Emergency Medical Information
Bright Horizons at Everett

Date _____________

Childs Name ________________________________________ Date of Birth ______________
Address   ________________________________________ Home Phone # _______________
City _________________________________________ State ____________ Zip____________
Mother/Guardian Name ______________________________________Cell # _____________
E-Mail Address ________________________________________________________________
Father/Guardian Name _______________________________________Cell # ____________
E-Mail Address ________________________________________________________________
Physician’s Name ___________________________________________ Phone # ___________
Clinic/Hospital ______________________________________________Phone#  ___________
Date of Last Physical Exam______________________________________________________
Date of Last Tetanus Immunization _______________________________________________
Any Known Allergies ___________________________________________________________
____________________________________________________________________________
Any Known Medical Conditions __________________________________________________
____________________________________________________________________________

Medical Insurance: 
Carrier: ______________________________________________________________________
Address _____________________________________________________________________
Subscriber Name ______________________Group No ______________ Effective Date______

Authorization for Medical and/or Surgical Treatment: 
I ___________________________________________, being the Parent or Legal Guardian of __________________________________ hereby give my permission for my child to be given emergency medical treatment to include First Aid and/or CPR by a trained and qualified staff member of Bright Horizons or local rescue unit.

I further authorize and consent to medical, surgical, hospital care, treatment and procedures to be performed for my child by a licensed physician or hospital when deemed necessary or advisable to safeguard my child’s health in the event I cannot be contacted. I waive my right of informed consent to such treatment. I also give permission for my child to be transported by ambulance or aid car to an emergency medical center for treatment should an accident or illness require immediate medical attention. I acknowledge it is my responsibility to keep this medical emergency information and all information concerning my child current throughout my child’s enrollment at Bright Horizons.

Parent/Guardian Signature ______________________________________Date ___________

Director’s Signature ____________________________________________Date ___________
