Child Enroliment Form

Entrance Date:

Withdrawl Date:

Child Name:

Sex M F

AGE

Date of Birth

Home Address:

City

State

Zip

Home Phone #:

Father's Name:

Email Address:

Phone

Mother's Name:

Email Address:

Phone

EMPLOYMENT
Father:

Work Phone:

Mother:

Work Phone:

ADDRESS
Father's Address (if different than child)

Mother's Address (if different than child)

LIVING ARRANGEMENTS: (check one)

Both Parents

Mother

Father Other

Child Legal Guardian(s):

Both Parents

Mother

Father Other

The child may be released to the person(s) signing this agreement or to the following:

Name: Address

Telephone Number Relationship to child
Relationship to parent/guardian

Other Identifying information (if any)

Name: Address

Telephone Number

Relationship to child

Relationship to parent/guardian

Other Identifying information (if any)
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Persons to contact in the case of emergency when parent or guardian cannot be reached:

Name Telephone Number,
Name Telephone Number,
Name Telephone Number

Name of Public or Private School child attends, if any:

Child’s doctor or clinic name

Doctor/clinic phone #

My child has the following special needs

The following special accommodation(s) may be required to most effectively meet my child’s needs while at
the center:

My child is currently on medication(s) prescribed for long-term continuous use and/or has the following pre-
existing illness, allergies, or health concerns:

EMERGENCY MEDICAL AUTHORIZATION

Should (child’s name) Date of birth
suffer an injury or illness while in the care of (Facility name)
and the facility is unable to contact me (us) immediately, it shall be authorized to secure such medical attention
and care for the child as may be necessary. I (We) shall assume responsibility for payment for services.

Parent/Guardian:

Signature
Date:
Facility Administrator/Person-in-Charge

Signature

Date:
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Parental Agreements with Child Care Facility

The agrees to provide child care for
{Name of Facility)

on amto___ pm.
(Name of Child) (Days of Week)
from fo

(Month) (Month)

My child will participate in the following meal plan (circle applicable meals and snacks):
Breakfast
Morning Snack
Lunch
Afternoon Snack
Evening Snack
Dinner
Bedtime Snack

Before any medication is dispensed to my child, I will provide a written authorization, which includes: date; name of
child; name of medication; prescription number; if any; dosages; date and time of day medication is to be given. Medicine
will be in the original container with my child's name marked on it.

My child will not be allowed to enter or leave the facility without being escorted by the parent(s), person authorized by
parent (s), or facility personnel.

T acknowledge it is my responsibility to keep my child's records current to reflect any significant changes as they occur,
e.g., telephone numbers, work location, emergency contacts, child's physician, child's health status, infant feeding plans
and iinmunization records, eic.

The facility agrees to keep me informed of any incidents, including illnesses, injuries, adverse reactions to medications,
etc., which include my child.

The agrees to obtain written authorization from me before my child participates in
routine transportation, field trips, special activities away from the facility, and water-related activities occurting in water
that is more than two (2) feet deep.

I authorize the child care facility to obtain emergency medical care for my child when I am not available.

T have received a copy and agree to abide by the policies and procedures for

(Name of Facility)

T understand that the facility will advise me of my child’s progress and issues relating to my child’s care as well as any
individual practices concerning my child’s special needs. I also understand that my participation is encouraged in facility
activities.

Signed: Date:
(Parent/Guardian)
Signed: Date:

(Facility Adminisirator/Person-In-Charge)



INFANT FEEDING PLAN

Child's Full Name Date
Date of Birth

Does the child take a bottle? Yes| ] Nof ]

Is the bottle warmed? Yes{ ] Nof}

Does the child hold own bottle? Yes{ } Nof]

Can the child feed self? Yes| ] Noifl

Does the child eat: (check all that apply)

Strained Foods [ ] ‘Whole Milk [1]

Baby Foods [1 Table Food L]

Formula [] Other [1]

What type formula used, if applicable?

Amount and time of formula/breast milk to be given? Date

UPDATED AMOUNTS OF FORMULA/BREAST MILK TO BE GIVEN
DATE TIME AMOUNT TYPE

Does the child take a pacifier? Yes[ 1 No[ ]Ifyes, when?

INTRODUCTION OF SOLID FOODS

The introduction of age-appropriate solid foods should preferably occur at six months of age, but no sooner than four months. Has the
parent discussed with the child’s primary caregiver that the child has met appropriate developmental skills for the introduction of solid

foods? Yesf 1] Nol 1 Parent Initials:

The child has reached the following developmental skills:

Can hold his/her head steady? Yes[ 1 Nof 1}
Opens mouth/leans forward in anticipation of food offered? Yes{ ] Nof ]
Closes lips around a spoon? Yes[ 1 Nof[ ]
Transfers food from front of the tongue to the back and swallows? Yes|[ 1 Nof ]

Instructions for the introduction of solid foods

Food likes
Food dislikes

Allergies? (including any premixed formula)

UPDATED AMOUNTS/TYPE OF FOOD TO BE GIVEN
TIME AMOUNT TYPE

Any updated instructions regarding adding new foods or other dietary changes, please list as needed.

