
Event:  



Date Care Needed:  


CHILD MEDICAL ENROLLMENT FORM

SHORT-TERM ALTERNATIVE CHILD CARE (STACC)

Please Fill Out This Form Completely.


Child’s Name
Age
Date of Birth
Sex


Home Address
Home Phone


Sponsor’s Name
Rank
SSN


Work Unit/Address
Work Phone
Cell Phone


Spouse’s Name
Cell Phone
Name/Phone for Emergency Contact

Please list any known sensitivities and/or allergies and instructions if any are present.

I have taken special notice that any sensitivities and/or allergies my child has are listed along with specific instructions. Initials ________ Date____________  (STACC form is invalid if left blank)

For age appropriate placement, is your child walking  YES / NO    or   Bottle fed  YES / NO

Please list any special needs your child might have that will require special accommodations:  ________________________________________________________________________________________

I understand that I  must provide an up-to-date immunization record to the Child Development Center prior to start of care.  Initials ________Date____________ (STACC form is invalid if left blank).
List any medication(s) that your child is receiving or will be receiving on date-of-attendance

Medication: _____________________________  Reason:_________________________________________

I hereby certify that to the best of my knowledge, my child is free from any obvious illness and is in good health. In the event I am not available or should my child become ill/injured or signs of illness, I hereby authorize the emergency contact person listed above to pick up my child in my absence.

I hereby authorize appropriate medial personnel to administer, in my absence, medical treatment necessary to maintain life to my child in the event of serious illness or injury.


Signature and Date

CYP Form
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