
<<Facility Name>>
<<City, State>>
Dependent Care Center
Enrollment Form

Name of Employee: ___________________________
ID #: _______________
Department: ______________________________
Phone #:_______________
Relation to dependent: ___________________________
Dependent Name: ______________________________

Nick Name: ___________________________________
Age: ________


Male______
Female______

Medical History: __________________________________________________________________

__________________________________________________________________
__________________________________________________________________
Medications: __________________________________________________________________

__________________________________________________________________
Allergies (food, medicines, environment):
 _________________________________________________________________

__________________________________________________________________
Other: __________________________________________________________________

__________________________________________________________________
Dependent’s physician Name: ________________________Phone ____________
Likes: __________________________________________________________________

__________________________________________________________________
Dislikes: __________________________________________________________________

__________________________________________________________________
Is anyone else permitted to pick-up this dependent?  Yes______
No______

Name: ____________________________________________________

Relationship to dependent: _________________________________
In case of emergency contact:

Name: ______________________________
Phone #:____________________
Belongings:
__________________________________________________________________
__________________________________________________________________
Misc. notes: __________________________________________________________________
__________________________________________________________________
Armband given:

Yes______
No______
#____________

______________________________
________________
______________

Staff




Time


Date

Check-out

______________________________
________________
______________

Staff




Time


Date

Parent / Guardian signature: 

__________________________________________________

___________________

__________________

Time



Date
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