
Back Up Care Forms Packet 

All completed forms must be returned  
on or before the child’s first day of attendance. 

FORMS REQUIRED 

Back Up Care Application 

Personal Rights 

Parents’ Rights 

* Physician’s Report

* * Immunization Records

Medical & Emergency Information Sheet 

Teacher Information Sheet 

Disaster Information Card 

* * * Allergy Action Plan & Medication

Please use this form as your checklist. 

* The Physician’s Report may be returned within 30 days of first attendance, only if Immunization Records
are provided on or before the first day of attendance, except as noted below for school-aged children.

** The Immunization Records are not required for school-aged (K-5) children. 

*** The Allergy Action Plan is required if the parent has indicated that the child has an allergy or condition 
that requires medication.  If applicable, the child will not be accepted for care without this information. 

Please don’t hesitate to call or email us if you have any questions. 

1468 Grant Road, Los Altos, CA 94024 
Ph: 650-968-5957                    Fax: 650-968-2052 admin@montecitopreschool.com 



 

BACK UP CARE APPLICATION 
 

MONTECITO SCHOOL 
1468 GRANT ROAD, LOS ALTOS, CA 94024 

PHONE: (650) 968-5957; FAX:  (650) 968-2052 
E-MAIL:  admin@montecitoschool.com; WEBSITE:  www.montecitoschool.com 

 

ENROLLEE PRIVACY INFORMATION – Place a check mark here _______ if you DO NOT want the School to 
release any of your contact information to other parents (This is only used on class lists for other parents to use for 
play dates or birthdays).  

CHILD’S/ENROLLEE’S FULL NAME: __________________________________________________________  

NICKNAME(S) (if applicable): ________________________  BIRTH DATE: __________  GENDER: _______  

HOME ADDRESS:__________________________________________________________________________ 

CITY, STATE: ______________________________  ZIP CODE: ____________________________________ 

HOME PHONE: _____________________________ Ethnicity (Optional): ___________________________ 

DOES YOUR CHILD HAVE AN IEP?  Y ___ N ___  IF SO, PLEASE PROVIDE A COPY FOR YOUR CHILD’S FILE. 

IS ENGLISH YOUR CHILD’S FIRST LANGUAGE? Y ___ N ___  IF NOT, PRIMARY LANGUAGE: _____________ 
 

PARENT(S) CONTACT INFORMATION 
 

Father’s Name (if applicable): ________________________ Home Phone: ________________________ 

Work Phone: ____________________________ Cell Phone: _______________________________ 

Mother’s Name (if applicable): ________________________ Home Phone: ________________________ 

Work Phone: ____________________________ Cell Phone: _______________________________ 
 
E-mail address:_________________________________________________________________________ 
 
Please complete one (1) Application for Enrollment (“Application”) for each Enrollee/Child.   
Parent(s) agree(s) to immediately notify School in writing of any changes to the contact information 
contained in this Application. 
  

OFFICE USE ONLY –  Start Date: ________  Class Code: ________  Room Code: ________ 
 
1st Case ID#:   2nd Case ID#:   3rd Case ID#:   
 
 
 
 
 
 

I hereby give permission for my child to be photographed at Montecito School and/or on school field 
trips.  I understand that these pictures will only be used by and for Montecito for school projects 
and/or advertising purposes. 
 
Parent’s Signature:       ______  Date     _____ 
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MEDICAL AND EMERGENCY INFORMATION 
 

MONTECITO SCHOOL 
1468 GRANT RD, LOS ALTOS, CA 94024 

PHONE: (650) 968-5957; FAX:  (650) 968-2052 

EMAIL:  admin@montecitopreschool.com; WEBSITE:  www.montecitopreschool.com 
 

CHILD’S/ENROLLEE’S FULL NAME: _______________________________________________  
 
 
EMERGENCY & MEDICAL INFORMATION: 
 
 
PHYSICIAN’S NAME: ________________________________ PHONE(S): ____________________________ 
 
DENTIST’S NAME: __________________________________ PHONE(S): ____________________________ 
 

As the parent, agency representative or legal guardian, I hereby give consent to Montecito School to 
provide all emergency dental or medical care prescribed by a duly licensed physician or dentist 
for_________________________(child’s name). This care may be given under whatever conditions are 
necessary to preserve the life, limb or well being of dependent/enrollee/child. 
 
