
Child Enrollment Information

Child's Name: Birth Date:

Home Address:

Parent Name: Social Security #:

Parent Address (if different than child's):

Home Phone #:

Work Phone #:

Email address: Cell Phone #:

Parent Name: Social Security #:

Parent Address (if different than child's):

Home Phone #:

Work Phone #:

Email address: Cell Phone #:

Emergency contacts

#1 Contact Name: Home Phone #:

Address: Work Phone #:

Cell Phone #:

#2 Contact Name: Home Phone #:

Address: Work Phone #:

Cell Phone #:

Out of state emergency contact:

Contact Name: Home Phone #:

Address: Work Phone #:

Cell Phone #:

Who does NOT have permission to pick up your child?

(if there is a restraining order, we must have a copy on file)

Please fill out EVERY LINE below.  This includeds full address, phone numbers, and medical history.  This is a 
Washington State Licensing Requirement (Wac #0510).  We apologize for any inconvience this may cause, however 

we will NOT accept your child for care until ALL forms are completed in FULL.

 These are the people other than yourself with permission to pick up your child in case of emergency. Contacts 
will be notified in the order they are listed. 

Dziewczynki
Typewritten Text



Medical / Health Care Information

Child's Doctor Name:

Doctor Office:

Address: Office Phone #:

Alt. Phone #:

Date of last visit:

If unavailable, another licensed doctor may treat my child: Yes / No

#1 Insurance Company Name: Contract and Group Number:

Policy holder: Employers Name:

Child's Dentist Name:

Dental Office:

Address: Office Phone #:

Alt. Phone #:

Date of last visit:

If unavailable, another licensed dentist may treat my child: Yes / No

#2 Insurance Company Name: Contract and Group Number:

Policy holder: Employers Name:

Immunizations current? Yes  No

Any special health problems? Yes  No

Yes  No

Regular medications taken? Yes  No

Yes  No

Yes  No

Yes  No

Please fill out ALL information below including ALL addresses and phone numbers.  If you don't have a doctor or 
dentist for your child, please write N/A on the line provided for the Doctor or Dentist name.

Any allergies to food or 
medication? (a doctors note 
may be required)

Does your child receive any 
type of therapy or special 
services?

Are there any community 
resources I can assist you in 
locating?

Any other pertinent 
information we need to know 
about?



Consent for Medical Care and Treatment of Minor Children

I hereby give permission that my child:

may be given emergency treatment by a qualified child care provider at:

The Orchard Preschool-7351 148th Ave NE, Redmond WA 98052
Name and / or Address

I also give my permission for my child to be transported by ambulance or aid car to an emergency center for treatment.

I certify (or declare) under penalty of perjury under the laws of the State of Washington that the foregoing is true and correct.

Parent / Guardian Signature

Date:

Parent / Guardian Signature

Date:

Street Address:

Telephone Number (and area code)

Comments:

When I cannot be contacted, I authorize and consent to medical, surgical, and hospital care, treatment and procedures to be 
performed for my child by a licensed physician, health care provider, hospital or aid car attendant when deemed necessary or 
advisable by the physician or aid car attendant to safefuard my child's health.  I waive my right of inforced consent to such 

treatment.
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