
Child's Nanre Date of Birth I First Day at Center'

Honre Address City

Slale I Zip Code

--*t_____-Parent/GuardianName,,i

Home Telephone Number

Relationship to Child

Home Address Home Telephone Number

City State I ltD
I

I

Email Address (if applicable) I ceit enone

Parent's WorkiSchool Telephone Number Parent's WorkiSchool Name

Parent's Work/School Address City

Please indicate if this nanre should be released if a parenUguardian, of a child attending the centerlhonle, reque$ts contact
informaiiorr for other parents/guardians. f] ves tr tto
lf you answered yes, please indicate which number(s) above to include on ihe list [J Work # lJ Cell # L] Home # tl Ernail

Where can you be reached while your chikl is in this program?

Parent/Guardian Name Relationship to Child

Home Address Home Telephone Number

City Slate zip

Email Address (if applicable) Cell Phone

Parent's Worki$chool Telephone Number Parent's Work/School Name

Parent's WorrlSchool Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the centerihome, requests contact
information for other parents/guardians. I Yes n no
lfyouansweredyes,pleaseindicatewhichnumber(s) abovetoincludeonthelist IWork# nCell # [Flome# l[mail
Where can you be reached while your clrild is in tltis program?

Emergency Contacts: Parents c_annot be listed as emergency contacts. List the narne of at least one r;ergsn who can be contacted
in the event of an emergency or illness if you cannot be reached. Any person listed should be able to assist in contacting you. At least
one person listed must be within one hour of the center/home, able to take responsibility for the child in case the parentlguardian cannot
be contacted and should be at least 1 8 years of age.

Name Name

City State City State

Telephone Number Relationship to Child Telephone Number Relationship to Child

Other numbers where emergency contact can be reached (if appticable) Other numbers where emergency contaci can be reached (if applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number

Qhic Degart:ne:t *t Jn'b =*d Fami!'; Srr'oi':es
/^LJil n EltDn I t itEtlT Artn LrcAt 'rl_t tltrnE ntlTtrrlt-vl IILil i-itI\l-'i-LlUlL-,9 I i{tgiJ ! ia-iiiL i i I lir.i \lrlaiiln{ I lUiE
FOR CHiLD CARE CEi{TER5 AhID TYFE ,{ I{O$SEs

This form shall he comploted prior to the child'* first clay CIf attandanc* and update<l annilfill!, *nd as nscded.
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'Chiid's Name

Allergies, Special Health or Medical Conditions, and Food $upplement*
Fill in this section accurately and completely. Please note that if your child has a current health or medical corrdition reQuiring child care
staff to perform child specific care, such as: to monitor the condition, provide treatment, care, or to give medication, the JF$ 01236
"MedicallPhysical Care Plan" or equivalent form andlor the JFS 01217 "Request for Administration of Medication" must be compleied
and be kept on file at the center or type A home.

Does your child have any food,

fl tto
fl Yes - check all that apply

medication or environmental allergies? (check allthat apply)

[ ] FooO fl Medication f,l Environmental Please list and explain:

Does your cSild's allergy/allergies require child care staff to moriitor child for symptonts, iake action if a reaction occurs, or

give emergency tnedication to your child? (clrc'cA one)

[] tto
f] yes - a JFS 01236 "Medrcal/Physical Care Plan" or equivalent form and if administering medication, a JFS 41217

"Request for Acirninistration of Medication" must be compleied.

Does your child have a special health or medical condition? (check one)

[]No
I Yes - please explain

Does the special health or medical cgndition reqr"rire child care staff to perfr:rm a procedure, or perform child specific care

such as: to monitor your child for symptoms or administer medication during child care hours? (check ane)

f] t'to
fl Ves - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a JFS 01217

"Request for Administration of Medication" must be completed

lsyou'Wnymedication'foodsupplementormecjicalfood(suchaselectrolytesolution)?(checkone}
lNo
fl Yes - please explain

lf yes, does this medication, food supplement, or medical food need to be administered at the child care center/type A

home?

I trto

; y*r - a JFS 01217 "Request for Administration of Medication" must be completed and kept on file for each medtcation,

food supplement or medical food.

n N/A - program does not administer any medications.

dingthoseformedical,reiigiousorculturalreasons?(checkone)

[ruo
f] Yes - please explain

Does this dietary restriction require a modified diet that eliminates all types of fluid milk or an entire food group?

f,ruo
il y"* - written instructions from the child's health care provider must be on the JFS 01217 "Request for Administration of

Medication."
I Nn - child does not attend a full time program.
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Child's Name

List any history of hospitalization, outpatieni surgery, or previous heallh concerns that would be needed to assist tlie stafl'or medical
personnel in an emergency situation.

