THE COALITION FOR HEMOPHILIA B, INC.

BABYSITTING REGISTRATION FORM

Name of Child: Age:

Please list ALL medical conditions and include ALL medications (including FACTOR) as well as
any other information necessary to ensure your child’s safety (i.e., special needs, allergies, etc.)

Parent (s) Name: Cell Phone:

Please list activities, movies, and games your child enjoys, as well as anything he or she may be
afraid of. Also, please let us know what your child likes to eat for lunch, snacks, and beverages.
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