
 

The Sunshine House 
Child Emergency Information 

 

 

Child’s Name: _________________________________________________ Date: ___/___/___ 

Birth date:  ___/___/___      Gender:  M / F      Allergies: _______________________________ 
 

Parent Name: _______________________________Relationship to child: ________________ 

Work Phone: ___________________________ Cell Phone: ____________________________ 

Employer: ___________________________________ Hours at work: ____________________ 

Parent Name: _______________________________Relationship to child: ________________ 

Work Phone: ___________________________ Cell Phone: ____________________________ 

Employer: ___________________________________ Hours at work: ____________________ 

Emergency Contact Name: __________________________Relationship to child: _________ 

Work/Home Phone: ______________________ Cell Phone: ____________________________ 
 

Name of Child’s Physician: ______________________________________________________ 

Address: ____________________________________________ Phone: __________________ 

Name of Child’s Dentist: ________________________________________________________ 

Address: ____________________________________________ Phone: __________________ 

Medications & dosages the child takes regularly: _____________________________________ 
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