STAYE CF CALIFORMNIA

HEAITH AND HUMAN SERVICES AGENCY

IDENTIFICATION AND EMERGENCY INFORMATION
CHILD CARE CENTERS/FAMILY CHILD CARE HOMES

To Be Completed by Parent or Authorized Representative

CAUFCRNIA DEFARTMENT CF SOCIAL SERVICES

COMMUNITY CARE LICENSING DIVISION

CHILD'S NAME 1AST MIDDLE S TELEPHONE
{ )
ADDRESS NUMBER STREET oY STATE ZIP EIRTHDATE
FATHER' S/IGUARDIAN SIFATHERTS DOMESTIC PARTNERS NAME | LAST MIDDLE ARST BUSINESS TELEPHONE
{ )
HOME ADDRESS NUMBER STREET oY STATE zP HOME TELERHONE
{ )
MOTHER SIGUARDIAN' S/MOTHER'S DOMESTIC PARTNERS NANE  LAST MIDDLE FIRST BUSINESS TELEPHONE
~ { )
HOME ADDRESS NUMBER STREET oY STATE o HOME TELEPHONE
{ }
PERSON RESPONSIHLE FOR GHILD LAST NAME MIDDLE ARST HOME TELEPHONE BUSINESS TELEPHONE
: { ) { )
ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY
NAME ADDRESS TELEPHONE RELATIONSHIP
PHYSICIAN OR DENTISTTO BE CALLED IN AN EMERGENCY
PHYSCIAN - ADDRESS VAEDICAL FLAN AND NUMBER TELEPHONE
{ )
DENTIST ADDRESS . MEDICAL PLAN AND NUMBER TELEPHONE
¢ )

{F PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAREN?

- [ caur muzmemvov osemay.

DUTHE?EXPLAN:

NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY
(CHILDWILL NOT BE AULOWED TO LEAVE WiTH ANY OTHER PERSON WITHOUT WRITTEN AUTHORIZATION FEOM FPARENT OR AUTHORIZED REPRESENTATIVE)

NAME

-RELATIONSHIP

TIME CHILD WL BECUIED FOR

SIGNATURE OF PARENT/GUARDIAN OR AUTHORIZED REPRESENTATIVE

DATE

1O BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FANILY CHILD CARE HOM

DATE OF ADMISSION

DRTELEFT

ES LICENSEE

LIC700 (S8} {CONFIDENTIAL)



