Tamarack Common Daycare – Portable Record
Child Name (Last) ________________________________(First )_____________________________Start Date ______
Date of Birth (mm/dd/yyyy) _________________________________Sex (M/F) _________________End Date _______
Address _________________________________________________________________________________________
Mother/Guardian Name (Last)  _________________________________(First) ________________________________
Home Address ____________________________________________________________________________________
Work Name _______________________________________  E-mail ________________________________________
Work Address ____________________________________________________________________________________
Telephone (H)______________________ (C) _______________________(W) _________________________________
Father/Guardian Name (Last) ___________________________________(First) _______________________________
Home Address ____________________________________________________________________________________
Work Name _______________________________________  E-mail ________________________________________
Work Address ____________________________________________________________________________________
Telephone (H)______________________ (C) _______________________(W) _________________________________
Contact 1 Name (Last, First) ________________________________    Relationship to Child ______________________
Address _______________________________________________________________________  Pick up (Y/N) ______ 
Telephone (H)______________________ (C) _______________________(W) _________________________________
Contact 2 Name (Last, First) ________________________________    Relationship to Child ______________________
Address _______________________________________________________________________  Pick up (Y/N) ______ 
[bookmark: _GoBack]Telephone (H)______________________ (C) _______________________(W) _________________________________
Parent/Guardian gives consent to medical/surgical treatments as deemed necessary by a licensed physician and/or hospital to save the life of the child.   _____
Medical Info       Health Care # __________________________________  Immunization up to date?   (Yes/No)  _____
Physician’s Name _____________________________________________ Phone  ______________________________
Does your child receive medication on an ongoing basis? (Yes/No) _____  Allergies  ____________________________ 
 Medical Concerns ________________________________________________________________________________
Diet Restrictions __________________________________________________________________________________
Interests ________________________________________________________________________________________
Likes / Dislikes ____________________________________________________________________________________
