H515-94/ 1

CHI LD CARE FACI LI TI ES REG STRATI ON FORM
CH LD S STARTI NG DATE: DATE OF BI RTH; SEX:
/ / / / M__F
YEAR MONTH DATE YEAR MONTH DATE
NAME OF CHI LD:
( SURNAME) (G VEN NAME) (ALSO KNOMN AS)
NAME CHI LD RESPONDS TO
ADDRESS:
POSTAL CODE: PHONE:

PERSON(S) W TH WHOM CHI LD LI VES (ADULTS & CHI LDREN):

CH LD S FI RST LANGUAGE:

SECOND LANGUAGE:

PARENT( S) / GUARDI AN( S) :

NAME: HOMVE PHONE:
WORK PHONE: LOCAL: DAY/ HOURS OF WORK:
NAME: HOMVE PHONE:
WORK PHONE: LOCAL: DAY/ HOURS OF WORK:

PERSON(S) AUTHORI ZED TO PI CK

UP CH LD AND/ OR BE CONTACTED I N CASE CF

EMERCGENCY (| NCLUDE MOTHER/ FATHER/ GUARDI AN) :

NANME: RELATI ONSHI P TO CHI LD:
HOVE PHONE: WORK PHONE:
NANME: RELATI ONSHI P TO CHI LD
HOMVE PHONE: WORK PHONE:
NAME: RELATI ONSHI P TO CHI LD:
HOMVE PHONE: WORK PHONE:
NANME: RELATI ONSHI P TO CHI LD:
HOVE PHONE: WORK PHONE:

| F APPROPRI ATE, ENGLI SH SPEAKI NG CONTACT:

NAME:

PHONE:

|F THERE | S A CUSTODY AGREEMENT, PLEASE G VE DETAILS AND ATTACH COPY:




HAS CHI LD PREVI QUSLY ATTENDED DAYCARE/ PRESCHOOL?
YES NO | F YES, WHERE?

COMMVENTS/ | NSTRUCTI ONS TO HELP US CARE FOR YOUR CHI LD
TA LETI NG DI APERI NG

REST TI ME

EATI NG MEALTI ME

FEARS

HEALTH | NFORVATI ON

FAM LY DOCTOR: PHONE:
FAM LY DENTI ST: PHONE:

OTHER HEALTH PROFESSI ONALS | NVOLVED W TH YOUR CHI LD
PHONE:
PHONE:
PHONE:

CARECARE PERSONAL HEALTH NUMBER: DATE EFFECTI VE:

/ /
YEAR MONTH DATE

| F APPROPRI ATE, COVMENT ON THE FOLLOW NG HEALTH | SSUES:
SPECI AL MEDI CATI ONS: VI SI ON OR HEARI NG ALLERG ES:
SPEECH OR LANGUAGE: OTHER:

PARENTS COWMENTS (I F ANY):

This health information is to be nade avail able to the staff of the
Vancouver Heal th Departnent.

| give ny consent for ny child to be involved in drop-in visits by the
Vancouver Health Departnent staff.

SI GNATURE OF PERSON PROVI DI NG | NFORNMATI ON:

SI GNATURE OF PERSON RECEI VI NG | NFORMVATI ON:

DATE: / /
YEAR MONTH  DATE

EVE- 4662. COV
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