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Child Information Form
Child’s Name: Primary Language:
Child’s Address:
Place of Bith: . ShyTon Date of Bitth: __ 1"
Child's Schedule: MON TUE WED THU FRI
Parent/Guardian Information
Name: Name:
Relationship: Relationship:
Address: Address:
Home E-mail Address: Home E-mail Address:
Cell Phone: Cell Phone:
Home Phone: Home Phone:
Others in Family Relationship:
Parent/Guardian Business Information
Company Name: Company Name:
Address: Address:
Business Phone: Business Phone:
E-mail Address: E-mail Address:
Medical Information
Eye Color: __ Hair Color: Height: _ Weight: _~ Race: __ Gender OM OF
Identified Allergies:
Identifying Marks:
Health Insurance Provider:
Physician/Dentist Information
Name of Physician/Clinic: Phone:
Physician Address:
Date of Child's Last Physical (WA State Only): Chion e
Name of Dentist: Phone:
Dentist Address: — T s
Parent/Guardian Signature: Date:
FOR CENTER USE: Center: Date of Admission _ Age of Admission:
Date Registration Fee Rec'd; __ Discharge Date: Director's Initials:
Child Information Form: Operations Page 1 of 1

Effective: 01/2019



Bright Horizons Informed Consent

Child’s Name:

Access T
Iwill have access to the center without notice when

my child is present. However, this access may not be ADDRESS

used to supplement any visitation schedule or custody
arrangement.

Child Release

Forachild’s safety, Bright Horizons willrelease a child
only to parent(s)/legal guardian(s) or to the third parties
Tauthorized below. Parents/guardians arerequired to
provide a current copy of any relevant Custody Order.
Third party pick-up is subject to the following rules:

b Atleasttwo people other than the parents/guardians
must be listed and designated as emergency contacts
by checking the corresponding box below. Emergency
contacts will be contacted if parents/guardians
cannot be reached.

b Ifthe person picking up is listed below, but does not
pick up the child regularly, I will notify the center
verbally, in advance. Verbal authorization is not
permitted for any person notlisted on this form.

»  Ifthe person picking up is NOT listed below, I must
notify the center/school in writing, in advance.
(Note: In RI, parents/guardians must also provide

notice in person and in writing.)

b Photo identification will he required if the third
party does not pick up the child regularly or is
unknown to the staff member releasing the child.

THE FOLLOWING PEOPLE (WHO ARE NOT
PARENTS/GUARDIANS) ARE AUTHORIZED
TO PICK UP MY CHILD.

NAME

ADDRESS

CITY/TOWN/STATE/ZIP CODE

RELATIONSHIP TO CHILD

DAYTIME PHONE CELL PHONE

E-MAIL

CONTACT IN THE EVENT OF AN EMERGENCY? [ YES OnNo

ORIGINAL: CHILD’S FILE

11/2018

CITY/TOWN/STATE/ZIP CODE

RELATIONSHIP TO CHILD

DAYTIME PHONE CELL PHONE

E-MAIL

CONTACT IN THE EVENT OF AN EMERGENCY?  [J YES ONO

NAME

ADDRESS

CITY/TOWN/STATE/ZIP CODE

RELATIONSHIP TO CHILD

DAYTIME PHONE CELL PHONE

E-MAIL

CONTACT IN THE EVENT OF AN EMERGENCY? [Yves [NO

Bright Horizons will not release a child to anyone who
appears impaired. If an impaired person attempts to pick
up your child, pick-up will be refused and we will attempt
to contact the other parent/guardian or authorized
persons. If alternative arrangements cannot be made, the
local child protective services agency and/or the local
police will be called, as required by state licensing.

Walk Permission

Weather permitting, children may go on walks supervised
by staffinthe surrounding area. Infants and young
toddlers are transported in abuggy or stroller. Children
may be taken tothe areaslisted below, which are not part
of ourlicensed premises.

O Igive permission for my child to participate in walks,

Preschool and school-age children may take field trips.
A separate Field Trip Permission Slip, describing the
activity, will be sent home for signature.

