
Please list the people you would like to be notified in case of emergency only ( These persons will be responsible for getting in touch with you if we are unable. They will not have permission to pick up your child )  

IN CASE OF EMERGENCY CONTACT:

(1) Name & Relationship ___________________________________________________________________________
________________________________________________________________________________________________
                         Street Address                                                        City                                 State                   Zip Code
Telephone (_______) __________________________ Daytime Phone # (_______) ________________________

(2) Name & Relationship ___________________________________________________________________________

________________________________________________________________________________________________
                         Street Address                                                        City                                 State                   Zip Code
Telephone (_______) __________________________ Daytime Phone # (_______) ________________________

The information requested on this card is confidential and for emergency use only.  In the event of a medical emergency, this information will be used by authorized emergency personnel.  Please be honest when completing all pertinent information.

In the case of emergency, I give permission for my information to be released to emergency personnel.  I also agree that any of my emergency contacts listed on this card may be notified in an emergency, as needed.
Signature & Date: _______________________________________ Name: _______________________________
Director Signature
Signature & Date: _______________________________________ Name: _______________________________
Update Director Signature







