
 

 

 

(Please print) 

Date: _______________________________  
  
Child’s name: ___________________________________________________ Date of Birth: _________________________________ 

Allergy’s/Health restrictions: ____________________________________________________________________________________  

 
Health card #: _____________________________________________________________ 

Has your child ever attended a Sibshop before: Yes _____________ No ______________  

Parents name: ____________________________________________________________________________________        

Home address: ___________________________________________________________________________________ 

Town: ______________________________ Postal code: ______________________ 

Email: ______________________________________________________________________________________________ 

Home phone: _________________________ Cell phone:_______________________ 

Sibling’s diagnosis & age:  

 

________________________________________________________________________________________________________ 

  
Emergency contact:  
 

________________________________________________________________________________________________________  
 

Would you like your name placed on a list to distribute to siblings and their families? Yes __ No__  

I hereby give my child permission to participate in Sibshops.  
  
 

______________________________________________________________ Date: _________________________________________________ 

Signature of Parent or Guardian 

  

SIBSHOP INFORMATION  FORM    
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