[image: ] 
[image: ] 
[image: ] 
[image: ] 
[image: ] 
[image: ] 
[image: ] 
[image: ]
image7.png
- . "
Arly Childhood Family Gents

347-548-4068
142-41 249" STREET. 2™ FL

ROSEDALE. NY. 11422

“Where Children Thrive, Learn through Play,
and Wonders and Extraordinary Awaits”

Medi . Admini ion R | (MAR)

Name of Child Date of Birth

Signature of
Date i Person
Medication Self Observing or
Administered? Administering

Medication
[JYes [ INo

|:|Yes |:|No

[JYes [ INo

[JYes [INo

[JYes [INo

[JYes [ INo

[ JYes [ INo

[JYes [ INo

[JYes [INo

[JYes [ INo

[ JYes [ INo

[ JYes [ INo

[ JYes [ INo

[JYes [ INo

[ JYes [ INo

[ INo

[ JNo

[ INo

[ JNo

[ IJNo

[ JNo

[ IJNo

[JNo

[ JNo

[ JNo

No

*Medication authorization form must be used as either a two-sided document or attached first and second page.

[JAuthorization form is complete []Medication is appropriately labeled

[CIMedication is in original container []Date on label is current

Person Accepting Medication (print name)
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OCER 8010 (w2010
NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

NON-MEDICATION CONSENT FORM
Child Day Care Programs

This form may be used when a parent CoONsents 1o RavINg over - the-counter products administecod 1o thele child iIn o
child day caro program.  Thoso products includo, but aro not imitod to: topical olntmoents, Iotons and croams, sprays,
sunscreon products and topically apphied insect ropetlant

This form should NOT bo used 10 Moot tho COnSent regquinomaonts for tho administration of the following: ptcu:ovgm
medications, oral overdhe.counter modications, madicatod patches, and aye, onr, of nasal drops of spays S
Form 7002 would meot the consont roguiraments for modic abons

Onae form must bo comploted for oach over the-counter product. Multiple products cannot be isted on one form.
This form must ba complotod in a languago in wihich the staff s iterato
If parent's instructions differ from the instructions on the product’s Packaging, POMIKLIoN must ba rocoived from a
hoalth caro providor or hconsoed authorizod proscribor

PARENT TO COMPLETE THIS SECTION (#1 - #14) o

1 Child's Nirst and last name 2. Dato of birth 3 Child's known allergles

4 Name of product (including strength) 5 Amount 10 b administeod 0 Route of adminstation:

TA. Froquoncy to bo admimistorod, includo tmoes of day # apgpropiata
oRr

78 10Nty the Conaitions that will DoCossitsto acminists ation Of the Droduct (SIS and Syrmptons oot Do obsor vishio poor 1o
DOMINItathon)

BA. Possible side effects ) Seo product lnbel for completo st of possibie side effocts (parent must supply)
AND/OR

B Addional sdo offocts

O What action shoukd the Child core provider take f side offects e noted

[ Comact parom

Othor (doscribe)

T10A Specisl Instructions: 1] 560 package Insen fon completo It of spocinl Insructions (paent must supply)
AND/OR

108, ASIONal spocinl INSLUCHonNS

11 Roason(s) for uso (untess confidonting by law)
12, Patont name (please pont)

14 Paront signature

X

DAY CARE PROGRAM TO COMPLETE THIS SECTION (#16-#271)
15 Yogam name 16 Faciny 1D number 7. Pogoam Lokphons numbor
Blossoming Minds Eary Chikihood Famity C 931736 347-548-4068

101 have verfiod that #1, #14 uocanphua My\vmuolucmmﬁunl“amubnomm sminister this product hn:bocnqwon
10 the Child divy Cono program

19, S1aff's nivmo (ploaso print) | 20 Dato rocoivod from paront
21 SiaiT's signature.
x
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AUTHORIZATION FOR EMERGENCY
MEDICAL TREATMENT

In the event of an emergency, Blossoming Minds Early Childhood Family Center will attempt to

reach both parent/guardians using the emergency numbers given to the day care. If for any reason
neither of these parties are available, | authorize Blossoming Minds Early Childhood Family
Center to use the nearest New York State pediatrician or hospital. | hereby grant permission to

have any emergency treatment performed by medical personnel.

Emergency/Pediatrician/Hospital Name:

Phone#

Emergency/Pediatrician/Hospital Name:

Phone#

*| have read the above and agree to give my consent.

Print Name of Parent/Legal Guardian:

Signature of Parent/Legal Guardian:
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Emergen ntact

| give permission for my student
to be released from Blossoming Minds Early Childhood Family Center with the individuals

listed below.

