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ACTIVITY AUTHORIZATION FORM 
Children’s Discovery Center 


Raleigh, NC 27606 
(919) 851-0630  FAX: (919) 851-0434


Child’s Name: ________________________________________________ 


This form gives your child permission to play on other areas of our property as well as our 
playground areas.  This form will allow your child to go on impromptu nature walks, buggy rides, 
garden walks and picnic/play in the grassy areas that surround our building.  Please return this 
form to your child’s teacher to be kept on file.  Thank you. 


_________ I give my child permission to play in the 


    areas specified above. 


_________ I do not give my child permission to play 


    in the areas specified. 


________________________________________________ 


Parent/Guardian Signature 


________________________ 


Date Signed  


This authorization is valid from _________ to _________. 


1 Year Expiration 





		Childs Name: 

		Date Signed: 

		Child Permissions: Off

		ExpirationDate: 

		InitialDate: 








CHILDREN’S DISCOVERY CENTER 
5511 AVENT FERRY ROAD 


RALEIGH, NC 27606 
(919) 851-0630  FAX: (919) 851-0434


PERSONAL INFORMATION SHEET 


NAME: ________________________________________________   BIRTHDAY: _______________ 


ADDRESS: _____________________________________________________________ 


CITY: ________________________________________________ ZIP CODE: ______________  


HOME PHONE: __________________________ 


MOTHER’S NAME: _________________________________________ CELL: ____________________ 


MOM E-MAIL ADDRESS: ___________________________________  WORK: ____________________ 


FATHER’S NAME: _________________________________________    CELL: _____________________ 


DAD E-MAIL ADDRESS: ___________________________________  WORK: ____________________ 


DOCTORS NAME: _______________________________________      PHONE: ___________________ 


ANY MEDICATED ALLERGIES?      YES ______  NO ______ 


PLEASE LIST: _______________________________________________________________ 


MEDICATION TAKEN ON A REGULAR BASIS:____________________________________________  


________________________________________________________________________________________


SPECIAL DIETARY CONCERNS: ________________________________________________________ 


________________________________________________________________________________________ 


ANY COMMENTS OR SUGGESTIONS REGARDING YOUR CHILD THAT MAY HELP US: 


_________________________________________________________________________________________ 


SPECIAL ACTIVITIES HE/SHE MAY ENJOY: 


_________________________________________________________________________________________ 


________________________________________          _______________ 
Parent/Guardian Signature Date Signed  





		NAME: ________________________________________________   BIRTHDAY: _______________



		NAME: 

		BIRTHDAY: 

		ADDRESS: 

		CITY: 

		ZIP CODE: 

		HOME PHONE: 

		MOTHERS NAME: 

		DOCTORS NAME: 

		PLEASE LIST: 

		MEDICATION TAKEN ON A REGULAR BASIS 1: 

		MEDICATION TAKEN ON A REGULAR BASIS 2: 

		SPECIAL DIETARY CONCERNS 1: 

		SPECIAL DIETARY CONCERNS 2: 

		ANY COMMENTS OR SUGGESTIONS REGARDING YOUR CHILD THAT MAY HELP US: 

		SPECIAL ACTIVITIES HESHE MAY ENJOY: 

		Date Signed: 

		MOM_WORK_PHONE: 

		FATHER_CELL: 

		FATHER_EMAIL: 

		MOTHER_CELL: 

		MOTHER_EMAIL: 

		FATHER_NAME: 

		FATHER_WORK_PHONE: 

		DOCTOR_PHONE: 

		AllergiesYN: Off








Permission to Apply Diaper Ointments or Creams 
Children’s Discovery Center 


Raleigh, NC 27606 
(919) 851-0630  FAX: (919) 851-0434


Child’s Name: _______________________________________________ 


I, the parent/guardian of the above-named child, give permission for the staff of 
Children’s Discovery Center to apply the following topical diaper ointments/creams 
that I have provided for my child: 


Name of Diaper Ointment or Cream:  


Apply the following amount of diaper ointment or cream: 


__ Pea-size dab 
__  Dime-size dab 
__ Quarter-size dab 


At the following times: 


__ When skin in diaper area is red 


__  When rash is present on skin in diaper area 


__  After bowel movement 


__   Other:____________________________________ 


Parent’s Signature: ____________________________  Date: ________________ 


Witness: ____________________________________   Date: _______________


This authorization is valid from _________ to _________. 


1 Year Expiration 





		Childs Name: 

		Name of Diaper Ointment or Cream: 

		Other: 

		Date: 

		Witness: 

		Date_2: 

		InitialDate: 

		ExpirationDate: 

		AmountOfDiaperCream: Off

		SkinRed: Off

		RashPresent: Off

		AfterBowel: Off

		OtherApplicationTime: Off








CHILDREN’S DISCOVERY CENTER 
MINOR FIRST AID MEDICINE BLANKET PERMISSION 


Child’s Name: _________________________________    Age: __ 


Yes  No    Medication    Reason 


__    __    Peroxide  Open Cut or Abrasions 


__    __    Antibiotic Ointment Scrapes or Scratches 


__    __    Vaseline  Scrapes and Scratches 


__    __     Anti-Itch Cream      Minor Skin Irritation 


If, for any reason you do not want us to administer any of the above medications without 


a doctor’s prescription, please be sure to notify us.   


____________________________________    ____________ 
Parent’s Signature             Date  


This authorization is valid from _________ to _________. 


1 Year Expiration 





		Medication: 

		Date: 

		Age: 

		Auth Date End: 

		Auth Date Start: 

		Peroxide: Off

		Antibiotic Ointment: Off

		Vaseline: Off

		Anti-itch Cream: Off





