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ABC care

Quality School Age Child Care

SCHOOL AGE CHILDCARE CENTER
2011/201ZENROLLMENT CONTRACT

tion)

Center: School YourChild Attends Date completed
Parent/Guardian Information (only parents or guardians who sign this form will have access to child informa
Parent/Guardian 1 (Responsible Party) relationship to child(ren):

Name Signature:

Address:

Employer: Daytime phone:

Home phone: -mai

| L1 Please check here if you would like to have your invoiceagéed to you.

Parent/Guardian 2 relationship to child(ren):

Name Signature:

Address:

Employer: Daytime phone:

Home phone: -mail:

Ot her adults who have acciess to Child(ren)dés inflormati
Name: Relationship to child:

Name: Relationship to child:

(Only the parents/guardians and adults listed above will be given information about the care of the children listed
below.)

Children Information - List additional children on the back

Child 1 Name: M/F (circle) Date of Birth: Age:

Grade entering in school Child will attend:  Before SchoolonM T W Th F

Date child will start care (circle all that apply) After schoolonM T W Th F

Check here if this child will attend as a drioponly

Child 2 Name: M/F (circle) Date of Birth: Age:

Grade entering in school Child will attend: Before SchoolonM T W Th F

Date child will start care (circle all that apply) Aler schoolonM T W Th F

Check here if this child will attend as a drioponly

My child(ren)ds st arthetithadf registration, a 880 per family, nomefundable A

registration fee is due.

| have read the parent manual and will abide by the information and policies set forth by ABC Carel have
received t he bookl et AA Parentos Gui de To Reglul at ed
Administration.All disputes go to mediation prido court (Please call our main office before you sign this form if

you have any questions or concerns regarding our policies)

(Parent/ Guardiandés Signatur e) (Date)




ABC care

Quality School Age Child Care

ABC Care, Inc. Enroliment Contract 1 Page 2

Do you receive any supplemental childcare benefits from any government agency? (Y/N)
If yes, please indicate the name of the agency
(ABC Care does accept a limited numbergofrernmensubsidized families in our programs. Upon receipt of
application and registration fee, notice of confirmation in writing will be issued.)

Additional children (all children listed must be from the same home and family)

Child 3 Name: M/F (circle) Date of Birth: Age:
Grade entering in school Child will attend:  Before SchoolonM T W Th F
Date child will start care (circle all that apply) After schoolon M W Th F

Check here if this child will attend as a drioponly

Child 4 Name: M/F (circle) Date of Birth: Age:
Grade entering in school Child will attend:  Before Schoolon M W Th F
Date child will start care (circle all that apply) After schoolonM T W Th F

Check here if this child will attend as a dfioponly

Child 5 Name: M/F (circle) Date of Birth: e: Ag
Grade entering in school Child will attend: Before SchoolonM T W Th F
Date child will start care (circle all that apply) After schoolonM T W Th F

Check here if this child will attend as a dfioponly

Child 6 Name: M/F (circle) Date of Birth: Age:
Grade entering in school Child will attend:  Before SchoolonM T W Th F
Date child will start care (circle all that apply) After schoolonM T W Th F

Check here if this child will attend as a dfioponly

For center use only:

Date: Amount Paid: Check#:

Date Copy Sent to Center / / Date Confirm&@sh Card Sent to Family / /




EMERGENCY FORM

INSTRUCTIONS TO PARENTS:

(1) Complete all items on this side of the form. Sign and date where indicated.

(2) If your child has a medical condition which might require emergency medical care, complete the back side of the form. If necessary, have your child’s
health practitioner review that information.

NOTE: THIS ENTIRE FORM MUST BE UPDATED ANNUALLY.

When parents cannot be reached, list at least one person who may be contacted to pick up the child in an emergency:

1. Name Telephone (H) w)
Last First
Address
Street/Apt.# City State Zip Code
2. Name Telephone (H) W)
Last First
Address
Street/Apt.# City State Zip Code
3. Name Telephone (H) w)
Last First
Address
Street/Apt.# City State Zip Code
Child's Physician or Source of Health Care Telephone
Address
Street/Apt.# City State Zip Code

In EMERGENCIES requiring immediate medical attention, your child will be taken to the NEAREST HOSPITAL EMERGENCY ROOM. Your signature
authorizes the responsible person at the child care facility to have your child transported to that hospital.

