
Little Angels Learning Center 
of the First United Methodist Church 

Emergency Contact Form 
Return to:  Cathy Stange, Director 

Little Angels Learning Center 
First United Methodist Church, 214 E. Jefferson St., Iowa City, IA  52245 

Phone:  (319) 341-9757; Fax:  (319) 337-0485 
little-angels@icfirstchurch.org 

Child’s or Children’s Name(s): 

Child’s Name:  Date of Birth: 

Child’s Name:  Date of Birth: 

Child’s Name:  Date of Birth: 

Parent/Guardian/Custodian with Whom the Child Resides: 

Name:  Relationship to child: 

Name:  Relationship to child: 

Home Address: 

Home Phone Number:  Cell Phone Number: 

Work Phone Number:  Email Address: 

Spoken language: 

Other than the parent, persons to contact in case of an emergency: 

1. Name:  Relationship to child: 

Home Phone Number:  Cell Phone Number: 

Work Phone Number:  Email Address: 

Home Address: 

2. Name:  Relationship to child: 

Home Phone Number:  Cell Phone Number: 

Work Phone Number:  Email Address: 

Home Address: 

Are the above named people authorized to pick up your child? Yes No  

Are there any custody/restraining orders for persons who may attempt to pick up or have contact with the child?  If 
yes, complete this section. 

Name of Individual  Relationship to child: 

May this individual pick up or be in contact with your child? Yes No 

Name of individual  Relationship to child: 

May this individual pick up or be in contact with your child? Yes No 



Child’s Health Information 

Name of Child: 1.  2.  3. 

Health Concern or Disability 

Allergies 

Current Medication 

Other

Medical/Dental/Hospital Information 

Physician Name: 

Phone: 

Address: 

Dentist Name: 

Phone: 

Address: 

Hospital Preference: 

Insurance Company and Policy Number: 

I authorize Little Angels Learning Center to seek emergency treatment for my child named above in the event that 
he/she becomes ill or injured while under Little Angel’s authority and I cannot be reached.  Little Angels Learning Center 
may also release appropriate child/family information related to the proper care of my child. 

Parent/Guardian/Custodian Signature:  

Date: 

(This form is valid for one year from the date signed, or until the information changes, whichever occurs first.  Please fill 
it out completely.) 
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