2532 S. 13th Street
Philadelphia, Pa 19148

Welcome/Enrollment Packet



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

17. Other COMMENTS?

No

? If yes Pick up time Drop off time

Health History

1. Child’s name

Birth date:

2. Last Physical Examination:

Food allergies:

4. Medicine allergies:

5. llinesses: (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 1.0ther
ILLNESSES? (besides
above)

2. Has your child been

HOSPITALIZED? (explain)

Has your child had INJURIES with fractures or loss of consciousness? (explain)

Any other members of your family with SERIOUS ILLNESS recently?

Any other members of your family history of: ASTHMA

5.

DIABETES EPILEPSY



Kidz Konnectionsz Educational Center LLC

55 PA CODE CHAPTERS 3270.123 &.181(C); 3280.123 &.181(c); 3290.123 &.181(c)
Agreement Form

NAME OF CHILD

FEE AMOUNT PER-DAY-WEEK DAY PAYMENT TO BE MADE
$ Week Mondav

[Services to be provided as part of the day care fee [examples; transportation, care, mgals, etc.) .
Childcare services, daily meals including, breakfast lunch and a snack. educational learning

indoor and out door play time and trips.

Transportation _ Yes  No

CHILD’S ARRIVAL TIME CHILD’S DEPARTURE TIME PERSON(S] DESIGNATED BY FARENT 10 WHOM CHILD MAY BE RELEASED
LATE FEE PER MIN-HR

Extra services to be provided at an additional fee if applicable

|, the parent/guardian;

[l received complete written program information at the time of enrollment. (§ 3270.121,
3280.121, 3290.121)

E agree to update the emergency contact/parental consent form information whenever
changes occur or every 6 months at a minumum. (§ 3270.124, 3280.124, 3290.124)

SIGNATURE-OPERATOR DATE SIGNATURE-PARENT OR GUARDIAN DATE

T
DATE OF CHILD'S ADMISSION

RIQDIC REVIEW

DATE OF WITHDRAWAL

SIGNATURE-PARENT OR GUARDIAN DATE

038924 CY 321 - 12/99



Parent/Provider fill in this part.

Parents may write immunization dates; health professional should verify and complete all data.

Kidz Konnectionz Educational Center LLC

Child Health Assessment

(55 PA CODE §83270.131, 3280.131 AND 3290.131)

CHILD’S NAME: (LAST) (FIRST) PARENT/GUARDIAN:

DATE OF BIRTH: HOME PHONE: ADDRESS:

CHILD CARE FACILITY NAME:

FACILITY PHONE: COUNTY: WORK PHONE:

O 1 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:

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):
O 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.
O NONE

CHILD’S ALLERGIES (DESCRIBE, IF ANY):
O 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.

O 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?
O YES O NO IF NO, PLEASE EXPLAIN YOUR ANSWER:

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND
HEALTH CARE SERVICES CURRENTLY RECOMMENDED | INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD
BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE CARE FACILITY.

SCHEDULE AT WWW.AAP.ORG)

VISION (subjective until age 3)

O YES O NO 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: SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN'S ASSISTANT

ADDRESS:
TITLE:

PHONE: LICENSE NUMBER: DATE FORM SIGNED:

CD 51 09/08



Kidz Konnectionz Educational Center LLC

EMERGENCY CONTACT / PARENTAL CONSENT FORM

55 PA CODE CHAPTERS 3270.124(a)(b), 3270.181 & 182: 3280 124 (a)(b), 3280.181 & .182; 3290.124 (a)(b), 3290.181 & .182

" (CHILD'S NAME BIRTHDATE
ADDRESS
MOTHER’S NAME/LEGAL GUARDIAN HOME TELEPHONE NUMBER
ADDRESS
BUSINESS NAME BUSINESS TELEPHONE NUMBER
ADDRESS
FATHER’S NAME/LEGAL GUARDIAN v HOME TELEPHONE NUMBER
ADDRESS
BUSINESS NAME BUSINESS TELEPHONE NUMBER
ADDRESS
EMERGENCY CONTACT PERSON(S) NAME TELEPHONE NUMBER WHEN CHILD IS IN CARE
PERSON(S) TO WHOM CHILD MAY BE RELEASED NAME ADDRESS TELEPHONE NUMBER WHEN CHILD IS IN CARE
NAME OF CHILD’S PHYSICIAN/MEDICAL CARE PROVIDER TELEPHONE NUMBER
ADDRESS
SPECIAL DISABILITIES (IF ANY) | ALLERGIES (INCLUDING MEDICATION REACTION)
MEDICAL or DIETARY INFORMATION NECESSARY IN AN EMERGENCY SITUATION MEDICATION, SPECIAL CONDITIONS

ADDITIONAL INFORMATION ON SPECIAL NEEDS OF CHILD

HEALTH INSURANCE COVERAGE FOR CHILD or MEDICAL ASSISTANCE BENEFITS POLICY NUMBER (REQUIRED)

PARENT'S SIGNATURE IS REQUIRED FOR EACH ITEM BELOW TO INDICATE PARENTAL CONSENT

OBTAINING EMERGENCY MEDICAL CARE ADMIN. OF MINOR FIRST - AID PROCEDURES
WALKS AND TRIPS SWIMMING
TRANSPORTATION BY THE FACILITY WADING

PERIODIC REVIEW

SIGNATURE OF PARENT or GUARDIAN DATE

SIGNATURE OF PARENT or GUARDIAN DATE
03891A cYse7 - 1/93

ORIGINAL