Signature of Parent/Guardian Date
Child's Name Birth Date
Last First
Enroliment Date Hours & Days of Expected Attendance
Child’s Home Address
Street/Apt.# City State Zip Code
Mother's Name Home Telephone
Last First
Mother's Employer/School
Name Address
Mother's Home Address (/f different from above)
Street/Apt.# City State Zip Code
Work Telephone Cellular Phone Beeper
Father's Name Home Telephone
Last First
Father's Employer/School
Name Address
Father's Home Address (If different from above)
Street/Apt.# City State Zip Code
Work Telephone Cellular Phone Beeper
Name of Person Authorized to Pick Up Child (daily)
Last First Relationship to Child
Address
Street/Apt.# City State Zip Code
ANNUAL UPDATES
(Initials/Date) (Initials/Date) (Initials/Date) (Initials/Date)

OCC 1214 (Revised 7/05) - Side 1 of 2 - All previous editions are obsolete.



INSTRUCTIONS TO PARENT:
(1) Complete the following items, as appropriate, if your child has a condition(s) which might require emergency medical

care.

(2) If necessary, have your child’s health practitioner review the information you provide below and sign and date where
indicated.
Child’s Name: Date of Birth:

Medical Condition(s):

Medications currently being taken by your child:

Date of your child’s last tetanus shot:

Allergies/Reactions:

EMERGENCY MEDICAL INSTRUCTIONS:
(1) Signs/symptoms to look for:

(2) If signs/symptoms appeatr, do this:

(3) To prevent incidents:

OTHER SPECIAL MEDICAL PROCEDURES THAT MAY BE NEEDED:

COMMENTS:

Note to Health Practitioner:

If you have reviewed the above information, please complete the following:

Name of Health Practitioner Date
( )
Signature of Health Practitioner Telephone Number

OCC 1214 (Revised 7/05) - Side 2 of 2 - All previous editions are obsolete.



MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care
MEDICATION AUTHORIZATION FORM

Regulations permit child care providers to give prescription and non-prescription medication to children in care under certain
conditions with prior written permission (Section A) from the child’s parent/guardian. A separate form is needed for each prescription
or non-prescription medication to be administered to the child.

PRESCRIPTION MEDICATIONS AND NON-PRESCRIPTION MEDICATIONS: Prescription medications must be in a
container labeled by the pharmacy or physician with the child’s name, dosage, and expiration date. At least one dose of prescription
medication must be given at home prior to the child’s arrival at the child care facility. Non-prescription medications must be in the
original manufacturer’s container labeled with instructions for dosage and expiration date. Except for acetaminophen (Tylenol) and
other topical medications, a provider may administer only one dose of non-prescription medication to a child per illness unless a
licensed health practitioner provides written approval (Section B) for the administration of the non-prescription medication and the
dosage. All medication shall be administered according to the instructions on the label of the medication container or a licensed
health practitioner’s written instructions, whichever are more recently dated. An adult should bring the medication to the

center/provider.

Name of Child: Date of Birth: Age:

SECTION A: (To be completed by parent/guardian for any medication to be administered to the child.)

e MEDICATION ' DOSAGE g WHENTO GIVE | DATES TO ADNHNISTER
| — ~ START _ ~STOP

This medication is being given for the following condition(s):

Note any side effects of this medication:

Note any reasons or conditions when this medication should be stopped or not given:

I/We request that designated child care providers/or staff administer medication as noted on this form. I/We certify that I/We have
legal authority to consent to medical treatment for the child named above, including administration of medication while in child care.
I/We understand that at the end of the year or if the medication is discontinued or expired, an adult must pick up the medication,
otherwise it will be discarded.

