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’sName Date of Birth First Day at Program/Home
Home Address City

State Zip Code Home Telephone Number

Parent/Guardian Name #1 Relationship to Child

Home Address [ ] Same as Child's Home Telephone Number [] Sameas Child's

City State Zip

Email Address (ifapplicable) ' CellPhone (if applicable)

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

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
forother parents/guardians. [] Yes O No
If you answered yes, please indicate which information above toincludeonthe list [ Work# [ Cell# [1 Home# [ Email

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

Parent/Guardian Name #2 Relationship to Child

Home Address L1 Same as Child's Home Telephone Number [_| Same as Child's

City State Zip
Email Address (if applicable) CellPhone

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

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
forother parents/guardians. [ Yes [ No
If you answered yes, please indicate which information above toinclude onthe list [ Work# [ Cell# [ Home# [] Email

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 eventof anemergency orillness if you cannot be reached. Any person listed should be able to assistin contacting you. At least
one person listed mustbe able to take responsibility forthe child in case the parent/guardian cannotbe contacted and should be at Ieast”

18yearsof age.

Name Name

City State City State
Telephone Number Relationship to Child Telephone Number Relationship to Child
Other numbers where emergency contactcan be reached (if Other numbers where emergency contactcan 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 Medical Foods
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
"Child Medical/Physical Care Plan for Child Care" mustbe completed and be kept on file at the program/home.

Does your child have any food, medication orenvironmental allergies? (check all that apply)
1 No
[ Yes - checkall thatapply [0 Food [ Medication 0 Environmental Please listand explain:

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

[ No

[0 Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care" must be com pleted.

Does your child have a developmental delay or special health ormedical condition? (check one)
0 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 oradminister medication during child care hours? (check one)

[1No .
[ 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 - please explain

If-yes, does this medication ormedical food need to be administered atthe child care program/home?

O No

[ Yes - a JFS 01217 "Request for Administration of Medication"m ustbe completed and kepton file foreach medication and a JFS

01236 "'Child Medical/Physical Care Plan for Child Care"mustbe completed forthe medical food.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)
I No

[0 Yes - please explain

lI%]oes this dietary restriction require a modified dietthateliminates all types of fluid milk oran entire food group?
No
[ Yes - written instructions from the child's health care providermustbe on file.

(1 N/A - program does notprovide meals or snacks to the child.
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Child's Name

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

[ Not applicable

List any additional information aboutyour chiid that would be useful for staff to know, such as fears or ways that your child prefers to
be comforted.

1 Not applicable
Listany additional information aboutyour child that would be useful for staff to know, such as eating or sleeping habits.

[ Not applicable
Listany additional information aboutyour child that would be useful for staff to know, such as special routines, or behavior needs.

I Not applicable
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Child's Name

Diapering Statement
Is your child toitettrained? [ Yes (If yes, skip to Emergency Transportation Authorization section)
O No (If no, fill out the following:)

The program's policyisto check diapers every hours. Please indicate if you wantyour child's diaper checked according to the
program's policy or another:

I 1agree with the program's schedule O 1do not agree, please check my child's diaperevery hours.
Emergency Transportation Authorization

Give Permission to Transport Do Not Give Permission to Transport
Program orHome Name Program or Home Name
has permission to secure emergency transportation for OR does not have permission to secure emergency
my child in the event of an illness or injury which requires transportation formy child in the event of an illness or injury
emergency treatment. The emergency transportation Do | whichrequires emergency treatment. | wish for the following
service will determine the facility to which my child will be s':gz action to be taken:
transported. both
Parent's Signature Date Parent's Signature Date

Acknowledgement of Policies and Procedures
I have reviewed and received a copy of the program's orhome's policies and procedures/handbook. [lYes [No (check one)

This form, afterbeing completed and signed by the parent/guardian, mustbe 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 isto beinitialed and dated, at least annually, afterit has been reviewed by the parent/guardian. Thisis to indicate all
information has stayed the same or changes have been noted. If significantchanges 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, 5101:2-13-15, and 5101:2-14-04.
This formmust be on file atthe program or home on or before the child's first day of attendance and thereafter while the child is enrolled.
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—— I Ifan-immunization-is-medically contraindicated-or not-medically -appropriate

Ohio Departmentof Job and Family Services

CHILD MEDICAL STATEMENT FOR CHILD CARE

Child's Name (printortype) Date of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
(Physician/Physician's Assistant/Advanced Practice Registered Nurse/Certified Nurse Practitioner):

Section A- EXAMINATION

 The above named child has been examined.