SIGNATURE:_________________________________________ DATE:________________________ 

 
 

CHILD’S/ENROLLEE’S ALLERGIES (IF APPLICABLE): 
 
Food(s): ________________________________________________________________________________ 
 
Other Allergies:__________________________________________________________________________ 
 
SEVERITY:   Mild? _____ Severe? _____ Life Threatening? _____ 

Please describe on the Teacher Information Sheet what a typical allergic reaction has been in the past 
and discuss allergies with your child’s teachers. 

Does the child require medication to be with him/her?  Y____  N____  

If yes, please see the Office for Medication Release Form & Allergy Action Plan to be completed by 
you and your child’s physician & returned to School with the medication.   

EMERGENCY CONTACT & PICK-UP INFORMATION:  
 
 Please list four (4) local contacts/people who may be contacted in case of an emergency AND 

the name(s) of person(s), other than parent(s) or guardian(s) listed above, authorized to pick up 
child/Enrollee from Montecito Preschool.  Children WILL NOT be allowed to leave with any other person 
without written authorization from parent or guardian. 

 
    NAME:                     CITY:  PHONE(s):                 RELATIONSHIP: 
1. 

2. 

3. 

4. 
. 

 

mailto:admin@montecitoschool.com


 

Montecito School 
 

TEACHER INFORMATION SHEET 

 

CHILD’S NAME: _______________________________________________________________________ 
 

CHILD’S CLASS:_______________________________  BIRTHDATE:______________________ 
 

MOTHER’S NAME: ____________________________  OCCUPATION:_____________________ 
 

FATHER’S NAME: _____________________________  OCCUPATION:_____________________ 
 

HEALTH & DEVELOPMENT INFORMATION: 
 

Does child have any food or other allergies?  _____  If so, please list the foods/allergens:  _________________ 

_______________________________________________________________________________________ 
 
Please describe what a typical allergic reaction has been in the past. ___________________________________ 

_______________________________________________________________________________________ 
 
Dietary restrictions (vegetarian? religious/cultural preferences?):______________________________________ 
 
What other illness(es), operation(s). injury(ies), or condition(s) has child had? ___________________________ 
_______________________________________________________________________________________ 
 
Was your child born prematurely? ______  If so, how premature? __________(Mos./wks.) 
 
At what age did child begin walking? _______mos.;  talking? _______mos. 
 
Please describe your child’s typical sleep & napping patterns: ________________________________________ 
_______________________________________________________________________________________ 
 
Please describe your child’s typical eating patterns & preferences: ____________________________________ 
_______________________________________________________________________________________ 
 
CHILD’S QUESTIONNAIRE: 

Has child ever attended a nursery school? _________ If so, for how long? ______________________ 
 
Have caregivers other than parent(s) or guardian(s) cared for child? ___________________________  
 
Will your child be in the care of someone else before or after school? If so, please elaborate.________________ 
 

_______________________________________________________________________________________ 
 

Will your child attend another school in conjunction with Montecito? If so, please elaborate. _______________ 
 

_______________________________________________________________________________________ 
 
Who is the child living with? _________________________________________________________________ 

What is the primary language spoken at home? ___________________________________________________ 
 
Does your child have any speech delays? _______________________________________________________ 
  

 



 

 
Child’s Name_________________________________________________________________________ 

Please list the other members of your household including parents, grandparents, other children in the 
family, the children’s ages and any extended family member(s) and roommates.  Pets are family too! 
 

              

              
 
Have there been any events in your child’s life that have affected him/her such as divorce, death, illness or a move?   
 

