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Daycare Allergy Form
Child Information:

FIRST NAME LAST NAME MIDDLE INITIAL
I Allergy l Symptoms I Remedy
1
2
3.
a
Parent/Guardian Information:
PARENT/GUARDIAN NAME WORK ADDRESES WORK PHONE
CELL PHONLE HOME ADDRESS (IF DIFFERENT FROM CHILD)
PARENT/GUARDIAN NAME WORK ADDRESS WOHRK PHONE
CELL PHONE HOME ADDRESS (IF DIFFERENT FROM CHILD)
Emergency Contact Information:
CONTACT NAMI WORK ADDRESS WORK PHONE

CELL PHONE HOME ADDRESS

Physician Contact:

PHYSICIAN NAME ADDRESS PHONE
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Health/B heck

Upon arrival each day, one of Blossoming Minds Early Childhood Family Center staff
members must perform a health check on each child and initial the attendance sheet prior to
the parent(s)/Guardian’s departure. *Please allow time in your day for this. If there is any
stated reason for concern, a childcare administrator will be notified and determine if the
student can attend on that date or if medical attention/documentation will be required.

Health/Body Check Authorization

I, , hereby give permission to any member of Blossoming
Minds Early Childhood Family Center to do a health inspection of my student,

, every morning when he/she arrives. This inspection is
done in compliance with NYS Department of Health standards. | understand that in addition to
checking for signs of illness, that staff member will be checking for any scratches, cuts,
bumps etc. and that | will have to sign off that | am aware of the marks before my student
enters the center.

*In the evening when | pick up my student, | understand that | must do the same check before
leaving the center and sign off on the wellbeing of my student. | understand that | must leave

time in my day for this.

If my student is hurt or becomesi ill during the school day, | will be notified by center staff
members.

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 permission
to seek medical assistance for my student as deemed necessary.

My student’s medical/lnsurance number is:

Parent Signature
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CHILD IN CARE MEDICAL STATEMENT

To Be Completed By Licensed Physician, Physiclan Assistant or Nurse Pracutioner
N of Clakd Ehvter o Bhicehy Drovten of © sanrrairtion
/ ’ | / !

Immunizations reqguired for entry into day care

Madical Exaemption | ho physical condition of tho named child s sach that ono or maoro [ v N
-

of the immunizations would andanger it or heaalth, Attach cartification specifying tho — .

OXOMmpt immunization(s)

Dipthoria, Totanus and 1D 2% Datn VDme AT Dt LU 8 I

Pewtussis (O 1) 1 / / / / / / / / ! !/

and Tatanus and o

Portusnie (D Tar)

.
Daete e A" Date

oo (1Y o CHPY) / ) / ; p /

Dnte | 2™ Dyntes ; AT Date OF 17 Dater (8 glvesns on of
/ / / / 15 momnths of agao)

/ /
+
Frrme o ool Conjuogmte Dot Dete "D AT Dot

(V) o thomer Do oy o / } / / / / ’ /
aftar 1/100)

(AN s anlles
Py 1 (M)

Oater

Dae e
Hopatins i / ’

/ / / /

M T ODma 25 Do
(MM 1) / / | / /

15%
Varlcolln (atno Known as Ome [ 2% Date

Chickee Fox) / / / /

4
|
|

4
|

Other Immunizations may include the recommendoed vaccines of Rotavirus, Influoenza and
Hopatitis A
Fypo of It st bon Do Typer of iz annon Lroter
/ /
Typo of Immunizaton Dot Typo of rrunanizaton Dme
/ /
Typer of Immunizatson Oma Typo of vz anon Done
/ /

Tosts
Tubarculin Tost Dato / ! Mamntoux Iosuits ) Ponitive L] Nogative mim
TH Tosts ara at the physician' s disoretion. Accoptablo tosts inchado Mamntoux or othor fodorally apgprovod tost
I positiver, o il x ray ordeced, attach physicinn's statement documeaenting treastment and follow - up

Lond Ssorooning Dy /

Attach load lovel statomaont

Load Screoning (Include Al Dates and Rosults)

