STEPPING STONES CHILD DEVELOPMENT CENTER
HEALTH AND EMERGENCY PERMISSION RECORD
and
VEHICLE EMERGENCY MEDICAL INFORMATION

CHILD’S NAME: _______________________________​​​​​___________________ DOB: ______________

ADDRESS: __________________________________________________________________________

CHILD’S PRIMARY CLINIC/DOCTOR: ____________________________________________________

DOCTOR’S PHONE NO.: _______________________________________________________________

FATHER’S NAME: ______________________________________________________

FATHER’S HOME PHONE: __________________ WORK/CELL: _________________

MOTHER’S NAME: _____________________________________________________

MOTHER’S HOME PHONE: _________________ WORK/CELL: _________________

FIRST PARENT TO CONTACT IN CASE OF AN EMERGENCY: 

FATHER/MOTHER (CIRCLE ONE)

PERSON TO NOTIFY IN AN EMERGENCY IF PARENTS CANNOT BE REACHED:

NAME: ______________________________________ RELATION: _______________

CONTACT NUMBER: _______________________

DOES THE CHILD HAVE ANY PHYSICAL PROBLEMS, MENTAL HEALTH DISORDERS, MENTAL RETARDATION OR DEVELOPMENTAL DISABILITIES WHICH WOULD LIMIT THE CHILD’S PARTICIPATION IN THE CENTER’S PROGRAMS AND ACTIVITIES?  YES: ______ NO: _______

IF YES, SPECIFY: ____________________________________________________________________

DOES YOUR CHILD HAVE ALLERGIES? (FOOD, MEDICATIONS, INSECTS, ETC.)

YES: _______ NO: _________

IF YES, SPECIFY: ____________________________________________________________________

ARE THERE ANY SPECIAL NEEDS, CONDITIONS OR PROCEDURES REQUIRED IN CARING FOR YOUR CHILD?  YES: _______ NO: ________

IF YES, SPECIFY: ____________________________________________________________________

CHILD’S CURRENT PRESCRIPTION MEDICATIONS: _______________________________________

I GIVE MY PERMISSION FOR STEPPING STONES CHILD DEVELOPMENT CENTER TO SEEK MEDICAL ATTENTION FOR MY CHILD IN THE EVENT OF AN EMERGENCY IF I CANNOT BE REACHED AND TO HOLD HARMLESS AND RELEASE STEPPING STONES FROM ALL LIABILITY.  I AGREE TO BE FULLY RESPONSIBLE FOR ALL MEDICAL EXPENSES INCURRED DURING THE TREATMENT OF MY CHILD.  I AGREE TO KEEP STEPPING STONES INFORMED OF CHANGES IN TELEPHONE NUMBERS WHERE I CAN BE REACHED.
PARENT’S SIGNATURE: _______________________________________ DATE: _________________

WITNESS: ___________________________________
EMERGENCY CONTACT PROCEDURE WILL BE:

1. CONTACT PARENT(S)
2. CONTACT PERSON LISTED IF PARENT(S) CANNOT BE REACHED
3. CALL EMERGENCY MEDICAL TEAM, IF NECESSARY
4. HAVE EMERGENCY MEDICAL TEAM TRANSPORT CHILD TO HOSPITAL
5. WILL SEEK MEDICAL ATTENTION FROM: GWINNETT MEDICAL CENTER, 3620 HOWELL FERRY ROAD, DULUTH, GA 30096, 678-312-6800
