
ParenUProvider 

fil 
in 

this 

part. 

Parents 

may 

write 

Immunlzation 

dates; 

health 

professlonal 

should 

verlfy 

and 

complete 

all 

data. 

LOS NAME: (LAST) 

DATE OF 8IRTH: 

CHILD CARE FACILTY NAME 

FACILUTY PHONE: 

CHILD'S ALLERGIES (DESCRIBE, IF ANY): 
o NONE 

D lautharze the chld care staff and my child's heealth professional to commnicate directly if needed to clenfy informetion on this for m about my chld. 

PARENTS SIGNATURE: 

O NONE 

Thls fora y be wpdated by a heeh profess enal. Intial and date any new data. The chld care fecilky needsa copy of the form. 

HEALTH HISTORY AND MEDICAL INFORMATTON PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY): 
D NONE 

DESCRIBE ALL MEDICATION AND ANY SPECIA DIET THE CHILD RECENES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONSA 
CHILD RECETVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY. 
O NONE 

D YES O NO 

LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO 
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF, 
EQUIPMENT AND PROVISION FOR EMERGENCIES. 

HAS THE CHILD RECEVED AL AGE APPROPRIATE 
SCREENINGS USTED IN THE ROUTINE PREVENTVE 
HEALTH CARE SERVICES CURRENTLY RECOMMENDED 
BY THE AMERICAN ACADEMY OF PEDLATRICS? (SEE 

|SCHEDULE AT WWWAAP. ORG) 

IMMUNIZATIONS 

HEP-B 

D YES O NO IF NO, PLEASE EXPLAIN YOUR ANSWER: 

RO TAVIRUS 

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR 
COMMUNICABLE DISEASES? 

DTAPDTP/TD 

HIE 

PNEUMOcocCAL 

POLIO 

INFLUENZA 

MR 
VARICELLA 

CHILD HEALTH REPORT 
(55 PA CoDE S$3270.131, 3200.13 1 AND 3290.131) 

(FIRST) PARENT/GUARDIAN 

HEP-A 

HOME PHONE: 

COUNTY: 

MENINGOcOcCAL 

OTHER 

MEDICAL CARE PROVIDER: 

8ADORESS: 

DATE 

DO NOT ONIT ANY INFORMATION 

ADORESS: 

WORK PHONE: 

RECORD DATES OF IMNUNIZATIONS BELoW OR ATTACH A PHOTOCOPY OF THE CHILD'S IMMUNIZATION RECORD 

NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORML IF 
THE SCREENING WAS ABNORNAL PROVIDE THE DATE THE SCREENING WAS OOMPLETED AND 
NFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS REOOMMENDED FOR THE CHILD 

ARE FAACTLTY. 

VISION (subjecthve until age 3) 

LEAD 

HEARING (subjecthve until age 4) 

DATE 

PHONE 

DATE DATE DATE 

SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN'S ASSISTANT 

TITLE: 

cOMMENTS 

LICENSE NUMBER: DATE RORM SIGNED: 

CO 51 09/08 



CHILO'S NAME 

ADORESs 

ADOAEES 

MOTHER'S NAMEAEGAL GUARDIAN 

BUSINESS NAME 

ADORE39 

ADORESS 

FATHER'S NAMBLEGAL GUARDIAN 

BUSINESS NAME 

ADORESS 

35 PA CODE CHAPTERS 3270 124(ab). 3270 1@1 & 182. 3280 124 (a(b), 3280 181 & 182 3290 124 (a)(b). 3200 181 4 182 
EMERGENCY CONTACTI PARENTAL CONSENT FORM 

EMERGENCY CONTACT PERSON(S) 

PERSONS) TO WHOM CHILD MAY BE RELEASED 

ADDAESs 

NAME OF CHILD'S PHYSICIANMEDICAL CARE PROVIDER 

SPECIAL DISABILITIES (IF ANY 

ADONTIONAL INFORMATION ON SPECIAL NEEDS OF CHILO 

MEDICAL or DIETARY INFOAMATION NECEsSARY IN AN EMEAGENCY SITUATION 

WALKS AND TRIPS 

MEAL TH INSURANCE COVEAAGE FOA CHILD or MEDICAL ASSISTANCE BENErTS 

TRANSPORTANON BY THE FACILY 

PERIODC REVIEW 

0OA 

NAME 

NAME 

SIGNATUAE OF PARCNT o GUAADIAN 

SIGNATURE OF PARENT O OUARDIAN 

ADDAES6 

SWIMMINO 

WADINo 

ORIGINAL 

HOME TELEPHONE NUMBEA 

BUGINEA9 TELEPHONE NUMAEA 

PARENTS SIGNATURE IS REQUIRED FOR EACH ITEM BELOV/ TO INDICATE PARENTAL CONSENT 
OBTAINNG EMERGENCY MEDICAL CARE ADMIN, OF MINOR FIRST - AID PROCEDURES 

HOME TELEPHONE NUMBA 

BIRIHDATE 

BUSINESS TELPHONE NUMIE 

TELEPHONE NUMBER WHEN CHILD IS IN CARE 

TELEPHONE NUMBEA WHEN CHILD I9 IN CARE 

TELEPHONE NUMBER 

ALLERGIES (INCLUDING MEDICATION AEACTION) 

MEDICATION, SPECIAL CONDITIONS 

POUCY NUMBEA (AEQUIRED) 

DATE 

DATE 

CY D7 



authortze Klsty Hollinger's Loeming 

Center & Childcare to reloco y child(en) to the person(s) deelgnatod. Thls is 

in consonance win the Kisty Holinger's Loaming Center & Childcare 

Emergency Proparedness Plen. 

Shdent's Ngme 

Your Sigature 

Print Nane 

ATTACHENT 8-CHNLD PICK-UP AUTHORIZATION 

Addross 

Address 

Home Phone 

Desiongted Custodiano): NameRReletionshio 

Relationehp 

Work Phone 

NOTE Prents end ouerdia thould daignate themee 

Date 

and other otves may seo be dosonotod. PLEASE PRINWT CLEARLY. 

Cel Phone 

CUsodiens Frends, nelohbors 



STUDENT NAME: 

SUNSCREEN PERMISSION FORM 

Staff of Kristy's Learning Center has my permission to apply sunscreen (SPF 154+) to 

my child, 

Date: 

D YES 

(child's name) 

Please provide your child with a bottle of sunscreen (SPF 15+), In the event of an 
emergency, does the staff of KLC have permission to use the extra sunscreen on 
hand on you child? 

ONO 

(parent/guardian signature) 
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