
Organize Your Life www.Organize-You.com

Routine/Activities

Favorite Books:  _________________________________________________

Favorite Toys:  ___________________________________________________

Nightime Routine:  
__________________________________________________________________
__________________________________________________________________

Daytime Routine: 
__________________________________________________________________
__________________________________________________________________

Friends and Phone Numbers: 
_______________________________         _______________________________
_______________________________         _______________________________
_______________________________         _______________________________

Activities Outside the Home:
__________________________  located  ______________________________
__________________________  located  ______________________________
__________________________  located  ______________________________ 

 Child Care Information Form

Basic Information

Child’s Name:  ___________________________________________________
Date of Birth:  ___________________________________________________
Physical Address:  _______________________________________________
Cell Phone:  __________________________

Special Needs? 	     Yes           No     

School:  _________________________________________________________
Address:  ________________________________________________________
Phone Number:  _______________________________  Grade:  _________
Current Teacher or Counselor:  ________________________________
Principal:  _______________________________________________________

Doctor:  ____________________________  Phone:  ____________________
Address: _________________________________________________________

Insurance Company:  __________________  
Primary:  ______________________  Policy No.:  _____________________

Dentist: ____________________________  Phone:  ____________________
Address: _________________________________________________________

Eye Doctor:  ________________________  Phone:  ____________________
Address:  ________________________________________________________

Allergies? _______________________________________________________

Breakfast		
					   
					   
		
	

Lunch	 Dinner Snacks

Food Preferences

Medication
						    
					   
	
	

Dose	 Time

Medications


