DIiSTRICT OF COLUMBIA
OFFICE OF THE STATE SUPERINTENDENT OF

REGISTRATION RECORD FOR CHILD RECEIVING CARE AWAY FROM HOME

Child: Sex: [] Male [ ] Female
Last First M.L
Date of Birth: Home #: Language Spoken AtHome
Home Address:
Number Street Apt. # State P
Parent: Home #
Last First ML BUSiDCSS #
Home Address:
Number Street Apt # State aid
Business Address:
Number Street Apr. 2 State zip
Parent: Home #
et st L Business #
Home Address:
Number Street Apr State 7P
Business Address:
Number Strect Apt. F Siaare Zip
Relative or Guardian: Home #
Last First ML Busiﬂess #
Home Address:
Number Street Apr # State zZip
Business Address:
Number Street ApL ¥ State zp
Person to be contacted in case of an emergency (other than parent/guardian):
Relationship to child:
Last First ML
Address:
Number Strect Apt 2 State pard Phorc =
Designated individual authorized to receive child at end of session:
Last First ML
Last First ML
Tast First M1
Signature: Relationship to child: Datee

Date of Admission:

Date of Withdrawal:

TO BE COMPLETED BY THE FACILITY

Reason:

810 Ist Street NE, 4th Floor, Washington, DC 20002 « Phone: (202) 727-6436 TTY: 711 » osse.dc.gov



R

DISTR

Part 1: Child’s Personal Information

ICT

OF COLUMBIA UNIVERSAL HEALTH CERTIFICATE

Parent/Guardian: Please complete Part 1 clearly and completely & sign Part 5 below.

Child’s Last Name: Child’s First & Middle Name: Date of Birth: Genaer: ace/Ethnicity. 7 6 Non Hispanic  [7 Biack Non Fispanic
oM gF L7Hispanic g Asian or Pacific islander 7 Other
Parent or Guardian Name: Telephone: Home Address: Ward:
7Home Cell 7 Work
Emergency Contact Person: Emergency Number: City/State (if other than D.C.) Zip code:
g Home r7Cell 5 Work
Schaol or Child Care Facility: [JMedicaid  [yPrivale insurance 7 None Prmary Care Frovider (PCPJ:
g Other
Part 2: Child’s Health History, Examination & Recommendations Health Provider: Form must be fully completed.
DATE OF HEALTH EXAM: WT OLBsS HT OIN BP: PIYSTO] NML Body Mass Index ©*¥™
0O KG OocMm e CIABNL | (BMI)
%,
HGB /HCT Vision Screening [ Glasses | Hearing Screening
(Required for Head Start) ”
Right 20/ Left 20/ I Referred | Pass Fail 0 Referred
HEALTH CONCERNS: REFERRED or TREATED HEALTH CONCERNS: REFERRED or TREATED

Asthma ) =} O Referred O Under Rx Language/Speech O DO YES | OReferred O Under Rx

NO YES NONE
Seizure N o [ Referred I Under Rx Development/ O OYES | OReferred O Under Rx

NO YES Behavioral NONE
Diabetes ju} ] O Referred 00 Under Rx Other m} OYES | OReferred O Under Rx

NO YES NONE
ANNUAL DENTIST VISIT: (Age 3 and older): Has the child seen a Dentist/Dental Provider within the last year? OYES [ONO [IReferred

A. Significant health history, conditions, communicable iliness, or restrictions that may affect school, child care, sports, or camp.
[I NONE [J YES, please detail:

B. Significant food/medication/environmental allergies that may require emergency medical care at school, child care, camp, or

sporis activity.

