
 

 
 

January 2017  

Illness Form 
 

Provider’s Name: _____________________________    
 
Child’s Name: ________________ 
 
Date child observed ill: ____________________   Time: _______________________ 
 
Where did the accident/incident occur? 
_______________________________________________________________________ 
 
Time parent contacted: _______________________ 
 
Name of individual who contacted parent: _______________________ 
 
Time child removed from program: _______________________ 
 
Evidence received to ensure child can be returned to program: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Date child returned to provider residence: _______________________ 
 
 
Other: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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