PARENT’S SIGNATURE: Date:




Authorization to Dispense External Preparations

590-1-1-.20(1)
Parental Authorization. Except for first aid, personnel shall not dispense prescription or non-prescription
medications to a child without specific written authorization from the child's physician or parent. Such
authorization will include, when applicable, date; full name of the child; name of the medication;
prescription number, if any; dosage; the dates to be given; the time of day to be dispensed; and signature
of parent.

| give ., permission to apply one or more of the
following topical ointments/preparations fo my child in accordance with the directions on the label of the
container.

______ Baby Wipes

—_____ Band-aids

______Neosporin or similar ocintment
______Bactine or similar first aid spray

______ Sunscreen

__ Insect Repellent

______Non-Prescription ointment (such as A & D, Desitin, Vaseline)

Baby Powder

Other (please specify)

Parent/Guardian Signature Date

*center should maintain in child’s file



FARE  FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Faod Mlergy Research & Ednealion

Name: D.0.B.: PLACE

. i PICTURE
Allergic to: HERE
Weight: ibs. Asthma: [ Yes (higher risk for a severe reaction) [ No

NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE.

Extremely reactive to the foliowing allergens:
THEREFORE:

1 If checked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.
[1 If checked, give epinephrine immediatgly if the allergen was DEFINITELY eaten, even if no symptoms are apparent.

FOR ANY OF T :
SEVERE SYMPTOMS MILD SYMPTOMS

ONCHONCRICKSECRS)

LUNG HEART THROAT MOUTH lichy or  [tchy mouth A few hives, Mild
Shortness of ~ Pale or bluish  Tight or hoarse Significant runny nose, mild itch ~ nausea or
breath, wheezing, skin, faintness,  throat, trouble  swelling of the sneezing discomfort
repetitive cough weak puise, breathing or tongue or lips
dizziness swallowing FOR MILD SYMPTGMS FROM MORE THAN ONE
SYSTEM AREA, GIVE EPINEPHRINE.
ORA
comBiNATION ||~ FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
SKIN GUT OTHER of symptoms AREA, FOLLOW THE DIRECTIONS BELOW:
Many hives over Repetitive Feeling from different 1. Antihistamines may be given, if ordered by a
body, widespread vomiting, severe  something bad is body areas. ;
5 healthcare provider.
redness diarrhea about to happen, .
anxiety, confusion 2. Stay with the person; alert emergency contacts.
iy o I 3. Watch closely for changes. If symptoms worsen,
give epinephrine.
1. INJECT EPINEPHRINE IMMEDIATELY.
2. Call ©11. Tell emergency dispatcher the person is having
anaphylaxis and may need epinephrine when emergency responders MED‘CATlONS, DOSES
arrive. . . .
. L . L . . . Epinephrine Brand or Generic:
e Consider giving additional medications following epinephrine:
»  Antihistamine Epinephrine Dose: [1 0.1 mgiM 1 0.15mgim [J 0.3 mg M
» Inhaler {bronchodilator) if wheezing
e Lay the person flat, raise legs and keep warm. If breathing is Antihistamine Brand or Generic:

difficult or they are vomiting, let them sit up or lie on their side.

o If symptoms do not improve, or symptoms return, more doses of
epinephrine can be given about 5 minutes or more after the last dose.

e  Alert amergency contacts.

e Transport patient to ER, even if symptoms resolve. Patient should
remain in ER for at least 4 hours because symptoms may return.

Antihistamine Dose:

Other (e.g., inhaler-bronchodilator if wheezing):

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE PHYSICIAN/HCP AUTHORIZATION SIGNATURE DATE
£ORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 5/2020



828’} Permission to Photograph

1, , give permission for to
{Parent or Guardian name) (Child Care Provider)
photograph my child, , for the following purposes:
(Child’'s name)
Type of Use: (Please check one)

Grant Permission | Decline Permission

Still Photographs:

Display in my personal scrapbook

Give photographs possibly containing your
child to current clients

Display in facility’s scrapbook or bulletin
boards, shown to current and prospective
clients -

Display still photos on child care website*

Post photos on child care’s Facebook
page

Other:

Videos:

Give video to current parents

YouTube™ promotional video

Other:

Other (please list):

R I O B O O W
OOoO (oo (oo o 0o

*Only first names and possibly last initials (in the event of two or more children with the
same first name) will be displayed on the facility website.

| understand that it is my responsibility to update this form in the event that | no longer
wish to authotize one or more of the above uses. | agree that this form will remain in
effect during the term of my child’s enroliment.

Signed:

(Parent or Guardian signature) / {Date)




