Date Application Completed Date of Enroliment

CHILD'S APPLICATION FOR ENROLLMENT
To be completed, signed, and placed on file in the facility on the first day and updated as changes occur and at least annually
CHILD INFORMATION: Date of Birth:
Full Name:

Last First Middle Nickname
Child's Physical
Address:
FAMILY INFORMATION: Child lives with:
Father/Guardian's Name Home Phone
Address (if different from child’s) Zip Code
Work Phone Cell Phone

Cell Phone Carrier:
Mother/Guardian's Name Home Phone
Address (if different from child's) Zip Code
Work Phone Cell Phone

Email:

Cell Phone Carrier:

CONTACTS:
Child will be released only to the parents/guardians listed above. The child can also be released to the following individuals, as authorized by the
person who signs this application. In the event of an emergency, if the parents/guardians cannot be reached, the facility has permission to contact
the following individuals.

Name Relationship Address Phone Number

Name Relationship Address Phone Number

Name Relationship Address Phone Number
HEALTH CARE NEEDS:

For any child with health care needs such as allergies, asthma, or other chronic conditions that require specialized health services, a medical action
plan shall be attached to the application. The medical action plan must be completed by the child’s parent or health care professional. Is there a
medical action plan aftached? Yes__ No__

List any allergies and the symptoms and type of response required for allergic reactions.

List any health care needs or concerns, symptoms of and type of response for these health care needs or concerns

List any particular fears or unique behavior characteristics the child has

List any types of medication taken for health care needs
Share any other information that has a direct bearing on assuring safe medical treatment for your child

EMERGENCY MEDICAL CARE INFORMATION:
Name of health care professional Office Phone
Hospital preference Phone

|, as the parent/guardian, authorize the center to obtain medical attention for my child in an emergency.
Signature of Parent/Guardian Date

|, as the operator, do agree to provide transportation to an appropriate medical resource in the event of emergency. In an emergency situation,
other children in the facility will be supervised by a responsible adult. | will not administer any drug or any medication without specific instructions
from the physician or the child’s parent, guardian, or full-time custodian.

Signature of Administrator Date
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Also need shot record
DCD 0108

12/99 Children’s Medical Report

Name of Child Birthdate

Name of Parent or Guardian

Address of Parent of Guardian

A. Medical History (May be completed by parent)
1. Is child allergic to anything? No  Yes  If yes, what?

. Is child currently under a doctor's care? No_ Yes__ If yes, for what reason?

. Is the child on any continuous medication? No_ Yes  If yes, what?

. Any previous hospitalizations or operations? No__ Yes__ If yes, when and for what?

. Any history of significant previous diseases or recurrent illness? No__ Yes  : diabetesNo  Yes
convulsions No___ Yes__ ; hearttrouble No__ Yes  ;asthmaNo_  Yes
If others, what/when?

. Does the child have any physical disabilities: No__ Yes_  If yes, please describe:

Any mental disabilities? No__ Yes  Ifyes, please describe:

Signature of Parent or Guardian

B. Physical Examination: This examination must be completed and signed by a licensed physician, his authorized
agent currently approved by the N. C. Board of Medical Examiners (or a comparable board from bordering
states), a certified nurse practitioner, or a public health nurse meeting DHHS standards for EPSDT program.
Height %  Weight %

Head Eyes Ears Nose Teeth Throat
Neck Heart Chest Abd/GU Ext

Neurological System Skin Vision Hearing
Results of Tuberculin Test, if given: Type date Normal  Abnormal followup

Developmental Evaluation: delayed age appropriate
If delay, note significance and special care needed;

Should activities be limited? No_ Yes  Ifyes, explain:
Any other recommendations:

Date of Examination

Signature of authorized examiner/title Phone #
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Child Care Rules .0901(c) and .1706(b) state:

Nutrition Opt Out Form

When children bring their own food for meals and snacks to the program, if the food does not meet the
nutritional requirements specified in Paragraph (a) of this Rule, the operator must provide the additional food
necessary to meet those requirements unless the child's parent or guardian opts out of the supplemental food
provided by the operator as set forth in G.S. 110-91(2) h.1. A statement acknowledging the parental decision
to opt out of the supplemental food provided by the operator signed by the child's parent or guardian shall be
on file at the facility. Opting out means that the operator will not provide any food or drink so long as the child's
parent or guardian provides all meals, snacks, and drinks scheduled to be served at the program’s designated
times. If the child’s parent or guardian has opted out but does not provide all food and drink for the child, the
program shall provide supplemental food and drink as if the child's parent or guardian had not opted out of
the supplemental food program.

