Date of Admission Date of Dizcharge CHILD INFORMATION RECORD
STATE OF MICHIGAN

Department of Human Services
Office of Children and Adult Licensing

Mame of Child {Last, Firzt, Middle Initial} Address (Mumber and Sirest, Building/Apariment Numlber)
Child's Date of Birth Home and'or Cell Phone City Siate |Zip Code
{ )

Father/Legal Guardian'z Mame [Mnthen'Legal Guardian’s Name

Home Address (if not child's addrass) IH-::-n'e Address (if not child's address)

ity State |Zip Code IC'rl'g.-' State |Zip Code
IErmplover/School Name IErﬂpIc-',ren'S-:th:-I Mame

Address (Employer’School) Iﬁ-.ddress (Employer/School)

City State |Zip Code Ic:it,r State |Zip Code
Employer/School Phone Hours of Employment’School  §Emploven’Schoal Phone Hours of Employment/School
( ) | ]

Mame of Local Person to be Motified in an Emergency When Parents Mot Available |Local Address and Phone Mumber of Emengency Person

Home andior Cell Phons Work Mumber City State | Zip Code

i ) i )

Mame{s) of Perzon other than Parent or Legal Guardian to whom child may be released

OCAL-3TH (Rev. 3-03) Previcus edition may be uged. See Reverse Side
| give permission _ licensed by the Department of Human Services

(Child Care Provider)
to secure emergency medical andfor emergency surgical treatment for the above named minor child whilz in care.

Signaturs of Parent or Guardian Date Signed AUTHORITY: Act 116 of B.A. 1573,

COMPLETION: Required
PEMALTY: Rule Wiclation Citation.

Space of Motanzation (If Required by Local Medical Facility)

Mame of Child's Physician or Health Clinic Physician's Phone Number

i )
Address of Child's Physician or Health Clinic Mame of Health Insurance Carrier
Hospital Preferred for Emergency Treatment Health Insurance Policy Mumber
Allergies, IF Any Date of Last Tetanus Shot

Field Trip: | hersby give my permission o

for my child to be transported in a vehicle andior participate in field trips.

Prowvider's Name
Signature of Parent or Guardian

The Department of Human Senvces [DHS) will not discrimnate against any mdwidual or group becawse of race, sex, religion, age, natonal origin, color, height,
weight, maritatal status, political beliefs or disabilty. If you need help with reading, writing, hearing, etz., under the Amsricans with Disabilities Azt you are invited
to make your nesds known to a DHE office in your county.

DOCAL-3731 (Rev. 3-05) Previous edition may be used.




