
Ohio Depaftment of Job and Family Services

CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE

This form shall be completed prior to the child's first day of attendance and updated annually and as needed

Child's Name Date of Birth First Day at Program/Home

HomeAddress City

State Zp Code Home Telephone Number

ParenVGuardian Name#1 Relationship to Child

Home Address Ll Same as Child's Home Telephone Number E Same as Child's

City State Ap

Email Address (if a pplicable) Cell Phone (if applicable)

Parent's Work/School Nam e Parent's WorUSchool Telephone Num ber

Parenfs Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the programlhome requests contact information
forotherparents/guardians. E Yes fl tto
lfyouansweredyes,pleaseindicatewhichinformationabovetoincludeonthelist IWork# ECell # EHome# [Email
Where can you be reached while yourchild is in this program/home?

ParenUGuardian Name #2 Relationshipto Child

Home Address Ll Same as Child's Home Telephone Number Ll Same as Child's

City Strate zip

h,mall Address (t appl,cable ) Cell Phone

Parent's WorUschool Name Parenfs Work/School Telephone Num ber

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home, requests contactinformation
forotherparents/guardians. E Yes E no
lf youansweredyes,pleaseindicatewhichinformationabovetoincludeonthelist I Work# f] Cell# [ Home# [ Email

Where can you be reached while yourchild is in this program/home?

EmergencyContacts: Parentscannotbelistedasemergencycontacts. ListthenameElatl@!_qre_BgIgg.l!.whocanbecontacted
in the eventof an emergency orillness if you cannot be reached. Any person listed should be able to assist in contacling you. At least
one person listed mustbe able to take responsibilityforthe child in case the parentlguardian cannotbe contacted and should be at least
1 8 years of age.

Name Name

City State City state

Telephone Number Relationship to child Telephone Number Relationshipt0 Child

olher numberswhere emergencycontactcan be reached (r7

applicable)
Other numberswhere emergencycontactcan be reached (lf
applicable)

Nam e of Physician or Clinic/Hospital

SFeetAddress

City State Telephone Number
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ehild's Name

Allergies, Special Health or Medical Gonditions, and Medical Foods

Fill inthissectionaccuratelyandcompletely. Pleasenotethatifyourchildhasacurrenthealthormedical condiflonrequirirgchildcare
staff to perform child specificcare,such as: to monitorhe condition, provide treatment care, or to give medication, the JFS 01236
"Child Medical/Physical Care Plan forChild Care"mustbe completed and be kept on file atthe program/home.

Does your child have any food, medication orenvironmental allergies? (checkallthat apply)
[ruo
I Yes - checkallthatappty n FooO I Medication I Environmental Pleaselistandexplain:

Doesyourchild'sallergy/allergiesrequirechild carestaff tomonitoryourchildforsymptomstotake action if a reactionoccurs, orgive
emergency medication to yourchild? (check one)
lNo
fl Yes - a JFS 01236 "Child Medical/Physical Care Plan forChild Care" must be completed.

Doesyour child have a developmental delay orspecial health ormedical condition? (checkonel

E tto
fJ Yes - please explain

Does the special health or m edical condition require child care staff to perform a procedure, or perform child specifh care such as: to

monitoryourchild forsymptomsoradministermedication during child care hours? (checkane\
I tto
[J yes - a JFS 01 236 'Child Medical/Physical Care Plan for Child Care" m ust be com pleted.

ls yourchild currenfly using any medication or medicalfood? (checkone)
fl No
fl Yes - pleaseexplain

lf yes, does this medication ormedicalfood need to be administered atthe child care program/horne?

fl ruo

fl yes - a JFS 01217 "Request for Adminisiration of Medication" mustbe com pleted and kepton file foreach medication and a JFS

01236 "Child Medical/Physical Care Plan forChild Care'mustbe completed forthe medicalfood.
Doesyour child have any dietary resfictions, includingthoseformedical, religious orcultural reasons? (checkone)
fl I'lo
I Yes - please explain

Does this dietary restriction require a modified dietthatelim inates all types of fluid milk oran entire food group?
LJ No

fJ Yes - written instructionsfrom the child's health care providermustbe on file.
fl rulA - oroqram doesnotprovidemealsorsnacksto the child.
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child s Name

List any historyof hospitalization, oupatientsurgery,orprevious health concemsthatwould be needed to assistthe staff or medical
personnel in an emergency sittration.

E Notapplicable
List any additional informatlon aboutyourchild thatwould be usefulforstaff to lfiow, such as fearsorwaysthat yourchild pretersto
be comforted,

I Notapplicable
List any additionalinformation aboutyourchild thatwoulcl be usefulforstaff to Know, such as eating or sleeplng habrts.

[l Notapplicable
List any additional information aboutyourchild that would be usefulforstaff to know, such as special roulines, or behaviorneeds.

