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CHILD PROFILE runswicC

Registration Date: Start Date:

CHILD/FAMILY INFORMATION:

Name of child: OMale OFemale

Date of Birth Medicare #: Expiry date:

Name of Family Physician: Telephone:

Address:

ALLERGY ALERT: Please list your child’s allergies

Home Address: Apt #

City Postal Code

Phone#: Cell#: E-mail:

Mother/Guardian Name: Father/Guardian Name:

Place of work: (mother) Work Phone #:

Place of work: (father) Work Phone #:

Marital Status: 3 Single O Married O Widowed O Separated O Divorced
With whom has the child lived O Mother O Father O Both O Guardian

for most of the past year? 3 Other (specify)

Who has permission to pick your child up from the center?

e If changing pick up arrangements parents(s) must call the center prior to the child being picked up.

Is there anyone who does not have permission to pick your child up from the center?

What language(s) are spoken at home? 0 English O French 3 Other (specify)
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Siblings: Name Age

Name Age

Name Age

Other people living in the home:

Name Relationship
Name Relationship,
Name Relationship,

EMERGENCY CONTACTS (not including parents/guardians)

1. Name Address:

Telephone #: Relationship:
ESHSPSRSPISRIPS

2. Name Address:

Telephone #: Relationship:

PRESCHOOL/CHILD CARE HISTORY
Has your child attended preschool/child care before? O Yes O No

If yes, for how long? O 6 months O 1 year 3 2 years O more than 2 years

Name of child’s present or most recent preschool/child care center:

CHILD HEALTH RECORD

1. Immunizations: Please provide a copy of your child’s immunization record. If for any reason your
child has not received any or all of these immunizations appropriate to his/her age, please inform
us.

Parent(s) are responsible to update their child’s immunization record and provide this to the facility
as changes occur.




The dots (.) shown on this table illustrate the routine immunization schedule which should be
followed for infants and children (less than 7 years)

Age DPT-P/Hib DPT-P Hep. B MMR Td-P Td
Birth
2 months . .
4 months .
6 months .
1 year . .
18 months a .
4-6 years .

DPT-P/hib — Diptheria, pertussis, tetanus, polio, haemophilus influenzae type b vaccine; DPT-P — Diptheria,
pertussis, tetanus, polio vaccine; Hep.B - Hepatitis B vaccine; MMR — Measles, mumps, rubella vaccine; Td-P —
Tetanus, diptheria, polio vaccine; Td — tetanus, diptheria vaccine

2. Medical History: Please indicate if your child has had any of the following:

Yes No
Measles 0 0
Rubella 0 0
Mumps d d
Chicken Pox ) )
Meningitis ) O
Pertussis (Whooping cough) | O )

3a) Health Status: Please indicate if your child has any of the following:

Yes No
Asthma a )
Diabetes a )
Eczema/Psoriasis ) a
Epilepsy/seizures O 0
Other a O

3b) Medical Treatment Please indicate medical treatment your child may require.

Name of Medication Dosage

Instructions:







