Child Information Sheet - United Presbyterian Church Harrodsburg KY
General Information

Child’s Name  




  Date of Birth 






Address 














Father’s Name 




  Father’s Phone  






Mother’s Name  




  Mother’s Phone  






Guardian’s Name  



 Guardian’s Phone 





Child lives with   both parents    Father only    Mother only     Guardian  

 Joint Custody (time spent in multiple households) 







Siblings (names and ages) 











Who has permission to pick up your child ____________________________________________

___________________________________________________________________________________

Is there anyone who does not have permission to pick up your child _________________

___________________________________________________________________________________

Are there any custody arrangement the leader should be made aware of___________

___________________________________________________________________________________

Medical Information

Allergies  







Restrictions  





Medical Insurance Provider 



  Policy #






Subscriber’s Name  




  Subscribers D.O.B. 




Does child receive standard immunizations?  YES   NO
Date of last tetanus shot 




  

Prescription medications your child takes  









Child’s Physician (name) 




 Phone 





IN CASE OF EMERGENCY (name) 



 Phone  





PARENT’S SIGNATURE 





 Date  





Permission for Emergency Medical Care

In the event I cannot be reached to make arrangements for emergency medical attention, I authorize the leadership of United Presbyterian Church of Harrodsburg, KY to take my child to an emergency room, or to the following physician(s) or his/her associates, for medical care.

Name of Primary Care Physician______________________________________________

Address___________________________ City ___________________State _____________

Zip __________________ Phone ________________________________________________

Name of Dentist _____________________________________________________________

Address ___________________________ City __________________ State _____________

Zip __________________ Phone _________________________________________________

Hospital Preference __________________________________________________________

List any allergies ______________________________________________________________

Medications child is currently taking___________________________________________ ______________________________________________________________________________

Special Instructions___________________________________________________________ ______________________________________________________________________________

I give consent for any and all treatment deemed necessary by the attending physician.   (Attach a copy of your insurance card).

Signature of legal guardian ___________________________________Date __________

State of __________________________ County of ________________________________

This instrument was acknowledged before me on (date) ______________________

(Notary seal)                        Signature of Notary Public __________________________

Permission to Administer Medicine

United Presbyterian Church, Harrodsburg, KY

Name of Child _______________________________________________________________

Name of Medication _________________________________________________________

Is medication (circle one)                     Prescription    Over-the Counter

Dates of be administered ____________________________________________________

Times to be administered ____________________________________________________

Dosage _____________________________________________________________________

How is medicine to be administered __________________________________________

Please note:

· Prescribed Medicine must be in its original container bearing the pharmacist’s label that includes instructions for dosage, name of child, the name of the prescribing physician or other health professional, and a current date.

· Over-the-counter medicine must in its original container, accompanied by the original printed instructions, and within expiration dates.

· Medicine will be administered as authorized in writing by the Childs parent or legal guardian, and not to exceed amounts and frequency of dosage specified on the medicine label.

Print Parent of Guardian Name _______________________________________________

Parent or Guardian Signature _________________________________________________

RECORD OF ADMINISTERED MEDICATIONS SHOULD BE ATTACHED TO THIS FORM

Record of Medicine Administered

Medicine__________________________________

Medicine _________________________________

Dosage Given_____________________________

Dosage Given ____________________________

Time Given _______________________________

Time Given _______________________________

Date _____________________________________

Date ____________________________________

Signature ________________________________

Signature ________________________________

