LIC#CO2LEQ706
Child Care Application for Enroliment

Email: admin@justlikeangelscc.com
Phone: (850)391-9814

Child’s Information:

Date of Enrollment: / /]

Full Name:

Last First Middle
Child’s Address:
Primary Hours of Care: From: To:

Date of Birth: / /

Gender: Male Female

Family Information: Child Lives With:

Mother’s Name:

Address:

City: State: Zip:

Home Phone: Cell Phone:

Employer:

Address:

Work Phone:




Email Address:

Father’s Name:

Address:

City: State: Zip:

Home Phone: Cell Phone:

Employer:

Address:

Work Phone:

Email Address:

Medical Information:

| hereby grant permission for the staff of this facility to contact the following medical
personnel to obtain emergency medical care if warranted.

Doctor:
Address:
Phone:

Doctor:
Address:
Phone:

Doctor:
Address:
Phone:

Please list allergies, special medical or dietary needs, or other areas of concern:

Emergency Contacts/Pickup Authorization :




THE CHILD WILL BE RELEASED ONLY TO THE CUSTODIAL PARENT OR LEGAL GUARDIAN &
THE PERSONS LISTED BELOW. THE FOLLOWING PEOPLE WILL BE ALSO BE CONTACTED &
ARE AUTHORIZED TO REMOVE THE CHILD FROM THE FACILITY IN CASE OF ILLNESS,
ACCIDENT, OR EMERGENCY IF FOR SOME REASON THE CUSTODIAL PARENT OR LEGAL

GUARDIAN CANNOT BE REACHED. Parent(s) Initials
Name:

Address:

Homett: Workit: Cell#:
Name:

Address:

Homett: Workit: Celltt:
Name:

Address:

Homett: Workit: Celltt:
Custody: Mother Father Both Other

Helpful Information About Child:

By signing below, you verify that all information on this enrollment form is complete and
accurate.

Signature of Parent/Guardian

Date

Signature of Parent/Guardian Date



