Ohio Department of Job and Family Services
CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE

This form shall b2 completed prier to the chiid's first day of attendance and updated annually and as needed,

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

Stale Zip Gode Home Telsphone Nurmmber

ParentGuardian Namse #1 ’ Relafionship to Child

Home Address L] Same as Child's Home Telephone Number L1 Sameas Child’s

City . State Zip

Email Addrass (if applicable) Call Phone (if applicabis)

Parent's Work/SchoolName Parents Work/School Telephone Number

Parents Work/School Address . . City

Pleasa indicate if this name shouid be releasad if a parent/guardian, of a child atending the program/ome requests contactinformation
forother parents/guardians. [ Yes [ mo

If you answerad yes, pleass indlcate which information above toinclude onthelist [J Work# [ Celt# [ Home# [ Email

Where can you be reachied whiie your child s in this program/haome?

T ParenvGuardian Natme #2 Relationsﬁip to Child
Home Address [ Sameas Chiid's ‘ Home Telephone Number L1 Same as Chiid's
City - State . - Zip
Email Address {(if applicable} Cell Phone
Farent's World/School Name - Parent's Work/School Telephone Number
Parents Work/School Address City

Please indicate if this name should be releasedif a parent/guardian, of a child attending the program/home, requests contactinformation
forother parents/guardians. [0 Yes £ No
If you answered yes, please indicate whish Information above to include on thalist [ Worl # Llcen# [3 Home# [ Email

Where can you be reached while yourchild Is in this program/homa?

Emergency Contacis: Parents canngt be listed as emergency contacts. List the name ¢f atleast one person who can he confacted
in the eventof an emergency crillness If you cannot be reached. Any personlisted should be able to assist in contacting you. At least
one person listed mustbe able to take responsibility forthe child in case the parent/guardian cannetbe centacted and should be atleast
18 years of age, - :

Name Name

City State City - State
Telephone Number Relationship to Child Tetephone Number Relationship to Child
Other numbers whers emergency contactcan be reachad {if Other numbers where emergency contactcan be reached (if
applicable) applicable) .

Name of Physician cr Clinic/Hospital

Sirest Address

City State Telephone Number
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Child’s Name

Allergies, Special Health or Medical Conditions, and Medical Foods
Fill in this section accuraiely and completely. Please note that if your child has a current heatth or medical condition requiring child care
staffto perform child specific care, such as: © monitorthe condition, provide treatment, care, or fo give medication, the JFS 01238
"Child Medical/Physical Gare Pian for Child Care” mustbe completed and be kept on fils atthe program/homs.

Boes your child have any jood, medication orenvironm enta allergles? (checkalithatapply)

] No
T3 Yes - checkall thatapply [ Food [ Medicaton  [1 Environmental Please listand explain:

Boes your child's aflergyfallergles require ehild care staff fo moniter yourchiid for symptoms to take action if & reaction ocours, or give
gmm ergancy medication to your chiid? (check one)

Mo
{3 ves - a JFS 01236 "Child Medical/Physical Care Plan for Child Care"must be compieted,

Doesyour child havea developmental delay or special health or medicai condifion? (check one)

[d No

[ Yes - pleass explain

Does #e special health or madical condition require child care staff to perform a procedurs, or perform child speciflc care suchas: o
monitor your child forsymptoms oradm inlster medication during child care hours? (checkone)

[d No

[ Yas - a JFS 01236 "Child Madical/Fhysical Care Plan for Child Care” must be com plated.

s your child currently using any medication or medical food? (check one)
Tine '

[ Yes - please explain

If yes, does this medication or medical food needtobe administered atthe child care program/nome?

[ Na

[7] Yes - a JFS 01217 "Request for Administration of Medication" mustbe completed and kepton file for each medication and a JFS
04238 "Child Madical/Physical Care Plan for Child Care"mustbe com pleted forihe medical food.

Does your child have any dietary restrictions, including these for medical, religious or culiural reasons? (check one;
I No

[ Yes - please explain

%oes this dietary restrictlon require a modified dietthateliminates all types of fluid milk ar an entire food greup?
No

[l Yes - written instructions from the child's health care provider must he onfile.

[ N/A - program does not provide mealsor shacks to the child.
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Childs Name

Listany hIS[OFy of hospitalization, outpatientsurgery, orprewous heatth concernsthatwouid be nesded to assist the stafi or medical
personnel in an emergency situation,

] Notapplicable

List any additional informa‘uon aboutynut child thatwould be usafui forstaff o know, such as fears or waysthat yourchiid prefers to
be comforted.

[1 Netapplicable
List any additional information about your child that would be LiseTul Tor sialt 1o Know, SUch 83 eating or sleeping habiis,

[l Netapplicable
Listany additlonalinformation aboufyour child that wolld be Usaiul {or Statf 1o kKnow, SUGH a8 special routines, or behavior needs,

1 Netapplicable
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Child's Name

Diapering Statement

Is your child toilet frained? 7 Yes (If yes, skip to Emergency Transportation Authorzation section)

1 No (I no, fill out the following:)
The program's policy isto checkdiapers every hours. Please indicate if you wantyour child's diaperchecked according to the
program’s pelicy oranother:

I I agree with the program’s schedule [ Ido notagree,p!easecheckmychi{d‘sdiaperevery hOurs.

Emergency Transperiation Authorlzation

Give Permission to Transport Do Not Give Permission to Transport
Program orHome Name Program or Home Name
has permission to sscure emargency transportation for @R does not have permission {0 secure emergancy
my child in the eventof an iilness or injury which requires transportation for my child in the event of an illness arinjury
emergency treatment. The emergency transporiation Do | which requires emergancy reatmant. L wish forthe following
service will determing the faciity to which my child wilt be é"ig; actionto be taken:
transportad. hoth
Parant's Signature Date Parent's Slgnéture Date

Acknowledgement of Policles and Procadiies
i have reviewed and received a copy of the progtamm's orhome's policies and proceduresthandbook. [Tyes [lNo (checkone)

This form, afierbeing completad and signed by the parent/guardian, must ba reviewed for compieteness and signed by'tha
adminietrator/designee prier tathe child recelving care.

Parent/Guardian Signature(s) Date

AdminisiratorDesignee Signature Date

The form isto be initialed and dated, at least annuzlly, afterit hasbeen reviewad by the parentiguardian. Thisisto indicate ali
information has stayed the same or changes have been noted. If significantchanges are needed, please complete & new form.

ParentGuardian Initials Date of Review EammistratorDesignee mitiais | Date of Review

BarenvGuardian Infials Date of Review Administratorflesignee Iniials | Date of Review

ParentiGuardian Initials Date of Review AdministratoriDasignee Inilials | Dats of Review
Note:

This is a prescribed form which must be used by ch id cara providers to mest the requirements o rules 5107:2-12-15, 5101:2-13-15, and 5101:2-14-04.
This formmustbe on fileatthe programor homs on or before ihe child's first day of atiendance and th ereafter while the childis enralled.
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