His Kids Child Care & Pre-school 
       Emergency/ Medical Information Form
	
Check one:

___Infant   ___Toddler  ___3/4 Pre-K   ___4/5 Pre-K   ___School Age

 ____________________________________________________D.O.B. _____/_____/_____
Child’s Full Name							month     day      year

______________________________________________________________________________
Home Address		City		State/Zip		Home Phone

 _____________________________________________________________________________
Parent/Guardian		          Work Phone         	          Cell/Home Phone

 ______________________________________________________________________________
Parent/Guardian		           Work Phone	          Cell/Home Phone

 Person(s) authorized to pick up and care for your child in the event you can not be reached.    

1. ____________________________________________________________________________________
 Name		Full Address		Relationship		Work Phone	       Cell/Home

2.____________________________________________________________________________________
Name		Full Address		Relationship		Work Phone	       Cell/Home

Person(s) Not authorized to pick up your child: (if parent, a copy of the court order must be on file) 

_____________________________________________ /_______________________________________
Name 						      Relationship to child


MEDICAL INFORMATION
Any known allergies- please list ___________________________________________________
Is child on any long time medication (  )Yes  (  ) No  List medication_______________________
Medication to avoid_____________________________________________________________

_____________________________________________________________________________ 
Doctor’s Name                     Full Address                                            Phone
_____________________________________________________________________________
Dentist’s Name                     Full Address                                             Phone	
_____________________________________________________________________________________
Hospital                                 Full Address                                             Phone
____________________________________________________________________________________
Insurance Provider              Policy #                                                      Phone

Is understood that in some medical situation, the staff will need to contact the local emergency resource before the parent, child physician and or/ other adult acting on the parents behalf.  I give His Kids Child Care Center to take what ever emergency measures as judged necessary for the care and protection of my child while under the supervision of the center.  If local emergency resource  feel it necessary, the child will be transported to an appropriated medical facility for treatment, at the expense of the parent(s).   

__________________________________________________________/___________________________
Parent /Guardian Signature                                                                          Date	
