CHILD:                                                                   (Last, First, Middle)


Registration Information

CHILD:
	Firstname:                         M:                Lastname: 
	Height:       ft         in

	Sex M / F
	

	Nickname:
	

	Birthdate
	Weight:            lbs 

	Primary Address
	

	Street Address:
	Hair Color: 

	City:                       State:         Zip:                  -
	Eye Color: 

	Home Phone:   (       )        -
	Distinctive Marks: 


	DOCTOR: (or clinic):
	Doctor
	DENTIST:

	Doctor or Clinic
	
	

	Preferred Practitioner:
	
	

	Address:
	Street:

City:                     State:            Zip:              -
	Street:

City:                     State:            Zip:              -

	Telephone Number:
	(       )        -
	(       )        -


CHILD MEDICAL HISTORY:

Immunization History:

	
	Shot 1
	Shot 2
	Shot 3
	Shot 4
	Shot 5

	DTAP
	       /      /
	       /      /
	       /      /
	       /      /
	       /      /

	Pediatric DT
	       /      /
	       /      /
	       /      /
	       /      /
	       /      /

	TD
	       /      /
	       /      /
	       /      /
	       /      /
	       /      /

	Hepatitus A
	       /      /
	       /      /
	       /      /
	       /      /
	       /      /

	Hepatitus B
	       /      /
	       /      /
	       /      /
	       /      /
	       /      /

	HIB
	       /      /
	       /      /
	       /      /
	       /      /
	       /      /

	IPV
	       /      /
	       /      /
	       /      /
	       /      /
	       /      /

	MMR
	       /      /
	       /      /
	       /      /
	       /      /
	       /      /

	Pneumoccocal Conj
	       /      /
	       /      /
	       /      /
	       /      /
	       /      /

	Varicella
	       /      /
	       /      /
	       /      /
	       /      /
	       /      /


	Allergies:
	

	Speech, Hearing, Vision Problems:
	

	Surgical History
	

	Current health problems:
	

	Any special medications and/or restrictions:
	


	Has child had any of the following illnesses?
	
	Is your child prone to:

	Chicken pox
	Y / N
	
	Ear infections
	Y / N

	German Measles
	Y / N
	
	Stomach upsets
	Y / N

	Scarlet Fever
	Y / N
	
	Diabetes
	Y / N

	Measles
	Y / N
	
	Headaches
	Y / N

	Mumps
	Y / N
	
	Colds
	Y / N

	German Measles
	Y / N
	
	URI
	Y / N

	Whooping Cough
	Y / N
	
	Sore throats
	Y / N

	Rubella
	Y / N
	
	Heart disease
	Y / N

	Rheumatic Fever
	Y / N
	
	Other:
	Y / N

	
	Y / N
	
	
	Y / N


Child’s Blood Type:            
Contact with Tuberculosis:

	
	Date
	Results/Reaction

	Last tetanus shot
	
	

	TB Test
	
	

	Chest x-ray
	
	

	Sickle Cell Test
	
	


PARENTS: (  ) Married  (  ) Divorced   (  ) Separated  (  ) Widowed  (  ) Single

	
	Father
	Mother

	Name:
	
	

	Home Phone:
	(       )        -
	(       )        -

	Work Phone:
	(       )        -
	(       )        -

	Cell Phone:
	(       )        -
	(       )        -

	Fax Phone:
	(       )        -
	(       )        -

	Email:
	
	

	Home Address:
	Street:

City:                     State:            Zip:              -
	Street:

City:                     State:            Zip:              -

	Employer:
	
	

	Work Address:


	Street:

City:                     State:            Zip:              -
	Street:

City:                     State:            Zip:              -

	Work Hours:
	From

To

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday


	From

To

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday




If parents divorced, child lives with:  Both parents,  Mother,  Father,  Legal Parent/Guardian 

Is divorce or legal guardian paperwork Decree on file?  Yes,   No 

If parents divorced, legal guardian is:  Mother,  Father, Legal Guardian
If legal guardian is not parent please fill in the following:

Legal Guardian: 

Street:

City:                     State:            Zip:              -

Phone:  (       )        -
List the name and birthdate of all children living in your home: 

	Name
	DOB
	Are they currently in daycare?

	
	
	

	
	
	

	
	
	

	
	
	


EMERGENCY CONTACT INFORMATION:
Please list two people who can be contacted in an emergency if the parent(s) or guardian(s) cannot be reached:

	
	Emergency Contact 1
	Emergency Contact 2

	Name
	
	

	Relationship to child
	
	

	Address
	Street:

City:                     State:            Zip:              -
	Street:

City:                     State:            Zip:              -

	Home Phone
	(       )        -
	(       )        -

	Is this person authorized to make medical decisions for your child if you cannot be reached?  
	
	


PICK-UP INFORMATION:
The following people HAVE permission to pick-up the child/children named below from the childcare home of (Your Daycare name goes here). It is the parent’s responsibility to notify me in writing of any changes.

	
	Person 1:
	Person 2:

	Name
	
	

	Relation
	
	

	Address
	Street:

City:                     State:            Zip:              -
	Street:

City:                     State:            Zip:              -

	Home
	(       )        -
	(       )        -

	Work
	(       )        -
	(       )        -

	Cell
	(       )        -
	(       )        -

	Email
	
	

	Car (Make, Model, Tag)
	
	

	Code Word
	
	

	
	Person 3:
	Person 4:

	Name
	
	

	Relation
	
	

	Address
	Street:

City:                     State:            Zip:              -
	Street:

City:                     State:            Zip:              -

	Home
	(       )        -
	(       )        -

	Work
	(       )        -
	(       )        -

	Cell
	(       )        -
	(       )        -

	Email
	
	

	Car (Make, Model, Tag)
	
	

	Code Word
	
	


The following people MAY NOT pick-up my child(ren) from (Your Daycare name goes here).

	
	Person 1
	Person 2

	Name
	
	

	Relation
	
	

	Address
	Street:

City:                     State:            Zip:              -
	Street:

City:                     State:            Zip:              -

	Phone
	(       )        -
	(       )        -

	Car (Make, Model, Tag)
	
	


Parent/Guardian Initials: _____ , ______


