




Medical Information: 

CONTINUED ON BACK 

CHILD'S ENROLLMENT RECORD 

(Back Page) 

Child's Physician/Health Resource __________________________ _ 

Telephone Number _____________ _ 

Address 
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Hospital Preference __________________________________ _

Name of Dentist ____________ Telephone ___________________ _

Address 
---S-/re_e _lA_d_d,-es-s-(n_u_m_be-,,-a-pa_

rt
_m_en-t-#,-st-,e-e-t) ______ C_ity _______ S _ta-te------Z-ip-Co_d_e __ _ 

Meals typically served while in care:OBreakfast DAM Snack □Lunch D PM Snack D Supper 

Emergency Care Plan instructions (if applicable) _____________________ _ 

MISCELLANEOUS INFORMATION 

List all known allergies _________________________________ _ 

List all identifying scars. birthmarks, skin discolorations _____________________ _ 

Special medical or dietary needs of child __________________________ _ 

List any areas of concern ________________________________ _ 

My signature below verifies that: 

I give permission to consult the child's physician/health resource listed above in case of emergency if 
parent/legal guardian cannot be reached. 

I have received a copy of the "Know Your Child's Children's Center" brochure. 

I was notified in writing of the disciplinary and expulsion policies used by the children's center. 

I was provided the food and nutrition policies used by the children's center. 

Your signature below indicates that you have received the above items and that the information on this 
enrollment form is complete and accurate. I hereby grant permission for the staff of this facility to have 
access to my child's records. 

Signature of Custodial Parent or Legal Guardian Date 

C-0030 Required (Rev 3/20) 
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