Ohic Department of Job and Family Services
CHILD ENROLLMENT AND HEALTH INFORMATION

A FOR CHILD CARE
This form shall be completed prior to the child's first day of attendance and updated annually and as needed.
Chiid's Nama , Dale of Birth Fivet Day ot Program/Home
ome Addrass Ty
" State Zip Code Home jelephone Number
ParentGuardian Name #1 - Relationship to Child
Homa Address LS Sameas Child's Homa Telephone Number LI §ame as Child's
Ciy | ' 5T Zp
Email Address (if spplicable) Celi Phons { appliceble)
~Parents WorGohaolName _ [ Parents WorkdSchoo! Telephone Number
Parenis Workschool Address . , ' Chy

“Blease Indicate i this name shoyld ba reloased if a parantiguardian, of a child Tnathe
e camaiguardions. ban E__dl |'.::Ii‘:‘pa gua _u ofa attandingthe proaranjmnma requasis contactinformation
f you answered yes, pleasa indicate which information abovetoincludeonthelist CIWork#  [J Cell#  [3 Home# [ Emall

["Where can you be reachied while your child 18 [n this program/homs?

FaronvGuardlanNeme #2 "Relatonship 1 ChNd
Home Address L] Same es ChIdS Foms Telophone Number L] Seme a& Child
» T "
"Emai Address (7 applicable) CePhone
Parants Work/school Name Farents WorkdSchool 1elephone Number
Parent’s Work/School Address . City

Please indicate if this name should be released if @ parent/guardian,of 8 child sftending tha program/home, requests contaot information

for other parentsiguardians. [1 Yes O No
if you answered yas, ploase indicate which information above to includa on ine it Ciwork# [ cen# [ Homes# ) Emall

a6 can you be reached while your ¢hi s in this programnome

Emergency Contacts: Parents capnat be listed as emergency coniacts. Listthe name of 8t Jgasl one persen whe can be contacted
in the eventof an emergency oriliness if you cannot be reachad. Any personlisted should be able to assist in contacting you. AL jeast
one person listad must be ableto take responsibifity for the child in case the parentiguardian canncthe contacted and shouid be at least

18 yearsof age. _

ame Nama

K= Sae City State
Telephone Number . T@iationsnip o Child elephone Number . Relatonship® Chlld |
Wm m

applicable} applicable) .
“Name of Physician or Clinic/Hospitsl

Street Addrese
ity "Shate phone Numbar

Pego1ol4
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EFI'?d's Name

Allorgios, Spacial Health or Modical Conditions, and Medical Foods
Fill In this soction accurately and completely. Pleasse note that if your child has a current health or medicel condition requiring child care
staff to parform child specific care, such as: to monitor the condition. provide freatment, care, or ip give madication, the JFS 01236
"Child Medical/Physical Care Pian for Child Care” mustbe complated and ba kept on file at the program/homa.

Dﬁﬁsyour child have any Tood, medicaton or environmanial allergies? !Maﬂﬁamppm
No

O3 Yes - chackal thatapply [0 Foor [ medicaton [0 Envionmental  Please list and explain:

Does your chiid's allergy/aliergies require child care siaff to montior your child for symploms 1o lake acion if a reaction otcurs, or give
smergency medication to yourchitd? (check one) g

No
E Yas - a JFS 01236 "Child Medical/Physical Gare Plan for Chikd Care™ must be completed.

Doesyour chiki havea uévalupmental delayor special health ormedical condition? (check one)

O No
[ Yes - please explain

Does the spacial haalth or madical enndition require child care siaff to perform a procedurs, of parform child pacific care such as: to
monltor your child for symptoms oradminlstar medication during child care hours? {check one)

B Ne
3 Yes - a JF3 01236 “Child Medical/Physical Care Plan for Child Gare” must be completed,

Il:s]yourchild carrently using any medication or medical food? (check one)
No

1 Yes - please explain

¥ yes, does this medication or medicsl food need io be administerad atthe child cara progrem/homa?

B No
| B3 Yes - a JFS 81217 "Requestfor Adminiatration of Medication” mustbe complated and kepton file for sach madication and a JFS

01236 “Chilg Medical/Physical Gare Plan for Ghild Care” mustbs com Iatad for the medigal food.

Does your child have any dietary restrictions, Including those formedical, religious or cultural reasons? (check one)
O No ' :

[ Yes - please explain

lD:claesthis dietary restriction require a modified dietthatsliminatesall types of fiuid milk oran entire food group?
No
[ Yes - written instructions from the child's health care providermustbe on file.

[ N/A - program does nolprovide mesis of snecks o the child,
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Chllds Name

Listany history of haspitalization, outpatientsurgery, or previous health concerns that would be needed to assist the siaff or medical

personnel in an emergency situation.

I} th applicable
Tist any addifional formaion aboulyour child that would bé usefulTor staff 1o KnOw, SUCh as 1ears of ways thal your child prefers o
be comforted.

1 Not applicable _ _
List any additonal information about your child hat would be usefutforstaffto know, such as eating or sleeping habits.

Notappilcable . ‘ . . i . .
DD stany :gamonai oralion BhoUtyadr ovid hat wolld be usefulfor staft o know, such as specialfoutines, or benavior needs.

[1 Not applicable

-Pagadold
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Child'sName |

Diapering Statemant
Is your child {oilet trained? [ Yes (If yes, skip to Emergency Transportation Authorization gaction)
3 No (i no, fill aut the following)

The program's policy isto check diapers every hours. Pleaseindicate if you wantyour child's diaperchecked according o e
program's policy oranothar:

O {egreewith the progrem'sschedule [ 1donotagree, piease chack mychild's diaperevery ___hours.
Emergancy Transportation Authorization

7 Give Permission to Transport Po Nat Glve Parmission to Transport
Program or Home Name Program orHome Name
has permiselon {o secure emergency transportalion for OR does not have permigsion to sacure emergency
mychild in the event of an lliness o injury which requires transportation for my child in the event of an illness or injury
emergency reatment. The emergency ranspertation Do | which requires emergency treatment. §wish for fhe following
service will determine the facility to which my child wil be not | action to betaken:
transportad. sign
both
Farents Signaiire Date Farents Sgnatijre Dale

Acknowledgement of Policies and Procedures
| have reviewed and received a copy of the program's or home's policies and proceduraethandbook. OvYee [INo (check one)

‘ This form, after being compigted and signed by the parentiguardian, mustbe reviewed for completeness and signed by the
administrator/designee priorto the child receiving care.

ParenvGuardian Signature(s) alp
Administratorfoasignee Signalure ' ale

The form isfo be initialed and dated, atlsast annually, after it hasbeen reviewed by the parentiguardian. This s to indicate all
Information has stayed the same of changes have been noted. Kf significantchanges are needed, please complete a new form.

ParenvGuardian Inftals. Date of Review Admimeraiorbesignae Inlials | Date of Review

[ PareriCaaraar e | Dat of Raview : AdministaionDesighes Iitals | Daie of Review

Parent/Guardian Initials Date of Review Administrator/Designee Inmal:s Date of Review
Note:

This is 8 prescribad form which must be used by child care providersto meet the requirementsto rules 5101 21245, 5101:2-13-15, and 5101:2-14-04.
This farmmust be on file 8t tha program or kome on or before the child'sfitstday of enendance and thewafier white the child is enrolled,
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