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

This form shall be completsd prior to the chlid's first day of attendance and updated annually and as needed.

Child's Name Date of Birth First Dayat Program/Home
Home Address Chy
 State Zip Code Home Telephone Num ber
[ ParentGuardian Name #1 Relationship to Child
Home Address LT Same as Child's Home Telephone Number L] Sama as Child's
Clty State Zip
Email Address {if appiicable) Cell Phone (if applicable)
Parents Work/School Name Parent's WorkiSohool Telephone Number
| Parents Work/School Address City

Please indicate if this name should be released I a parent/guardian, of a child attending the program/home requests contactinformation
forother parents/guardians. [J Yes [J No

If you answered yes, please indicate which information above toincludeonthellst [IWork# [ Cell# [JHome# [ Emsil
Whera can you be reached while your child Is in this program/home”

ParentGuardian Name #2 Relationship tc Gl

“Home Address L] Same as GhIlds Home Telephone Number L] Same as Child's

[ Cly State Zp
Email Address (i applicable) Cell Phone

[ Parent’s Work/School Name Parents Work/School Telephone Number

| Parents WorkiSchool Address ~Clty

Please indicate If this nama should be released if a parentiguardian, of a child attending the program/Mome, requests contactinformation
forother parents/guardlans. [] Yes O Ne

If you answered yes, please Indicate which information above to include onthelist [ Work# [ Cell# [ Home# L3} Emalil
Where can you be reached while your childis In thie program/home?

Emergency Contacts: Parents gannot be listed as emergency contacts. List the name of gt least one person who car be contacted
in the eventof anemergency oriliness If you cannot be reached. Any person listed should be able io aseist In contacting you. At least
one person listed mustbe able to take responsiblillty for the child in case the parent/guardlan cannctbe contacted and should be at least
18 years of age,

Name Name
[ City fate ty State
Telephone Number Ralafionshipto Child Telephone Number Relationshlp to Child
Other numbers where emergency contactcan be reached (If Other numbers where emergency contact can be reached (if
applicable)} applicable)
Name of Physlclan or ClinlHosphal
Street Address
Clly tate “Telephone Number
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Child's Name

Allergies, Special Health or Medical Condltions, and Medical Foods
Fill in this section accurately and completely. Please note that If your child has a current heatlth or medical condition requiring child care
staff to perform child specifio care, such as: to monitorthe condition, provide ireatment, care, or to give medication, the JFS 01236
"Child Medical/Physical Care Plan for Child Care” mustbe completed and be kept on file at the program/home.

'Eloes your childhave any food, medication or environmental allergles? (checkalltiat apply)
No
O Yes - checkall thatapply [ Food [ Medicaion [ Environmental  Please listand explain:

Does your child's allergy/allergles require child care staff to monitor your child for symptoms to take action if a reaction occurs, or give
Ie:lmergancy medication to your child? (check ons)
No

O Yes - a JFS 01236"Child Medical/Physical Care Plan for Child Cara" must be completed.

Doss your child have a developmental delay or special health or medical condition? (checkone)
O No
1 Yes - please explain

Does the special health or medical condition require child care staff to perform a procedure, or perform child speclfic care such as: io
monitor your chlld for symptoms or administer medication during child care hours? (checkone)

O No

[ Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care” must be completed.

Is your child currently using any medication or medical food? (check one)
O No
[ Yes - pleasa explain

If yes, does this medication or medical food need to be administered atthe chiid care program/home?

O No

O Yes - a JFS 01217 "Raquest for Administration of Medication” mustbe completed and kepton flle for each medication and a JFS
01238 "Child Medical/Physical Care Pian for Chlid Care" mustbe completad forthe medical food.

Does your child have any dletary restrictions, including those for medical, religious orcultural reasons? (check one)

O No

O3 Yes - please explain

Elogls this dietary restriction require a modified dietthateliminates all types of fluid milk or an entire food group?
o

[ Yes - written instructions from the child's health care provider mustbe on flle.
| O] N/A - program does not provide meals or snacks o the child,
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Ohio Depariment of Job and Family Services
CHILD MEDICAL/PHYSICAL CARE PLAN FOR CHILD CARE

A separate plan must be written for sach condition that requires different actions to be taken and must be kept at the program for at
least one year.

Thls form shall be qomplatad whan a chlld has a condltlon 1hat l.'équlral ona of tho folb\ndhy .
s . Monltoring the chiid for symptoms leoh réquira staff 1) take acﬂon : o
Ongoing administration of medication oF medlenl foodc N
Procadures which réquire siaff tralning Rl
Avolding apecific food(s), an\dmnmantal Gondlﬂons of aeﬂvltles :
School-age chiid to caity and adminlster. thelr own emergency medlutlon

If the medleatlm or medical food Is documented on this form. then a JFS 012178 not requlmd
Chlld's Namo

& &9 -9

Speclal Health Condition

Does this health condition require medication or medical food? [] Yes (If Yes, complete Part Il) O No

A. What are the signs, symploms, or situations which require staff to take action?

B. What are the activities, foods, environmentel conditions, etc. to avold? [J Not applicable

C. What are the training Instructions for the procedures staff have to follow? {include sl steps to care for the child/perform the
medical procedure)
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Pal‘tllmust _'oompluhdby pamhlnsbucﬂomaﬂachedﬁnmtllmﬂudPhyﬂdan.um nﬂst.Advanmdeeﬂea_"li

Rqrmmmwmmmmmmwduuwmw ey .

