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We are excited to learn more about your child, so we can match him or her with the right respite worker.

Please complete this mandatory form to register your child.
PLEASE PRINT
DATE:______________________

Child’s Last Name:__________________Child’s First Name_______________  Date of Birth:____________________

Address:____________________________________________ 

Mother’s Last Name:________________Mother’s First Name_____________ Cell Phone:______________________

Address:____________________________________________
Email Contact:______________________________

Father’s Last Name:_________________ Father’s  First Name_____________ Cell Phone:______________________

Address:____________________________________________
Email Contact:______________________________

Silbings:

Last Name:________________________First Name_____________________ Date of Birth:____________________

Last Name:________________________First Name_____________________ Date of Birth:____________________

Last Name:________________________First Name_____________________ Date of Birth:____________________

Last Name:________________________First Name_____________________ Date of Birth:____________________
Contact if you cannot be reached during Respite Care:

Last Name:________________________First Name_____________________ Cell Phone:______________________

Relationship to child:________________

Child’s Primary Physician:__________________________________________ Phone:__________________________

Medical Insurance:_______________________________________________ Policy #__________________________

Hospital of Choice:_______________________________________________

CHILD’S MEDICAL HISTORY

Diagnosis of Disability:_____________________________________________________________________________

Significant Medical History: (hospitalizations, chronic illnesses, injuries) _____________________________________

_______________________________________________________________________________________________

Is your child prone to respiratory ailments:___________ If yes describe:_____________________________________
Has your child had seizures in the last 2 years: ________ If yes describe:_____________________________________

What is the preferred caregiver response for any seizures:________________________________________________

What cues does your child give when she or is getting ill or anxious:_________________________________________
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Current Prescription Drugs and Doses:_________________________________________________________________

_________________________________________________________________________________________________
What equipment is needed by your child while in respite care?____________________________________________

What does your child enjoy?________________________________________________________________________

What makes your child laugh?_______________________________________________________________________

Does your child prefer soft or firm things? (Give examples)________________________________________________

What smells does your child like?_____________________________________________________________________

Does your child have a favorite movement? (rocking, spinning, jumping etc.)?_________________________________

Does your child have favorite sounds/music?____________________________________________________________

Is your child sensitive to sound or light?________________________________________________________________

Does your child like looking at our playing with anything in particular?_______________________________________

What activities does your child like? (reading, music, crafts, coloring, puzzles, sand play?________________________

________________________________________________________________________________________________

SPEECH COMMUNICATION AND SENSORY

Which methods of communication does your child use?
______Points to objects named

_______ Uses gestures or sounds
______ Uses sign language

______Uses pictures or icons

_______Says single words/sounds
______ Says phrases or sentences

Can your child follow simple directions? _______
Does your child have sensory impairments?

______ Vision 

______ Hearing

______Touch (sensation)
______ Balance

COGNITIVE AND EMOTIONAL CHARACTERISTICS

Describe your child’s general cognitive/development level:_________________________________________________
Emotional characteristics:__________________________ Behavior issues?____________________________________

How are emotional/behavior issues handled?____________________________________________________________

_________________________________________________________________________________________________

What things are likely to distract your child?_____________________________________________________________

What things are likely to upset or frustrate your child?_____________________________________________________

What works to assist or comfort your child?______________________________________________________________

Does your child like to be cuddled or hugged?____________________________________________________________
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ACTIVITIES/DAILY LIVING

Does your child need assistance with dressing?___________________________________________________________

Does your child eat independently or need assistance?_____________________________________________________

Does your child use a cup and utensils?_________________________________________________________________

Does your child have allergies? (if so please list) __________________________________________________________

_________________________________________________________________________________________________

What are your child’s favorite foods or snacks?___________________________________________________________

Does your child have a choking problem?________________________________________________________________

Does your child need assistance with toileting?___________________________________________________________

Are there particular activities to be avoided?_____________________________________________________________

EMERGENCY INFORMATION

People other than parents authorized to pick up your child(ren) from this event.  Children will not be allowed to leave with any other person without authorization from the parent/guardian in writing.

Name:________________________ Phone #:_____________Relationship to child(ren):_________________________

Name:________________________ Phone #:_____________Relationship to child(ren):_________________________

In the event of an emergency and if neither parent can be contacted please contact:

Name:________________________ Phone #:_____________Relationship to child(ren):_________________________

Name:________________________ Phone #:_____________Relationship to child(ren):_________________________
Initial here if you DO NOT want your child(ren)’s photo used in church media______
If a medical or dental emergency should arise while my child is in care/respite, and I cannot be reached, I hereby give my permission to the Director of Children’s Ministries and/or church staff to authorize treatment for my child.

Parent/Guardian Signature:______________________________________ Date:________________________

