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Child Emergency Information 
Revised 3/20/19 

 

Enrollment Date __________________________________________ Classroom _________________________________ 

Child’s Name ________________________________ Birthdate ________________________ 

Parent #1 Information 

Parent #1/Guardian Name _______________________________________________________ 

Current Address ______________________________________________________________ 

Apt # ______ City ___________________________________________ Zip ______________ 

Home Phone ___________________________ Cell Phone ____________________________ 

Email Address ________________________________________________________________ 

Place of Employment __________________________________________________________ 
    (Employer Name)   (Employer Address) 

Work Schedule (from) ___________________ to ______________________ 

Work Phone Number (or Employer who can reach you) _______________________________ 

 

Parent #2 Information - Please check if not applicable (N/A) 

Parent #2/Guardian Name _______________________________________________________ 

Current Address ______________________________________________________________ 

Apt # ______ City ___________________________________________ Zip ______________ 

Home Phone ___________________________ Cell Phone ____________________________ 

Email Address ________________________________________________________________ 

Place of Employment __________________________________________________________ 
    (Employer Name)   (Employer Address) 

Work Schedule (from) ___________________ to ______________________ 

Work Phone Number (or Employer who can reach you) _______________________________ 
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Authorized/Emergency Pick-up List – (Persons other than Parent #1 or Parent #2) 

   Government Issued ID on file – Office Personnel Only  

1. Name _______________________________________ Relationship _______________ 

Address _______________________________________________________________ 

Apt # _____ City ________________________________________ Zip _____________ 

Home Phone __________________________ Cell Phone ________________________ 

    Government Issued ID on file – Office Personnel Only 
 

2. Name _______________________________________ Relationship _______________ 

Address _______________________________________________________________ 

Apt # _____ City ________________________________________ Zip _____________ 

Home Phone __________________________ Cell Phone ________________________ 

    Government Issued ID on file – Office Personnel Only  

3. Name _______________________________________ Relationship _______________ 

Address _______________________________________________________________ 

Apt # _____ City ________________________________________ Zip _____________ 

Home Phone __________________________ Cell Phone ________________________ 

 

Emergency Details 

Drug Allergies ________________________________________________________________ 

Food Allergies ________________________________________________________________ 

 I hereby give permission for ALIVE! CDC to post information in the Center regarding 
my child’s allergies: ____________________________________________________ 

(For the Health and Safety of ALIVE! CDC Students) 
 
Name of Child’s Medical Provider ________________________________________________ 

Medical Provider’s Address _____________________________________________________ 

Medical Provider’s Telephone Number ____________________________________________ 

Child’s Health Insurance Provider ________________________________________________ 

Child’s Health Insurance Identification Number _____________________________________ 

Parent Signature ___________________________________________Date _____________ 


