EMERGENCY CONTACT / PARENTAL CONSENT FORM
55 FA CODE CHAPTERS 3270 124(a)(b), 3270 181 & 182 3280 124 (a)ib) 3280 181 & 182 3290124 (ayh) 3290 181 & 192
BIRTHDATE =%

(CHILD'S NAME

ADDRESS

MOTHER'S NAME/LEGAL GUARDIAN HOME TELEPHONE NUMBER

ADDRESS
BUSINESS NAME o - - ————— ~ [BUSINESS TELEPHONE NUMBER
ADDRESS e - B - T

FATHER'S NAMEN.EGAL GUARDIAN HOME TELEPHONE NLIMBER

“ADDRESS
BUSINESS NAME . B —E . | BUSINESS TELEPHONE NUMBER |
ADDRESS - —— e e —_— B N — . _
EMERGENCY CONTACT PERSON(S) MNAME TELEPHONE NUMBER WHEN CHILD IS IN CARE
PERSON(S) TO WHOM CHILD MAY BE RELEASED NAME ADDRESS TELEPHONE NUMBER WHEN CHILD 1S IN CARE

NAME OF CHILD'S PHYSICIAN/MEDICAL CARE PROVIDER TELEPHONE NUMBER

ADDRESS

SPECIAL DISABILITIES (IF ANY) ALLERGIES (INCLUDING MEDICATION REACTION)

MEDICAL or DIETARY INFORMATION NECESSARY IN AN EMERGENCY SITUATION MEDICATION, SPECIAL CONDITIONS

ADDITIONAL INFORMATION ON SPECIAL N‘EEOS OF CHILD

POLICY NUMBER (REQUIRED)

HEALTH INSURANCE COVERAGE FOR CHILD or MEDICAL ASSISTANGE BENEFITS

PARENT'S SIGNATURE IS REQUIRED FOR EACH ITEM BELOW TO INDICATE PARENTAL CONSENT
OBTAINING EMERGENCY MEDICAL CARE ADMIN. OF MINOR FIRST - AID PROCEDURES

WALKS AND TAIPS = SWIMMING

TRANSPORTATION BY THE FACILITY WADING

PERIODIC REVIEW

SIGNATURE OF PARENT or GUARDIAN DATE

T T SIGNATURF OF PARENT or GUARDIAN B DATE
cYear - 193

03891A
ORIGINAL



Parent/Provider fill in this part.

Parents may write immunization dates; health professional should verify and complete all data

CHILD HEALTH REPORT

(55 PA CODE §§3270.131, 3280,131 AND 3290.131)

CHILD'S NAME, (LAST) {FIRST) PARENT/GUARDIAN
DATE OF BIRIH HOME PHONE: ADDRESS:

CHILD CARE FACTLITY NAME

FACIT{TY PHONE: COUNTY: WORK PHONME

[3 1 authorive the cnild care sLaff and my child's haalth professional to cammuricate divectly if needed to clarify infarmation o this furm about my chiid,

PARENT'S SIGMATURE:

DO NOT OMIT ANY INFORMATION
This farm may be updated by a health professianal, Initial and data any new data. The child care facility needs a capy of the form.

HEALTH HISTORY AND MEDICAL JNFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNQSIS/TREATMENT IN EMERGENCY {DESCRIBE, TF ANY):
0O NONE

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES FMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY.

[ NONE

CHILD'S ALLERGIES (DESCRIBE, IF ANY)
0 NONE

LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS [F NECESSARY 10
DESCRIBE THE PLAN FOR CARE THAT SHOULD BF FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF,

EQUIPMENT AND PROVISION FOR EMERGENCIES.
0 NONE

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE I[N CHILD CARE AND DOES THE CHILD APPEAR O BE FREE FROM CONTAGIOUS OR

COMMUNICABLE DISEASES?
O YES O NO IF NO, PlEASE EXPLAIN YOUR ANSWER:

