
CHILD INFORMATION SHEET

Child’s Name ___________________________ Birthday _________________Date Enrolled _________________

Father ________________________________________ Mother ________________________________________

Other Sibling(s) Enrolled 
_____________________________________________________________________________________________

Address ______________________________________________________________________________________

City _______________________________________ State _________________________ Zip _______________

Phone:  Home ____________________ Father Work __________________ Mother Work____________________

Father Cell Phone ____________________________ Mother Cell Phone _________________________________

Paternal Grandparents Name ______________________________________________________________________

Maternal Grandparents Name _____________________________________________________________________

Usual pick up time will be _______________________________________________________________________

Persons NOT allowed to pick up my child __________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

What person other than you may approve your child being picked up?  ____________________________________

_____________________________________________________________________________________________

Who else do you approve to pick up your child?  _____________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

MEDICAL INFORMATION:

Physician _____________________________________________________________________________________

Address ______________________________________________________________________________________

City __________________________________________ Phone _________________________________________

Hospital preference  _____________________________________________________________________________

Health Problems:  (Allergies or Allergic Reactions to medicine) ___________

_______________________________________________________________

_______________________________________________________________

Dietary needs:  (Foods my child likes) _______________________________

_______________________________________________________________

Foods to avoid __________________________________________________

_______________________________________________________________

(CURRENT PICTURE)