1 yoon / / sl mog/dl ) Venous L) Capillary

2 yonrn / / Rosult moeg/dl ) Vonous ) Capiary
Maost recont date of load screoning (f different from above):

/ / Renuit mog/dl ] Venous L) Capilary

Por NYS law, a blood load test is reguired at 1 and 2 yoars of age and whonover risk of lead poisoning s likely.
I thie chilldd has not Doon tostod Tor load, the day coro providor may 0ot oxclodo tho child from ol day cara, Dot must
Qivo tho parant indormation on looad polsoning and provontion, and rofor tho paromnt 1o thor boalthy caro providors o tho
county healh dapartment foe a load blood scroaning test

(CCorntimnocd on revenr s sikler)
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CHILD IN CARE MEDICAL STATEMENT (continued)

Health Specifics Comments

Are there allergies? (Specify)

Is medication regularly taken?
(Specify drug and condition)

Is a special diet required?
(Specify diet and condition)

Are there any hearing, visual or demtal
conditions requiring special attention?

Are there any medical or developmental
conditions requiring special attention?

Summary of Physical Exam
Include special recommendations to child day care providers

On the basis of my findings as indicated above and on my knowledge of the named child, | find
that: he/she is free from contagious and communicable disease and is able to participate in child [ ves [] No
day care.

Signature of Exammner Address

Please Print Name City, State, Zip
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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:
Address:

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.

Signature:

Address:

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
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Medi . Admini ion R | (MAR)

Name of Child Date of Birth

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

Yes [ 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

[ ]Yes [ INo

[ JYes [ JNo

[ ]Yes [ INo

[ ]Yes [ JNo

[ JYes [ IJNo

[ JYes [ JNo

[JYes [ IJNo

[JYes [JNo

[JYes [ JNo

[JYes [ JNo

[JYes [ JNo

*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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NON-MEDICATION CONSENT FORM
Child Day Care Programs

e This form may be used when o parent CONsents 10 RavINg over the-counter products administened 1o telr child iIn o
child day caro program.  Theso products iIncludo, but aro not imitod to: topical ointments, lotons and croams. sprays,
sunscreen products and topically apphied insect ropetiant

o This form shoukd NOT bo used 10 Moot the CoNsent regquinemonts for tho administration of the following pmxotguon
medications, oral overdhe.counter modications, moedicatod patches, and aye, onr, of nasal drops of spoays FS
Form 7002 would moot the consont roquiroments for modic abons.
One form must bo complated for oach over the-counter product. Multiple products cannot be listed on one form.
This form must ba complotod in a languago in which the staff i1s terato
If parent's instructions differ from the instructions on the product's Packaging, PerMIBSIon must ba recoived from o
hoalth caro providor or hconsed authorizod proscribor

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

1 Cnaa's first and last name 2. Dato of birth 3 Chikd's known allergies

4 Name of product (including strength) 5 AMOunt 10 be administered 0 Route of admist ation

TA. Froquoncy to bo administorod, includo tmes of day # appropriate

OoRr

78 1ontify the Conaitions that will NoCossilsto administs ation of the product (SN and Syrmptoms must He observisblo oo to
DOMINIS athon)

BA. Possible side offects ) Seo product label for completo st of possible side offects (parent must supply)

B0 Addiional sdo offocts

0 What action shoukd the child care provider Lake # sido effocts o noted
[ Comact paront

Othor (doscribe)

TI0A. Speciol Intructions: [ S0 packinge inwen for complete Tkt of specinl Insructions (paent must supply)

108, AGNUONal spocinl Nstructions

11 Roason(s) for uso (uniess confidontinl by law)

12, Patont name (pheane ot 12 Dpto suthorsod

14 Paront signeture

X

DAY CARE PROGRAM TO COMPLETE THIS SECTION (916 - #21) ———————
15 Yogram name 16 Faciny 1D number V7. PYogram kphons numbxor
Biosscming Minds ©ary Childhood Famity €. 931736 347 548-4068

101 have verfiod that #1, #14 are compiletn. My signature indicates hat sl information needod 1o sdminister this product has boon given
10 tha Chikd divy Cano program

10, S1affs namo (ploaso print) | 20 Dato rocoivod from paront

21 Siail's signiture.
X





