Ohio Department of Job and Family Ssrvices

CHILD MEDICAL STATEMENT
For Ghild Gare Genters and Type A Family Child Gare Homas

Child's Name {ornl or fype) Date of Birth

This is to cedtify &l of the following:
s+ 1have examinad this child and found thal he or she is In suitable condlion for parlicipation In group care.
« The ¢hild has had the age appropriste Immunizations recommended by the Ohle Depardment of Health,

+ My office has enterad ihe chikP's Immumizations record below or allached a prinled record of the Inmunizalions or found
ifat this child showdd be exempl from framunizatfens for the following reasons:

List any limitaliens or health conu@lons for this child (ncluding allergies, dally medication, dletary restrictions)

Immunizations {erfer month, day, and yean
Vacdnes Bose 1 Dosa 2 BDose 3 Togs 4 Dicse 6

Ciphthenia, Tetanus. Perussls (TP}

Hepatitis B {Hep B)

Haemephilus Influsnza type b (HIB)

hieasles, Mumps, Rubdla {MMR)

Inectivated Polia

Varicella {chicken pox)

[uenza

Proermococeal Conjugale {PCY)

Rotavirus

Hepatitis A

Qther

The Immenizations shave are recoramended by tha Centers for Disease Coatrot and Pravention and the Ohlo Dopattment of Hoalth.

Recommended Assessments/Screshings:

Vislon: {JJYes [INo Pate: Hearing. [ lYes [[INe Date: e
Dental: [Jyes [INo  Date: Leadh {Jyes [CINo  Date:

BME  [ves [INo  Date: Other:

Signsture of B4amining PhysitlsnPhysclan's AssistantAdvanced Peactice Nuse Ddate of Examination

Ohio Adminisirative Code rules 5101:242-37 and 5404 -2-13-37 require thaf this examination be given no more
than twelve months prior to he date of admission te the child care center or type A home,

dame of Physiclan /Phydelan's AsslstantiAdvanced Pracice Nuwrse Telephone Humber

Bireet Address

Cily, Stat 2nd Zip Co

This s a sample form Used o mest the requirerents of rutes 5504,2-12.37 and 5101:2-13-37
JFS 01405 (Rey. 142008}




Ohfo Depariment of Job and Family Services
CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE CENTERS AND TYPE A HOMES

This form shall be completed prior to the child's first day of attendance and updated annually and as nesded.

Child's Name Date of Birth First Day at Center
Home Address City
State Zip Code Home Telgphone Numbsr

Parent/Guardian Name

Relationship to Child

Home Address

City Stafe Zip
Home Telephone Number Cell Phone

Work/School Telephone Number WorkiSchool Name
Work/School Address City

Please indicate If this name should be included on a parent roster
If you answered yes, please indicate which number above to list on the roster [ Work number ) Celf number

lves

[ No

{1 Home number

Whers oan you be raached whiie your child is in this program?

Parent/Guardian Name

Relationship fo Child

Home Address

City State Zip
Home Telephone Number Celt Phone

Work/School Telephone Numbear Work/School Name
WorkiSchool Address Clty

Please indicafe if this name should be inckided on a parent roster
If you answared yes, please indicate which number above to list on the roster [ work number [ cell number

Clyes

1 No

[} home number

Where can you be reached while your child s in this program?

Emergency Gontasts: Parenis cannot be {istad a5 emergency confacls, List the name of at least one person who can be contacted
in the avent of an emorgency or iliness if you vannot be reached. Any parson lisled should be able to assist in contacting you and at
least one pereon listed must ba within one hour of the canter/home and sble to take responsibility for the child in case you cannot be

contacted.

Name Name

City State City Stale

Telaphonse Relationship to Telephone Relationship to

Number Child Number Child

Other numbers where emergency contact can ba reached {if applicable) Other humbers where emeargency contact can be reached (i applicable)

Narne of Physictan or Clinic/Hospital

Street Addrass

City

State

Telephone Number

JFS 01234 (Rev. 2/2008)
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Chlid’s Name

Allergies, Special Health or Medical Conditions, and Food Supplements
Filt In this section accurately and completely. Please note that if your chiid has a current health or medical condition requiring child care
staff to monitor the condition, provide treatment, care, or fo give medication, the JFS 01236 "Medical/Physical Care Plan” or equivalent
form andfor the JFS 01217 "Request for Administration of Medication™ must bs completed and be kept on flle at the centar or type A
home.

