Imagination Station Childcare     
Snoqualmie           



North Bend
Date of birth:_____________________ Date of enrollment:________________________

Child’s full name:______________________________Nickname:__________________
Child’s address:___________________________________________________________

Mailing address:__________________________________________________________
Mother/Guardian:__________________________ Home number:___________________

Address:________________________________________________________________
Email address:_____________________________________________ Share   Y  or   N
Employer:______________________________________ Hours:___________________

Work phone:_________________________ Cell Phone:__________________________

Father/Guardian:__________________________ Home number:___________________

Address:________________________________________________________________
Email address:_____________________________________________Share   Y  or   N

Employer:______________________________________ Hours:___________________

Work phone:_________________________ Cell Phone:__________________________
Emergency Contacts

The people listed below will be allowed to pick your child up.  They may also be contacted in the event that you can not be reached.  Please inform anyone you wish to have on this list, so that they are prepared for our phone call in the event of an emergency.  They may be required to show ID.
Name:____________________________ Relationship to child:____________________

Home phone:________________Work:_______________ Cell:____________________

Name:____________________________ Relationship to child:____________________

Home phone:________________Work:_______________ Cell:____________________

Name:____________________________ Relationship to child:____________________

Home phone:________________Work:_______________ Cell:____________________

The following people may not pick up my child:

Name:___________________ Reason:________________________________________
Name:___________________ Reason:________________________________________
Additional Information

May we take your child on local walks, such as to the park? _______________________

May we photograph your child to post in their cubby and around the class? ___________

Medical and Allergy Information

Date of last physical exam _________________________________________________

What medications is your child allergic to? _____________________________________

What foods is your child allergic to? __________________________________________

Dietary restrictions? ___________________________________________________

Medications taken on a regular basis? _____________________________________

If so, what will the dose schedule be at the childcare? ____________________________

Does your child have any chronic illnesses? ____________________________________

Name of child’s health care provider: _________________________________________

Phone number: ___________________ Address: ________________________________

Insurance Company’s Name: ________________________________________________

Policy holder’s name: _______________________Member/policy number____________

Name of child’s dentist:____________________________________________________
Phone Number:___________________Address:________________________________

Insurance Company’s Name: ________________________________________________

Policy holder’s name: _______________________Member/policy number____________
Medical Authorization

I hereby give permission that my child may be given emergency treatment by a qualified staff member or volunteer at Imagination Station.  I also give permission for my child to be transported by ambulance or aid car to an emergency center for treatment.  In the event that I can not be contacted, I further consent to medical, surgical and hospital care, treatment and procedures to be performed for my child by a licensed physician when deemed immediately necessary or advisable by the physician to safeguard my child’s health.  I waive my right of informed consent to such treatment.  In the event of any emergency, I hereby authorize the transfer of my child’s medical records to the attending hospital.
I certify under penalty of perjury under the laws of Washington State that the foregoing is true and correct.

Parent Signature: _________________________________________ Date: ___________