I plan to provide all meals, snacks and
(Parenthuardian Print Name)

drinks for my child and do not want his/her meals, snacks or drinks

supplemented to meet the Meal Patterns for Children in Child Care Programs

from the United States Department of Agriculture (USDA), which are based on

the recommended nutrient intake judged by the National Research Council to be

adequate for maintaining good nutrition.

Since | opted out, if I do not provide all the meals, snacks or drinks for my child, |
understand that the program will provide supplemental food and drink.

Parent/Guardian Signature Date

NC Division of Child Development and Early Education
Regulatory Services Section
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Please check by all that apply:

| received a copy of the North Carolina Child Care Summary Law.

| received a copy of the Meal Patterns for Children in Child Care
Programs.

| understand that if | do not supply my child with the correct food,
the school will have to supply it, and | will be charged for it.

| have read and received a copy of the Center Operational
Policies and Discipline Policies. (Handbook).

| understand that my child will be removed from class if my bill is
not paid.

| have read and understand the Safe Sleep Policy. (Infants only)

| have read and understand that this facility is a non-smoking
facility.

| acknowledges that | have read and received a copy of the
facility's Shaken Baby Syndrome/Abusive Head Trauma Policy.

Print name of parent/guardian:

Signature of parent/guardian:

Date:




Infant Feeding Plan

As your child's caregivers, an important part of our job is feeding your baby. The information you provide below will
help us to do our very best to help your baby grow and thrive. Page two of this form must be completed and
posted for quick reference for all children under 15 months of age.

Child's name:

Birthday:

Parent/Guardian's name(s):

mm/dd/yyyy

Did you receive a copy of our “Infant Feeding Guide?”

If you are breastfeeding, did you receive a copy of:
“Breastfeeding: Making It Work?”
“Breastfeeding and Child Care: What Moms Can Do?”

TO BE COMPLETED BY PARENT

At home, my baby drinks (check all that apply):
o Mother's milk from (circle)
Mother bottle  cup  other
o  Formula from (circle)
bottle  cup
o Cow's milk from (circle)
bottle  cup other

from (circle)

bottle  cup other

How does your child show you that sthe is hungry?

How often does your child usually feed?

How much milk/formula does your child usually drink in one feeding?

Has your child started eating solid foods?

If so, what foods is s/he eating?

How often does s/he eat solid food, and how much?

Yes No

Yes No
Yes No

TO BE COMPLETED BY TEACHER

Clarifications/Additional Details:

At home, is baby fed in response
to the baby's cues that s/he is hungry,
rather than on a schedule?

IfNO.

o I made sure that parents have a copy of the “Infant Feeding
Guide” or “Breastfeeding: Making it Work”

o | showed parents the section on reading baby's cues

s baby receiving solid food?  Yes No

Is baby under 6 months of age? Yes No

If YES to both

o I have asked: Did the child's health care provider recommend
starting solids before six months?

Yes No

If NO,

o | have shared the recommendation that solids are started
at about six months.

Handouts shared with parents:




Child's name: Birthday:

mm/dd/yyyy

Tell us about your baby's feedings at our center.
| want my child to be fed the following foods while in your care:

Frequency of | Approximate amount | Will you bring from home? Details about feeding
feedings per feeding (must be labeled and dated)

Mother's Milk

Formula

Cow's milk
Cereal

Baby Food
Table Food
Other (describe)

| plan to come to the center to nurse / feed my baby at the following time(s):

My usual pick-up time will be:

If my baby is crying or seems hungry shortly before | am going to arrive, you should do the following (choose as many as apply):
__ hold my baby __use the teething toy | provided __use the pacifier | provided
__rock my baby __give a bottle of milk __ other Specify:

| would like you to take this action minutes before my arrival time.

At the end of the day, please do the following (choose one):
____Retumn all thawed and frozen milk / formula to me. Discard all thawed and frozen milk / formula.

We have discussed the above plan, and made any needed changes or clarifications.

Today's date:

Teacher Signature: Parent Signature

Any changes must be noted below and initialed by both the teacher and the parent.
Date Change to Feeding Plan (must be recorded as feeding habits change) | Parent Initials | Teacher
Initials
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