BLOSSOM DAY CARE CENTERS, INC
CHILD/PARENT INFORMATION RECORD

P
e
=
Child's Name: kI
last first middle
Sex: Date of Birth
manth day yeaar
Home Address (include city and zig) E
Home Phone Mumber; =
. &

Child's Social Security Number: DHS case Number:

Name of personis) with whom the child lives and relationship to each:

Mother/Guardian place of Employment:

Woark Phone:, Cellular and or Pager:

Father/Guardian Place of Employment:

Wark Phaone: __ Cellular and or Pager;

IN CASE OF EMERGENCY AND PARENT/GUARDIAN CON NOT BE REACHED, PLEASE LIST IN ORDER
OF PREFERENCE PERSONS TO NOTIFY. ALSO PLEASE LIST ANY ADDITIONAL PERSONS WHOM
HAVE PERMISSION TO PICK UP YOUR CHILD FROM THE CENTER. ANY INDIVIDUAL NOT LISTED QN
THIS FORM WILL NOT BE ALLOWED TQ PICK UP YOUR CHILD.

FHONE NUMEER

FINANCIAL INFORMATION

MOTHER/GUARDIAN SOCIAL SECURITY NUMBER:

FATHER/GUARDIAN SOCIAL SECURITY NMUMEBER:

VWE UNDERSTAND THETUITIONFEEISS ___~~ PER WEEK AND IS DUE EACH MONDAY IN
ADVANCE. ADDITIOMALLY, I/'WE THE UNDERSIGMED TAKE FULL AND COMPLETE FINANCIAL
RESPONSIBILITY, JOINTLY AND SEVERALLY, FOR FEE'S, OR OTHER CHARGES INCURRED AT BLOSSOM
CHILD CARE CENTERS FOR THE CARE OF THE ABOVE NAMED CHILD WHILE HE/SHE IS IN ATTENDANCE
AT THE CENTER.

SIGNATURE OF MOTHER/GUARDIAN DATE “SIGNATURE OF FATHER/GUARDIAN DATE




BLOSSOM DAY CARE CENTERS, INC
CHILD/PARENT INFORMATION RECORD

HEALTH INFORMATION

Health Status; “l cerify is in good health and free of any communicable (liness.”

Signature: Date:

Child's physigian or clinic name, addrass and phone number

Child's dentist or clinic name, address and phane number:

Does your Child have any Individual Special needs? |f yes, please speaily:

Is your Child Allergic to any foods, medical, ete. If yvas, please specily:

mMame of health Insurance: Policy Number:

IF CHILD IS NOT COVERED BY A HEALTH PLAN PARENT/GUARDIAN MUST CHECK AND INITIAL ONE OF THE
BELOW OPTION PRIOR TO CHILD'S ATTENDANCE:

/'WE DECLINE THE ACCIDENTAL INSURANCE COVERAGE FOR THIS CHILD.

WE DECLINE THE ACCIDENTAL INSURANCE COVERAGE OFFERED AND AGREETO
ASSUME ALL FINANCIAL RESPONSIBILITY FOR MY CHILDS MEDICALL NEEDS.

CHILDBEN WILL NOT BE ADMITTED UNLESS AN IMMUNIZATION RECORD 1S
PRESENTED AND IMMUNIZATION ARE UP TO DATE.
COPY OF IMMUNIZATION RECORD OR CERTIFICATE OF EXEMPTION MUST BE
ATTACHED.

TRANSPORTATION

| AUTHORIZE BLOSS50M CHILD CARE CENTERS TO TRANSPORT MY CHILD
TOAND FROM SCHOOLS, AND OM ALL FIELD TRIPS.

signature of mother/guardian date signature of father/guarcian date

IF AMEDICAL EMERGENCY QCCURS NI I/'WE CANNOT BE REACHED |, I'WE HEREBY AUTHORIZE
THE PERSON IN CHARGE AT BLOSS0M DAY CARE CENTER, INC. TO THANSPORT MY CHILD
TO THE NEAREST AVAILABLE MEDICAL FACH.ITY AND/OR CALL MY PHYSICIAM,

signature of mother/guardian date signature of father/guardian date