Signature of Parent/Guardian: Date:

SECTION B: (To be completed by the Health Practitioner for approval to administer non-prescription medication more than one dose
OLA I D y PP
per illness, other than acetammophen (Tylenol) or other toplcal medlcatmn)

MEDICATION . WHEN TO GIVE DATES 1O ADMUNISTER
START STOP
This medication is being given for the following condition(s):
ADDITIONAL INSTRUCTIONS:
Note any side effects of this medication:
Note any reasons or conditions when this medication should be stopped or not given:
Health Practitioner’s Signature: Date:
Print, Type or Stamp: Name, Address, Phone number and Title of Health Practitioner:
OCC 1216 - Revised 11/08 - All previous editions are obsolete. Page 1 of 2



MEDICATION ADMINISTERED

Except for the application of a non-prescription diaper rash treatment, sunscreen, or insect repellent supplied by the child’s
parent, each administration of a medication to the child shall be noted in the child’s record. Keep this form in the child’s
permanent record while the child remains in the care of this provider or facility.

Child’s Name: Date of Birth:
Medication:

DATE TIME DOSAGE REACTIONS OBSERVED (IF ANY) SIGNATURE
OCC 1216 - Revised 11/08 - All previous editions are obsolete. Page 2 of 2




MARYLAND STATE DEPARTMENT OF EDUCATION

Office of Child Care
ALL ABOUT:

Child’s First Name or Nickname
Child’s Name: Birthdate:
Parent/Guardian: Home Phone: Work Phone:
Address: Zip Code:
Provider/Center: Phone:
Address: Zip Code:

The information contained herein is for CONFIDENTIAL USE ONLY.

THINGS MY CHILD DOES WELL

WHAT MY CHILD LIKES AND DISLIKES

THINGS I AM WORKING ON WITH MY CHILD

MY CHILD ENJOYS THESE PHYSICAL ACTIVITIES

OCC 8506 (Revised 7/05) - All previous editions are obsolete.

Page 1 of 2




MY CHILD HAS DIFFICULTY WITH THESE ACTIVITIES

MY CHILD WILL NEED THE FOLLOWING EQUIPMENT AND/OR ROUTINES

THINGS MY CHILD MIGHT NEED HELP WITH

WHAT SPECIAL ADAPTATIONS WILL THE PROGRAM MAKE AT THIS TIME?
(For the use of the Child Care Facility when needed.)

This information is intended for use by the child care provider, developed in cooperation with the parents. THIS IS NOT

INTENDED TO BE A LEGALLY BINDING CONTRACT.

Signatures:

Parent/Guardian:

Date:

Provider:

Date:

Updates:

Parent/Guardian: Date:

Provider:

OCC 8506 (Revised 7/05) - All previous editions are obsolete.

Parent/Guardian:

Date:

Provider:

Page 2 of 2




MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care

HEALTH INVENTORY

CHILD’S PERSONAL RECORD FOR

CHILD CARE FACILITIES
Child’s Name:
(Last; First; Middle; Birth Date)
Name of Parent or Guardian: Relationship:
Home Address:

City: State:  Zip Code:
Check Best Telephone Number to Reach You:

[] Home #: ] work #: ] Cen #:

Dear Parent/Guardian:

Healthy children need medical and dental health supervision and should see a doctor at regular intervals. The
health check-up should include physical examination and immunizations which are necessary to keep your child
free of communicable disease.

This form requests health and individual needs information from you (Part I), which will be helpful to the
Health Practitioner in evaluating your child, and medical information, lead screening/testing and proof of age-
appropriate immunizations from your child’s Health Practitioner (Part II). This information must be completed
prior to your child being admitted to child care.

Maryland law requires you to submit proof of age-appropriate immunizations and that children less than
six years of age have appropriate screening for lead poisoning. Children who reside (or have ever

resided) in certain areas of the State (see page 4) designated as at-risk for childhood lead poisoning must
receive one or more blood lead tests at 12 and 24 months of age.

PLEASE RETURN THIS COMPLETED FORM TO:

Name of Child Care Facility:

Address:

(City/Town; State; Zip Code)

Page 1 of 4 OCC 1215 Revised 3/09 Fill-in. Replaces OCC 1215A, OCC 8506 and use of DHMH896.
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