1A WPA RN

“ rgcncy Contact and Medical Information for a Child

Date of Birth Gender

Parent’s/Guardian’s Name

Home Phone Work Phone

Address

Please provide a copy of your child's insurance card.

Please e-mail the completed form to croninkelly @yahoo.com and reference “EMERGENCY
CONTACT/MEDICAL FORM?” in the subject line, or you may also mail the form to Kellys Kids,
Inc., 9 Spring Road, Prospect, CT 06712.

NOTE: Your electronic signature replaces your handwritten signature.
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