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(Optional)

PHOTO OF CHILD

MEW YORK STATE

Blue Card

OFFICE OF CHILDREN AND FAMILY SERVICES
DAY CARE REGISTRATION

Child's Full Mame:

Doss your child have any allergiss? [ Yes [Mo
If Wes, what is your child allergic to?

Children who have special health care nesds ars those who have chronic physical, developmental,
behavioral or emotional conditions expected to last 1.2 months or more and who also require health and
related services of a type beyond that required by children generally. I your child does have special health
care needs please discuss these with your child-care provider.

Child's Source of Medical Care/Primary Care Physiclan’'s Mame:

Telephone Number:

Child's Source of Dental Care/Dentlst’s Mama:

Telephone Number:

Hame Of Medical Care Facity!

Hospltal:

Teiephone Number:

Would you like information on Child Health Plus? [JYes [0 No

RELATIOMNSHIP

COMTACT NAME

TELEFHONE NUMBER DURING CHILD CARE

OTHER TELEPHOMNE NUMBER (Check type)

[ Pager
[mg=_]
O Cmreer

i

[ Pager
O cel
O Cemer

EMERGEMNCY DATA

HED

CHILD'S FULL NAME:

SEx: [0 Male
[ Female

CHILD'S HOME ADDRESS:

DATE OF BIRTH:

HOME TELEPHONE NUMBER:

DAT

E OF ACCEPTANCE:

DATE OF DISCHARGE:

NAME OF PERSON APPLYING FOR CHILD:

[ other

|:| ~arent |:| Guardian
[ carstaker [[] Relative

HOME TELEPHONE NUMEBER:

DAYTIME TELEPHOMNE NUMBER:

ADDRESS OF PERZON LISTED ABOVE: (IF IFFERENT FROM CHILD'S)

Little Gardens Childcare
140 East Meadow Avenue
East Meadow, NY 11554

AGREEMENTS

ang Fadlity Name and Address

ay C

PryvidenT

| consent to the enroliment of the child listed abaowve im this facility and hawe been advised of the policies regarding administration of
medications, fees, transportation and the services provided by the facility, and the Office of Children and Family Services regulations
under which it operates.
| give consant for my child to take part in neighborhood trips (i.e. library, park and playground) away from the facility under proper
supenvision. [ Yes O ko
In case of accident or injury, | authorze any and all emergency medical, dental, and for surgical care and hospitalization advised
by the physicians, surgeon or hospital (listed on the cther side of this card) necessary for the proper health and well-being of my
child. [ Yes O Mo
| have provided infomation on my child's spedal nesds (Allergies, Diet, Dizabilitizs, and for Medical Information) to the provider,
A5 MEy be necessary to assist the facility in propery caring for my child im case of an emengency. O ves [ Mo

| agree to review and update this information whenever a change occurs and at least once every sixmanths. [ Yes O Mo

SIGMATURE — PARENT OR PERSOMN(S) LEGALLY RESPONSIELE DATE:
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