E Not applicable
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ls yourchild toilettrained? fl Yes (lf yes, skip to EmergencyTransportation Authorization section)

E No 1r no, fillout the followingJ

Theprogram'spolicyistocheckdiapersevery_hours. Pleaseindicateifyouwantyourchild'sdiapercheckedaccordingtothe
program's policy or another:

n lagreewiththeprogram'sschedule E tOonotagree,pleasecheckmychild'sdiaperevery-hours.

Child's ame

Dia Statement

Authorization

Note:
This is a prescribed formwhich mustbe used by child care providerslo meetlhe requiremenlsto rules5l01:2-12-15,5101:2-1T15,and5101''2-1444.
This formmust be on fileat lhe prognam or home on or beforethe child'sfirstday of attendance and thereaflerwhilethe child isonrolled.

Do Not Glve Permission to TransportGive Permisslon to Transport

Program orHomeName Program orHome Name

has permission to secure emergencylransportation for
mychild in the event of an illnessor injurywhich requires
em ergency treatm enL The em ergency transportation
service will determine thefacilityto which my child will be
transported.

does not have permission to secure emergency
transportation for my child in the event of an illness or injury
which requires emergency treatmenl. lwish for lhe following
aclionto betaken:

Date Parenfs Signature DateParents Signature

Acknowledgement of Policies and Procedures
lhavereviewedandreceiveda copyof the program'sorhome'spoliciesandprocedures/handbook. DYes fJNo (checkone)

This form, afterbeing completed and signed by the parenUguardian, mustbe reviewed forcompleteness and signed by the
administrator/designee priorto the child receiving care.

Pa renUGu ardia n S i g n atu re(s) Date

Adm inislrator/Designee Signature Date

allindicate
a new,form.

Date ot RevlewParenVGuardian lnitials Date of Review Ad m inistrator/Designee lnitials

ParenVGuardian lnitials Ad m inistrator/Desig nee lnitia ls Ilate ol ReviewDate of Review

ParenUGuardian lnitials Date of Review Ad m inistrator/Desig nee lnitials Date of Review
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BEFORE AND AFTER SCHOOL RATES

Ss prn SESSSTON (pAtD EACH MONDAY ACCORDING TO THE NUMBER OF DAYS SCHEDULED)

s40 UNLIMITED WEEK (PAID EACH MONDAY PRIOR TO ATTENDING)

$roo utrtunnreo (PAID 1sr SCHOOL DAY OF THE MONTH)

*COIJNTY ASSISTANCE FOR THOSE WHO QUALIFY.

NO AM services when southern Local is on a 2hour delay

NO services when Southern local does not have school

tf payment is not made in full by required day, a S25 late fee will apply and child

will be unable to attend until payment is made. Tribe tim accepts

cash/check/ve n mo PaYments

Children MUST submit schedule of session they will attend the Friday PRIOR via

remind.

choose:t

per session, per week, untimited services (circle one)

for my child{ren). I am fully aware of due dates and stipulations.

Signature:

Date:
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PARENTIGUA ct-ilto's N E

permission to use photos of my child,grant
NTE NAME

and agree to the following:

I understand that my child, whose name is listed above, may be photographed
at the center durring nornral claycare hours, field trips or activities. I understand rhat
these photographs may be used in promoting child care services in either print or
on the lnternet,

:,.. r

-tl

.':

With my signature below I grant permission for my child to be photographed, or
their images recorded for print or electronic use in promoting the Center's services
I understarrd that it is my responsibility to update this form in the evenr that I rro
longer wish to author-ize the above uses, I agree that this form will rernain in effect
during the term of rny child's enrollment; I understand that there will be no
payntent for me or my clrild's participation in this ielease,

niQci,t,lr r  nlir4 Ar rt4n'..rt trr

PARENT/GUAROIAN NAMF

CHILD'S NAME

!'rt-touE NU!.18rP

DATE

'

,.: *fl 'ntamil, io HiMtrrrra lnc. Tlris templfite is provided courtesy of your friends at HiMama, visit us at
.: , ,,:,;,{:'l,i;j^cgjiflH'li+::::,l"ir,ll*H.*:_*riit$..:,"r*i}j$3i*iap.lE$*i{Fs f#$i.{H,ili,i$$$t ii,.).*,.,:,: .:'
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DEVELOPMENTAL AND EDUCATIONAL GOALS
FOR STEP UP TO QUALTTY (SUTO)

R4i::;:rlii:- :1r'rai!:4-d:-tti:1.:1-i. :::

Adion Steps

Action Steps

LeadTeadels Narne

Person(s) Responsible

Person(s) Responsible

?*.:.:t;:iiiili...i.i jv;"4pr-ii -ii ;:-i.-r'; !-.....-t ... r:.;4\:.

