
 

 

 

 

 

 

 



 

About Your Child  

1. What ​FOODS ​does your child especially 
like?________________________________________________  

2. Especially ​DISLIKE​? ​___________________________________________________________________  

3. Favorite toys, games, activities? ​___________________________________________________________  

4. Is your child TOILET TRAINED? ______ What words does your child use for toilet?______________ 
_________________________________________________________________________________________ 
5. How does your child express ​ANGER ​or frustration?__________________________________________ 
_________________________________________________________________________________________ 
6. Does your child have any special ​FEARS​? __________________________________________________ 
Explain _________________________________________________________________________________ 
7. When your child is upset, what helps to ​COMFORT ​him/her?​__________________________________ 
_________________________________________________________________________________________ 
8. How do you ​Redirect your childs 
behavior​?______________________________________________________ 
______________________________________________________________________________________ 

 
9. Do you child take afternoon 
naps?_____________________________________________________________________________ 
______________________________________________________________________________________​10 . 
Does your child have any Special toys or blanket for 
NAP?__________________________________________________________  

11. Special FAMILY situations? ( such as custody specifications, problems arising from situations, etc.) 
_________________________________________________________________________________________________________ 
_________________________________________________________________________  

12. Anticipated ADJUSTMENT problems?____________________________________________________ 
_________________________________________________________________________________________  

13. Any disorders/developmental (slow, advanced) diagnosed or suspected?_________________________ 
_________________________________________________________________________________________  

14. Previous childcare child has attended:______________________________________________________ 
_________________________________________________________________________________________  

15. Any problems at previous daycares?​_____________​__________________________________________ 
_________________________________________________________________________________________  

16. EXPECTATIONS of (Your Name) Daycare _______________________________________________ 
_____________________________________________________________________________________________________ 



 

17. Do you need Transportation Yes_____ No_____? If yes Pick up time_________Drop off time________ 

17. Other COMMENTS? ___________________________________________________________________ 
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_______________________________________________________________________  

Health History  

1. Child’s name _______________________________________Birth date:_______________  
2. Last Physical Examination:______________________________________________________________ 3. 
Food allergies: ____________________________________________________  

4. Medicine allergies: _________________________________________________  

5. Illnesses: (please circle) Does your child have any problems with any of these?  

Constipation Lice 
Convulsions Ringworm 
Diarrhea Skin Rash 
Fainting Spells Soiling 
Frequent Colds 
Stomach Upsets 
Frequent Ear 
Infections Urinary 
Problem Frequent Sore 
Throats Worms 1.Other 
ILLNESSES? (besides 
above)  

_________________________________________________________ 2. Has your child been 
HOSPITALIZED? (explain) 
____________________________________________________________________________________ 3. 
Has your child had INJURIES with fractures or loss of consciousness? (explain) 
_____________________________________________________________________________________ 
______________________________________________________________________________________ 4. 
Any other members of your family with SERIOUS ILLNESS recently? 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 5. 
Any other members of your family history of: ASTHMA _______ DIABETES ______ EPILEPSY ______  



Childcare services, daily meals including, breakfast lunch and a snack. educational learning

indoor and out door play time and trips.

Week Monday

x

x

Childcare Agreement Form

Young with Options Academic Center
5310 Market street 
Philadelphia 19139

Kidz Konnectionsz Educational Center LLC

Agreement Form

Transportation ___Yes ___No 



CHILD HEALTH REPORT 
(55 PA CODE §§3270.131, 3280.131 AND 3290.131) 

P
ar

en
t/P

ro
vi

de
r 

fil
l i

n 
th

is
 p

ar
t. CHILD’S NAME: (LAST) (FIRST) PARENT/GUARDIAN: 

DATE OF BIRTH: HOME PHONE: ADDRESS: 

CHILD CARE FACILITY NAME: 

FACILITY PHONE: COUNTY: WORK PHONE: 

� I authorize the child care staff and my child’s health professional to communicate directly if needed to clarify information on this form about my child. 

PARENT’S SIGNATURE: 
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DO NOT OMIT ANY INFORMATION 
This form may be updated by a health professional. Initial and date any new data. The child care facility needs a copy of the form. 

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY): 
� NONE 

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A 
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY. 
� NONE 

CHILD’S ALLERGIES (DESCRIBE, IF ANY): 
� NONE 

LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO 
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF, 
EQUIPMENT AND PROVISION FOR EMERGENCIES. 
� NONE 

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR 
COMMUNICABLE DISEASES? 
� YES � NO IF NO, PLEASE EXPLAIN YOUR ANSWER: 

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE 
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE 
HEALTH CARE SERVICES CURRENTLY RECOMMENDED 
BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE 
SCHEDULE AT WWW.AAP.ORG) 

� YES � NO 

NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF 
THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND 
INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD 
CARE FACILITY. 

VISION (subjective until age 3) 

HEARING (subjective until age 4) 

LEAD 

RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD’S IMMUNIZATION RECORD 

IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS 

HEP-B 

ROTAVIRUS 

DTAP/DTP/TD 

HIB 

PNEUMOCOCCAL 

POLIO 

INFLUENZA 

MMR 

VARICELLA 

HEP-A 

MENINGOCOCCAL 

OTHER 

MEDICAL CARE PROVIDER: 

ADDRESS: 

PHONE: 

SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN’S ASSISTANT 

TITLE: 

LICENSE NUMBER: DATE FORM SIGNED: 

CD 51 09/08 

Child Health Assessment
Kidz Konnectionz Educational Center LLC

Child Health Assessment 



Kidz Konnectionz Educational Center LLC 


