

 [image: image1.jpg]



EMERGENCY INFORMATION

Child Name  ___________________________________________________________________________



Last




First



Middle

Address_______________________________________________________________________________



Street




City


State


ZIP

Birthdate  _____________________  (M)  (F)
 Lives with 
 Mother       Dad       Guardian

 

Month
  Day
Year

Mother information

Name_________________________________________________ Occupation ______________________

Occupation Address _____________________________________Work Phone Nro._________________

Father Information

Name__________________________________________________ Occupation ______________________
Occupation Address ______________________________________Work Phone Nro._________________

Name and phone numbers of and adult we may call if you are not available

Name _______________________________________ Phone _______________ Relationship_________

Name _______________________________________ Phone _______________ Relationship_________

Name _______________________________________ Phone _______________ Relationship_________

If  the child requires emergency medical care: 

Call the Child’s  family doctor :  Doctor’s name _____________________________________________

Name of Clinic ___________________Address : _____________________________ Phone____________

Health Concern

Specify and explain fully (Chronic conditions, limitations, medications, specials needs, allergies, etc)

Aproved Escorts

Escort Person No 1. ____________________________________________Phone____________________

Escort Person No 2 ____________________________________________ Phone____________________

Medical Release

I do hereby authorize the Day Care staff to contact the persons named on this form, and do authorize the name physician or his associates to render such treatment as may be deemed necessary in an emergency for the child health. In the event that parent or guardians, other persons named on this card cannot be reached the Day Care staffs are hereby, authorize to take whatever action is deemed necessary in the judgment for the health of aforesaid child. Any expenses incurred for the above will be the responsibility of the parent not Day Center staff.

I HAVE READ THIS AND AGREE TO THE STATEMENT AS WRITTEN
Date
_________________________Signature (parent or guardian) ______________________________
Little Angels Playhouse Day Care and Learning Center


2354 Victory Blvd., Staten Island, NY 10314


718-6981379	718-4044376








