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Please fill out all of these forms. 
General Information (Please Print Clearly)             ☐         Returning Student        ☐New Student
We are happy that you enrolled your child in our center. To help the teachers know and understand your child better, please provide some information by answering everything that is asked in this form. If you have any questions feel free to ask the childcare workers. 
Name of Child_____________________________________________________________________________________________________________________      		(Family Name)	      				First Name) ￼				(M.I.)
Address__________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
Date of Birth___________________ Sex ________ Place of Birth____________________________________________________________________
Father’s Name_________________________________________________________ Occupation _______________ Contact No._________________
Mother’s Name _________________________________________________________ Occupation_______________ Contact No._________________
Number of Children in the Family___________________ Boys______________ Girls ______________	
Dialect Spoken at Home:  	☐Tagalog		☐ Ilocano		☐ Kapampangan
	☐English		☐ Pangasinan	☐Others (pls. specify) _______	
Dominant Characteristic of the Child     ☐ Timid	              ☐Aggressive                 ☐ Orderly
				                    	☐ Responsive	☐ Others______________	
Child’s Interest:
	1. Favorite TV Program __________________________________________________________	
	2. Favorite Toys __________________________________ Games________________________	
	3. Does your child enjoy drawing? ________________ Playing house/role playing________	
	4. Does your child prefer to play alone? ___ With another children? ______ In Group? _______		
	
Fetcher’s Pass form
In addition to parents, ONLY those on the below list will be allowed to pick up a child from TSU-Childcare Center. I understand that the following contacts must be at least 18 years old and have photo ID. Myself or one of the below listed contacts will be available to pick up my child and/or assume emergency responsibility within a half an hour should an emergency or illness occur. I accept responsibility for informing the TSU-Childcare Center, in writing, when the information changes. If you want to limit the contacts below to emergency contact only, please check the box below: Emergency
Name: ___________________________________________________________________________________________________
 Address:  _________________________________________________________________________________________________
Age: ____________ Relationship: ___________________________________ Cellphone Number ___________________________
In case of emergency please contact ______________________________________Cellphone Number ______________________

Name: ___________________________________________________________________________________________________
 Address:  _________________________________________________________________________________________________
Age: ____________ Relationship: ___________________________________ Cellphone Number ___________________________
In case of emergency please contact ______________________________________Cellphone Number ______________________

Participation Agreement	
I am aware of all TSU-Childcare program activities and allow my child to participate fully unless otherwise noted on this form. I allow and hereby certify that my child named herein is capable of safely participating in TSU Childcare program activities. I indemnify and hold harmless the TSU-Childcare Center, any officer, student assistant, volunteer, or childcare worker of TSU Childcare Center and all involved with TSU Childcare programs from liability for any harm that befalls my child as a result of participation in Childcare Center program. I consent, unless noted, that photographs and video taken of him or her are the property of the Center and may be reproduced and publicized for program and marketing purposes, free of claims on my part. I understand that children in childcare programs must be signed in and out every day by an authorized adult 18 years and older. Parents and any of my emergency pick up/contacts must have a fetcher’s pass ID available to show staff every day. I agree to adhere to all program policies published by the TSU-Childcare Center.



Signature: _________________________Printed Name: _____________________________Date: ________________

Childcare Center Health HistoryHealth History 

☐ May Participate in all activities.  ☐ Please restrict from these activities: ___________________________________________________________________________
Current medical, mental, or psychological condition pertinent to routine care of child including any current treatment /care (i.e. interests, guidance, techniques, current chronic illnesses, current fears, life impacting events):
__________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
Additional information you feel helpful: _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

☐None ☐Yes Routine Medications: Include Prescription, holistic/over the counter, vitamins, lotions, lip balms etc.
1. ______________________________________________________________Times:_________________For: ________________________
2. _____________________________________________________________Times:_________________For: ________________________
3. _____________________________________________________________Times:_________________For: ________________________

