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High Weald Childminding


Child Record Form

Child’s name: _______________________________ D.O.B._____________

Address: ______________________________________________________

Telephone: ____________________________________________________

Details of Parents/Guardians/Carers

	Mother
	
	Father
	

	Name:
	
	Name:
	

	Address:
	
	Address:
	

	
	
	
	

	
	
	
	

	Home tel:
	
	Home tel:
	

	Work tel: 
	
	Work tel: 
	

	Mobile:
	
	Mobile:
	

	Email:
	
	Email:
	


Emergency Contact

Please name one other person who may be contacted to collect the child in the event of an emergency (if parent not available)

Name:________________________________________________________

Relationship to child:_____________________________________________

Home tel:______________________________________________________

Work tel: ______________________________________________________

Mobile:________________________________________________________

Child’s Doctor
Name:________________________________________________________

Address:_______________________________________________________

Tel:___________________________________________________________

Allergies/Special Diet/Health Problems/Childhood Illnesses ___________

__________________________________________________________________________________________________________________________________________________________________________________________
Immunisations / Vaccinations – Please tick box.

( Diphtheria  ( Whooping Cough  ( Tetanus  ( Polio  ( Measles  ( Mumps  ( Rubella  

( Hib  ( Meningitis
Signature of parent: __________________________Date:_______________
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