DUPLICATE: PARENT/GUARDIAN COPY



Photography & Video Permission

Bright Horizons takes care that any use, display, or
dissemination of photographs or videos of childrenis
accomplished in athoughtful and safe manner. Bright
Horizonsregularly takes photographs and videos of
children enrolled. They may be shared with you and other
families inavariety of ways: on the Bright Horizons
website, via email, through My Bright Day®, on Teaching
Strategies® Gold (TSQG), on aposting in the center, or

in aparent newsletter. They may also be used to better
communicate with families, toillustrate the daily
curriculum, to chronicle a child’s development, or to
document center activities. Additionally, they may be used
for other center, general business, and marketing purposes,
including online. Bright Horizons retains allrights,

title, and interest in these materials and may use and
disseminate themin avariety of ways, inits sole judgment.

O Igive permission for Bright Horizons to take
photographs and videos of my child and use these
materials as described above.

O Igive permission for Bright Horizons to take photos
and videos of my child and to only use those pictures
for curriculum purposes, documenting my child’s
progress (TSG, My BrightDay) and communication
with me and other families,|

Child lliness

If my child becomesill, I will be called. I may be required
toto pick up my child as soon as possible (within 90
minutes at most). A child must remain out of the center
until he/sheis symptom free for 24 hours, unless a

Family Guide Acknowledgement

doctor’s note is provided which states that the childis 1)
not contagious; and 2) can participate in group care, The
Family Guide contains Bright Horizons’ full Child Illness
Poliey, including protocols for contagious illnesses.

Children’s Injuries

If my child sustains aminor injury during care, I will
receive an Occurrence Report when I pick-up describing
the incident. Iwillbe contacted immediately if the injury
produces any swelling, is on the face or head, or requires
medical attention.

Emergency Medical Care

Ifemergency medical attention is needed for my child,

,the center will attempt to contact
me or the emergency contactslisted (if I cannot

be reached). I authorize Bright Horizons to call an
ambulance totransport my child for medical treatment
to the closest hospital or medical facility, or to

my preferred facility,

ifpossible.

Staffistrainedinpediatricfirstaidand CPRandI
authorize staffto administer the same. My child’s
health information may be viewed by staff, on aneedto
know basis, and state licensors for compliance.

CHILD'S HEALTH INSURANCE PROVIDER

NAME OF INSURED

POLICY NUMBER

By signing below, I acknowledge and agree that: 1) in addition to this Informed Consent, I received the Bright
Horizons Family Guide or client equivalent, as well as any center-specific information and relevant state policies; 2)
it is my responsibility to read and familiarize myself with all these materials and address any questions with center

management; and 3) I will abide by these materials.

| HAVE READ, UNDERSTAND, AND ACCEPT THE CONDITIONS NOTED ABOVE.

PARENT/GUARDIAN SIGNATURE

PARENT/GUARDIAN SIGNATURE

DATE

DATE

Annual parent/guardian review and signature is required by Bright
Horizons. If any changes are necessary, a new form will be completed.

i L
e — PARENT/GUARDIAN SIGNATURE REVIEW DATE
Bright Hori
rg orizons.
" PARENT/GUARDIAN SIGNATURE REVIEW DATE
Early Education & Preschool
PARENT/GUARDIAN SIGNATURE REVIEW DATE

ORIGINAL: CHILD'S FILE

11/2018

DUPLICATE: PARENT/GUARDIAN COPY

@2018 Bright Horizons Family Selutions LLC



Parental Agreements with Child Care Facility

The agrees to provide day care for
(Name of Facility)
on am. to p.m.
(Name of Child) (Days of Week)
from to
Month Month

My child will participate in the following meal plan (circle applicable meals and snacks):

Breakfast
Morning Snack
Lunch
Afternoon Snack
Evening Snack
Dinner
Bedtime Snack

Before any medication is dispensed to my child, I will provide a written authorization, which includes:
date; name of child; name of medication; prescription number; if any; dosages; date and time of day
medication is to be given. Medicine will be in the original container with my child's name marked on it.

My child will not be allowed to enter or leave the facility without being escorted by the parent(s), person
authorized by parent (s), or facility personnel.

