
 

S.A.F.E. Center 

 Enrollment Data 
 
 

 

1.          Child's Name_____________________________     DOB________________ 
 
                                                  Sponsor                                                          Co-Sponsor 
                                    

Name ___________________________               ________________________________ 

                     
   Relationship to child ___________________________                ________________________________ 

SS# ____________________________               ________________________________ 

               Employed By  ____________________________               ________________________________ 

                 Work Phone ___________________Ext.______               ________________________Ext._____ 

                           E-mail ___________________________               _________________________________  

              Home Address ________________________________________________________________________ 

                               City ___________________State _________ Zip __________ Phone___________________ 

----------------------------------------------------------------------------------------------------------------------------- ---------------- 
 
2.      If someone other than above will be responsible for the account, please complete this section: 

Name ________________________________________ Address________________________  

Telephone (home)__________________________          (work)________________________________             

SS #_____________________________        Email ____________________________________ 

Signature _________________________________________ Date ___________________________ 

(Person responsible for account) 

----------------------------------------------------------------------------------------------------------------------------- ----------------- 
 
3.         Emergency Contact Information: (if sponsors cannot be reached) 
 
             Name: _____________________________________ 
  
             Address:_____________________________________________________________________ 
 

Telephone: (home)__________________________ (work)_______________________________ 

 

Relationship to child ____________________________________________________________ 

Is this person authorized to take child from center? Yes   No (Circle one) 

 
             List all other adults who may take child from My Other Mother Child Care Center: *ID REQUIRED* 
 
             _______________________        ______________________        _____________________ 
             Name                                            Name                                          Name 
 
             _______________________        ______________________        _____________________ 
             Relationship to child                Relationship to child                Relationship to child 
 
             _______________________        ______________________        _____________________ 
               Telephone (home/work)                Telephone (home/work)                 Telephone (home/work) 
 
 
 
 
 
 
 
 



 
 
 
4.         Tylenol Permission: 

I  __do __do not give the director of My Other Mother Child Care or his/her appointed 

representative permission to give ________________ Tylenol. 
      Child's Name 

I understand I will be notified that Tylenol has been administered. 

Signature_________________________________________      Date___________________ 
----------------------------------------------------------------------------------------------------------------------------- ----------------- 

5. Child's Special Needs: ___________________________________________________________ 
 

_____________________________________________________________________________________ 
Special Concerns: 

___ Food Allergies   ___ Seizures    ___ Diabetes     ___ Fainting Spells   ___Other 

 
Explain: ______________________________________________________________________________ 
 
Additional Information: __________________________________________________________________ 
 
_____________________________________________________________________________________ 
----------------------------------------------------------------------------------------------------------------------------- ---------------- 
6.   Disease History:  Please mark which disease(s) your child has had:  
 
      __ Measles      __ Mumps      __Chickenpox      __ Whooping Cough 
 
----------------------------------------------------------------------------------------------------------------------------- ----------------- 
7.   Medical Information: 

Child's physician_____________________________________Phone________________________ 
        
        Address_________________________________________________________________________  

---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
8.   Sunscreen 

I  __ Do ___Do Not give the director of My Other Mother Child Care, or his/her appointed 

representative, permission to apply sunscreen to___________________________. 
Child's name 

__ All brands are acceptable             __ I will provide sunscreen 
 
Signature________________________________ Date______________ 

----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

9.   Consent for Emergency Medical Care: 
                                                           Father 
I/We _________________________Mother (cross out words that do not apply) 
                                                              Guardian 
Of _____________________________do hereby request and give consent to the director of 
My Other Mother Child Care Center or his/her duly appointed representative, for said child to receive 
medical or surgical aid as may be deemed necessary and expedient by a duly licensed or recognized 
physician or surgeon in case of an emergency when the parents cannot be reached. Consent is also given 
for My Other Mother Child Care Center, or his/her duly appointed representative, to transport said child for 
emergency medical treatment when the parents cannot be reached. 

Signed _____________________________ Witness___________________________  

 
        Date_______________________________ Date_____________________________   


