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Health Record 

Doctor's Name: Phone Number: 
------------------ ----------

Care Card# __________________________________ _ 

Dentist's Name: __________________ Phone Number: _________ _ 

Is your child immunized? □ Yes □ No ~If No, I agree to keep my child home during an outbreak and 

will return only when it is over and safe to do so. __________ Parent / Guardian Signature 

Any allergies? □ Yes □ No ~if Yes, please complete & submit the Long Term Care Plan 

Allergens: _______________ Reactions: _________________ _ 

Procedures: 
------------------------------------

Any other medical problems? ____________________________ _ 

Is your child on any medications? If yes, list and state reason _______________ _ 

Special food requirements: _____________________________ _ 

Does child have any vision, hearing or speech concerns? If yes, list _____________ _ 

Any learning/physical or behavior/emotional concerns? If yes, list _____________ _ 

Any recent significant changes in your child's life? (i.e. death, separation, move, new sibling, etc.)_ 

How long has your child been toilet-trained (only for GDC/JKC)? __________ _ 

Medical History Has your child had any of the following: (please mark all that applvl 
□ Rheumatic Fever □ Measles □ Bronchitis □ Asthma □ Chicken Pox

□ Ear Infection □ Whooping Cough □ Pink Eye □ Croup □ Diabetes

□ Pneumonia □ Bowel Disorders □ Heart Condition □ Epilepsy □ Eczema

□ Mumps □ Respiratory Problems □ Scarlet Fever

Please provide the following with this registration form: 

□ Emergency Consent Form (ECF) □ Birth Certificate Copy □ $700.00 registration fee

Please submit the following once enrollment is confirmed: 

□ A one-time Deposit of $250.00* □ $10.00 annual emergency package fee

□ Pre-Authorized Electronic Fund Transfer (EFT) form
['to secure the space for your child: refundable only if child attends Kids Club and account is current after the notice period.

General Information 

Has your child had a group experience prior to this one: □ Yes □ No 

Describe any previous experience: __________________________ _ 

Describe your child's play interests: _________________________ _ 

Does your child usually have a naptime, if so for how long? ________________ _ 

Does your child have any fears? ___________________________ _ 
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