I acknowledge it is my responsibility to keep my child's records current to reflect any significant changes
as they occur, e.g., telephone numbers, work location, emergency contacts, child's physician, child's
health status, infant feeding plans and immunization records, etc.

The facility agrees to keep me informed of any incidents, including illnesses, injuries, adverse reactions to
medications, etc., which include my child.

The agrees to obtain written authorization from me before my child
participates in routine transportation, field trips, special activities away from the facility, and water-
related activities occurring in water that is more than two (2) feet deep.

| authorize the child care facility to obtain emergency medical care for my child when I am not available.

[ have received a copy and agree to abide by the policies and procedures for

(Name of Facility)

I understand that the center will advise me of my child’s progress and issues relating to my child’s care as
well as any individual practices concerning my child’s special needs. I also understand that my
participation is encouraged in facility activities.

Signed: Date:
(Parent/Guardian)
Signed: Date:

(Facility Administrator/Person-In-Charge)



Authorization to Dispense External Preparations

590-1-1-.20(1)
Parental Authorization. Except for first aid, personnel shall not dispense prescription or non-prescription
medications to a child without specific written authorization from the child's physician or parent. Such
authorization will include, when applicable, date; full name of the child; name of the medication;
prescription number, if any; dosage; the dates to be given; the time of day to be dispensed; and signature
of parent.

| give , permission to apply one or more of the
following topical ointments/preparations to my child in accordance with the directions on the label of the
container.

__ Baby Wipes
______ Band-aids
Neosporin or similar ointment
Bactine or similar first aid spray
_______Sunscreen
Insect Repellent
Non-Prescription cintment (such as A & D, Desitin, Vaseline)
______ Baby Powder

Other (please specify)

Parent/Guardian Signature Date

*center should maintain in child’s file
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Bright Horizons. | FORM

Topical Applications Administration-Permission

Child’s Name

| understand that topical applications, such as ointment, lotion, lip balm, diaper
cream/spray*, or cornstarch/cornstarch powders can be applied only as a preventive
measure. Where required by licensing, application to open, oozing sores or continued use on a
persistent diaper rash requires a Medication Authorization Form signed by me and my child's
physician.

*Aerosol sprays are not allowed.

I understand that the topical ointment provided by me must:
s be appropriate for use on a child;
* be applied according to instructions on the label
e be labeled with the child’s full name; and
* be handed to a staff member and not left in a diaper bag or cubby.

| give my permission for the staff at Bright Horizons to apply:

[ ]

as needed from: / / to: / / (not to exceed one year).
(Parent/Guardian Signature) (Date)
Topical Applications Administration Permission: Operations Page 1 of 1

Effective: 03/2018
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Sunscreen and Insect Repellent - Permission

Sunscreen and insect repellent should be applied to a child at least once at home to test for any
allergic reaction. Aerosols, sprays and combined sunscreen/insect repellents are prohibited.

Sunscreen must provide UVB and UVA protection with an SPF of 15 or higher.
Sunscreen may not be used on infants under 6 months of age, unless parent permission below
is granted.

Insect repellent may only be used if recommended by public health authorities or requested by a
parent/guardian. The repellent must contain a concentration of 30% DEET or less. Insect
repellant may not be used on infants under 2 months of age. Oil of lemon eucalyptus and para-
methane products may not be used on children under the age of three.

All sunscreen and insect repellent provided by a parent/guardian must be:
e provided in the original container,;

clearly labeled with the child’s full name;

within the expiration date;

appropriate for the age of the child; and

free of nut ingredients.

Complete one of the following:

| give Bright Horizons permission to apply (name of sunscreen)
and/or (name of insect repellent)
when outdoor conditions
warrant and consistent with package instructions (subject to any special instructions below) to
my child, from / / to
/ / (not to exceed one year).

| do not give Bright Horizons permission to apply [] sunscreen and/or [Jinsect repellent to my
child, . |1 do not hold Bright Horizons Children’s
Centers LLC responsible for my decision and understand that my child may be sunburned/bitten
as a result. | understand that | should provide protective clothing including a hat,
lightweight long sleeve shirt and pants instead, to protect my child from sun exposure and
insects during outdoor activities.

