
KRK Rosenberg                                                                                        KRK/104/HEALTH EMERGENCY/REV/0311 

  
 

HEALTH AND EMERGENCY PERMISSION RECORD  
  

Child’s Name: ________________________________  Birth Date: ____________  
  
Mother’s Name: ________________________   Father’s Name: _______________________  
  
Address:  ___________________________________________________________  
  
Home Phone:  ________________  Cell Phone(s):________________________________________ 
  
Does the child have physical problems, mental health disorders, or developmental disabilities, which 
would limit the child’s participation in the program and activities?  
Yes_____ No _____  Specify:  _________________________________________________  
  
Does the child have allergies or existing illness?  (foods, medications, insects, etc.)  
Yes_____ No _____  Specify: _________________________________________________  
  
Are there any special procedures that are required in caring for the child?  
Yes_____ No _____   Specify: _________________________________________________  
  
Has the child been hospitalized in the past 12 months or any previous serious illness or injury?  
Yes_____ No _____  Specify: _________________________________________________  
  
Please list any medications your child is currently taking:  

Name of Medication  Dosage  Frequency  Reason for Medicine  
        
        

 
Please list your emergency contacts:  

First emergency contact    Relation    Phone    
Second emergency contact    Relation    Phone    
Third emergency contact    Relation    Phone   

  
I, _________________________________give my permission for Kids 'R' Kids Rosenberg TX  to 
seek medical attention for my child, __________________________, in the event of an  emergency 
if I cannot be reached, and to hold harmless and release Kids 'R' Kids Rosenberg TX  and Kids ‘R’ 
International, Inc., from all liability.  I further agree to keep the facility informed of changes in 
telephone numbers, etc., where I can be reached.  
Parent’s signature ______________________________ Date: _________  
Parent’s signature ______________________________ Date: _________  
Parent’s signature ______________________________ Date: _________  
Parent’s signature ______________________________ Date: _________  
  
Doctor:  The doctor on call from the hospital, and the phone number of the hospital stated below: Hospital 

center uses: OakBend Medical Center - Williams Way Hospital Campus, 22003 Southwest Fwy, 
Richmond, TX 77469 Phone: (281) 341-2000 

https://www.google.com/search?rlz=1C1CHBF_enUS697US697&q=oakbend+medical+center+-+williams+way+hospital+campus+richmond+phone&ludocid=16898894061872167511&sa=X&ved=2ahUKEwij0MS0h73iAhU9wcQHHZ22DQUQ6BMwB3oECAEQUw
https://www.google.com/search?rlz=1C1CHBF_enUS697US697&q=hospital%20near%20rosenberg&sa=X&ved=2ahUKEwjE9OWvh73iAhUTFjQIHWLZDiYQvS4wAXoECAoQMw&biw=1745&bih=836&dpr=1.1&npsic=0&rflfq=1&rlha=0&rllag=29565889,-95741624,3037&tbm=lcl&rldimm=16898894061872167511&lqi=Chdob3NwaXRhbCBuZWFyIHJvc2VuYmVyZ1ojCghob3NwaXRhbCIXaG9zcGl0YWwgbmVhciByb3NlbmJlcmc&rldoc=1&tbs=lrf:!3sIAE,lf:1,lf_ui:2