Does your child have Allergies/asthma?  ☐None ☐Yes Allergies/asthma Type: _________________________________________________________
Reactions if exposed: ______________________________________________________________________________________________________ 
☐None ☐Yes Dietary Restrictions:____________________________Reason:_____________________________Reaction:______________________________
Medical Contact/ Information
Physician: _______________________________________________Address:______________________________________Contact No.:__________
Dentist: _________________________________________________Address:______________________________________Contact No.:__________
Hospital Preference: _______________________________________Address:______________________________________Contact No.:__________

* Please attach a copy of your child’s pediatric clearance


	Supplemental Health History


Family Members Residing in the same Household.
1. Name: _______________________________________Sex: ☐ Male ☐Female Birthdate: ________________ Relationship: _____________
2. Name: _______________________________________Sex: ☐ Male ☐Female Birthdate: ________________ Relationship: _____________
3. Name: _______________________________________Sex: ☐ Male ☐Female Birthdate: ________________ Relationship: _____________
4. Name: _______________________________________Sex: ☐ Male ☐Female Birthdate: ________________ Relationship: _____________

Immediate Family Members Residing outside the Household.
5. Name: _______________________________________Sex: ☐ Male ☐Female Birthdate: ________________ Relationship: _____________
6. Name: _______________________________________Sex: ☐ Male ☐Female Birthdate: ________________ Relationship: _____________
7. Name: _______________________________________Sex: ☐ Male ☐Female Birthdate: ________________ Relationship: _____________
8. Name: _______________________________________Sex: ☐ Male ☐Female Birthdate: ________________ Relationship: _____________
Personal History
Pets’ names and types _____________________________________________________________________________________________________________________
Has he/she had any other group experience?☐ NO /☐ YES If yes, explain _________________________________________________________________________________________________________________________
Does he/she speak in words? NO / YES Complete Sentences? ☐NO / ☐YES _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

Any difficulty speaking? ☐NO / ☐YES If yes, explain
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
 
Special Needs? _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

SOCIAL RELATION
Has your child had any experience playing with other children? _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

Briefly describe your child’s personality (i.e. friendly, aggressive, shy) _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
Does your child like to be alone?☐NO / ☐YES 
How does he/she relate to strangers? _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
Does your child demand a lot of adult attention? ?☐NO / ☐YES 
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

What makes him/her upset? _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
How does your child show feelings? _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
What is the best way of handling your child?
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

Additional Information that would be helpful: _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

EATING HABITS (Select answer. Explain ‘yes’ answers below.)
3. Is your child usually hungry at mealtimes? ☐NO / ☐YES If yes, explain
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

2. Between meals? ☐NO / ☐YES If yes, explain _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

3.  Does your child use utensils? ☐NO / ☐YES
4.  What are his/her favorite foods? _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

4. What foods are refused? _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

5. Any food allergies☐ NO / ☐YES If yes, explain _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

Additional information you feel helpful: _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

TOILET HABITS
1. Can your child be relied upon to indicate his/her bathroom needs? ☐YES / ☐NO If no, explain _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

2. What is the word you child used for urination? ____________________________________ Bowel movements?_____________________________
3. Does your child need to go to the bathroom more frequently than normal for his/her age? ☐NO / ☐YES
3. Is he/she afraid of the bathroom? ☐NO / ☐YES If yes, explain _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
4. Does your child need help? ☐NO / ☐YES If yes, explain _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

5. When did toilet training start? __________________________ When accomplished? _____________________________________Was your child easy or difficult to train?    ☐ NO / ☐YES
6. Does your child wet the bed at night?☐ NO / ☐YES If yes, how often? _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

SLEEPING HABITS
1. What time does your child go to bed?_______________________________________ Awaken?________________________________________
2. Does he/she have his/her own room?_______________________________________ Own bed?________________________________________
3. Does he/she walk or talk or cry during sleep? ☐NO / ☐YES If yes, explain _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
4. What does he/she usually take to bed with him/her? _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
5. Does he or she take naps? NO / YES 
From when?______________________________________________________________ to________________________________
6. What is his/her mood upon awakening _________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
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