Ohio Department 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
Home Address City

State Zip Code l Home Telephone Number

Parent/Guardian Name Relationship to Child

Home Address Home Telephone Number

City State Zip

Email Address (if applicable) Cell Phone

Parent's Work/School Telephone Number Parent's Work/School Name

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the center/home, requests contact information

for other parents/guardians. [] Yes [ No
If you answered yes, please indicate which number(s) above to include on the list [] Work # CIcCell# [OHome# [JEmail

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

Parent/Guardian Name Relationship to Child

Home Address Home Telephone Number
City State Zip
Email Address (if applicable) Cell Phone

Parent's Work/School Telephone Number Parent's Work/School Name

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the center/home, requests contact information

for other parents/guardians. [] Yes [J No
If you answered yes, please indicate which number(s) above to include on the list [] Work # Ocel# O Home# [JEmail

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

Emergency Contacts: Parents cannot be listed as emergency contacts. List the name of at least one person who can be contacted
in the event of an emergency or iliness if you cannot be reached. Any person listed should be able to assist in contacting you. At least

one person listed must be within one hour of the center/home, able to take responsibility for the child in case the parent/guardian cannot
be contacted and should be at least 18 years of age.

Name Name

City State City State
Telephone Number Relationship to Child Telephone Number Relationship to Child
Other numbers where emergency contact can be reached (if Other numbers where emergency contact can be reached (if
applicable) applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number
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Child's Name

Allergies, Special Health or Medical Conditions, and Food Supplements
Fill in this section accurately and completely. Please note that if your child has a current health or medical condition requiring child care
staff to perform child specific care, such as: to monitor the condition, provide treatment, care, or to give medication, the JFS 01236
"Medical/Physical Care Plan" or equivalent form and/or the JFS 01217 "Request for Administration of Medication" must be completed
and be kept on file at the center or family child care home.

Does your child have any food, medication or environmental allergies? (check all that apply)

] No
[] Yes - check all that apply [] Food [[] Medication [OJ Environmental Please list and explain:

Does your child’s allergy/allergies require child care staff to monitor your child for symptoms, take action if a reaction accurs, or give
emergency medication to your child? (check one)

] No
[ Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a JFS 01217

"Request for Administration of Medication" must be completed.

Does your child have a special health or medical condition? (check one)

[ No

[ Yes - please explain

Does the special health or medical condition require child care staff to perform a procedure, or perform child specific care such as: to
monitor your child for symptoms or administer medication during child care hours? (check one)
O No
[ Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a JFS 01217
"Request for Administration of Medication" must be completed.

Is your child currently using any medication, food supplement or medical food (such as electrolyte solution)? (check one)

O No

[ Yes - please explain

If yes, does this medication, food supplement, or medical food need to be administered at the child care center/type A home?
[ No
[ Yes - a JFS 01217 "Request for Administration of Medication” must be completed and kept on file for each medication, food

supplement or medical food.
[J N/A - program does not administer any medications.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)

[JNo
[ Yes - please explain

Does this dietary restriction require a modified diet that eliminates all types of fluid milk or an entire food group?

[ No
(] Yes - written instructions from the child's health care provider must be on the JFS 01217 "Request for Administration of

Medication."
[J N/A - child does not attend a full time program.
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Child's Name

List any history of hospitalization, outpatient surgery, or previous health concerns that would be needed to assist the staff or medical
personnel in an emergency situation.

List any additional information about your child that would be useful for staff to know, such as fears, eating or sleeping habits, or
special routines. This information should not be medical or health related, as that information should be included on the previous

page.

Diapering Statement
Is your child toilet trained? [ Yes (if yes, skip to Emergency Transportation Authorization section) [ No (If no, fill out the
following)
The program's policy is to check diapers every hours. Please indicate if you want your child's diaper checked
according to the program's policy or another:

[J 1 agree with the program's schedule [ 1do not agree, please check my child's diaper every hours.

Emergency Transportation Authorization

Give Permission to Transport Do Not Give Permission to Transport
Program or Home Name Program or Home Name /

has permission to secure emergency transportation for my OR does not have permission to secur

child in the event of an iliness or injury which requires transportation for my child in the edent of an illness or injury
emergency treatment. The emergency transportation Do which requires emergency trestment. | wish for the following
service will determine the facility to which my child will be not | action to be taken:

transported. g:)gt?l

Parent's Signature Date Parents Signature Date

Acknowledgement of Policies and Procedures
I have reviewed and received a copy of the program's or home's policies and procedures/handbook. [ Yes [ No
{check one)

This form, after being completed and signed by the parent/guardian, must be reviewed for completeness and signed by the
administrator/designee prior to the child receiving care.