Special Instructions

Sunscreen:

Insect Repellent:

(Parent/Guardian Signature) (Date)

Sunscreen and Insect Repellent — Permission: Operations Page 1 of 1
Effective/Review Date: 10/2018
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Early Education & Preschool

Food Preference Form -
Cultural/Religious/Vegan/Vegetarian Reasons

This form is required for any child who should not be served particular foods due to
cultural/religious/vegan or vegetarian reasons, but excluding medical causes (i.e. allergies) or
personal preferences (i.e. dislike of certain foods).

Where possible, Bright Horizons offers vegetarian options or food substitutions. The choices available
will vary by location. As permitted by licensing, families may bring their own food from home, so long as
it is “nut safe.” Milk alternatives that are “nut safe” are permitted, but will be provided by the family if
not offered at the location.

In order to manage any permitted food preferences, a child's photograph with the limitations must be

posted in the classrooms and kitchen on a Food Preference Chart for staff to follow. | understand that
Bright Horizons cannot guarantee that my child will not be exposed to a particular food, and that any

changes to the preferences stated below must be made by me in writing.

Child's Name:

Due to cultural/religious/vegan or vegetarian reasons, | request that my child is not served the following
foods

Parent/Guardian Signature Date

To eliminate a food preference(s) and to permit a food to be served to your child, please
complete the following.

I , acknowledge that my child is now able to eat

and may be served this item(s) while at Bright Horizons.

(Signature of the Parent/Guardian) (Date)

Food Preference Form: Operations Page | of |
Effective: 07/2018
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Allergy Health Care Plan

Child’'s Name: DOB:
Parent/Guardian Name: Phone:
Physician's Name: Phone:
Allergen Treatment/Substitution
Type of allergy transmission/trigger: I:]I ngestion I:IContact Dlnhalation

Note: Do Not Depend on Antihistamines or Inhalers to treat a SEVERE reaction. USE
EPINEPHRINE.

Extremely Reactive to the Following Foods :
therefore:

L1 If checked, give epinephrine for ANY symptoms if the allergen was likely eaten.

L1 If checked, give epinephrine immediately if the allergen was definitely eaten, even if no
symptoms are noted.

For the following signs of a mild allergic reaction administer:

0 Skin: Hives: Mild Itch 0O Nose: ltchy, Runny, Sneezing
0 Stomach: Mild Nausea/Discomfort 0 Mouth: lichy
O Other:

For any of the following signs of a SEVERE allergic reaction or a combination of
symptoms from different body areas, give EPINEPHRINE and CALL 911. If prescribed and
directed, give other medications (antihistamine/inhaler). Lay person flat. If breathing is
difficult or vomiting, place on side, or sit up.

0O Mouth: Significant Swelling of Tongue and/or Lips 0O Heart: Pale, blue, faint, weak
pulse, dizzy

O Throat: Tight, hoarse, trouble breathing/swallowing O Lungs: Short of Breath

O Skin: Many hives over body, widespread redness O Stomach: Repetitive vomiting,

severe diarrhea
O Other: Feeling something bad is about to happen; anxiety, confusion

Other Medication Instructions:

Allergy Health Care Plan: Operations Page 1 of 2
Effective Date: 01/2019
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Prescribed Medications/Dosage
Epinephrine (brand and dose):
Antihistamine (brand and dose):
Other (e.g., inhaler-bronchodilator if asthmatic):

Potential Side Effects of Medication:

Potential Consequences to Child if Treatment is Not Administered:

Staff Training
Staff may be trained by:

The following staff have been trained on the child’s medical condition:

Parent/Guardian Acknowledgement Statement

To ensure the safety of your child we cannot delete an allergy which has previously been
documented unless we have a signed note from the child’s physician stating that the child is no
longer allergic to that item(s) and may now have that specific food(s) ; or be exposed to the
item(s); nor can we add an item(s) or change a medication without a signed note from the
child’s physician.

| understand that Bright Horizons requires the most up to date information regarding my child's
allergy. | also understand that for the safety of my child, my child's photograph and allergy
information will be posted in the classrooms and kitchen.

