7’

EMERGENCY RECORD CARD

CHILD’S INFORMATION

Last Name: Date of Birth:

First Name: First Day in Care:

Siblings Enrolled [ _Jves [ ]No Any Custody Arangements? [ ]Yes [JNo [CINA

NAMES OF PARENT(S) OR LEGAL GUARDIAN(S) CONTACT INFORMATION

Name: Relationship: Name: | Relationship:
Place ot Employment / Other: ‘ Place of Employment / Other:
Phone: ' Phone:

Physical Home Address: " Physical Home Address:
Cell Phone: Home Phone: Cell Phone: Home Phone:

[k to send text msg. | : [Jok to send text msg.

E-mail Address: . E-mail Address:

PERSONS AUTHORIZED TO PICK-UP CHILD - Emergency / Routine
List the names and phone numbers of persons who can pick up your child. You must include at least one name and phone number of an individual who can assume responsibility
for your child it you cannot be reached immediately in an emergency. Clarify whether these individuals can pick up the child in emergency situations only or at other routine times.
Individuals cannot be under the age of 16.

Name: Daytime Phone: Cell: [CJemergency [_]Routine
Name: Daytime Phone: ‘ Cell: [CJemergency []Routine
Name: Daytime Phone: Cell: [CJemergency [Routine
Name: Daytime Phone: ii: .

e . aytime Phone Cel . [CJemergency [JRoutine

"Signature of Parent or Legal Guardian and periodic updates required on reverse side of this form**
7&09}%:. 1.12* g F- Emergency Recard Card 12-12-11

MEDICAL INFORMATION and RELEASE FOR MEDICAL CARE

Child’s Name: Child Care Facllity:

|:|My child haa NQ ongoing heaith concemns, including allergies or ongoing medications

-OR-

E'My child haa the following chronic health concemnas:
[J Anergies {ist al):

|:|Aslhma DDiabdes I:lSeizures or epilepsy DOther (list):
[CIMy child takes the following ongoing medications:

PREFERRED MEDICAL FACILITY INFORMATION

Physician’s Name: . : [Physician’s Phone (recommended):
Preferred Hospital: [ JProvidence [ JRegional [ JANMC [ ]JJBER [ ]Ofther

1, the parent or legal guardian of .-am verifying that this medical information Is correct and complete. |
hereby give the above named facility permission to seek emergency medical treatment. mcludng necessary emergency paramedic transport for my child. |
understand that every effort will be made o locate me or my child’s other parent or legal guardian as soon as possible. | understand my obtigation to keep my
child care provider informed of my whereabouts. | will assume the cost of necessary medical or surgical care and any related medical tansportation costs,

Signature of Parent or Legal Guardian Date Signed

Information on this Emergency Record Card must be Reviewed and Updated Semf-annually
Date & Initial Date & Initial Date & Inltial Date & Initiai Date & Initial

- 73093 Ver. 112" - Emergency Record Card 12-12-11
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