EMERGENCY CONTACT FORM

General Information

Child First Name Last Name

Date of Birth (DD/MM/YYYY) Languages Spoken

PARENT #1 PARENT 2

Full Name

Address

City & Postal

Phone & Email

Work Address

City & Postal
Work Phone
Cell Phone
Emergency ContaCtS (Other than yourself)
1. First Name Last Name Phone
Address City Postal Code
2. First Name Last Name Phone
Address City Postal Code
Persons Authorized for Pick Up
Full Name Full Name
Relationship Relationship

Medical Information

Medical Information

Doctor’'s Name Phone

Address City Postal Code

Allergies/ Dietary Restrictions

Room 201 Student Centre, York University Toronto, ON M3J 1P3  Tel: (416) 736-5959 Fax: (416) 736-5884 Email: yorkuchildcare@gmail.com
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