DISTRICT OF COLUMBIA
L. O G @l OFFICE OF THE STATE SUPERINTENDENT OF

=1 EDUCATION

REGISTRATION RECORD FOR CHILD RECEIVING CARE AWAY FROM HOME

Child: Sex: [] Male [] Female
Last First M.I.
Date of Birth: Home #: Language Spoken AtHome
Home Address:
Number Street Apt. # State ZIP
Parent: Home #
Last First M.I. Business #
Home Address:
Number Street Apt. # State ZIP

Business Address:

Number Street Apt. # State ZIP
Parent: Home #
Last First M.I. Business #
Home Address:
Number Street Apt. # State ZIP
Business Address:
Number Street Apt. # State ZIP
Relative or Guardian: Home #
Last First M.I. Business #
Home Address:
Number Street Apt. # State ZIP
Business Address:
Number Street Apt. # State ZIP

Person to be contacted in case of an emergency (other than parent/guardian):

Relationship to child:

Last First M.I.

Address:

Number Street Apt. # State ZIP Phone #

Designated individual authorized to receive child at end of session:

Last First M.I.

Last First M.I.

Last First M.
Signature: Relationship to child: Date:

TO BE COMPLETED BY THE FACILITY

Date of Admission:
Date of Withdrawal: Reason:

1050 1st Street NE, 6t Floor, Washington, DC 20002 « Phone: (202) 727-1839 TTY: 711 « osse.dc.gov

(Rev. 07-2018)



DISTRICT OF COLUMBIA
0.0 @ M OFFICE OF THE STATE SUPERINTENDENT OF

=1 EDUCATION

DIVISION OF EARLY LEARNING
Licensing and Compliance Unit

AUTHORIZATION FOR CHILD’S EMERGENCY MEDICAL TREATMENT
(Update Annually)

If my child , born on / / , becomes
ill or involved in an accident and I cannot be contacted, I authorize the following hospital or physician to
give the emergency medical treatment required:

Hospital:
Address:
or:
Physician: M.D. Telephone No:
(Area Code)
Address:
Little Folks School , logated at

1 give permission to

Name of Facility or Caregiver

3247 Q St NW, Washington DC , 20007

, to take my child for treatment.

I accept responsibility for any necessary expense incurred in the medical treatment of my child, which is not covered
by the following:

Health Insurance Company:

Name of Policy Holder: Relationship to Child:
Policy Number: Coverage:
Medicaid Number: State:D DC DMD I:IIVA

Child’s known Allergies or Physical Conditions:

Parent/Guardian Signature:

Relationship to Child:

Address:
Telephone No:
Home Business Cell Phone
Date: Date Updated:
Month/Day/Year Month/Day/Y ear

Place in child’s folder/record.

1050 First St. NE, 6th Floor, Washington, DC 20002 ¢ Phone: (202) 727-1839 TTY: 711 ¢ osse.dc.gov
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REGISTRATION RECORD FOR CHILD RECEIVING CARE AWAY FROM HOME

Child: Sex: Male Female
Last First ML
Date of Birth: Home #: Language Spoken AtHome
Home Address:
Number Sireet Apt. # State ZIP
Parent: Home #
Last First M.L Bu%ines% #
Home Address:
Number Street Apt. # State ZIp
Business Address:
Number Street Apt. # State ZIp
Parent: Home #
Last First ML Business #
Home Address:
Number Street Apt, # State AL
Business Address:
Number Street Apt. # State i
Relative or Guardian: Home #
Last First M.L BUSil‘lCSS #
Home Address:
Number Street Apl. # State ZIp
Business Address:
Number Street Apt. # State ZIP
Person to be contacted in case of an emergency (other than parent/guardian):
Relationship to child:
Last First M.L
Address:
Number Street Apt. # State ZIp Phone #
Designated individual authorized to receive child at end of session:
Last Fist ML
Last First M.L
Last First M.L
Relationship to child: Date:

Signature:

TO BE COMPLETED BY THE FACILITY

)ate of Admission:
ate of Withdrawal:

Reason:

1050 1st Streat N 6th Flaar Washinstan DC 20007 « Phane: (2021 727-1830 TTY: 711 » asse de sov



DISTRICT OF COLUMBIA
OFFICE OF THE STATE SUPERINTENDENT OF

=9 EDUCATION

TRAVEL AND ACTIVITY AUTHORIZATION

Q) Special one time permission for this activity only Blanket permission for all given activities

I, parent/guardian of
Name of Parent/Guardian

give my permission

Name of Child

To: Little Folks School

participate in the following activities:

for my child to

Trips in the van/automobile (facility or parent - owned)

N/A

Explain planned activity - where and when

Field trips away from the facility

Neighborhood Spaces (Volta Park, Georgetown, Montrose etc.)

Explain planned activity - where and when

I understand that the facility will use the appropriate child restraint devises and abide by all District of Columbia
safety rules when my child is transported in a vehicle. The facility will also notify me each time that my child
participate in an activity that would involve transportation.

In addition, if the facility has planned activities outside the fenced area of the facility,
O I will allow my child to play outside the fenced area; or

Q I will not allow my child to play outside the fenced area.

This authorization is valid from 09 / 01 [/ 2023 to 05 /31 [ 2024

Parent/Guardian Signature Date Signed

PLEASE KEEP A COPY IN THE CHILD’S FILE.

810 First St. NE, 4th Floor, Washington, DC 20002 ¢ Phone: (202) 727-1839 TTY: 711 e osse.dc.gov
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