STATE OF CALIFORNIA








     DEPARTMENT OF SOCIAL SERVICES

HEALTH AND WELFARE AGENCY







                   COMMUNITY CARE LICENCE

Click on the name of the field you wish to type in, and enter the information required.

For Example: Before entering your child’s last name, click on the gray area after “Last Name”, then begin typing.

*When you are finished, please print this form and send it to the school office.*
IDENTIFICATION AND EMERGENCY INFORMATION

DAY CARE CENTERS

TO BE COMPLETED BY PARENT OR GUARDIAN

CHILD’S LAST NAME:      
MIDDLE:      
  FIRST:          SEX:  FORMCHECKBOX 
M    FORMCHECKBOX 
F
TELEPHONE: (   )-   -    
ADDRESS:      
CITY:      
STATE:      
ZIP:      

Date of Birth:       












(MM/DD/YYYY)

FATHER’S LAST NAME:      
MIDDLE:      
 FIRST:           

BUSINESS TELEPHONE: (   )-   -    
HOME ADDRESS:      
CITY:      
STATE:      
ZIP:      
HOME TELEPHONE: (   )-   -    
MOTHER’S LAST NAME:      
MIDDLE:      
 FIRST:           
BUSINESS TELEPHONE: (   )-   -    
HOME ADDRESS:      
CITY:      
STATE:      
ZIP:      
HOME TELEPHONE: (   )-   -    
PERSON RESPONSIBLE FOR CHILD
LAST NAME:      
MIDDLE:      
 FIRST:           BUSINESS TELEPHONE: (   )-   -     

                                                                                             HOME TELEPHONE: (   )-   -    
ADDITIONAL PERSONS WHO MAY BE CALLED IN EMERGENCY

nAME:      

ADDRESS:      

TELEPHONE: (   )-   -    

RELATIONSHIP:      
nAME:      

ADDRESS:      

TELEPHONE: (   )-   -    

RELATIONSHIP:      
nAME:      

ADDRESS:      

TELEPHONE: (   )-   -    

RELATIONSHIP:      
nAME:      

ADDRESS:      

TELEPHONE: (   )-   -    

RELATIONSHIP:      
pHYSICIAN TO BE CALLED IN EMERGENCY

PHYSICIAN:      
ADDRESS:      
MEDICAL PLAN AND NUMBER:      

TELEPHONE: (   )-   -    
DENTIST:      
ADDRESS:      
MEDICAL PLAN AND NUMBER:      

TELEPHONE: (   )-   -    
IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN?

 FORMCHECKBOX 
CALL EMERGENCY HOSPITAL

 FORMCHECKBOX 
OTHER EXPLAIN:      
NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY

(CHILD WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN AUTHORIZATION FROM PARENT OR GUARDIAN) 

NAME:      






RELATIONSHIP:      
NAME:      






RELATIONSHIP:      
NAME:      






RELATIONSHIP:      
NAME:      






RELATIONSHIP:      
NAME:      






RELATIONSHIP:      
TIME THIS CHILD WILL BE CALLED FOR:      

SIGNATURE OF PARENT OR GUARDIAN

TO BE COMPLETED BY DIRECTOR/ADMINISTRATOR

DATE OF ADMISSION:      




DATE LEFT:      
* LIC 700 (8/08) (CONFIDENTIAL)


* 