Physician Signature Date
Parent/Guardian Signature Date
Director/Principal Signature Date

This plan must be updated annually or whenever there is any change in treatment or the child’s
condition changes.

For complete medication administration information, it may be necessary for the medical provider
and parent/guardian to complete the Medication Authorization form.

Allergy Health Care Plan: Operations Page 2 of 2
Effective Date: 01/2019
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Bright Horizons.

Early Education & Preschool

Suspected Allergy/Food Intolerance Form

This form is to be completed by the parent/guardian when the parent/guardian suspects their child may be
allergic to a product or has a food intolerance; however, has not received a medical diagnosis or a health
care plan from the child's medical provider.

Note: If the suspected allergy or food intolerance is medically diagnosed, a Health Care Plan completed
and signed by the child’s medical provider is required (provided by the center).

Child's Name: Child’s Date of Birth

My child has a: ] suspected allergy [] food intolerance to:

I suspect /am concerned my child may be allergic for the following reasons:

[INo previous exposure ] Family history

[ Previous reaction (please explain/date of reaction):

|:| Other:

| understand that Bright Horizons requires the most up to date information regarding my child’s suspected
allergy/food intolerance. | also understand that for the safety of my child, my child's photograph and allergy
information will be posted in the classrooms and kitchen.

Parent/Guardian Signature Date

This form must be updated annually or whenever there is any change in treatment or the child’s
condition changes.

To eliminate the suspected allergy or food intolerance and allow your child to eat the suspected
item(s) while at Bright Horizons, please complete the following.

I , acknowledge that my child no longer has a suspected

allergy to and may now be served this item(s) while

at Bright Horizons.

(Signature of the Parent/Guardian) (Date)

Suspected Allergy/
Food Intolerance Form: Operations Page | of |
Effective: 08/2016
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Asthma Health Care Plan

Name of Child: Date of Birth:
Parent/Guardian Name: Phone:
Physician’s Name: Phone:

The following information should be completed by the child’s health care provider.

Severity: Mild o Mild Persistent 71 Moderate Persistent ~ Severe Persistent
Check All Triggers

(1 Cleaning Products 'Exercise “1Pet Dander

0 Colds/Flu Food "1 Smoke

0 Cut Flowers, Grass, Pollen 1 Odors/Fragrances — Sudden Temperature Change
0 Dust Mites 1Ozone Alert

(] Other:

Suggested classroom strategies to support this child’s needs:

Specific Medical Information:

Medication to be administered:* [] Yes [INo If yes, medication to be administered and potential
side effects:

*For complete medication administration information, it may be necessary for the medical provider and
parent/guardian to complete the Medication Authorization form.

Potential consequences to child if treatment is not administered:

Staff Training Needs:

Additional Emergency Procedures/Instructions (including when 911 should be called):

GO (Green Zone)

If the child: What to do: Medication:

¢ s breathing regularly « Allow current activity ¢ “As needed medication” not needed

« Has no coughing or wheezing e Regular medication to be given as

+ Canengage in active play ordered

CAUTION (Yellow Zone)

If the child has: What to do: Medication

« Early signs of a cold (runny nose, s Cease current activity ¢ Administer the "As needed

Asthma Health Care Plan: Operations Page 1 of 2

Effective Date: 01/2019
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Bright Horizons. |
sneezing)  Ifthe child is outdoors bring medication” per the Medication

e Exposure to a known trigger inside Authorization Form and follow

» Coughing s Observe breathing before directions for use

* Mild wheezing and after the treatment (15 « Monitor breathing status if no

¢ Chest tightness minutes) improvement follow the steps for the

DANGER (Red Zone)
DANGER (Red Zone)

If the child’s asthma worsens and

any of the following apply:

+ The medications are not helping
within 15-20 minutes of
administration.