HAS THE CHILD RECEIVED AlL AGE APPROPRIATE NQTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL, IF
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE | THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND
HEALTH CARE SERVICES CURRENTLY RECOMMENDED | INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD
B\: THE AMERICAN ACADEMY QF PEDIATRICS? (SEE CARE FACILITY.
SCHEDULE AT WWW.AABORG) VISION (subjective until age 3)
BN DS HEARING (subjective until age 4)
LEAD
RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD'S IMMUNIZATION RECORD
IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS
HEP-B
ROTAVIRUS
DTAR/DTP/TD
HIB
PNEUMOCOCCAL
POLIO
INFLUENZA
MMR
VARICELLA
HEP-A
MENINGOCOCCAL
OTHER
MEDICAL CARE PROVIDER SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN'S ASSISTANT
ADDRESS:
HifLE
PHONE LICENSE NUMBCR DATE FORM SIGNED:

GO AT 0uing




AGREEMENT

55 PA CODE CHAPTERS 3270.123 &.181(C); 3280.123 &.181(c); 3290.123 &.181(c)

NAME OF CHILD

FEE AMOUNT . PER-DAY-WEEIK" DAY P:AYMEN? TO _BE Ma.lDE‘
Sy FACTS J2r JACTS Kr MMcTS

Services to be provided as part of the day care fee (examples; fransportation, care, meals, etc)]

HILD'S ARRIVAL CHILD'S DEPARTURE TIME SON(S] IGNA Y 0 WHOM CHILD MA L
LATE FEE PER MIN-HR

Extra services to be provided at an additional fes If applicable

|, the parent/guardian;

D received complete written program information at the time of anroliment (§ 3270.121,
3280.121, 3290.121)

D agres to update the emergency contact/parental copsent form information whenever
changes occur or every 6 months at a minumum. (§ 3270.124, 3280.124, 3290.124)

SIGNATURE-OPERATOR DATE SIGNATURE-PARENT OR GUARDIAN DATE
’__DATE OF CHILD'S ADMISSION P i iy ,::{"ii{i,?‘m}{&ﬁﬂgﬁv&vfﬂ‘9@ e —

DATE OF WITHDRAWAL

SIGNATURE-PARENT OR GUARDIAN DATE
CY 321 - 12/99

030892a



MEDICATION LOG
56 Pa. Code §3270.133; §3280.133; §3290.133 |

PLEASE PRINT
Page of
' Child's Name: Medication:

D Prescription D Non-Prescription Refrigeration Required D YES D NO
If Prescription, Prescriber’s Name: Telephone:
Dosage Amount; Time to Administer; _______ am. _  _ pm - times/day
Dates for Administration: From To

Date Date

Special instructions i.e., symptoms signaling need for administration, medication indications, reasons to hold medication,

contraindications:

I give permission to administer medication to my child as stated above.

Date

Parenl Signature

FACILITY STAFF COMPLETE THIS SECTION

Date Time Amount of
Administered Administered Medication Comments/Reactions
{mm/ddiyyyy) (a.m./p.m.) Administered

Staff Initials

| |
{ This information is confidential and may not be shared or released without the parent’s written permission,

Sa— |
CY 862 10/04



VERBAL REQUEST FOR RELEASE OF CHILD

55 PA CODE CHAPTERS 3270.117(c) and 3280.117(c) and 3290.116(c)

THIS FORM MUST BE COMPLETED TO DOCUMENT THE VERBAL REQUEST BY A PARENT FOR THE
RELEASE OF A CHILD TO A PERSON(S) NOT INDICATED ON THE AGREEMENT
(CHAPTERS 3270.123(a)(5), 3270.124(b)(7); 3280.123(a)(5), 3280.124(b)(7); 3290.123(a)(5), 3290.124(b)(7)).

NAME OF CHILD

DATE

TIME

NAME OF REQUESTING PARENT

TELEPHONE NO. FROM WHICH PARENT IS

CALLING

NAME OF INDIVIDUAL TO WHOM >
THE CHILD IS TO BE RELEASED

NAME OF STAFF PERSON >
TAKING THE CALL

CALL THE ENROLLING PARENT BACK TO CONFIRM THE INFORMATION IF POSSIBLE

CONFIRMING PARENY

DATE

NAME OF STAFF PERSON CONFIRMING INFORMATION

TIME

NAME OF STAFF PERSON RELEASING CHILD

DATE

BE SURE TO ASK FOR IDENTIFICATION WHEN THE INDIVIDUAL ARRIVES

TO PICK UP THE CHILD

Cy 863 -

100



