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CHILD’S ADMISSION RECORD
“Mama Coco” Childcare Center

								Date of Enrollment________________

Child’s Name_______________________________Date of Birth_________________________

Name by which child is most often called_____________________________________________

Home Address_________________________________Telephone_________________________

Mailing Address________________________________Cell Phone________________________

Father or Guardian’s Name________________________Home Address____________________

Cell Phone_________________E-mail_________________Driver’s License#_______________

Where Employed_____________________________Business Telephone___________________

Mother or Guardian’s Name______________________Home Address_____________________

Cell Phone_________________E-mail________________Driver’s License#_________________

Where Employed_____________________________Business Telephone___________________

How many people are responsible for the child being reached while the child is at the childcare facility?


If neither parent or guardian can be reached in case of emergency call:________________________



Person(s) designated to pick up or deliver child (include name, address, telephone if not above)


Person(s) not permitted to call for child

Child’s doctor_____________________________________________________________________

Child’s dentist____________________________________________________________________

Child’s hospital of choice___________________________________________________________








Other children in family (please list name, age, and sex of each)_____________________________

_____________________________________________________________________________

Other adults in family (list relation to child)_____________________________________________

_____________________________________________________________________________
Previous experience(s) in child care___________________________________________________

What chronic or serious illnesses has your child had/have?________________________________	
What illnesses has this child had in the past month?______________________________________

What treatment was given?__________________________________________________________

When was the last prescription medicine given to this child?_______________________________

Has your child had any illness in the past 24 hours?______________________________________

If so, describe illness and treatment___________________________________________________

This application must be accompanied by a signed medical statement within 30 days after admission to the childcare facility to be renewed as required by the physician and 
   by state laws.

Please give any information concerning your child which will be helpful to the childcare. 

provider:

Play habits____________________________________________________________

Eating behavior________________________________________________________

Sleeping pattern_______________________________________________________

		





Fears________________________________________________________________

Likes and dislikes______________________________________________________

  Other________________________________________________________________

At the time of admission, the undersigned parent or guardian understands that care will be 

billed at the rate of $__________per_______, based on care being provided for ______, days per week.


_________________________________	______________________________________
(Signature of parent or guardian)		(Signature of parent or guardian)

						______________________________________
						(Date)




AUTHORIZATION FORM


Child’s Name__________________________________Date of Birth___________________

Allergies_________________________________Medications_________________________

Medical History______________________________________________________________

Child’s Physician_____________________________Telephone_______________________

Child’s Dentist_______________________________Telephone_______________________

Hospital of Choice___________________________________________________________

















AUTHORIZATION FOR EMERGENCY MEDICAL CARE

I/we_________________________________hereby give permission to  Consuelo I. Cashion, to call for medical care for my/our child,_______________________________, should an emergency arise.  It is 


understood that a conscientious effort will be made to locate me/us before emergency action will be taken, but if this is not possible, the expenses of ALL medical treatment and care will be accepted by me/us.

Parent/Guardian Signature________________________________Date__________________

Parent/Guardian Signature________________________________Date__________________

Insurance Carrier__________________________________Group Code_________________

Policy #______________________________Preferred Provider_______________________



AUTHORIZATION FOR TRIPS

I/we permit my/our child to go on trips away from the premises of the MCC in the company of a responsible adult, whether by foot or by vehicle.




________________________________________________________________________________
Parent/Guardian                                      Date       Parent/Guardian                                     Date

AUTHORIZATION TO WALK FROM CHILDCARE CENTER TO  PLAYGROUND/ OUTSIDE  & FROM PLAYGROUND/OUTSIDE TO CHILDCARE CENTER

 I/we permit my/our school-age child to walk from “ Mama Coco” Childcare Center to the playground and outside and from the playground and outside to MCC, whether alone or in the company of other school-age children.
________________________________________________________________________________
Parent/Guardian                                      Date       Parent/Guardian                                     Date

   I/we authorize to Mama Coco Childcare Center to apply sunscreen as needed to my child.

________________________________________________________________________________
Parent/Guardian                                      Date       Parent/Guardian                                     Date
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CHILD’S STATEMENT OF HEALTH STATUS FOR ENROLLMENT IN A CHILD CARE FACILITY

The child care facility must obtain for every child who enrolls in child care programs a signed and dated statement of the child’s current health status which indicates the child’s abilities and/or limitations to participate in a regularly scheduled child care program.  This report must be filled out by a licensed physician or other health care professional who has seen the child in the last twelve months.

Name of Facility – Mama Coco Childcare Center/ Name of provider: Consuelo Cashion, P.O. Box 321 Dillon, CO 80435. Phone number 970-331-1232

Child’s Name_____________________________________Sex________Date of Birth__________________________

Address_________________________________________________________________________________________

Past Illnesses – check those the child has had and give approximate dates:

Chicken Pox_________________		Rubeola______________________		Rubella__________________
Rheumatic Fever_____________		Asthma______________________		ever________________







Diabetes____________________		Mumps______________________		Epilepsy_________________
Whooping Cough_____________		Poliomyelitis_________________		Other____________________

 

Comments:_____________________________________________________________________________________
Surgery/Accidents/Illnesses/Chronic Health Problems:_____________________________________________________




Describe any physical condition requiring the facility’s special attention:_______________________________________












Medication(s) prescribed_____________________________________________________________________________

Allergies:____________________________________prescribed routine:______________________________________

If tuberculin test given:  Date_______________________Result_____________________________________________

If chest x-ray taken:  Date_________________________Result_____________________________________________

Vision_________________________________________Hearing____________________________________________

Please record immunizations and dates administered on the Colorado Department of Health Certificate of Immunization and attach them to this form.



Date of my most recent examination of this child:________________________________________________________


Signature of licensed physician or other health care professional	         Date


Please print:                                       __ _________________________________________________________________
			                 Name of Physician/Health Care Professional

		                     __________________________________________________________________
				Address				City		State

				
__________________________________________________________________
				Zip			Phone                             
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