
CHILDREN'S RECORD
Nebraska Depart.nent of Health and Human Services

Nebel. Depa.tnent ot Heath
.nd Huhan SeM.a.t

Child(ren)'s Name:

Enrollment Date:

Bi,thdate(s):

Lasl Enrollnteni Date:

Parent or Guardian's Home Address and Employment Add
FATHER (or cuardian):
Name: Employer:

City:

MOTHER (or cuardian):
City:

City:

Phone:-.---

Name: Employer:

Ctty: Phone: Phone:

Address:

Pe6on(s) lo Whom lhe Chlld(ren) may be Released by the Caregiver: (!f no one, ptease wdte. 'nOne,)
Name: Name:

Address:

City: Phohe:

Address:

City: Phone:

Person(s) wbo will Take Responsibitity tor the child(ren) in an Emergencywhen the parent (or cuardian) cannot b€Feached: (ONE l,lAME MUST BE GIVEM
Name: Name:

Address: Address:

City: Phone: City: Phone:

Consent lo Conlact Physician in Emergency:
In the event I cannol be reached to make arrangements, I hereby give my consent to

io contaci Doctoa

and,
Clly

ii necessary take my child(ren) to the

lollowing docto(s), clinics, or hospiial

Sgnailre of Parenucoardian

Transporlation Pe(mlssion
I hereby give td transport or

arrange for transportation of my child
Name of Ch[dt6n)

LT9:s?111{ Ii!Isure that mv child(ren) is placed in the approprhte safety restraint as indicared by Nebraska,aw at a timesthe vehicle is in motion.

Date
CRED-0363 Fa 6/07 (520.42j
(0o Not Ge prwioE !€6ion)

_ Signalur€ oi pareni?cuadian

m €}@dd,lcra€desee.



Medication Compelency Statement
dslermined

compelent to give or apply medication to rny child (ren).
Parent rcuardian Name

Signaurc ol Parcn/Guardi4

Any healih problems which caregiver should know:

Medication, if any:

Allergies, if any:

SDecial Conce.ns: (Glasses, Hearing Aid, Crutches)

Any activities child(ren) should NOT engage in:

Company providing health and/oa accident insurance eoverage: (Optional)

Ceriif icate of lmmunizations

VACCINE

DTP/DT/DTaP

Hib

co$iugaie

I certi{y that the above intormalionis corecl to the best ol rny knowtedge.

Sigiatlle of Par€dcuardian or Ph$idan Dale