\ The above named child is in suitable condition for participation in group care (i.e. free of infectious disease,
mentally and physically fitto be in group care).

\ The above named child does not have allergies OR is allergic to the following (please list in space below):

Check below, if applicable:

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

Optional: Measurements and Recommended Assessments/Screenings

Height __ Vision [OYes [ONo Lead Yes [No
Weight __ Hearing [1Yes [dNo Hemoglobin [dYes [ONo
BMI __ Dental [lYes [INo Other

Notes:

Signature of Examining Health Care Practitioner Date of Examination

Name of Examining Health Care Practitioner Telephone Number

Street Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MM/DD/YYYY FORMAT) OF DOSES OF ALL IMMUNIZATIONS.

IMMUNIZATION (Complete ONLY ONE SECTION below)

Section 5104.014 of the Ohio Revised Code requires immunizations agamst the following diseases:
Chicken pox, Diphtheria, Haemophilus influenzae type b, Hepatitis A, Hepatitis B, Influenza, Measles, Mumps, Pertussis,
Pneumococcal disease, Poliomyelitis, Rotavirus, Rubella and Tetanus.

Section B - To be completed by the EXAMINING HEALTH CARE initials of Examining Health Care Practitioner

PRACTITIONER: o o

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

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):

LI I have declined to have my child immunized for reasons of
conscience, including religious convictions against all of the
diseases listed above or against the following disease(s):

Date
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Photo Release Form

Standard Photo Release Form

I hereby give my consent for the Good Shepherd Nursery School to use my
child’s photo/video in the private family Facebook group, GSNS website, GSLC
website and the private Remind app. | release them from any expectation of
confidentiality for the undersigned minor children and myself and attest that | am
the parent or legal guardian of the children listed below.

We also live stream our Halloween Show, our Christmas Show, and our Spring
Sing. If you decline signing release, your child will not be able to participate in
these events, as there will be no way to avoid them being fiimed.

Parent Signature: Date:

School: Good Shepherd Nursery School

Names and Ages of Minor Children:

Name: Age:

Name: Age:

Name: Age:




Child Pick up Authorization Form

Childs Name Date

The following people have my permission to pick up my child.

Parent’s Signature Date




VAL Automated Payment Processi

Express B e

We are excited to offer the safety, convenience and ease of Tuition Express®—a payment processing system that allows secure,
on-time tuition and fee payments to be made from either your bank account or credit card.

ELECTRONIC FUNDS TRANSFER AUTHORIZATION FOR BANK ACCOUNT and CREDIT CARD

| (we) hereby authorize (business name) to initiate credit card charges to
the below-referenced credit card account (Section A) OR, initiate debit entries to my (our) checking or savings account,

indicated below (Section B). To properly affect the cancellation of this agreement, | (we) are required to give 10 days written
notice. Credit union members: please contact your credit union to verify account and routing numbers for automatic payments.
Check with the center for accepted credit card types.

COMPLETE ONE SECTION ONLY

SECTION A (Credit Card)

Cardholder Name Phone #

Cardholder Address City State Zip
Account Number Expiration Date

Cardholder Signature Date

SECTION B (Bank Account)

Your Name Phone #
Address City State Zip
Bank or Credit Union Name Bank or Credit Union Address City State Zip
Routing Transit Number (see sample below) Account Number (see sample below) [ Checking [] Savings
Authorized Signature Date
John Sample .*"‘ JHE HERS 00z2zZs6
For Official Use Only Mary Sample Sesiclr e A service of
123 Nice Strest

Anytown, USA

Pay ta the Attach Voided Check Here s

arder of:

Date Received

Employee Signature Deposit slips not accepted Dollars

procare
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