« Breathing is becoming hard and
fast

* Nose (nostrils) open wide

¢ Ribs are showing

e Lips, fingernails or mouth area are
blue or blue gray in color

¢ Trouble walking or talking

What to do:

e Call 911

+ Stay with the child—Stay
calm

» Ancillary staff notify the
parent/guardian

e Accompany the child to ER

¢« Complete an Occurrence
Report within 24 hours

Medication:

+ Medication available has already
been given with no relief

« Notify EMS staff regarding the type of
medication and the time it was given.

Staff Training

Staff may be trained by:

The following staff have been trained on the child's medical condition:

Parent/Guardian Acknowledgement Statement

To ensure the safety of your child Bright Horizons cannot delete a health care diagnosis which has
previously been documented unless we have a signed note from the child’s physician stating that the
condition no longer exists; nor can we add an item(s) or change a medication without a signed note from

the child’s physician.

| understand that Bright Horizons requires the most up to date information regarding my child's health. |
also understand that for the safety of my child, my child’s photograph and health information will be
posted in the classrooms and kitchen.

Physician Signature Date
Parent/Guardian Signature Date
Director/Principal Signature Date

This plan must be updated annually or whenever there is any change in treatment or the

child’s condition changes.

Asthma Health Care Plan: Operations
Effective Date: 01/2019

Page 2 of 2




Preschool/Kindegorten/Shool-Age Peveonal Cave Plan
DEVELOPMENTAL HISTORY FORM

Today’s Date! s
Child’s NAMe: oo

v DALETO T BIITEIE vascisasussussoisoins oo avsssionssss s s sias s sitissssssvsssissssayaesisavsssis

s Date of Enrollment/Transition: ..

Age: civiiins

Date of Tast Physical (F0T VWA STAUE OTILYY: weaiisersssioxssiissestissssiorsorstiaisvssiusissiossss isssssississsssoissistiies f-imsssiispssss sississssniissssiinsaaiseiussiissisbesssisssnisisrisisisssssiisninns
What would you lilke us to 0all FouY CRILA?: ........civiireiinimssiosnsssssssssnisisuss sossss assssiisisaosssiusississteisabmbies sisibessitessiostolas aessss s AR SRR TE st aT SR8

What languages are SpOKEn at NOIME? ......cccrceniienmsionmersnseessessntiosmss s sonsessessssnsssssssssssisis

Parent/GUATTian INAINE: .........ccocuormuremsreeisiiassseastsssstiss st s 2244484488 S ERE 1800818488044 ERRS RS R YRS 4188 ER SR 01 008 A R0 2RSSR ARS8 b 018

Parant/Guardiant INQITIO: i iiusismssssiosicss sissiaissisisostisssiadsasssssess et esiassas s 153vesss3oa4is (4258 iesns 554655400139005 0004 K¥44 1464144558178 0si 08 i A3 1A 1A 14F ISR ASE1SEE

Name of Person Completing FOIIN: ... imsssissssisssssssissssiosssnsssissssisssssssssiossssssases

D T L BTN T B O v 0 s e U s e S e ey

] =) oL o 1 T T

FAMILY INFORMATION

In the columns below list the names of family members residing
with the child. Please include siblings, extended relatives, and
pets. For each person listed provide the name the child uses to
address that individual and include ages of siblings.

Please list words used in your language corresponding
to the English below. Include additional words in the

blank columns if needed.

Name individual?

How child addresses this

Age

I'll take good care of you

I see that you are crying

Time to go outside

Ilike your smile

Time for snack/lunch

Everyone isresting now

Mommy will be back

Daddy will be back

Time to use the bathroom

Now we wash our hands

It's group time

It’s choice time. You can
choose what you want to do.

