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Name Reason
Child’s health information

Date of child’s last physical exam: | Child’s health care provider Telephone number

( 3 ias
Street address City Zip code
Special health problems? Allergies, including drug reactions
Yes or no? If yes, specify. Yes orno? If yes, specify.
Regular medications? Other important information
Yes orno? Ifyes, specify. Yes or no? If yes, specify.
Child’s dentist’s name Telephone number

( ) -
Street address City Zip code
- Child’s medical insurance coverage
Insurance company name Member/policy number |
Policy holder name Employer name
I[nsurance company name Member/policy number
Policy holder name Emp name
Consent to medical care and treatment of minor children

I give permission that my child, ,m:ybagivﬁ:ﬁﬂdfmergmmtbyathechﬂdm
licensee and/or qualified staff at:
Name of Licensee
Address of Licensee
Parent/guardian signature Date Parent/guardian signature Date

When I cannot be contacted, | authorize and consent to medical,

performed for my child by a licensed physician, health care provi
or advisable by the physician or aid car attendant to safeguard my

such treatment.
I also give my permission for my child
I certify under penalty of perjury under

surgical and hospital care, treatment and procedures to be
ider, hospital or aid car attendant when deemed necessary
child's health. [ waive my right of informed consent to

mhemspunedbymhmmmmﬂdmmmmﬁmcymmhtmm,
the laws of the State of Washington that this information is true and correct.

Date Parent/guardian signature Date

“\

10.9.2.6 Child Care Registration Form
Rev. 04/12



