Little Hands 2-Day Class
Medical and Emergency Treatment Agreement

Child: _________________________ 		 Date of Birth: ____________	Class Enrolled: ______________
Mother Name: _____________________	Mother Cell:______________	Alt. Phone:__________________
Father Name: ______________________	Father Cell: ______________	Alt. Phone:__________________

Emergency Contacts
Emergency Contact :  Name:____________________________ Phone: ______________  Alt Phone:____________
Address: _________________________________________________ Relationship:_______________________
This person has my permission to pick up my child from school:  ___Yes   ___No

Emergency Contact :  Name:____________________________ Phone: ______________  Alt Phone:____________
Address: _________________________________________________ Relationship:_______________________
This person has my permission to pick up my child from school:  ___Yes   ___No

Emergency Treatment
A Little Hands staff member and/or the parents in my class have my permission to obtain emergency medical treatment for my child, ______________________________, in the event that I can not be reached or a delay in reaching me presents a risk to my child.

My insurance provider: _____________________  My insurance group or ID #: _________________________
My child's medical record # is: _________________
Preferred hospital or treatment center: _____________________________
___ I understand that I assume all financial responsibility for any medical treatment or care that my child receives for any injuries sustained while at Little Hands.

Medications and Allergies
My child is taking the following medications:
____________________________,   ____________________________,  ____________________________
My child has the following allergies:
____________________________,   ____________________________,  ____________________________
A Little Hands staff member and/or the parents in my class have my permission to administer the following medications or treatments to my child:
___ Sunscreen   (Notes: _________________________________________________________________)
___ Antibacterial or healing ointment   (Notes:_______________________________________________)
___Over-the-counter medication 
        Dosage and instructions: ______________________________________________________________
___ Prescription medication
        Dosage and instructions: ______________________________________________________________

(Please add any further helpful information or medical instructions or preferences on the back of this form.)

__________________________________________	______________________
Signature of Parent or Guardian                                          	 Date