11110{pmodpﬂonornon-pmuipﬂon mdl&ﬁonoontalmeodelnaarasplrln = v 'w - i i

2, Instucﬂml-nndsdfm'ms(pmuipﬂonormn-pnnmpﬂm)mdleaﬂm

3. Thodil‘dduundmmmMmmorwemmquImmauhMmﬂmhhﬂmmonﬂn(pmuipﬂonor
non-ptescription) medication

4, mmwonwmqwon)mﬂuﬂmhbumbnwmmMMmmmhnmw

5, Thel e diffors from the manufecturer's structions.ofise . « - . .. .. - . .
Child's Nama Date of Birth Welght (if needed to
determine dosage)
Name of Medicaticn/Medical Food Name 6f Medication/Medical Food - Name of Medication/Medical Food
Dosage of Medicalion/Medical Food | Dosage of Medicalion/Medical Eood Dosage of Medicatior/Medical Food
[ Time of Medication/Medical Food Tima of MedIHHoNMedlcal Food Time of Medication/Medical Food
Administration Adminlstration Administration

Medication/Medical Food Expiration

sdication/Medical Food Expiraion
Date

Date

| MedicationMedical Food Expiration
Date

[ Check here if questions A through C are Included In a uplrato annehmnnt that is signed/issued by Licensed
Physician, Licensed Dentist, Advanced Practice Registered Nurse, or Certified Physician’s Assistant

A. What are the symptoms which require staff to administer medication or medical food?

B. What are the specific instructions for administration of medication or medical food?

C. What are the actions to be taken if symptoms do not subskie?

Physician's Signature Date of Signature
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Child's Name

Diapering Statement
Is yourchild toilet trained? [ Yes (If yes, skip to Emergency Transportation Authorization seciion)
[ No (f no, flll out the following:)

The program's policy s to check diapers every hours. Please Indlcate if you wantyour child's diaper checked according to the
program’s policy oranothar:

O 1agreewith the program's schedule O 1do notagree, please check my chlld's diaper every hours.
Emergency Transportation Authorization
Give Permisgion to Transport RoNot Give Permizsion to Transport

Program or Home Name Program orHome Name

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

my child In the event of an lliness or injury which requires transportation for my child In the event of an iliness or injury
emergency freaiment. The emergency transportation Do | which requires emergency treatment. | wish for the following
service will determine the facllity to which my child will be not | action to be taken:
transported. ;3:
Parents Signature ate Parents Signature Date

Acknowledgement of Policles and Procedures
| have reviewed and received a copy of the program's orhome's policies and proceduresshandbook. ClYes [INo (check one)

This form, after being completad and signed by the parentiguardian, mustbe reviewed forcompleteness and signed by the
administrator/designee priorio the child recelving care.

ParentGuardlan Signature(s) Date
Administraior/Deslgnee Signature Date

The form Is to be Initialed and dated, at least annually, afier it has been reviewed by the parent/guardian. Thisls fo indicate all
information has stayed the same or changes have been noted. If significantchanges are needed, please complete a new form.

[ Parent’Guardian Initials ate of Review AdministatorDesignes Iniials | Date of Review

" ParentGuardian infials Date of Review Administrator/Deslgnee Infilals | Date of Review

Parent/Guardian infials Date of Review Administrator/Designee Inifials | Date of Review
Note:

Thig Is a prescribed form which must be used by chiid care Providers to meet the requirements to rules 5101:2-12-15, 5101:2-13-15, and 5101:2-14-04.
This formmustbe on file at the program or home on or before the child'sfirst day of sttendance and thereafter while the chidisenrolied.
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ChildsName

Llstany history of hospltalization, outpafientsurgery, or previous health concems that would be needed o assist the stafl or medical
personnel In an emergency situation.

O Notapplicable

List any addffonal Informalion about your Ghild that would be useful Tor siaff Io know, such as fears or ways that yourchlld prefersto
be comforted.

O Notapplicable )
List any addifonalinformation aboutyour child that would be usefulforsialf o know, such as eating or sleeping hablis.

[ Notapplicable
List any additional Informalion aboutyour child that would be usaful for staff 1o Know, such as special routines, or behaviorneeds.

[ Not applicable
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Pait li: Adminjetrafion of Medlcstion or Medical Food Training Authortzation

bl

2] I E el Il

Fivly

LM el il

L It Vi mnilaailts g
. " R

Im

IChIid's Name .