%oes your child have any food, medication or environmental allergies? (check all that apply)
No
[ ] Yes - check all that apply [} Food [ Medication [“] Environmental  Please list and explain:

Does your child's allergy/allergies require child care staff to monitor child for symptoms, take action if a reaction ocours, or
%/e emergency medication o your child? {check one}
No
[ Yes - a JFS 01236 "Medicai/Physical Care Plan” or equivalent form and if administering medication, a JFS 01217
"Request for Administration of Medication" must be complatad.

il?__(ljes your child have a special health or medical condition? {check one)
No
{1 Yes - please explain

Does the speclal health or medical condition require child care staff to perform a procedure, monitor your child for
%mptoms or administer medication during child care hours? (check one)
Mo
L1 Yes - a JFS 01236 “Madical/Physical Care Plan” or equivalent form and if administering medication, a JFS 01217
"Request for Administration of Medication™ must be completed.

IE_Jyour child currently using any medfcation‘ food supplemeﬁt or medical food {stich as slectrolyte solution)? {check one)
No
1 Yes - please explain

If yes, does this medication, food supplement, or medical food need to be administered at the child care centeritype A

home?

(] No

L1 Yes - a JFS 01217 "Request for Administration of Medication” must be completed and kept on file for each medication,
foad supplement or medical food.

[_] N/A - program doss not administer any medications.

%}es your child have any distary restrictions, including those for medical, refigious or cultural reasons? {cheak one)
No
] Yes - please explain

{D:cjaes this dietary restriction require a modified dlet that eliminates all types of fluld milk or an entire food group?

No

{71 Yes - written instructions from the child's health care provider must be on the JFS 01217 "Request for Administration of
Medication.”

{71 N/A - ohild does not attend a full time program.
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Child's Name

List any history of hospitalization, outpafient surgery, or previous health concerns that would be needed to assist the siaff or medical
parsonnal 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 healih refated, as that inforimation shotld be included on the previous page.

Diapering Statement
Is your child toilet tralned? [1Yes (if yes, skip to Emergency Transportation Authorization section) [INe
The program’s policy is to check diapers every hours. Please indicate if you want your child's diaper checked according to the
center/type A home's policy or another;
[ 1 agrea with the program's schedule I tdo not agree, please check my child's diaper every _____hours.

Emergency Transportation Autherization

Give Permission to Transport Do Not Give Permission to Transport

Center or Type A Homs Name Center ar Type A Home Name

has permission fo secure emergancy transportation for OR [ dees not have permission to secure emergency

my child in the event of an iliness or injury which requires transportation for my child in the event of an iliness or
emergency treatment. The emergency transportation Po | injury which requires emergency treatment. | wish for
service will determine the facility to which my child willbe | Mt | the following action to be taken: "’

transported. gﬁ;

Parent's Signature Dats Parent's Signature Date

Policies and Procedures

A copy of the center’s or type A home’s policies and procedures/handbook
will be given out at Open House.

Signatures

This form, after being completed and signed by the parent/guardian, must be reviewed for compieteness and signed by the
administrator/designee prior to the child receiving care. The administrator shall have the parent/guardian review and initial
the form when any changes/updates are made and at least annually. The parent/guardian and the administrator or designee
shell initial and date the form to indicate the date reviewed.

Parent/Guardian Signature(s) Date
Administrator/Designes Signature . Date
Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designes Initials Date of Review

Note: This is a prescribed form which must be used by centers and type A homes to meet the requirements of rules 5101:2-12-37 and §101:2-13-37.
This form must be on fils at the center or typs A home on or before the child’s first day of atisndanca and thereafter while the chlld Is enrolled.
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