CFS 428 Slate of lllinois
Rev. 4/2001 Deparimant of Children and Family Services

APPLICATION/RECORD OF CHILD INFORMATION

MName of Child Birthdate BENe s
Addrass
Date Child Received Data Child Left
PARENT OR OTHER PERSONS(S) PLACING THE CHILD
Mamea Mame
Realation to child Falation o child
Home address Home address
Phone Mumber Fhane Mumber
Place of employment B . . Place ofemployment ____ X
Address Address .
FPhone Mumber Phone Mumber
Working hours Working hours
QTHER PERSON TO MOTIFY IF PERSON PLACING THE CHILD CANNOT BE REACHED
Mame _ Address
Phone Mumber e e _ Relationship
PHYSICIAN TO CALL IF CHILD BECOMES ILL OR INJURED
Mame Address =
Phone Number . Hospital or Clinic
PROGRAM
Days per waelk Hours of care
Rate of pay [optional)
Slgnature of parent or ethar peraon placing child Signature of careglver - Date T

A compietaly fliad in form musk be kepl by the licensee for aach child not relatad (o the licensee. Please haye s form availabie at all
times o icensing representatives of the Depariment of Childrsn and Family Services. Conlacl the Area Office for suppliss of this fonm



If the child has any of the lollowing, please explaining:

Medical problems

Physical handicaps

Reslrictions for play—ouldoors

Reslrictions for play—indoors

Sllsrges

Food likes

Food distikes ___ _

Fears

Does the chifd lake a nap? Time Langth
Is the child toilet trained? o
Does the child have special namaes for objects? (polly, cookies, drinks, efc.)
Does the child regularly take medication? __ If so, whal kind and directions
If the child is an infant, whal are the feeding instructions?
Time Amount _ Temperature
Diaper changes, Powder Qintment

Other informatiaon thal will help in caring for the child __

-——

Commenls’

ALL INFORMATION SHALL BE REGARDED AND HANDLED CONFIDENTIALLY



F A et W T R VR B A L

Emergency Information

Name:

fLittle H earts & Hands, Inc.

=R BT T L e HoE el | A L dm i T

Child Day Care & Learning Center

Birthdate:

Address:

Phone#

Father:

Muother:

Father #'s hm: wl:

cell:

Mother #'s hm: whi

cell:

Doctor: phone:

Hospital:

Known
Allergies:

Other Emergency Contacts:

Name Phone

Relationship OK'd for
Pick-up
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Aug. 2010 — July 2012
Tuition Rates

A $60.00 enrollment fee and one week non-refundaien is due for

deposit when enrolled.

























