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Jenny’s House Family Daycare/Preschool 
197 John C. McNamara Dr.  

Montrose, Pa    18801 
(570)278-2551 

 

Emergency Contact / Parental Consent Form 
 
 

 

Child’s Name ______________________________________________ Birthdate _________/________/___________ 

Address ______________________________City ___________________ State ______________ Zip ______________ 

Home Phone ( _________)______________________________________________________________________________ 

 

Mother’s Name/Legal Guardian ___________________________________________________________________ 

Address ________________________________________________ Cell Phone Number (______)______________ 

Business Name ____________________________________ Phone Number (_______) _____________________ 

Address ______________________________________________________________________________________________ 

Father’s Name/Legal Guardian _____________________________________________________________________ 

Address ________________________________________________ Cell Phone Number (______) _______________ 

Business Name ________________________________________ Phone Number (______) ___________________ 

Address _______________________________________________________________________ 

 

Emergency Contact Person(s) 

# 1 Name ________________________________________ Relationship to Child ____________________________ 

Phone Number When Child Is In Care (________) ___________________________________________________ 

# 2 Name ________________________________________ Relationship to Child ____________________________ 

Phone Number When Child Is In Care (________) ___________________________________________________ 
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Person(s) To Whom Child May Be Released 

# 1 Name _____________________________________________________________________________________________ 

# 2 Name _____________________________________________________________________________________________ 

# 3 Name _____________________________________________________________________________________________ 

# 4 Name _____________________________________________________________________________________________ 

 

Physician/Medical Provider 

Name _________________________________________________________________________________________________ 

Address _______________________________________________ Phone Number (______) ____________________ 

Health Insurance Coverage for Child or Medical Assistance Benefits ___________________________ 

Policy Number (Required) __________________________________________________________________________ 

 

Special Disabilities (If Any) _________________________________________________________________________ 

Allergies (Including Medication Reaction) ________________________________________________________ 

Medical or Dietary Information Necessary in an Emergency ____________________________________ 

Medications, Special Conditions ____________________________________________________________________ 

Additional Information on Special Needs of Child ________________________________________________ 

Your child’s growth and development is measured with developmental assessments.  If 

your child currently has an IEP/IFSP, it would be beneficial to share this plan with us so we 

can work together to ensure that the guidelines are put into practice.  You do not have to 

provide this information if you do not wish to do so.  

o I am providing a copy of my child’s IEP or IFSP. 

o I am not providing a copy of my child’s IEP or IFSP and/or this not applicable to my 

child. 

 

____________________________________________________  _________________________________________________ 

         Signature of Parent/Legal Guardian    Date 
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Parent’s Signature Is Required for Each Item below to Indicate Parental Consent: 

 

 

Obtaining Emergency Medical Care: 

_________________________________________________________   _________________________________________ 

 Signature of Parent/Legal Guardian                                               Date 

 

 

Administration of Minor First – Aid Procedures: 

___________________________________________________________  ________________________________________ 

 Signature of Parent/Legal Guardian                                               Date 

 

 

 

 

I, the Parent/Legal Guardian agree to update the emergency contact/parental consent from 

information whenever changes occur or every 6 months at a minimum. 

 

__________________________________________________________  ______________________________________________ 

 Signature of Parent/Legal Guardian                                   Date 

 

__________________________________________________________  ______________________________________________ 

 Signature of Parent/Legal Guardian                                                Date 
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I have reviewed the following information and made any changes and updates as needed. 
 

___________________________________________________________                       ______________________________ 

Parent signature       Date 

 

 

I have reviewed the following information and made any changes and updates as needed. 
 

___________________________________________________________                       ______________________________ 

Parent signature       Date 

 

 

 

I have reviewed the following information and made any changes and updates as needed. 
 

___________________________________________________________                       ______________________________ 

Parent signature       Date 

 

 

I have reviewed the following information and made any changes and updates as needed. 
 

___________________________________________________________                       ______________________________ 

Parent signature       Date 

 