If so, please elaborate.______________________________________________________________________ 
 

_______________________________________________________________________________________ 
 

How does your child get along with his/her sisters and brothers?_____________________________________ 
 

_______________________________________________________________________________________ 
 
How does your child get along with his/her peers?________________________________________________ 
 

_______________________________________________________________________________________ 
 
How does your child handle separation?________________________________________________________ 
 

_______________________________________________________________________________________ 
 
Does your child need help with: Dressing himself/herself?_______________  
 

Going to the bathroom?_______________ 
 

Any special words or gestures used to describe going to the bathroom?________________________________ 
 
What do you find most effective in redirecting and disciplining your child?______________________________ 
 

_______________________________________________________________________________________ 
 

_______________________________________________________________________________________ 
 
How would you describe/evaluate your child’s personality? _________________________________________ 
 

_______________________________________________________________________________________ 
 
Describe your child’s strengths and weaknesses. __________________________________________________ 
  

_______________________________________________________________________________________ 
 

_______________________________________________________________________________________ 
 
Please share any special customs or traditions your family honors or celebrates. 

_______________________________________________________________________________________ 
 

 
What do you hope your child will learn during their preschool year?___________________________________ 
 

_______________________________________________________________________________________  
 
Additional comments______________________________________________________________________ 
 

________________________________________________________________________________ 

 
 

 
 

 
  

Thank you for completing this form.  This questionnaire will be given to your child’s teacher and also put in 
his/her office file.  This information is only used by the teacher in order to better understand your child’s needs 
and personality. 



 
 



SIGNS OF AN ALLERGIC REACTION INCLUDE THE FOLLOWING SYMPTOMS:  
PLEASE CHECK THE SYMPTOMS THAT MAY APPLY TO YOUR CHILD 

MOUTH � Itching  � Tingling � Swelling of Lips, Tongue or Mouth
SKIN � Hives  � Itchy Rash � Swelling of face or extremities
STOMACH � Nausea � Abdominal Cramps � Vomiting � Diarrhea
THROAT* � Tightening of Throat � Hoarseness � Hacking Cough
LUNG* � Shortness of Breath � Repetitive Coughing �Wheezing
HEART* � Weak or thready pulse � Low blood pressure � Fainting � Pale skin � Blueness
OTHER* 

* Potentially life-threatening. 
The severity of symptoms can quickly change. All of the above symptoms can potentially progress to a life-threatening situation.

STUDENT NAME    DOB    CLASSROOM  

ALLERGY TO  

ASTHMATIC �YES* �NO *HIGHER RISK FOR SEVERE REACTION

PROCEDURE TO FOLLOW: 
If child has been stung or has a severe allergic reaction, Staff will immediately administer: 
Epinephrine:  inject intramuscularly � EpiPen® � EpiPen® Jr � Twinject® 0.3mg � 
Twinject® 0.15mg 

Antihistamine: give   

Other: give   

Asthma Inhaler:    

Give both the EpiPen® and the  medication simultaneously. � Yes � No 

Give  medication and observe for  minutes.  However, if anaphylactic symptoms (above) occur give the 
EpiPen® 

Important: Asthma inhalers and/or antihistamines cannot be depended on to replace epinephrine in anaphylaxis. 

Parent must provide all medication that will not expire during the current school year 
on or before the first day of attendance. 

Parent Name    _____ Ph 1:    Ph 2:  

Parent Name    Ph 1:    Ph 2:  

Parent Signature (required)    Date:  

Physician Name:   Ph:  

Physician Signature (required)  Date:  

Allergy Action Plan/Anaphylactic Reaction Emergency 
Procedure Form 
1468 Grant Road, Los Altos, CA 94024ph: 650-968-5957 fax: 650-968-2052

IF AN EPIPEN® HAS TO BE ADMINISTERED:  
1. Call 911.  Notify them that the child has been given epinephrine for a possible anaphylactic reaction.
2. Call Parents. 

3. Get Emergency Card. 
4. Keep child lying down with feet elevated.  Keep warm.  Ensure adequate airway.  Child may become drowsy following medication.
5. If breathing stops at any time during procedure, initiate rescue breathing immediately.  If breathing and pulse stops, initiate CPR immediately. 
6. Stay with child until Parents or Paramedics arrive.  If Parents are unavailable, a staff member will accompany child to hospital with a copy of the 

Emergency Card. 

medication/dose/route 

medication/dose/route 

medication/dose/route 
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