The Early Childhood Center
MEDICAL RELEASE FORM

Child’s Name: ___________________________________________________________________
Address: _______________________________________________________________________
Date of Birth: ________________________________       		Sex: ________________

I agree that in case of an accident or injury, medical care which is immediately required or of an emergency nature may be given in the event I or any designated persons cannot be reached.

Parent #1:  _____ ________________________________________________________________
(please print)

Signature: ____________________________________________	Date: ______________

Parent #2 : _____________________________________________________________________
(please print)

Signature: ____________________________________________	Date: ______________

Designated Persons:

1. __________________________________________________	Phone: ____________

2. __________________________________________________	Phone: ____________

3. __________________________________________________	Phone: ____________
