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CKC, INC. EMERGENCY INFORMATION   School Year ___________________ 


 
Child’s Name ____________________________________________ Date of Birth _______________________ 


Mother’s Name ___________________________________ Mother’s Telephone _________________________ 


Mother’s Address ______________________________________ Mother’s Cell Phone ____________________ 


Father’s Name ___________________________________ Father’s Telephone __________________________ 


Father’s Address ______________________________________ Father’s Cell Phone ____________________ 


Mother Employed by __________________________________ Mother’s Work Telephone ________________ 


Father’s Employed by _________________________________ Father’s Work Telephone _________________ 
 


Other persons that can be contacted in the event of an emergency: 
Child will not be allowed to leave with any other person without written authorization of parent/guardian. 
 


Name Relationship Telephone 


1. ____________________________________ _____________________________ ____________________ 


2. ____________________________________ _____________________________ ____________________ 


3. ____________________________________ _____________________________ ____________________ 


4. ____________________________________ _____________________________ ____________________ 
 


Pediatrician ____________________________ 
 


Address ______________________ 
 


Phone ______________ 


Dentist _______________________________ Address ______________________ Phone ______________ 
 


Allergies: Medications _________________ 
  Pollen ______________________ 


Hayfever ____________________ 
Food _______________________ 
Other _______________________ 


Medical Conditions: Chronic Illness _______________ 
                                    Asthma _____________________ 
                                    Convulsions _________________ 
                                    Diabetes ____________________ 
                                    Other_______________________ 
 


Please Explain _______________________________________________________________________________ 


____________________________________________________________________________________________ 


____________________________________________________________________________________________ 
 


Insurance Company Name and Policy Number ___________________________________________________ 
 
Consent for Medical/Dental Treatment: 
As the parent, agency representative, or legal guardian, I hereby give consent to Campus Kids Connection, Inc.  
to provide all emergency dental or medical care prescribed by a duly licensed physician (MD) or dentist (DDS) 
for my child.  This care may be given under whatever conditions are necessary to preserve the life, limb or well-
being of my dependent. 
 
 
____________________________________________    ___________________________ 
Signature of Parent or Guardian       Date 
 
 








PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY


NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY
(CHILD WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN AUTHORIZATION FROM PARENT OR AUTHORIZED REPRESENTATIVE)


TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY CHILD CARE HOMES LICENSEE


STATE OF CALIFORNIA
HEALTH AND HUMAN SERVICES AGENCY


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION


IDENTIFICATION AND EMERGENCY INFORMATION
CHILD CARE CENTERS/FAMILY CHILD CARE HOMES
To Be Completed by Parent or Authorized Representative


CHILD’S NAME LAST MIDDLE FIRST


ADDRESS NUMBER STREET CITY STATE ZIP


FATHER’S/GUARDIAN’S/FATHER’S DOMESTIC PARTNER’S NAME        LAST MIDDLE FIRST


HOME ADDRESS NUMBER STREET CITY STATE ZIP


MOTHER’S/GUARDIAN’S/MOTHER’S DOMESTIC PARTNER’S NAME     LAST MIDDLE FIRST


HOME ADDRESS NUMBER STREET CITY STATE ZIP


PERSON RESPONSIBLE FOR CHILD LAST NAME MIDDLE FIRST


PHYSICIAN ADDRESS MEDICAL PLAN AND NUMBER


DENTIST ADDRESS MEDICAL PLAN AND NUMBER


TIME CHILD WILL BE CALLED FOR


SIGNATURE OF PARENT/GUARDIAN OR AUTHORIZED REPRESENTATIVE


DATE OF ADMISSION


IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN?


■■ CALL EMERGENCY HOSPITAL ■■ OTHER EXPLAIN: ____________________________________________________________________________________________________________________


NAME


NAME


ADDRESS TELEPHONE RELATIONSHIP


RELATIONSHIP


SEX


HOME TELEPHONE


(     )


TELEPHONE


(     )


TELEPHONE


(     )
TELEPHONE


(     )


DATE


DATE LEFT


BIRTHDATE


BUSINESS TELEPHONE


(     )


BUSINESS TELEPHONE


(     )


BUSINESS TELEPHONE


(     )


HOME TELEPHONE


(     )


HOME TELEPHONE


(     )


ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY


LIC 700  (8/08)(CONFIDENTIAL)
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