Child’s Admission Record

Today’s Date _______________
Date of Enrollment _________________

Child’s Name ______________________
Date of Birth ______________

Name by which child is most often called  _____________________

Home Address
___________________________________________________
_________________________  Telephone ________________

Father’s Name ___________________________________________________

Address
____________________________________________________
____________________________________________________

Employed By __________________________  Telephone _________________

Address _________________________________________________________

Hours of Employment ______________________________________________

Mother’s Name ___________________________________________________

Address
____________________________________________________
____________________________________________________

Employed By __________________________  Telephone _________________

Address _________________________________________________________

Hours of Employment  ______________________________________________

People to contact in case of emergency if parents cannot be reached:

Name _____________________________
Telephone _________________

Name _____________________________
Telephone _________________

Child’s Doctor: 

Name _____________________________
Telephone _________________

Address  ________________________________________________________

Child’s Dentist:

Name _____________________________
Telephone _________________

Address  ________________________________________________________

Emergency Treatment Information and Authorization

I, (name of parent) _____________________________ agree to the administration of emergency medical treatment to my child, (name of child) ________________________, by the dully qualified health practitioner in my absence.  I authorize Ismat Shehzad to arrange for such emergency medical treatment until such time as I can be present.

(Sign in presence of notary)
Signature
____________________


Date 
____________________

Sworn and subscribed before this ________ day of  ______________________.






Signature ____________________

What (if any) illness has your child had in the past month?

________________________________________________________________

Is your child now taking and type of medication? __________

If yes, explain: ____________________________________________________

Is your child allergic to food, medicine, or anything else? If yes explain:

________________________________________________________________

Parent’s hospitalization insurance or medical assistance plan:

Carrier __________________________________________________________

Identification number ________________________________

Policy is in the name of ______________________________

Family Information

Person(s) designed to pick up child other than parent(s):

Name ______________________________ Telephone __________________

Name ______________________________ Telephone __________________

Name any other person(s) specifically not permitted to pick up your child:

Name _____________________________ Relationship __________________

Name _____________________________ Relationship __________________

Language spoken in the home: ______________________________________

List other children in the family:

Name ______________________________ Age __________ Sex _________

Name ______________________________ Age __________ Sex _________

Name ______________________________ Age __________ Sex _________

Name ______________________________ Age __________ Sex _________

Name ______________________________ Age __________ Sex _________

List other adults living in your home and their relationship to your child:

List pets in your child’s home and their names: ___________________________

List previous experiences in day care, including name of facility, dates attended, and types of care (such as family daycare, daycare center, nursery school, nanny)

________________________________________________________________________________________________________________________________

Personal Information Record for Infant/Toddler

Child’s Name ___________________________________  Age _____________

1. What is your child’s current daily sleeping schedule?
Morning wake-up time ____________  Evening bedtime ______________

Daily naps __________________________________________________

2. Is your child sleeping through the night? _____________________________
3. What upsets or frightens your child? ________________________________
4. What does your child find comforting? _______________________________
5. How is your child now reacting to strangers? __________________________
6. Is your child using a cup, ________ a bottle ________ or both? _________
7. What are the times your child is now receiving the bottle each day? _____________________________________________________________
8. Give the number of ounces your child is now taking at each bottle feeding. ______________________________________________________________
9. Is your child taking formulas, whole milk, skim milk, or other? _____________
10. Give any special instructions for preparing formula, if any. ______________________________________________________________
11.   Are there any other special instructions concerning bottle feeding your child?
12. Is your child now on baby food or table food?
13. List foods your child is now eating
Vegetable


Fruits


Meats


Juices

14. Is your child now eating finger foods? If yes, please list.

15. Where does your child spend his/her waking hours? (crib, crawling, etc) ______________________________________________________________
16. What toys and activities make him/her happy?
17. When does your child usually have bowel movement? __________________
18. Has your child begun potty training? _______. If yes, describe his/her routine. _____________________________________________________________
19. What does your child call his/her bowel movement _____________________
Urination ________________________

This space is for any other information you wish to share about your child.

Parent’s Signature _______________________ Date ____________________

Provider Signature _______________________ Date ____________________
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