
PERSONS AUTHORIZED TO PICK UP CHILD 

 
*Identification is required when persons unknown to staff attempt to pick up a child* 

 

Name     Address    Phone Number 

 

__________________________ ______________________     _________________ 

 

__________________________ ______________________     _________________ 

 

__________________________ ______________________     _________________ 

 

__________________________ ______________________     _________________ 

 

EMERGENCY CONTACTS 
 

*Persons who may be called (other than yourselves) in case of an emergency* 

 

Name ___________________________________ Relationship to child______________ 
Address _________________________________ City/State/Zip___________________ 

Home Phone _____________________________ Work/Cell Phone_________________ 

 

Name ___________________________________ Relationship to child______________ 

Address _________________________________ City/State/Zip____________________ 

Home Phone _____________________________ Work/Cell Phone_________________ 

 

Name ___________________________________ Relationship to child ______________ 

Address _________________________________ City/State/Zip ___________________ 

Home Phone ______________________________ Work/Cell Phone ________________ 

 

MEDICAL PREFERENCES 
 

Child’s Physician ___________________Address________________Phone__________ 

 

Child’s Dentist____________________Address________________Phone___________ 

 

Child’s Hospital ___________________Address________________Phone___________ 

 

Please note any medical issues (allergies, chronic medications, medical conditions) your 

child may have: __________________________________________________________ 

 

_______________________________________________________________________ 

 