Parent/Guardian Signature(s) Date

Administrator/Designee Signature Date

The form is to be initialed and dated, at least annually, after it has been reviewed by the parent/guardian. This is to indicate all
information has stayed the same or changes have been noted. If significant changes are needed, please complete a new form.

Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review

Note: This is a prescribed form which must be used by child care providers to meet the requirements to rules 5101:2-12-15 and 5101:2-13-15. This form
must be on file at the program or home on or before the child's first day of attendance and thereafter while the child is enrolled.
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Ohio Department of Job and Family Services
CHILD MEDICAL STATEMENT FOR CHILD CARE

Child's Name (print or type) Date of Birth

¥" This above named child has been examined, the immunization status recorded, and the child is in suitable condition for
participation in group care.

¥" This above named child has been immunized in accordance with the requirements of section 5104.014 of the Ohio
Revised Code (please note any exceptions below).

Signature of Examining Physician/Physician's Assistant/Advanced Practice Registered Nurse/Certified Nurse Date of Examination
Practitioner

Name of Physician/Physician's Assistant/Advanced Practice Nurse/Certified Nurse Practitioner Telephone Number

Street Address

City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD WITH DATES OF DOSES OF ALL IMMUNIZATIONS

Exceptions to Immunization requirements pursuant to 5104.014 ORC (please include names of requirement diseases against which the
child has not been immunized and whether it is because the immunization is medically contraindicated, not medically appropriate for the

child’s age, or declined by the parent).

l:l | have declined to have my child immunized against one or more of the diseases required by 5104.014 of the Ohio Revised Code.
Please note disease above and sign.

Signature of Parent Date of Signature

Optional

Recommended Assessments/Screenings

Vision [Oyes [JNo Lead [JYes [JNo
Hearing OYes [OJNo Hemoglobin Jyes [JNo
Dental [Jyes [ONo Other

Measurements Notes

Height

Weight

BMI
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Ohio Department of Job and Family Services
CHILD MEDICAL/PHYSICAL CARE PLAN
FOR CHILD CARE

Child’s Name ’ Date of Birth

Special Health Conditions

Symptoms to watch for and emergency action to be taken if the following symptoms occur

Activities/foods/environmental conditions to avoid, if applicable

Medical procedures to be followed and expected benefit of treatment, if applicable

Are any medications required? [ [Yes [No (Ifyes, complete JES 01217 "Request for Administration of Medication")
If yes, what medications?

In an emergency does this child require additional assistance (more than other children of the same age or in the same
group) to evacuate?  []Yes [No

In the event that the child care program must be evacuated, are there medications or supplies that must be taken with this
child? [JYes [No

Training Instructions (Trainer must be a parent or certified professional)

Signature of Trainer Date

Signature of trained providers, substitutes or child care staff members who have been made aware of the condition.
(There must always be a trained caregiver present when the child is present)

Signature Date Ihave been | Ihave been
[ Informed | [] Trained

Signature Date I have been | Ihave been
[ Informed | [] Trained

Signature Date IThave been | Ihave been
[ ] Informed | [] Trained

Signature Date I'have been | I have been
[ | Informed | [] Trained

(Only trained providers, substitutes or child care staff members shall be permitted to perform medical procedures listed above.)

Additional services (educational/therapeutic) child is receiving

Who provides the above services?

Name Phone Number May we contact?
[JYes [No

Name Phone Number May we contact?
L [JYes [INo

I give my permission for the staff listed above to perform the procedures in my child’s Medical/Physical Care Plan.

Parent Signature Date

Administrator/Provider Signature Date

Note: A separate plan must be written for each condition that requires different actions to be taken
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Parents, after reading this handbook, please sign and return this page to the
Administrator. This is due before your child attends the center. If vou have any
questions about any of the policies in our handbook, please feel free to ask the
Administrator at any time. Office hours for the Administrator are posted next to the
World of Love office.

I acknowledge that I have received and reviewed a copy of the parent handbook for
World of Love Learning Center; including the following information:

1.) Licensing Information

2.) Center Program Information

3.) Guidance and Management Policy

4.) Supervision of Children Information

5.) Food Information

6.) Procedures for Emergencies and Accidents

7.) Management of Iliness

8.) Transportation of Children

9.) Swimming Policy (If applicable)

10.)Outdoor Play Policy

11.)Parent Participation Policy

12.)Fees, Overtime Charges

13.)Registration, Permanent Disenroliment information
14.)Enrollment and Health Information required for admission
15.)Additional Center Policies :

Parent / Guardian Print Date

Parent / Guardian Signature Date






Ohio Department of Education - Office for Child Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs
CACFP programs exempt from having an enrollment form on file are: Emcrﬁency Shelters, Outside-School-Hours, Youth Development & After School At Risk

Instructions for Completion
- All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Start center.

