
Emergency Contact Information 
Child’s classroom (please check one):  3 MTW __ AM __ PM    3 TH/F __ AM__PM   __4 AM __4 PM  __ KDG  

___________________________        __________________________        _______         ___________________ 
               Child’s Last Name                                                   Child’s First Name                                    M/F                           Date Of Birth 
 

Address:___________________________________________________________________________________ 
                               Street                                                                          City, State                                                                 Zip 

Child lives with:_____________________________________________________________________________ 
 
______________________________________                                _____________________________________ 
                            Father’s Name                                                                                          Mother’s Name 
Cell # __________________________________                              Cell # ________________________________ 
Employer_______________________________                              Employer_____________________________ 
Work #_________________________________                              Work #_______________________________ 
 

CODE WORD:____________________________________ 
 
Alternative Emergency Contact Person__________________________________________________________ 
Relationship to Child___________________________        Phone #___________________________________ 
Address___________________________________________________________________________________ 
 
Physician________________________________________       Phone #________________________________ 
Dentist__________________________________________      Phone #_________________________________ 
Hospital_________________________________________       Phone#_________________________________ 
 
Known Medical Conditions:____________________________________________________________________ 
Medications taken regularly & dosage___________________________________________________________ 
Allergies/Reactions:_________________________________________________________________________ 
Authorization for emergency medical care and transportation: 
In the event of an emergency and the above persons cannot be located, I hereby give my permission for child care staff to access 
emergency medical services for my child, including transport to the nearest health care facility, to receive emergency medical care 
and treatment.  It is understood that a conscientious effort will be made to locate me, and I accept the expense of care and 
transport. 
___________________________________________________________                       ______________________________________ 
                                 Signature of Parent or Legal Guardian                                                                                       Date 

 

PERSON(S) AUTHORIZED TO PICK UP CHILD 
Name________________________________________               Phone #_____________________________ 
Address_______________________________________             Relationship__________________________ 
 
Name_________________________________________            Phone # _____________________________ 
Address_______________________________________             Relationship__________________________ 
 
Name_________________________________________             Phone #_____________________________ 
Address________________________________________           Relationship__________________________ 
 
Name__________________________________________           Phone #_____________________________ 
Address_________________________________________          Relationship__________________________ 


