
 
 

CTK Pre-K - Child’s Personal Data Sheet 
 
 
___________________________      ____________________________     Date of Birth__________________  
Child’s Last Name          Child’s First Name (named called)           
 
____________________________     __________________________ 
Father’s Name            Mother’s Name 
 
Home Address___________________________________City________________ Zip_________Ph#___________ 
 
___________________  Phone#_______________          ________________  Phone#___________________ 
Mother’s    Pager#  _______________                 Father’s      Pager# ___________________ 
Place of Employment  Mobile# _______________          Place of Employment    Mobile#_________________ 
 
Work Hours ___________________            Work Hours ___________________   
 
Student lives with: [  ] Both Parents    [  ] Father Only    [  ] Mother Only     [  ] Father/Stepmother    [  ] Mother/Stepfather    [  ] Foster Parents 
[  ] Legal Guardian    [  ] Other:_________________________ 
 
Emergency Contact Information: 
 
Name of person to call if parents cannot be reached     _____________________________________ 
          
Relationship ________________________________   Phone________________________________ 
 
Home Address___________________________________City________________ Zip_________Ph#___________ 
The above listed person is authorized to take the child from the center? ______Yes    ______No 
 
List all other adults who are authorized to take the child from the center (other than parents): 
 
____________________________ ___________________________ _____________________________ 
Name                 Relationship              Name              Relationship                      Name                Relationship 
____________________________ ___________________________ _____________________________ 
Address    Address    Address 
____________________________ ___________________________ _____________________________ 
City                   State             Zip             City                  State               Zip            City                   State               Zip            
                    
Medical Information: 
Child’s Physician or emergency treatment facility:_________________________________________________ 
Address___________________________________City________________, (Zip)_________Ph#___________ 
     Father 
I, _____________________________________    Mother  (Circle one that applies) of 
      Guardian 
_______________________________________ do hereby give my consent to the Director of CTK Pre-K Facility, or her duly appointed 
            (Child’s Name) 
representative, for said child to receive medical or surgical aid as may be deemed necessary and expedient by a duly licensed or recognized 
physician or surgeon in case of an emergency when the parents cannot be reached.  Consent is also given for the Director or her duly appointed 
representative to transport said child for emergency medical treatment, if the parents cannot be reached. 
 
Signed ______________________________ Date ________________   Witness ____________________________  Date ________________ 
 
Disease History:  List the dates of each: 
 
Measles ________  Mumps ________  German Measles _______ Chicken Pox ________ Whooping 
Cough________ 
 
Contracted Tuberculosis:   Yes______/No______  Frequent Ear Infections:    Yes______/No______ 
Frequent Throat Infection:  Yes______/No______  Defective Heart:     Yes______/No______ 
Other conditions or comments:_____________________________________________________________________ 
 
 
 



Child’s development needs: 
 
Physical or emotional problems the child might have: __________________________________________________ 
 
Child’s special food needs:  Formula ____________    Diabetic diet _____________    Allergies ________________ 
 
Special problems:    Medications __________________________________________________________________ 
Allergies ______________ Temper Tantrums ______  Diabetes ______   Frequent colds ______  Biting_____ 
Sun Sensitivity _________    Seizures ________  Fainting Spells ________    Bed wetting _______   Other _______ 
 
Requires help in:   Dressing _____   Undressing _____   Toileting _____  Eating ______  Washing hands ______ 
 
Child is toilet trained  Yes ______    No ______  Words used in toileting ____________________________ 
 
Favorite:    Games ______________________   Toys ____________________    Foods _____________________ 
 
Siblings?  Yes _____  No _____  Name(s) of siblings: ___________________________________________ 
 
Type of child care used before:___________________________________________________________________ 
 
Other useful information ________________________________________________________________________ 
 
 
 
[  ]  I will pick up my children every day before 2:45 p.m.     [  ]  My children are in a carpool w/_________________ 
[  ]  ______________________ will pick up my children on         and will be picked up every day before 2:45 p.m. 
      [  ] Mon     [  ] Tue     [  ] Wed     [  ] Thu     [  ] Fri        
 
 
[  ]  My child(ren) ride the __________________________van/bus after school.                 
      Van/Bus  -     Phone #___________________   
      [  ] Mon     [  ] Tue     [  ] Wed     [  ] Thu     [  ] Fri 
 
 
 
[  ]  My child(ren) are registered in CHRIST THE KING        [  ]  My child(ren) are not registered in CHRIST THE KING    
      AFTERSCHOOL CARE.              AFTERSCHOOL CARE, but if they have not been 
[  ] Mon     [  ] Tue     [  ] Wed     [  ] Thu     [  ] Fri             picked up by 3:00 p.m., you have my permission to 
                 send them to CHRIST THE KING AFTERSCHOOL 
                 CARE and I will pay the current per-child drop-in rate. 
 
 
 
  
  ALL CHILDREN NOT PICKED UP BY 3:00 P.M. ARE SENT TO CHRIST THE KING AFTERSCHOOL CARE AND  
  THE CURRENT DROP-IN RATE IS APPLIED. 
 
 