OO NONE [0 YES, please detail:

C. Long-term medications, over-the-counter-drugs (OTC) or special care requirements.
I NONE [0 YES, please detail {For any medications or treatment required during school hours, a Physician’s Medication Authorization Order
should be submitted with this form)

Part 3: Tuberculosis & Lead Exposure Risk As

nent & Testing:

TB RISK ASSESSMENTS O HIGH=> Tuberculin Skin Test O NEGATIVE ngRTN§§§2iV9 “:a'ré‘ tl: '°"fdegd foﬁég\f’ErTST
“ [ TIVE shoui e reterre Q {s]
OLow (TST) DATE: O POSITIVE 0 CXR POSITIVE evaluation. For questians, call T.B.
O TREATED Control: 202-698-4040
LEAD EXPOSURE RISKS 0O YES> LEAD TEST DATE: RESULT- Health Provider: ALL lead levels must be reported to DC Childhood Lead
O NO Poisoning Prevention Program: Fax: 202-481-3770

Part 4: Required Provider Certification and Signature

O YES O NO This athlete is cleared for competitive sports.

O YESOONO This child has been appropriately examined & health history reviewed. At time of exam, this child is in
satisfactory health to participate in all school, camp or child care activities except as noted above.

O YES OO NO Age-appropriate health screening requirements performed within current year. If no, please explain:

rrnt Namo

! TID/ND Signatora

Date

Address

l Phone

Fax

Part 5: Required Parental/Guardian Signatures. (Release of Health Information)

Print Name

Signature

1 give permission to the signing heaith examiner/iacility fo share the health information on this form with my child’s school, child care, camp, or approprigte DC Government Agency.

Date




DISTRICT OF COLUMBIA
OFFICE OF THE STATE SUPERINTENDENT OF

EDUCATIO

DIVISION OF EARLY LEARNING

Licensing and Compliance Unit

AUTHORIZATION FOR CHILD’S EMERGENCY MEDICAL TREATMENT
(Update Annually)

If my child , born on / / . becomes
ill or involved in an accident and I cannot be contacted, I authorize the following hospital or physician to
give the emergency medical treatment required:

Hospital:

Address:

or:

Physician: M.D. Telephone No:

(Area Code)
Address:

I give permission to > located at
Name of Facility or Caregiver

. to take my child for treatment.

Laccept responsibility for any necessary expense incurred in the medical treatment of my child, which is not covered
by the following:

Health Insurance Company:

Name of Policy Holder: Relationship to Child:
Policy Number: Coverage:
Medicaid Number: State: A DC UMD OVA

Child’s known Allergies or Physical Conditions:

Parent/Guardian Signature: Relationship to Child:
Address:
Telephone No:
Home Business Cell Phone
Date: Date Updated:
Month/Day/Year Month/DayfYear

Place in child’s folder/record.

810 First St. NE, 4th Floor, Washington, DC 20002  Phone: {202) 727-1839 TTY: 711 » osse.dc.gov
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Please review instructions on side fwo
(S LA

CONFIDENTIAL FORV= SIDE onNE

District of Columbia Oral Health (Dental Provider) Assessment Form
Part 1. Child’s Personal Information

Child's Last Name CHIld’s First & Middle Name Date of Birth Genader: SChoor or Child Care Tacility:
oM oF
Parent/Guardian Narme efepnionei; O Home [ Cell 1 WOk Oifie Address: ] Ward ™~
|
Emergency contact. TelephoneZ: [ Home 1o Cell [ Work City/State (i other than D.C.) Zip coaé:

Race/Ethnicity: 10 White Non Hispanic 11 Black Non Hispanic LI Hispanic [ Asian or Pacific'Islander L1 Other

Primary Care Provider (Viedical): Dentist/Dental FProvider: 0 Medicaid O Private Insurarice [ None
g Other

Part 2. Child’s Clinical Examination (o be completed by the Dental Provider) Date of Exam

(Please use key to document all findings on line next to each tooth)
Tooth # Tooth # Tooth # Tooth #

K

Key (Check Appropriate)
S - Scalants X - Missing teeth

o
° oo

b
>

@ Restoration on-Testorable/ Extraction
1D-One surface decay UE- Unerupted Tooth
2D-Two surface decay

