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It is imperative that the school have this necessary information, and authorization for medical care for each child before the date of admission (Normally September 1st) in order for the child to attend school.  Please attach a copy of current immunization record. 
MEDICAL FORM
Date of Admission ______________________________ M___ F___ DOB ___________

Hours in care each day: 9am – 12pm and Extended Care until 2:30pm

Child’s Name _________________________________Home phone ____________

Address ________________________________________________ Zip ____________

Father’s Name __________________________________________
Phone to reach you during school hours: ________________________​​​​​_
​​

Mother’s Name _________________________________________________________
Phone to reach you during school hours: ________________________​​​​​_

PARENTS MUST BE SURE THE PRESCHOOL KNOWS

WHERE TO REACH THEM AT ALL TIMES

MUST BE FILLED OUT COMPLETELY
Family Doctor/ Pediatrician _________________________ Phone _______________

Address _________________________________________________________
Name of Hospital _______________________________________ Phone __________

Address__________________________________________________________
Without completed Hospital Information we will use:

Cook Children’s Hospital, 801 7th Ave 76104    Phone 682-885-6200
AUTHORIZATION FOR EMERGENCY MEDICAL ATTENTION
In the event I cannot be reached to make arrangements for emergency medical care, I authorize Weekday Christian Preschool, to call 911.  (Staff members are not allowed to transport a child for medical emergencies)  The Medical Form signed by the parent or legal guardian will be taken to the emergency room.  The parent or legal guardian assumes the cost of the ambulance service and all other medical care.  

I give consent for the facility to secure any and all necessary emergency care for my child.

_______________________________________________                    _________________
Signature of Parent/Guardian                                                                                     Date

Medical Form                                                                                7635 S. Hulen St

January, 2012                                                                            Fort Worth, TX 76133                                                                   FAX 817-370-6021
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