I understand that all individuals listed below must provide proper identification for a student
to be released. | also understand that | must personally notify Blossoming Minds Early
Childhood Family Center staff member of a pickup by someone other than myself.

1. Name Relationship to student:
Cell: Alt Cell:

Name Relationship to student:
Cell: Alt Cell:

Name Relationship to child:
Cell: Alt Cell:

Name Relationship to student:
Cell: Alt Cell:

In an emergency where my student needs immediate medical and/or surgical care and |
cannot be reached; | hereby give Blossoming Minds Early Childhood Family Center
Owner/CEO or Co-Owner/COO/CFO and/or Blossoming Minds Early Childhood Family Center
staff members to seek medical assistance for my student as deemed necessary.

My student’s Medicaid/Insurance Number is:

Parent Signature
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Parent Signature

Date

Drop Off/ Pick -Up Policy Consent
*All students must be signed in and out daily. Please remember to put the time you

enter and depart.

*Health and safety checks are done every morning by staff and must be done every
evening by the parent/guardian. (See health check policy for details)

All emergency contacts must present a valid form of photo identification that can be
photocopied and kept on file.

Parent/Guardians are solely responsible for ensuring that his/her child is picked up
from the program by closing (5:30pm Monday to Friday).

Infant/Nursey classroom times: 7:00am-5:30pm (Monday to Friday)

Toddler classroom times: 7:00am to 5:30pm (Monday to Friday)

ACS/HRA Pre-School classroom times: 7:00am to 5:30pm (Monday to Friday)
NETWORK 3-K School Partial Day: 8:00am-2:20pm/NETWORK 3-K Extended Day:
8:30am to 4:30pm (Monday to Friday)

Upon enrollment, the Owner/CEO or Co-Owner/COO/CFO will inform you of which
DOE seat your student is enrolled in and will provide you with your mandated pick-up
time.

Parents/guardians are solely responsible for maintaining current phone numbers and
updated emergency contact information on file.

All parents/Guardians MUST immediately notify the Owner/CEO or Co-

Owner/COO/CFO of any changes in their contact information.
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Neighborhood Walking Trips Consent/Permission Slip

I, , give permission for my student,

to participate in all walking trips and all activities arranged by Blossoming Minds Early
Childhood Family Center. This includes walking trips around the neighborhood as well as

other areas on the center property (outside playground area/back yard/front yard).

For field trips that require a bus, | will be given an individual field trip permission slip to sign

that willinclude time/date/and destination address is only good for that trip.

Parent Print Name

Parent Signature
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Permission Slip for Photo Rel Form

, the parent of

at Blossoming Minds Early Childhood Family Center
agrees to the following:

| understand that my child(ren) whose name(s) are listed below may be photographed at the
Blossoming Minds Early Childhood Family Center during normal operating hours, field trips, or
tasks/activities. | understand that these photographs may be used in promoting childcare
services, either in print or on the Internet.

The student(s) are known as:

With my signature below | grant permission for my student(s) to be photographed, or their
images recorded for print or electronic use in promoting the Blossoming Minds Early
Childhood Family Center services. | understand that it is my responsibility to update this form
in the event that | no longer wish to authorize the above uses. | agree that this form will remain
in effect during the term of my child’s enrollment at Blossoming Minds Early Childhood Family
Center. | understand that there will be no payment for me or my student’s participation in this
release.

Parent/Guardian Signature

Relationship To Student
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ADMINISTERING OVER THE COUNTER MEDICATION CONSENT

Parent/Guardian Authorization for the Administration of Non-Prescription Topical Medications by Child Care
Personnel

To Child Care Personnel:
I hereby request that the following non-prescription topical medications be administered to my child
ildcare staff member of the Blossoming Minds Early Childhood Family
lunderstand that | must supply the Blossoming Minds Early Childhood Family Center with the

non-prescription topical medication in the original container labeled with my child’s name, name
of the medication, and the directions of the medication administration.

This authorization is limited to the following topical medications:

1. Diaper changing or other ointments free of antibiotic, antifungal or steroidal
medications 2. Medicated powders

3. Teething, gum, or lip medications

Name of Child: Date of Birth:

Reason medication is being administered:
Medication shall be administered from:
Name of Parent/Guardian

Il have administered at least one dose of the above medication tomy child without adverse side
effects.

Staff tocomplete:

Parent authorization form and medication received by:
(Signature of staff)
Medication Started: (date and time)

Medication Ended: (date and time)
Parent permission and medication administration record shallbecome part of the child’s health record
| | T : | jed





