Legrning Land
Student Information Sheet

1. Child's Name DOB
Address

City Zip Phone
Father's Name Cell phone
Father's Employer work phone
Mother's Name Cell phone
Mother's Employer work phone

Days child will be in our care
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2. Emergency Contact Relationship to child

phone cell phone other

Is this person authorized to take the child from the center?

List all other adults who are authorized to take the child from the center:

Name relationship number
Name relationship number
Name relationship number
Name relationship number
Name relationship number
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3. Medical Information

Child's physician phone

Child's emergency treatment facility phone




I, Father, Mother, Guardian (Circle One) of

(Child's Name) do hereby give my consent to

the Director of Learning Land, or her duly 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 the Director or her
duly appointed representative to fransport said child for emergency medical treatment, if the parents
cannot be reached.

Signed Date Witness Date
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4. Immunizations: PLEASE PROVIDE A COPY OF YOUR CHILD'S IMMUNIZATION RECORD.
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5. Disease History: List the dates of each:

Measles Mumps German Measles Chicken Pox Whooping Cough
Contracted Tuberculosis Yes____ /No____ Frequent ear infections Yes____ /No____
Frequent throat infections Yes___ /No____ Defective heart Yes___ /No____

Other Conditions, previous surgeries, or Comments
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6. Other:

Allergies

Siblings? Yes /No Name(s) of siblings

Type of child care used before

Other useful information
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7. I, the parent/guardian of this child, understand that I may ask for a conference with the
caregiver(s) as needed.

Signature Date