If parental custody is shared, describe the custody arrangeIments: ... s et s sens s ennss

Please tell us about cultural family customs, rituals, or traditions that will help us make your child’s experience more
meaningful, including languages SPOKEI t OIMIE: ... s st s s sssssress s v sesssesess sess s bess s assss s bt

Operations_Enrollment 10/16




Preschool Mindergarten/School-Age Personal Cave Pian: DEVELOPMENTAL HISTORY FORM

CRILAS INAINGT iiuiiuummivsscivssiiossionsonsssssoianss soist yivsssussssias s msss T 60ai vesiess vesss s avis LA IO TUETUTE LT TS 4SS a s Ca e s VNS SRS TR R RSNV F PPV

DEVELOPMENTAL HISTORY

What 1anguages does YOUL CHILA SPEAKT .....cv..ovurerrrinrearseressesssssessssesssssasssssssstsiast s sssss s ssssians s sass e sasiss s s 12 88 1488 4E R SRR SRR A SRR RSB RE SR A SRR b0

Do you have developmental concerns about FOUTL CHIIA? ... st s sss s s s st s asssssss nsness

How does your child communicate hiS/Ner NEEAST ... s ssssss st s siss s ssstisssst s s ssssssss s s sasssssssssssssases ssess s

CHILD’'S HEALTH

List medications regularly taken and conditions reqUIring them: ... s

T P T T T Ty e T T T T T T T T R P T T Ty P T R e T e T e P e TN L DR IR P R LR LT R EE AR

Describe serious IlInesses OF NOSPItAliZationS: ...ttt s sttt ssss s s bas b A SRR SRS O H DR R be b A s b bbb

Describe special physical conditions, disabilities, allergies, Or CONCEIMS: ... et s s s s

D05 VouE Child have 8 SDEOTATTIEETT ciuuisissusvssssisissasssisssinsesssssisssissesssesssssisssissssss 4505106184884 s 838145114058 70118883 AR ARERAS S0 RNRLS B S e et anp s asnspnasiors

Explain special services and accommodations, which are different from those provided by the center’s routine program

(i.e. exercises, equipment, materials, or special SEeIVICes PEISOINEL): ..o i s ssssss s st s be s s

Note: For documented medical allergies an Allergy Health Care Plan completed by the child’s medical provider is required.

Operations_Enrollment 10/16



WW‘MWW/@GMGI—A@& Pereonal Cave Plan: DEVELOPMENTAL HISTORY FORM

CRILA’S INAITIE: 1uvveverivecersensiasssssasesssssessessessesssssssssssasssa esssessssssssessssssssssssssssssesssssnsse aesesssasasssssasass ansssst44sststeensbesst S48 aEERRE A AER RN SRR ISR R SRS HERR AR OHRF St ARO A AR R A bbb e RR 00

NUTRITION PRACTICES AND ROUTINES

Does your child have any eating difficulties? Yesd No L Ifyes, EXPLAim: . s

List special dietary requests, and FESETICTIONS: ... s ess e b s b RS S RS AR S R aRE SRR

Food likes and eating PreferenCes: ..o

Child eats with: Spoon 0 Fork [ Fingers O Other [l ... sttt st st sssssessasssass

A QG tEOMIA] TN O I ALION cov. vt ceisecers st ssssasbssb ssas esbssasass bbb ants s s asnEa enses 082804444844 1420 EH4RE4RE 44 H0E RS04 HeR LS4 RLRE BRSO E R A AR RELSERSEIRR RSO H SRR BRSO A SRR RO RS E 0190004

SLEEPING ROUTINES

Does your child become tired or nap during the day? Yes No U Ifyes, what time and for how 1ong? ...

Pre-Nap FOULTNEE/TIUHRLE: isiumiisissstsisssssisssssissssssasssbissessos ssssusessiasss 5osass 4 Ea8a00ea40 90 58P0 AT L A B SRS A1

What time does your child go to bed at night? ........cemnmcnrenssrnnsecns. WaKe il MOTTENE? covvvinniismsssnmsisnsssssissnssnssssiossssssissssions
At home child sleeps in (Check all that apply): Bedd With parents O
Child’s typical waking hehavior/TOULINE/TIIOOM: ... ociircirireiiiisisiessisasessiess it s st s srass s ssss s st e s i ARS8

SPECIAL SLEEDIILE COTICETTIS: wuuruvvsiresssrsssssssesssreessssssssessesssssesssscsssssssssssesssesessss4EEE 1o 4ERE1H4ERL SRR HERTA SR RRRR S RRRSE R4 4101 o LALLM R RS 10
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Preschool/Mndergarten/School-Age Peveonal Cave Plan: DEVELOPMENTAL HISTORY FORM

L v i El - (L e SR —

TOILETING ROUTINES

Is your child reluctant to usethe bathroom? Yesd Nol Ifyes, how doyou handle this? ...

