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Special Instructions: Biological/Custodial parents must be given access to their children unless there is a court order
preventing contact. Individuals with court orders against them preventing child pick up:

Name: Relationship to Child:

Name: Relationship to Child:

Other restrictions on child pick-up:

D. List any allergies, illnesses, regular medications, special needs and concerns:

E. Permission to Receive Medical Care:

I, give my permission for

(Name of Parent/Guardian) (Child Care Provider Name)

to consent for to receive emergency medical, dental or surgical
(Name of Child)

treatment if T cannot be reached. I place the following restrictions on medical treatment :

F. Permission to Transport:
O Ido not give the child care provider permission to transport my child for non-emergency reasons.
O I give the child care provider permission to transport my child for non-emergency reasons, such as to and
from school or school activities, shopping, field trips, etc.
O In the event of an emergency, I prefer that the child care provider call an ambulance to transport my
child.
O In the event of an emergency, I give permission for the child care provider to transport my child.

I place the following restrictions on transportation:

Parent/Guardian Signature: Date: _ /__ /___
State of West Virginia - - County of

The foregoing instrument wes acknowledged beforeme on this __ dayof ___ -
by: _ L . ,,Mycommiysﬁonexpires:on -

" Notary Public
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CHILD HEALTH ASSESSMENT

Child’s Name Parent/Guardian

DOB___ /[ / _____ HomePhone Address

Child Care Facility/School

Child Care Facility/School Phone Work Phone
Note: A copy of the Health Check exam report attached to a copy of the child’s immunization record may be substituted for this form.

Health history and medical information pertinent to child care and emergencies:

I Date Of Exam______ [/

Allergies to food or medicine:

Length/Height ‘Weight Head Circumference ( Blood Pressure

infem  %ile Ibskg  %ile infem  %ile mmHg  %ile.

Physical Examination Normal | Abnormal/Comments

Head/Ears/Eyes Nose/Throat
Teeth

Cardiorespiratory
Abdomen/GI
Genitalia/Breasts
Extremities/Joints/Back/Chest
Skin/Lymph Nodes
Neurologic/Tone
Developmental(e.g. ddst)

Immunization Birth to 1 Month 2 Month 4 Month 6 Month 12-18 Month 4-6 Years

DTP/DTaP
Polio

HIB

HEP. B.
MMR
Varicella
Other (PCV7)

Note: Ages and number of boosters may vary when immunizations start at older ages.

Screening Tests Date | Normal | Abnormal/Comments
(if completed)

Lead
Anemia (HGB/HCT)
Utinalysis (UA)
Tuberculosis (TB)
Hearing

Vision

Date Of Last Dentist’s Exam _____/.

/_,s Note: Age appropriate health services and immunizations must follow the schedule recommended by AAP

Health Problems or Special Needs Recommended Treatment/Medications/Special Care (Attach additional sheets if necessary)

Medical Care Provider MD

Addre:
= PA

CRNP

Phone
Date Signature of Physician or CRNP
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Medication Permission Slips

Please ive the following medicuiofo y child today:

Name of child Date

Name of medication Dosage How often to be given

Time last given? Route? (by mouth, topical, or inhaled)

Special Instructions:

Date

Signature
(Parent or guardian)

This permission expires on : (Not longer than a six month period of time)

(Date)
Date given Time given By (initial)
- Date given Time given By (initial)
Date given Time given By (initial)

Medication Permission Slip
Please give the following medication to my child today:

Name of child Date

Dosage How often to be given

Name of medication

Time last given? Route? (by mouth, topical, or inhaled)

Special Instructions:

Date

Signature
(Parent or guardian)
This permission expires on (Not longer than a six month period of time)

(Date)
Date given Time given By (initial)
Date given Titme given. By (initial)
Date given | Time given By (initial)

ECE-CC-25 (9/2006)
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Registration Form

CHILD’S INFORMATION

Child’s Full Name: Birth Date: 4 /

Address: Home Phone:

City: State: Zip Code:

Nickname:

PARENT/GUARDIAN INFORMATION

Mother’s Full Name: Home Phone:

Address:

City: State: Zip Code:

Occupation: Work Phone: ext.

Name of Employer Pager or Cellular Phone:

Business Address: City:

Work Hours:

Father’s Full Name: Home Phone:

Address:

City: State: PC/Zip Code:

Occupation: Work Phone: ext.

Name of Employer Pager or Cellular Phone:

Business Address: City:

Work Hours:

Parent/Guardian with legal custody

Parents are: Married __ Living Together Divorced __ Separated  Widowed __ Single

Other Household Members:

Names: Ages: Relationships
Names: Ages: Relationships
Names: Ages: Relationships

CHILD PICK-UP INFORMATION

Please list below the people who have *Permission* to pick up your child.

Name: Phone: Relationship:
Name: Phone: Relationship:
Name: Phone: Relationship:

Please list those persons who *Do Not Have Permission* to pick up your child.
Please explain the reason below or talk to your caregiver so she is aware of the situation.

Name: Phone: Relationship:

Name: Phone: Relationship:

Reason person is not allowed to pick up your child:
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Name:
Reason:

Name:
Reason:

Parent/Guardian Name (Please Print)

X Date: /

Parent/Guardian Signature:

X Date: /
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Child Profile Card

Child's Full Name:

Child's Nickname: Date Completed:

Child's Photo

Social Security Number - -

Date of Birth: Sex: H ere
Race: Complexion: Hair Color:

Hair Length: Eye Color: Glasses/Contacts:

Height: Feet Inches  Weight:

Build:

Home Address/Telephone:

Parent/Guardian Names:

Parent 1 Place of Employment: Cell Phone:
Parent 1 Address: Home Phone:
Parent 2 Place of Employment: Cell Phone:
Parent 2 Address: Home Phone:
Piercings: Tattoos: Hearing Aid: Brand:

Other Distinguishing Marks (Scars, Birthmarks, Etc.):

Blood Type: Allergies:

Pre-existing Conditions: Medications:

Doctor's Name/Phone:

Child's Best Friend Name/Address:
Child's Best Friend Name/Address:

Eingerprint Sample: : ) ) ) !
Make sure you have a black ink stamping pad. Place finger one atatimeona the stamp pad, covering the entire

fingerprint area. Dab finger on paper towel to eliminate excess ink and place the left side of the finger on the proper spot. Gently roll the finger
to the right, without pressing or forcing and lift the finger straight up when done. You may practice on another sheet, if necessary.

Right Thumb Right Index Right Middle Right Ring Right Pinky

Left Thumb Left Index Left Middle Left Ring Left Pinky

ZsampleWords
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West Virginia Department of Health and Human Resources

Emergency Information/Permission Form
for Children in Child Care Settings

& Resources

A. Family Information

1. Child’s Name:

Home Address:

[0 Male
Birth Date: Gender: [ | Female

Child’s School:

School Address:

School Phone:

Child’s Doctor:

Insurance Company:

Preferred Hospital/ Clinic for Emergency Care:

Doctor’s Phone:

Policy Number:

2. Mother/Guardian Name:

Phone:

Address:

Employer/School Name:

Work/ School Phone:

Employer/School Address:

3. Father/ Guardian Name:

Phone:

Address:

Employer/School Name:

Employer/School Address:

Work/ School Phone:

B. Emergency Contact: Names and telephone numbers of individuals to contact in case parents cannot be reached in an

emergency:

Name

Address

Telephone Number

L.

2.

3,

C. List of people with permission to pick child up from care (anyone not listed cannot pick up child without written

permission from parent):

Name

Address

Telephone Number
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