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HOME DAY CARE CLIENT RECORD (“LOG”) 
 

PROVIDER  _____________________________________________________________ 

 

ADDRESS  ______________________________________________________________ 

 

PHONE NUMBER  _______________________________________________________ 

 

PERMIT NUMBER  ______________  EXPIRATION DATE  ____________________ 

 

 

 

Child’s Name  ____________________________________________________ 

 

Date of Birth  ____________________________________________________ 

 

Parent/Guardian  ____________________________________________________ 

 

Home Address  ____________________________________________________ 

 

Email Address ____________________________________________________ 

 

Home Phone Number    ______________________ Cell Phone ____________________ 

 

Work Address  ____________________________________________________ 

 

Work Phone Number  ____________________________________________________ 

 

Date of Entry  ____________________________________________________ 

 

Date of Termination  ____________________________________________________ 

 

 

 

Parent /Guardian Signature  __________________________  Date _________________ 

 

Provider’s Signature ________________________________  Date  ________________ 

 

 

 

  

  

 

 

Health Department

2100 Ridge Avenue 

Evanston, IL  60201-2798

T  847.448-4311

F  847.448.8134 

www.cityofevanston.org
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