CHILD ENROLLMENT & EMERGENCY CONTACT FORM
Date of Application: _______Date of Enrollment:______________Last day of Enrollment:________
Child’s Name: _____________________________ Child’s Date of Birth: _______________
Child’s Address: ______________________ City:_____________________ Zip code:__________
Parent/Guardian Name:_______________________ Address:____________________________
City:____________________ Zip code:_____________ Email Address: _________________________
Home telephone #: (         )________________ Cell#: (         )_____________________
Employer:___________________________________ Work #: (       )_______________________
Employer Address: ______________________________ City:______________ Zip code: __________
Parent/Guardian Name:_______________________ Address:____________________________
City:____________________ Zip code:_____________ Email Address: _________________________
Home telephone #: (         )________________ Cell#: (         )_____________________
Employer:___________________________________ Work #: (       )_______________________
Employer Address: ______________________________ City:______________ Zip code: __________
Weekly Care Schedule (Please include the child’s hours in care for each day)
Monday:_______________				Person’s permitted to remove the child from 
Tuesday:_______________				Child Care in case of emergency:
Wednesday:__________________			Name:__________________________
Thursday:__________________				Phone #:______________________
Friday:___________________				Relationship:_____________
							(Use back of paper to add additional names)
MEDICAL INFORMATION:
Known Allergies:_________________________________ Last Tetanus: ___________________
Insurance Carrier: _____________________________ Insurance ID #:____________________
Child’s Physician:	Name:________________________ Phone #: (     )_____________
			Address: ______________________  City:_______________ zip code:________
Child’s Dentist: 		Name:________________________ Phone #: (     )_____________
			Address: ______________________  City:_______________ zip code:________
  ************************************************************************************
EMERGENCY AUTHORIZATION:
I give consent for the First Aid and CPR certified staff of MECCA, to administer first aid and CPR to my child and to contact the above named physician or dentist if my child has a medical emergency. I also give my consent for my child to be transported to the nearest hospital in the event of a medical emergency. I will be responsible for all medical fees. 
Preferred Medical Facility:_____________________________________________
BEHAVIOR MANAGEMENT AND FAMILY HANDBOOK:
I acknowledge that I have read the Family Handbook and agree to abide by the polices contained in it and that the techniques used to manage child behaviors in the facility have been discussed with me prior to enrollment. 
Signature of Parent/Guardian: ________________________ Date:__________________________
Signature of Parent/Guardian: ________________________ Date:__________________________


