GENERAL INFORMATION

Father's Name:        ________________________________________

Mother's Name:       ________________________________________

Child's Name:          ________________________________________   D.O.B.________

Address:                 ________________________________________

                               ________________________________________

Telephone:               ________________________________________

Father's Employer:   ________________________________________

Work Telephone:     ________________________________________

Work Days (circle):  S  M  T  W  T  F  S                           Work Hours: _____ to _____

Mother's Employer:  ________________________________________

Work Telephone:       _______________________________________

Work Days (circle):  S  M  T  W  T  F  S                           Work Hours: _____to _____

Child Will come on days (circle):  S  M  T  W  T  F  S                  Hours: _____to _____

List medical problems or allergies (including food allergies)________________________

_____________________________________________________________________

List any illness the child has had in the past month:_______________________________

_____________________________________________________________________

EMERGENCY MEDICAL CARE:

Doctor       :___________________________      Hospital:   _______________________

Address     :___________________________      Address:   _______________________

Telephone:  ___________________________      Telephone:_______________________
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Dentist:       ___________________________

Address:     ___________________________                       

Telephone:  ___________________________