Lisi any additicnal inforrnation about your child that would be useful for siaff to kncw, such as fears, eating or sleeping habits, or special
loutines. This inforrrration shoulcj not be medical or healtlr related, as that infr:rrnalion should be irrcluded crn the previous page.

Diapering Statement

ls your child toilet trained? f] Ves (lf yes, skip to Emergency Transportation Authorization section) [ No (lf no, fill out the
following)

The program's policy is to check diapers every _-- hours Please indicate if you want yorrr child's diaper checked according to the
center/type A home's policy or another:

I I agree with ihe program's schedule [] t Oo not agree, please check my child's diaper every ._.__ hours.

Hm ra Authorization

Give Pennission to Tran$port

t,K
Do
not
sign
both

Do Not Give Permissiott to Transpod

Center or Type A Home Name Center or lype A Home Name

has permission to secure emergency transportatton for
my child in the event of an illness or injury which
requires emergency treatment. The emergency
transportation service willdetermine the facility to which
my child will be transported.

does not have permission to $ecure emergency
transportation for my child in the event of an illness or
injury which requires emergency treatment. I wish for the
following action to be taken:

Parent's Sigrtaiure Date Parent's Signature Daie

Acknowledgement of Policies and Frocedures
I have reviewed and received a copy of the center's or type A home's policies and proceduies/handbook.

(check one)
ilYes [ ruo

This form;after bengiornpteied and signed by the parent/guardian, must be reviewed for completeness and signed by the

administrator/designee prior to the childreceiving care After the child is attending the program the administrator shall have

the parenVguardian review and initialthe form when any changes/updates are made and at least annually. The parenU

guardian 
"iO 

tt",e adnrinrstrator or clesignee shall initial and clate the form in the section lrelow to indicate when the form was

last reviewed.
ParentiGuardian Signature(s) Date

Administrator/Designee Signature Date

The form is to be initiale<j and dated, at least annualiy, after it has been reviewecl by the parenVguardian, This is to indicate ail inforrnatiott

has stayed the same or changes have been notod. lf significant changes are needed, please conrplete a new fortn.

Parent/Guard ian I nitiais Date of Review Administrator/Desigrree I nitials Date of Review

ParenVGuardian lnitials Date of Review AdministratoriDesignee I nitials Date of Review

ParenVGuardian lnitials Date of Review Administrator/Designee lnitials Date of Review

Note: ThisisaprescribedformwhichmustbeusedbycentersandtypeAhomestomeettherequirementsof rules5101 2-12-37 and5101:2-13-37' Thi$

form must be on file at the center or type A honre on or brefore the child's first day of attendance and thereafier white the child is enrolled
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Ohio Departr-xent of Jcb and Familv Servlces

CHILN [$EDIC&L STATETqfi FNT
For Child Care Centers and Type A Family Child Care H$rrnes

ihis is to certiiy atl oi ihe toliowing:

, I have examiried this ctrild and iound that he or she is in suitable condiiion for participaiion in grcup carc-

. Tils cliiid lras had lt're age appropriate irrrnrurrizati'Jns recomtrtended by tlre Ohio Deparknellt r.tf l{eallli.

" My office has entered the child's immunizations record below or attached a printed record of lhe immunizalicne or fe$*d lhet this

chlld should be exempt from immunizatiorrs for the following reason$:

List any limitations or health conditions for this child (inclLrding allergies, daily medication, dietary restrictions) _.__

Child's f{anle Fnnt o{ tyfj€)

Recommended lmmunizations lenter month, day, and yearl

Vaccines Dose 1 Dose 2 Dose 3 Dose 4 Dose 5

Diphtheria, Tetanus, Pertussis (DTaP)

Hepatitis B (llop B)

Haemophilus lnfluenza type b (HlB)

Measies, Mumps, Rubelia (MtulR)

lnactivaied Polio

Variceila ichicken pox)

Pneumococcal ConJugate (PCV)

Ratarirus

Hepatiiis A

Other

The lmnunizations ahove are recommsnded by the Centers for Disease Control ancl Preventicn ancl the Ohio Department of Health.

Flecnmnrended Assessment$/Screenin gs:
Vision: [--lYes [--] ttto Date: 

--
Denlal. fJ ves fl lto Date:
Bfvll: fl Yes f] No Date.

Hearing: [*]ves
t-ead. f ves
Other:

fl tlo Date:

I t'to Date;

Srgnature oi examrning PhysisianlPhysician's Assi;tan'r/Advanced flractice Nurse Date oi Examinailon

Ohio Administrative Code rules 51At2-12-37 and 5101-2-73-37 require that this exarnination be given no

more than twelve months prior to the date of admission to the child care center or type A lrome'

lnC St Ot :Z-l l-37 of ihe Admifiistrative Code

fillllllllffiir rffilffi


