Iakeside Child Care CenterEmergency Contact and Medical Information

Mr[]

Child’s Name Date of Bith Sex
Parent's’Guardian’s Name Parent's’Guardian’s Name

Home Phone Wo 1k Phone Home Phone Wo 1k Phone

Address Address

City, ST ZIP Code City, ST ZIP Code

Altemative Emergency Contacts

Primary Emergency Contact Secondary Emergency Contact
Home Phone Wo rk Phone Home Phone Wo rk Phone
Address Address
City, ST ZIP Code City, ST ZIP Code
Medical mformation

Hospital/Clinic Preference

Physician’s Name Phone Number

Insurance Company Policy Number

Allergies/Special Health Considerations

Tauthorize almedicaland surgicaltreatment, X-ray, laboratory, anesthesia, and othermedicaland/orhospital
proceduresasmaybe performed orprescrbed by the attending physician and/orparamedicsformy child and waive
my right to informed consent oftreatment. This waiverapplies only in the event that neitherparent/guardiancanbe
reached in the case ofan emergency.

Parent's/ Guardian’s Signa ture Date

Igive permission formy child to go on field trips. Irelease ICCC and individuals from liability in case off accident during
activitiesrelated to ICCC, aslong asnomalsafety procedureshave been taken.

Parent’'s/ Guardian’s Signa ture Date

Witne ss Sig na ture Date

ICCC isanequalopportunity Center. Allactivities wilbe conducted in a mannerto assure equalopportunity forall witho ut
regard to race,color, religion, creed, gender, age, national origin, ordisability.

Form date asof03/26/2008