Is your child toilet trained? Yesd NoQO Urinationd Bowels Both( Ifno,does child wear diapers? Yesd NoO
Does your child have accidents? Yesd No O Ifyes, how often/When? ... s s ississsiassssssssss
What is used at home for toileting? Potty chair 0 Special seat d Regularseat 0 Explain: ...

How canwe SUDDOEL BOLLET L@ ATTIIE D iuiiuivssrinsisisnsiasssssisssirisiodsssssiissanssesssssessossssiiasss s iss s sais e sssiussssimabss Sossmissinisbessny

WO A UB et FOr L N A LOTLY 1. ciisssssnsisssosserscasnssnsnssnsssensosnsnssapssnsssateissssniinnsias asE om0 4N REREIEToa o RSP TR VR M T GO ESA SRS b vt

TWOIdS USEO FOT DOWEL INOVEIMIEIIE: u.vvvercesieeeriessserssrsssssstasssessssstiostessesssss st ssssasssastsssestssass s eses satesse sstsesnssssnsssasssssssessesassesssssassessssessssshasbsstsstsasstissassssassassnss

Arebowel movements regular? Yes No [ HOW Often/WHenT ... s s s s

Is there a problem with: Diarrhead Constipation [ EXPIAIN: .. s ssssissssssssssssssssssss s

COMFORTING CHILD

Describe how adults can COMEOTt FOUT CHILA? ..o sssssssersassssssssnssssasessssesse s 588888 skt SR s ERR SRR SRR R R SRR SR 0

Security object (if aNy): .o 1N@mMe child uses for object/when needed: ...
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WMWIMW@MM/%WI——A@& Personal Cave Plan: DEVELOPMENTAL HISTORY FORM

B o s oy I

SOCIAL RELATIONSHIPS

Has your child had any experience with group care? Yesd No O Ifyes, please describe: ...

Describe your child’s temperment: Determinedd Outgoing Shy[0 Relaxed 0 Assertive d Explain: ...

How does your child react to new situations and new children and adUItS? ... s

Does your child prefer to play: Aloned Insmall groups 0 EXPLAiN: .o i

Has your child had previous child care experience? Yesd NoQ Ifyes, explain how it met, or did not meet, your expectations?

Child's favorite TOVE GBI AOTIVETIEES s isesesstusei sesssyssisssssssiss s isisuse s iosssassss s iossss ot so s ibs s AN 0 bAoA AL SO HEN SO SPTAOnt HbavTY

Does your child have any fears? Yes (0 No [ Ifyes, please eXplain: ... s

ADDITIONAL PERTINENT INFORMATION

To help us care for your child as an individual, please explain your parenting philoSophy: ...,

Is there additional information you feel is important for the staff to know about your child or family? ...,

What do you as a family, hope to get out of this child care eXperienCe? ... s s bt
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W%M|MM&Y@MM/§M‘—A@& Peveonal Cave Plan: DEVELOPMENTAL HISTORY FORM

LB N BINIB. ... .oussssassessnnsassasenssnsmusnensentsseb obs o siaE o TN e oS oo L O P VA o SRR Ve RSB men WO

Sections of this Personal Care Plan will be updated annually or sooner if requested by a parent/guardian.

Parent/Guardian SIgnature: .......eommmmsmmmssmssmssssssiisnssss DAUEL e

SEAT SISNALUTE: vovovvvssririssensrssmesssersssasessssssssisssssssssesssssensassssssssssessssssssssasssssasssssasssssassassassssssssssssasstsonsossorss DBEB] tursistssssssssssssssasssssassssssssasssssasssstssssstssssnsses

Date of Change: Parent Initials: Staff Initials:

Date of Change: Parent Initials: Staff Initials:

Date of Change: Parent Initials: Staff Initials:

Date of Change: Parent Initials: Staff Initials:
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