 Permission For Emergency Care
Child_____________________________Sex____________Birthdate_______________
Address_________________________________Home Phone______________________

Father__________________________________________Home Phone_____________

Home Address:___________________________________Work Phone______________

Social Security#_____________________Work Place____________________________

Mother__________________________________________Home Phone_____________

Home Address____________________________________Work Phone______________
Social Security #____________________Work Place____________________________

Person(s) or Agency Having Legal Custody of Child_____________________________

Parent's Insurance Company/Policy #_______________________________________

Rainbow Child Development Center has my permission to call my family physician or another physician in an emergency when the family physician or I cannot be reached.


Name of Family Physician_________________________________________


Phone Number   __________________________________________________


Physician Suggested_______________________________________________


Phone Number___________________________________________________

Allergies________________________________________________________________

Is the child under physician's care for health needs on a continuing basis?

__________yes ___________No  Specify_____________________________________

Rainbow Child Development Center has my permission, in an emergency, when I (or my Physician) cannot be contacted, to take my child to the emergency room of the nearest hospital. The hospital and its medical staff have my authorization to provide treatment, which a physician deems necessary for the well being of my child.  
________________________________________________________________________

Signature of Parent                                                                               Date

