CONFIDENTIAL RECORD

NAME OF CHILD______________________       Child’s Address:___________________________

Birth Date:____________________ 

Days Child will attend:___________ Hours of attendance:____________

**Dietary needs/restrictions________________________________________

**Specific child care needs________________________________________

**Medical needs:________________________________________________

                           **(Refer to parents signed statement of required needs.)

CHILD Live’s with: ___Both Parents; ___Mother; ___Father

Mother’s Name:   ____________________                 Father’s Name:     ____________________

Mother’s Address____________________                 Father’s Address:  ____________________

                            ____________________                                               ____________________

                            ____________________                                               ____________________

HOME Phone #:  ____________________                  HOME Phone #:   ____________________

WORK Phone #: ____________________                  WORK Phone #:   ____________________

Email Address_______________________
          Email Address______________________

    Instructions to reach the MOTHER:                                             Instructions to reach the FATHER:
   ____________________________                                             ___________________________

   ____________________________


              ___________________________

   ____________________________



 ___________________________

   ____________________________

                           ___________________________

Emergency Contacts, other than parents, AUTHORIZED TO TAKE CHILD FROM THE CENTER
NAME:__________________ _____________  

Relationship to child:_____________________                            

ADDRESS:____________________________                              

                  ____________________________                        

          

Phone #:    ____________________________



          


NAME:_______________________________                            

Relationship to Child:____________________                            

ADDRESS:___________________________ 

                  ___________________________

Phone #     ___________________________

NAME OF CLINIC:____________________        NAME OF DENTAL CLINIC:__________________

NAME OF DOCTOR___________________       NAME OF DENTIST:________________________

ADDRESS:__________________________       ADDRESS:________________________________

                  __________________________  

     ________________________________

PHONE #:  _____________


 PHONE #: ________________

I give the care center permission to administer  ____sunscreen, ____insect repellant to my child. (parent initial each item for which permission is given)

_________________________                             ____________________




Parent Signature





DATE

HEALTH CONSULTANT REVIEW OF HEALTH RECORDS

I give consent to allow the health consultant for Bethesda All Stars to review my child’s health records.

________________________________DATE______

IN AN EMERGENCY

(2 persons to contact if parents cannot be reached)

NAME:________________________                          NAME:________________________

Relationship to child:_____________                          Relationship to child:_____________

ADDRESS:____________________

       ADDRESS:_____________________

                  _____________________

                          _____________________

PHONE #:_____________________                           PHONE #:______________________

MEDICAL EMERGENCY AUTHORIZATION

If my child requires immediate medical care and parent(s) cannot be reached or is delayed, I authorize the care center to call 911.  I understand that the care center’s director or the child’s teacher will go with my child to receive medical care.  The care center will continue to try to reach the parents and/or the above listed “emergency” contacts.

_________________________              ______________________

                                Parent Signature                                           Date

Parent  Conferences

Date of Conference _________________ Name of Parent/Guardian who attended__________________
Date of Conference _________________ Name of Parent/Guardian who attended__________________
Date of Conference _________________ Name of Parent/Guardian who attended__________________
Date of Conference _________________ Name of Parent/Guardian who attended__________________
6/05
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