ESEED

DAYCARE & OSC

SEEDS DAYCARE & OSC DROP-IN REGISTRATION FORM

Child Information

Full Name:
Date of Birth:

Age:

Gender: O Male

Parent/Guardian Information

Full Name:

Relationship to Child:
Address:

Phone Number (Home):
Phone Number (Mobile):

Email Address:

Emergency Contact Information (If different from Parent/Guardian)

Full Name:
Relationship to Child:
Phone Number (Home):

Phone Number (Mobile):

Authorized Pick-Up Persons (Other than Parent/Guardian)

1.

Full Name:

Relationship to Child:

Phone Number (Mobile):

Full Name:

Relationship to Child:

Phone Number (Mobile):

Health Information

Alberta Health Care Number:

Family Doctor:

Doctor's Phone Number:

Does your child have any allergies? Yes / No If yes, please list:




DAYCARE & OSC

Does your child have any medical conditions or special needs? Yes / No- If yes, please list:

Is your child on any medication? Yes / No- If yes, please list:

Drop-In Details ( $100 PER DAY)

e Preferred Drop-In Date:

e Drop-Off Time:

e Pick-Up Time:

Additional Information

Please provide any additional information about your child that might help us better care for them during
their time at SEEDS Daycare:

Consent and Agreement

I, the undersigned, hereby give my consent for the above-named child to participate in the SEEDS Daycare
Drop-In program. I understand that SEEDS Daycare staff will take all necessary precautions to ensure the
safety and well-being of my child during their stay. I agree to adhere to all policies and procedures set
forth by SEEDS Daycare.

Parent/Guardian Signature: Date:

Office Use Only

e Received By:

e Date Received:

Thank you for choosing SEEDS Daycare & OSC for your childcare needs. We look forward to providing a
nurturing and safe environment for your child.

Please return this completed form to the SEEDS Daycare office or email it to info@theseeddaycare.ca (
Please note: A minimum of 48 hours' notice is required for all drop-in requests.
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