3D-Three surface decay

4D-More than three surface decay

1]

24

WO AU B W

SO AW
HORONOZZ T

T

T

bd ek et ek ek el ek
AW A WN -

N

32

Part 3. Clinical Findings and Recommendations (Please indicate in Finding column)

Findings Comments
1. Gingival Inflammation ¥ N
2. Plaque and/or Calculus Y N
3. Abnormal Gingival Attachments ¥ N
4. Malocclusion Y N
5. Other (e.g. cleft lip/palate)
Preventive services completed 1 Yes 0O No
Part 4. Final Evaluation/Required Dental Provider Signatures
This child has been appropriately examined. Treatment O is complete. O is incomplete. Referred to
DDS/DMD Signature ] Print Name Date
Address
Phone Fax

Part 5. Required Parent/Guardian Signatures

Parent or Guardian Release of Health Information. )
1 give permission to the signing health examiner or facility to share the health informaticn on this form with my child’s school, childcare, camp, or Department of

Health
PRINT NAME of parent or guardian

SIGNATURE of parent or guardian “Date




VAR | DISTRICT OF COLUMBIA
OFFICE OF THE STATE SUPER
o INTENDENT OF
Am—
OSSE

TRAVEL ACTIVITY AUTHORIZATIO

O Special one time permission for this activity only O Blanket permission for all given activities

parent/guardian of

Name of Parent/Guardian

give my permission

Name of Child

for my child to

participate in the following activities:

Trips in the van/automobile (facility or parent - owned)

Explain planned activity - where and when

Ficld trips away from the facility

Explain planned activity - where and when

Tunderstand that the facility will use the appropriate child restraint devises and abide by all District of Columbia
safety rules when my child is transported in a vehicle. The facility will also notify me each time that my child
participate in an activity that would involve transportation.

In addition, if the facility has planned activities outside the fenced area of the facility,
U I will allow my child to play outside the fenced area; or

U I will not allow my child to play outside the fenced area.

This authorization is valid from / / to / /

Parent/Guardian Signature Date Signed

PLEASE KEEP A COPY IN THE CHILD’S FILE.

810 First St. NE, 4th Floor, Washington, DC 20002 « Phone: (202) 727-1839 TTY: 711 « osse.dc.gov



DISTRICT OF COLUMBIA
OFFICE OF THE STATE SUPERINTENDENT OF

EDUCATION

Medication Authorization Form

Pursuant to Title 54, Chapter I of the District of Columbia Municipal Regulations (DCMR), Section 153.1;“4 Licensee shall not

administer medication or treatment to a child in care, with the exception of emergency first aid, whether prescription or non-
prescription, unless: parental permission to administer the medication or treatment is documented on a completed, signed, and

dated medication authorization form that is received by the Licensee before the medication or treatment is administered or a
licensed health care practitioner has approved the administration of the medication and the medication dosage.”

Pursuant to Title 54, Chapter I of the District of Columbia Municipal Regulations (DCMR), Section 153.5,"4 Licensee shall
maintain a medication log, on a form approved by OSSE. Each time medication is administered to a child, a staff person shall

enter the date, time of day, medication, medication dosage, method of administration, and the name of the person administering
the medication in the medication log.

PartI: To be completed by the parent/gsuardian and child’s physician:

I do hereby give permission to to administer the following
Name of Facility
prescribed medication to my child bom on
Name of Medication Time/Frequency Dosage Effective Dates
From:
To:
From:
To:
Signature of Physician Date
Signature of Parent/Guardian Date

PartII: To be completed by the center director or staff administering medication who has

current medication administration certificate:

Name of Medication Date Time Given Reactions Staff
Initials

PLEASE PLACE A COPY IN THE CHILD’S FILE.

810 First St. NE, 4th Floor, Washington, DC 20002 e Phone: (202) 727-1839 TTY: 711 o osse.dc.gov



