
Sunny Day Care Center 
275 Thacker St. 

Des Plaines, IL. 60016 
(773) 236-3512 

 

APPLICATION 

NAME OF CHILD                                                                                                     BIRTHDAY                                         SEX                __                                                 
ADDRESS___________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                       
DATE CHILD RECEIVED                                                                      DATE CHILD LEFT___________________________________    

 

PARENT/GUARDIAN INFORMATION 

 
NAME_______________________________________      NAME______________________________________________                                                                                   
RELATIONSHIP TO CHILD________________________       RELATIONSHIP TO CHILD_______________________________ 
ADDRESS____________________________________       ADDRESS____________________________________________ 
___________________________________________       ____________________________________________________ 
  
PHONE NUMBER_______________________________    PHONE NUMBER_____________________________________ 
PLACE OF EMPLOYMENT____________________________ PLACE OF EMPLOYMENT 
 
ADDRESS____________________________________         ADDRESS__________________________________________ 
 

PHONE NUMBER_____________________________        PHONE NUMBER_____________________________________                                                              

 

EMERGENCY CONTACT INFORMATION 

NAME_____________________________________             PHONE NUMBER____________________________________                                                                                 
ADDRESS__________________________________________________________________________________________ 
RELATIONSHIP TO CHILD______________________________________________________________________________ 
 
PHYSICIAN INFORMATION 
 
NAME_____________________________________    PHONE NUMBER________________________________________                                                                                   
ADDRESS__________________________________________________________________________________________ 
HOSPITAL/CLINIC____________________________________________________________________________________ 

PROGRAM 

DAYS PER WEEK                                                                 HOURS OF CARE ________________________________________                                                                                                                                    
RATE OF PAY________________________________ 
 
 
____________________________                                ________________________________            __________________ 
SIGNATURE OF PARENT/GUARDIAN                              SIGNATURE OF DIRECTOR                                       DATE                                           
 

 



 
 
 
                                                                
 

 

                                                                                                                                                                 


