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Emergency Contact Information and Authorization for Emergency Treatment 
Child’s Information 
Child’s Name: ______________________________________   _____________________________________   ______________________________________ 
Nickname: ____________________       Birth Date: _____/_____/_________       Sex: _________________       Date of Enrollment: _____/_____/_________ 
Address: __________________________________________     City: _________________________     State: ____________________     Zip: _____________ 

Parent/Guardian Information 
Mother/Guardian 
Name: __________________________________________________________________________________________________________________________ 
Address: __________________________________________     City: _________________________     State: ____________________     Zip: _____________ 
Home Phone: ____________________________   Cell Phone: _______________________________   Work Phone: _______________________________ 
Email Address: ____________________________________________________________   Employer: ____________________________________________ 

Father/Guardian 
Name: ___________________________________________________________________________________________________________  
Address: __________________________________________     City: _________________________     State: ____________________     Zip: _____________ 
Home Phone: ____________________________   Cell Phone: _______________________________   Work Phone: _______________________________ 
Email Address: ____________________________________________________________   Employer: ____________________________________________ 

Parent’s Marial Status:          Single               Partners               Married               Separated               Divorced               Widowed 

Designated phone contact in case of injury or emergency: ____________________________________________________________________________ 

Legal Custody Agreement for this child?           No             Yes- Person/Agency with custody: _________________________________________________ 
*If yes, please provide appropriate document such as custody papers stating name of child and person/agency with custody.

Emergency/Allergy Information 
Child’s Physician/Healthcare Provider: ____________________________________________________   Telephone: _____________________________ 
Address: __________________________________________     City: _________________________     State: ____________________     Zip: _____________ 
Child’s Dentist: ________________________________________________________________________     Telephone: ______________________________ 
Address: __________________________________________     City: _________________________     State: ____________________     Zip: _____________ 
Does your child have any allergies or food restrictions:           No     Yes 
o If yes, please explain: __________________________________________________________________________________________________________ 

Does your child have any medical conditions or activity restrictions:           No           Yes 
o If yes, please explain: __________________________________________________________________________________________________________ 

Is your child currently taking any medications:          No            Yes- Please list: __________________________________________________________
Action to be taken in case of emergency/allergic reaction: ____________________________________________________________________________

Emergency Contact Other than Parents (Must be local- Virginia, Maryland, D.C.) 

Name: _____________________________________________   Relationship: _________________________   Telephone: ___________________________ 
Address: __________________________________________     City: _________________________     State: ____________________     Zip: _____________ 

Name: _____________________________________________   Relationship: _________________________   Telephone: ___________________________ 
Address: __________________________________________     City: _________________________     State: ____________________     Zip: _____________ 

Name: _____________________________________________   Relationship: _________________________   Telephone: ___________________________ 
Address: __________________________________________     City: _________________________     State: ____________________     Zip: _____________ 

Persons authorized to pick up child: ________________________________________________________________________________________________ 
Persons NOT AUTHORIZED to pick up child: ________________________________________________________________________________________ 
*Appropriate paperwork such as custody papers shall be attached if a parent is not allowed to pick up the child.

Tysons Corner Children’s Center has my permission, in the event that there is an immediate medical emergency or situation in which medical 
care must be administered to my child, when I (or my physician) cannot be connected, to take my child to the emergency room of  the nearest 
hospital, and its medical staff have my authorization to provide treatment which a physician deem necessary (which may include agreements 
for the administration of  anesthesia) to provide necessary treatment for my child. The parent is responsible for payment of  medical expenses. 

Parent’s Signature: ____________________________________________________________     Date: ____________________________________________ 

Insurance Company: __________________________________________________     ID/Policy Number: ________________________________________ 


	Telephone: 
	Address: 
	City: 
	State: 
	Zip_4: 
	Childs Dentist: 
	Telephone_2: 
	Address_2: 
	City_2: 
	State_2: 
	Zip_5: 
	o If yes please explain: 
	o If yes please explain_2: 
	YesPlease list: 
	Action to be taken in case of emergencyallergic reaction: 
	Name: 
	Relationship: 
	Telephone_3: 
	Address_3: 
	City_3: 
	State_3: 
	Zip_6: 
	Name_2: 
	Relationship_2: 
	Telephone_4: 
	Address_4: 
	City_4: 
	State_4: 
	Zip_7: 
	Name_3: 
	Relationship_3: 
	Telephone_5: 
	Address_5: 
	City_5: 
	State_5: 
	Zip_8: 
	Persons authorized to pick up child: 
	Persons NOT AUTHORIZED to pick up child: 
	Insurance Company: 
	IDPolicy Number: 
	Signature249_es_:signer:signature: 
	Text250: 
	Text251: 
	Text252: 
	Text253: 
	Date254_es_:signer:date: 
	Text255: 
	Date256_es_:signer:date: 
	Text257: 
	Text258: 
	Text259: 
	Text260: 
	Text261: 
	Text262: 
	Text263: 
	Text264: 
	Text265: 
	Text266: 
	Text267: 
	Text268: 
	Text269: 
	Date_es_:date: 
	Text270: 
	Text271: 
	Text272: 
	Text273: 
	Text274: 
	Text275: 
	Text276: 
	Text277: 
	Text278: 
	Text279: 
	Text280: 
	Text281: 
	Text282: 
	Text283: 
	Text284: 
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Check Box291: Off
	Check Box292: Off
	Check Box293: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off