Resources Needed

Resqrrces Needed

of

rlt\:i:r..::.?.;:rf f. I a,-':: ii ?. :lr-j::!-

Timeline

Timeline

I ParenlGuardian's Signature

\ t
SQnature

Date

Date

Gornments ch Progress

Comments on Progress

PelryrenhUEducational Goal

For Thrce to FiveStar Ratd programs, the prognm must work with families to develop goals for dildren- The* goals must be updated at lead.
annudly,

tete of Erth
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Chlld'e Neme (Lasl) (FksQ

0hlo Deparlmenl of Job end Famlly Servloes
FAMILY INFORMATION

FoR STEP UP TO QUALTTY PROoRAMS (suTa)
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6Se s your Pers0na

! acllve ! odvenlurous E affectonato El onxloue I bossy E brlght [Jbusy E calm ! oautlous E)cheerful

I conlenl ! creaUve E curlous ! easlly-oqgeqed E €mollgnol El enorgetlo El oxcltoble E frlendly E gtves.ln.ea$tly

Ehoppy EhosltontEllnsecure Elfeolous ElllkssstruclUre/rouUnesf,J loud !lovlng p mellow ! out1lotng

! prefero adult ottentlon fJ qulet E eensltve El serlous ! ohoreo-well EJ soclal El spontoneous El slubborn E lentattve
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n \F DC\ng tronspDfied lo
CC \V\

(for school-age children to leave the center for specific activities)

Qhjld's ngme

Lo c.atlo! 9f , 
t h e, a qtiylty

Ar,fansem,ents for.eolns to and from the actlvitv

Start and end tlme of the actlvltv

Tln'le oerl.gd f.qf when permlsslolr ls elve4

Pa,re.ntrs slgnature

tdate



MPORTANT POLICY REMINDERS :

|ign up for our remind text, This is a very important form of communication,
It is a 2-way thread that you can respond to unO it will only come to the
center, Schedules must be submitted here!,If you ge.t u nu* phone/number
you must Resubscribe, 7

Text the number: 8 1010
with the message: @,S tTT'l0lD

ALL county clients MUST swipe in and out DAILy or you will be,
responsible for payment,

Schedules must be submitted Friday PRIOR. of each week. If not received by
N$-lo.ul:lild will not have a spoi, Any changes/cancellations musr be
notified ASAP, Please send all soheduling messages to the remind thread,

Clos ines/delavs

Tribe Time will follow Southern Locals school

sched u le.

-We will be CLOSED on scheduled days off'

-We will CLOSE for inclement weather.

-lf there is a 2hr delarT, we will not open until

afte rschoo I
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CHILD MEDICAL STATEMENT FOR CHILD CARE
ofchi ames

erH Careexaminthebest com ngson A mu byBSecti and pletedoteN
r$ Prae onctitiNertifiedR urse/GNracticeced Pnt istaAss dvannUA egisteredc ta cia shP n/Physys

./the above named child has been examined.

and physically fit to be in group care)

infectious disease,for partici in group care (i,e. freeThe above named child is suitable c
mentally

in space below):ic to the fes OR is owing (p/easenot haveThe above named child

below, ifCheck applicable:
eabovor thefate dhit carencd rea mawt asst thest hic appropninf that prog providingormationitionaAddn

s rmfoaccomsideratcon on thdeveloand ental s) paniesh ac rechildnamed ealth pmspecial

Height
Weight
BMI
Notes:

sments/S
fl Yes
n Yes
El ves

Lead
Optio easurements and mmended Asses ENo

fl tto
fl tto
ENo
E tto

El Yes
fl ves

Vision
Hearing
Dental

Hemoglobin
Other:

of Examning HealthSignature are ner

mberne
Name of Examining Health Care Praclitioner

City, State and Zip CodeStreet Address

(MM/DDNYYY FORMAT) OF DOSES OF ALL \MMUN\TAT|ONS.

immunizations agalnst th e
atitis A, Hepatitis B, lnf luenza, M

o
Chicken pox, DiPhtheria, HaemoP

litis, Rot

easesifollowing dis
easles, MumPs

below)
Revised Code requires

ISsPertusbehil infuti luenzae tvp Hep
Rubella and Tetanus.Pneumococcal d

Secfion 5104.014'of
IMMU

ea ra ctt'e

PRACTITIONER:
tr The above named child has been immunized against the diseases

listed above.

lf an immunizafion is medicalty contraindicated or not medically appropiate
forthe chitd's age, note any exceptions by listing the specific

immunization(s):

CAREe EXAMININection B - To be comP leted by

Signature rint

Date

Date

LYcompleted by the
uNrzATloN(S):

IFts ONch rd parentT beocectionS
ANIVING MIMWA

reasonsfor ofIchild mm niu zedineddecl haveto mhaven v
of henst allousI onvictionscac ncI agarconsclen religluding

ollf owt di6abov or the sease(s)listed ngdiseases against
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