If the child care program must be evacuated, are there medications or supplies thet must be taken with this child or does the child need
addltional assistance? (Check ail that apply)

[0 Medication . O Supplies O Assistance O NA
_Parent Provided Tralnifig AND grarits permissionto’ . - | Cértified Professional Traifiing AND parent grants -
perform the procedure = , N pemilssion o perform the procedure .
mmmmmMmtmm andor tralning for the medical procedure
pmmmnforﬂlemﬁmtopgmnnﬂnpmmmUsty Cblnpllh
;dﬂd’s medical/physical care plan. Only One -
Parent Signature Section Ceriifled Professional's Name {piease print)
Date of Signature | Certified Professional's Signature
Date of Signature Phone Number

1 My signature indicates | give my permission for the staff istsd to
perform the procedures in my chiid's medicallphysicel care pian.
Parent Signature

-| Date of Signature

Signatures of il child care staff members who have receivad Instructions for care and/or have been trained In performing the proced
. for this child. Addltional printed names and signatures can be written on thé back of this form or on an attached sheet.

Printed Name Signature | Date

Printed Name Slgnature Date

Printed Name Signature Date

Printed Name Signature Date

Printed Name ' Signature Date

My signature indicates that | have reviewed the Administrator/Provider Signature Date of Signature
Instructions for care, the form for completion: and

ensured siaff are Informed and Irained,

Thie form Is 1o ba Iriltialed and dated, at least annually, after It has been reviewed by the parent/guardian. This Is to Indiicate all
_information hag stayed the same or changes have been noted. if eignificant changes are needed, a new form must be completed.

Parent/Guardian Initials Date of Review Administrator/Desighee Initials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review
Parent/Guardian Initiais Date of Review Administrator/Designee Initials Date of Review
Parent/Guardlan Initials Date of Review Administrator/Designee Initials Dete of Review
Parent/Guardian Inftials Dete of Review Administrator/Designee Initials | Date of Review
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'Part IV: Documentation of Administration of Medication or Medical Food

o0 od by ¢ ( stai family ehllc [ ] hiid. 1 n; on this fo!
Al misdication or medicst food must be documirited when administered. Dociment éach medication or tiedical food on ité own
page. Incomplete Informiation eléveies the level of risk to children. If more. then one medication o medical food Is negded, make a
copy of this page for each miedication or medical food, ' T

This madication or mediéal food Is not to be administered until after thie child hias recelved the first doss or spplication

Bl dilbe.

* Seire) L0 % Ll

Tk LrAd Pl I

administered.

child are sxempt from this requiremert.

at least oncs prior to the program adnilrilatering a dose to avoid unexpectsd reactions. Emergency medications for the

Chlld's Name

Name of medication/medical Tood

Date Time

Dosage

Signature of designated person administering medication

JFS 01236 (Rev. 3/2022)

Page 4 of 4



Ohlo Deparimentof Job and Family Services
CHILD MEDICAL STATEMENT FOR CHILD CARE

Child's Name (printortype) Date of Birth

Note: Sectlons A and B must be completed by the examining Health Care Practitioner
(Physiclan/Physiclan's Assistant/Advanced Practice Reglstered Nurse/Certifled Nurse Practitioner):

Section A- EXAMINATION

v The above named child has been examined.

v The above named child Is in suitable condition for participation In group care (i.e. free of infectlous disease,
mentally and physically fitto be In group care).

v The above named child does not have allergies OR [s allergic to the following (please fist in space below):

Check below, If applicable:

[0 Additional information that will asslst the child care program in providing appropriate child care for the above
named child (speclal health care and developmental considerations) accompanies this form.

Optional: Measurements and Recommended Assessments/Screenings

Height Vislon COYes [ONo Lead Oyes [ONo
Weight Hearing COyves [JINo Hemoglobin Oyvee ONo
BMI Dental OYes [ONo Other
Notes:
Signature of Examining Healih Gare Practtioner Daie of Examinaton
Nama of ExamIning Health Care Practitioner Telephone Numbar
Street Address City, State and Zip Code
A s D NG DA

E
(MM/DD/YYYY FORMAT) OF DOSES OF ALL [MMUNIZATIONS.

IMMUNIZATION (Complete ONLY ONE SECTION below)

Section 5104.014 of the Ohlo Revised Code requires Immunizations against the following diseases:
Chicken pox, Diphtherla, Haemophllus influenzae type b, Hepatitls A, Hepatitis B, Influenza, Measlées, Mumps, Pertussis,
Pneumoccccal disease, Poliomyelitis, Rotavisus, Rubella and Tetanus.

Sectlon B - To be completed by the EXAMINING HEALTHCARE | Initias of Examining Health Care Practitioner

PRACTITIONER:

[0 The above named child has been immunized agalnst the diseases
listed above.

If an immunization is medically contraindicated or not medically appropriate
for the child’s age, note any exceptions by listing the specific

immunization(s): Date
Section C - To be completed by the child's parent ONLY IF Signature of Parent
WAIVING AN IMMUNIZATION(S):

[J | have declined to have my child Inmunized for reasons of
consclence, including religious convictions against all of the
diseases listed above or against the following disease(s):

Date
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