
Proprietary 

ECYC EMERGENCY CONTACT SHEET 

Child's Name: _____________________________________________________________________________________ 

Child's Room: _____________________________________  Birth date: _____________________________________ 

Parent/Guardian/Domestic Partner Nam e: ___________________________________________________________ 

Relationship to child: ___________________________________________________________________________ 

Cell Phone Number and Carrier: ________________________________________________________________________ 

Would you like a text message in case of an emergency, such as, inclement weather? If  yes, please give us your cell phone carrier 

Parent/Guardian/Domestic Partner Name: _____________________________________________________________ 

Relationship to child: ___________________________________________________________________________ 

Cell Phone Number and Carrier: ______________________________________________________________________ 

Would you like a text message in case of an emergency, such as, inclement weather? If  yes, please give us your cell phone carrier 

Home Address: _______________________________________ City: __________________ State: _______ Zip: __________ 

Work Information for Parent/Guardian Name: _________________________________________________________ 

Work Firm: ________________________________ Work Email: ____________________________________________ 

Work Address: _____________________________________________ Work Telephone #: _______________________ 

Personal Email: ___________________________________________________________________________________ 

Work Information for Parent/Guardian Name:  _________________________________________________________ 

Work Firm: ____________________________________ Work Email: ________________________________________ 

Work Address: __________________________________________ Work Telephone #: __________________________ 

Personal Email: ___________________________________________________________________________________ 

Child's Physician: ___________________________________________ Phone: ________________________________ 

Address: ___________________________________________________ Fax: ___________________________________ 

Child’s Dentist: _____________________________________________ Phone: _________________________________ 

Address: ___________________________________________________ Fax: ___________________________________ 

Relatives or friends who will be responsible for the child in the parents' absence in case of an accident or sudden illness. 

(Office of Licensing requires that at least two contacts be listed) 

Name: Relationship: Phone#: 

______________________ ___________________________ ______________________ 

______________________ ___________________________ ______________________ 

______________________ ___________________________ ______________________ 

Who may pick up your child other than yourselves and those listed above for accident or illness? 

1.__________________________ 2._________________________ 3.________________________

PO Box 2000, RY125 Rahway NJ 07065 Phone: 732-594-3292 

Please type in your first and last name in the signature box below. By typing your name into the box below you attest that you are the legal 
parent/guardian of the minor named on this document and the information you entered on this document is accurate and true to the best of 
your knowledge.

___________________________________________________ 
Print Parent/Guardian Name 

____________________________________ 
Parent/Guardian Signature  Date
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