
(so we can communicate via text/SMS)

(so we can communicate via text/SMS)

FAMILY INFORMATION FORM

BCC KIDS

YOUR FULL NAME SPOUSE NAME

YOUR BIRTHDATE SPOUSE BIRTHDATE

YOUR ANNIVERSARY HOME PHONE

CELL PHONE                                                            CARRIER                  TEXT?          YES           NO     

SPOUSE CELL                                                          CARRIER                  TEXT?          YES           NO

YOUR EMAIL SPOUSE EMAIL

ADDRESS      CITY    STATE  ZIP

  CHILD 1

NAME        BIRTHDAY                SEX          M         F

EMAIL            GRADE

PHONE                                                                      CARRIER                  TEXT?          YES           NO

SCHOOL

ALLERGIES/DIETARY RESTRICTIONS

MEDICAL CONDITION, LEARNING CONSIDERATION OR OTHER INFO TO HELP US SUPPORT YOUR CHILD

  CHILD 2

NAME        BIRTHDAY                SEX          M         F

EMAIL            GRADE

PHONE                                                                      CARRIER                  TEXT?          YES           NO

SCHOOL

ALLERGIES/DIETARY RESTRICTIONS

MEDICAL CONDITION, LEARNING CONSIDERATION OR OTHER INFO TO HELP US SUPPORT YOUR CHILD

(so we can communicate via text/SMS)
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(so we can communicate via text/SMS)

  CHILD 3

NAME        BIRTHDAY                SEX          M         F

EMAIL            GRADE

PHONE                                                                      CARRIER                  TEXT?          YES           NO

SCHOOL

ALLERGIES/DIETARY RESTRICTIONS

MEDICAL CONDITION, LEARNING CONSIDERATION OR OTHER INFO TO HELP US SUPPORT YOUR CHILD

  CHILD 4

NAME        BIRTHDAY                SEX          M         F

EMAIL            GRADE

PHONE                                                                      CARRIER                  TEXT?          YES           NO

SCHOOL

ALLERGIES/DIETARY RESTRICTIONS

MEDICAL CONDITION, LEARNING CONSIDERATION OR OTHER INFO TO HELP US SUPPORT YOUR CHILD

  CHILD 5

NAME        BIRTHDAY                SEX          M         F

EMAIL            GRADE

PHONE                                                                      CARRIER                  TEXT?          YES           NO

SCHOOL

ALLERGIES/DIETARY RESTRICTIONS

MEDICAL CONDITION, LEARNING CONSIDERATION OR OTHER INFO TO HELP US SUPPORT YOUR CHILD

janine@buffalocov.org  |  buffalocov.org/children
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