List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while in care.

]
e If schedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart.
¢ Ifthe child comes before and after school, list the hours in care for both the morning and afternoon.
¢  CACFP Federal regulations 226.15(e) (2) require that an enrollment form be completed annually and signed by the child’s
parent or guardian.
CENTER NAME
CHILD’S NAME AGE BIRTHDATE / /
(please print) month  / day / year
CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE IN CARE
Check (v') Days List Hours Child Normally in Care Check (v') Meals Child Normally Receives while in Care
Child Normally AM PM Evening
in Care Arrive Depart Arrive Depart fil Breakfast | Snack | Lunch | Snack | Supper | Snack
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

D Yes, The schedule listed above may frequently vary due to changes in parents/guardians schedule

SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN NUMBER
MAILING ADDRESS:

STREET /APT. CITY ZIP CODE

The U.S Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the
bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs,
marital status, familial or parental status, sexual orientation, or all or part of an individual’s income is derived from any public
assistance program, or protected genetic information in employment or in any program or activity conducted or funded by the
Department. (Not all prohibited bases will apply to all programs and/or employment activities.)

If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form,

found online at http://www.ascr.usda.gov/complaint_filing_cust.html , or at any USDA office, or call (866) 632-9992 to request the

form. You may also write a letter containing all of the information requested in the form. Send your completed complaint form or
letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W.,
Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov.

Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at
(800) 877-8339; or (800) 845-6136 (Spanish).

For any other information dealing with Supplemental Nutrition Assistance Program (SNAP) issues, persons should either contact the
USDA SNAP Hotline Number at (800) 221-5689, which is also in Spanish or call the State Information/Hotline Numbers (click the
link for a listing of hotline numbers by State); found online at http://www.fns.usda.gov/snap/contact_info/hotlines htm.

USDA is an equal opportunity provider and employer. (rev. 6/21/2013)




Building For the Future

This day care facility participates in the Child and Adult Care Food Program (CACFP), a
Federal program that provides healthy meals and snacks to children receiving day care.

Each day more than 2.6 million children participate in CACFP at child care homes and
centers across the country. Providers are reimbursed for serving nutritious meals which
meet USDA requirements. The program plays a vital role in improving the quality of day
care and making it more affordable for low-income families.

Meals CACFP homes and centers follow meal requirements established by USDA.

Breakfast Lunch or Supper Snacks (Two of the four groups:)
Milk Milk Milk
Fruit or Vegetable Meat or meat alternate Meat or meat alternate
Grains or Bread Grains or bread Grains or bread
Two different servings of fruits Fruit or vegetable
or vegetables

Participating
Facilities Many different homes and centers operate CACFP and share the common goal of bringing
nutritious meals and snacks to participants. Participating facilities include;

e Child Care Centers: Licensed or approved public or private nonprofit child care
Centers, Head Start programs, and some for-profit centers.

e Family Child Care Homes: Licensed or approved private homes.

e After School Care Programs: Centers in low-income areas provide free snacks to
School-age children and youth.

e Emergency Shelters: Programs providing meals to homeless children.

Eligibility State agencies reimburse facilities that offer non—resndent:al day care to the following children:
e Children age 12 and under,
e Migrant children age 15 and younger, and
¢ Youths through 18 in emergency shelters and after school care programs in needy areas.

Contact
Information If you have questions about CACFP, please contact one of the following:

Sponsoring Organization/Center Ohio Department of Education

e

WORLDOF LOVE DAY CARE
3121 WILMINGTON P IKE
KETTERING OH 45420

CACFP Consultant
25 S. Front Street, MS 303
Columbus, OH 43215-4183

614-466-2945

Nondiscrimination: |n accordance with Federal law and U. S. Department of Agriculture policy, this institution
is prohibited from discriminating on the basis of race, color, national origin, sex, age, or disability. To file a
compliant of discrimination, write USDA, Director, Office of Civil Rights, Room 326-W, Whitten Building, 1400
Independence Avenue, SW, Washington, D. C. 20250-9410 or call (202)720-5964 (voice and TDD). USDA is an
equal opportunity provider and employer.




