
Application
for Admission

Child's Name:

Name:

Home Address:

List All Allergies Below: List Any Pertinent Medical Conditions:

Phone #:

Cell #:

*Emergency Pick Up
Name/Information:

Phone #:

***Email�

City, State, !i" Code:

Se#: $ate of Birth:

Sched%led Start $ate:

Cash&orm of $e"osit:

'oilet 'rained: ()S N* / /

Credit Card Chec+

Parent

Medical / Allergy Information

Parent

* In case of emergency, the above individual is authorized by the parent(s) to pick up a child.
The authorized individual MUST sho! I.". prior to child being released.



How�did�you�learn�about�Steps�to�Success�<¡?

1.

2.

3.

Please list the 3 most important qualities you look for in a day care center:
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Program
Agreement Form

I)�<<<<<<<<<<<<<<<<<<<<<<<<<<<<)� parent,(uardian�of� <<<<<<<<<<<<<<<<<<<<<<<<<<)�

a(ree�to�pay�$<<<<<<<<<<�for�my�child=s�attendance�at�&teps�*o�&uccess�7aycare�facility.

***�I�also�understand�that�any�deposits�given�to�secure�my�child(ren)’s�seat�is�non-refundable�
unless�a�3�month�notice�prior�to�the�start�date�is�provided�to�Steps�To�Success.� Furthermore,�
should� I� decide� to� postpone�my� child’s� start� date,� I� understand� and� ackno!ledge� that� a�
onetime�allo!ance�is�permitted�for�a�postponement�and�should�!e�decide�not�to�attend�after�
the�postponement�is�granted,�our�deposit�is�relin"uished�immediately�as�the�3�month�notice�
policy� !ill� #$T� apply� (the� 3� month� refund� policy� $#%&� applies� to� the� initial� start� date�
selected).

Payment�is�due�by�the�5th�of�each�month�or�I�am�liable�for�$30.00�late�fee.�I�understand�that�my�child�

is�permitted�ONE� (1)�Vacation�!ee"�#redit� ($acation� time� is�considered�5�consecuti$e�days�and�

'(&� include� %hen� &teps� to� &uccess� is� closed� and� non'operational� for� holidays� or� emer(ency�
closures)�per�year�at�no�char(e�to�me.�In�furtherance)�I�understand�that�my�child�is�entitled�to�*!O�

(+)� &ic"�!ee"�#redits� (5� consecuti$e� school,OPE-.*ION./� days)� per� year� for�%hich� I�%ill� be�

responsible� for�500�of� the� tuition� for� that�%ee"�ON/1.�2y�year�commences� from� the�date� that�my�

child�be(ins�attendin(�&teps�to�&uccess�and�%ill�be�construed�as�my�of3cial�enrollment.�I�am�a%are�

that�I�may�NO*�rollo$er�any�unused�sic"�,�$acation�days,credits� into�the�follo%in(�attendin(�year.�I�

am�also�a%are�that�any�credit�for�$acation�or�sic"�time�is�limited�to�ON/1�ONE�(1)�%ee"�ma4imum�

per�month.�&ic"�,�Vacation�time� is�considered�5�consecuti$e�days�%hen�&teps�*o�&uccess� is�open�

and� operational5� hence)� this� e4cludes� emer(ency� closures.� I� am� also� a%are� that� any� credit� for�

$acation�or�sic"�time�is�limited�to�ON/1�ONE�(1)�%ee"�ma4imum�per�month.�



Furthermore, if we are closed due to weather related conditions or events that are out of our control
(i.e.: no electricity/heat, storm related disasters, floods) we are not liable and full tuition will be applied for
that particular month ONLY. !f we are closed due to any of the followin" unforeseen events below, in the
#rst $ days of closure, there will be no credit applied towards that month%s tuition payment. !n addition,
we will ONLY provide credit for $&' of the remainin" tuition paid for said month beyond the #rst $ days.
!f we are closed beyond that month, you will not be re(uired to pay tuition until our centers re)open:

�� +overnment�forced�shutdown

�� -epartment�of�.ealth�/andated�0uarantine�

�� 4andemics

�� Force�/a6eure

!n addition, it is our policy that if you remove your child for a "iven month(s) you are responsible
for half of the month7s tuition in order to hold your child7s seat. 8he ma9imum amount of days your child
is permitted to attend within the month that you have noti#ed mana"ement of non)attendance is #ve ($).
!f you "o beyond the #ve permissible days, you will be responsible for the entire month7s tuition less any
applicable vacation/sic: credits that you may have available and have not e9hausted in the last *,
months. !f your child is out for , consecutive wee:s and we are unable to reach you and/or you have not
contacted us, your child7s seat is sub6ect to bein" forfeited.

Finally, ;teps 8o ;uccess LL1, and its a"ents reserve the ri"ht to terminate admission into said -ay 1are
Facility if instances arise that can potentially be harmful or threatenin" to children attendin" the facility
and/or staff/mana"ement performin" their duties. /oreover, should a parent/"uardian of an attendin"
child constitute a threat, either mental or physical to any of the employees, mana"ement, or a child
attendin" said -ay 1are Facility, mana"ement reserves the ri"ht to preclude admission. <dditionally, in
the event that your child re(uires special needs care that we will unfortunately be unable and/or (uali#ed
to provide and once we have e9hausted all options at our 1enter, for the betterment of your child7s care
and development, we will terminate services and assist in any way possible in #ndin" alternate care.

*PRICES ARE SUBJECT TO CHANGE

+uardian ;i"nature ;taff ;i"nature -ate

/ /



PDUHQWDO BHKDYLRU DQG 7HUPLQDWLRQ RI EQUROOPHQW

 7KH ZHOO-EHLQJ DQG VDIHW\ RI RXU VWDII DQG FKLOGUHQ DUH RI SDUDPRXQW LPSRUWDQFH WR XV DW
6WHSV WR 6XFFHVV. IW LV FUXFLDO IRU DOO PHPEHUV RI RXU FRPPXQLW\ WR PDLQWDLQ D UHVSHFWIXO,

WUXVWLQJ DQG SRVLWLYH HQYLURQPHQW FRQGXFLYH WR OHDUQLQJ DQG JURZWK.

 POHDVH EH LQIRUPHG WKDW WKH GLUHFWRUV DQG PDQDJHPHQW RI 6WHSV WR 6XFFHVV UHVHUYH WKH
ULJKW WR WHUPLQDWH HQUROOPHQW RI DQ\ FKLOG GXH WR WKH LQDSSURSULDWH EHKDYLRU IURP

JXDUGLDQV, UXGHQHVV, RU KDUDVVPHQW GLUHFWHG WRZDUGV RXU VWDII RU DQ\ PHPEHU RI RXU
FRPPXQLW\. 7KLV LQFOXGHV, EXW LV QRW OLPLWHG WR, GHPHDQLQJ UHPDUNV, WKUHDWV, RU H[FHVVLYH

DQG XQUHDVRQDEOH GHPDQGV.

 IQ VLWXDWLRQV ZKHUH D SDUHQW RU JXDUGLDQ H[KLELWV VXFK EHKDYLRU, WKH GD\FDUH KDV WKH IXOO
DXWKRULW\ WR H[SHO WKH FKLOG IURP RXU IDFLOLW\ ZLWKRXW DQ\ IXUWKHU GLVFXVVLRQV RU LQTXLULHV.

:H DSSUHFLDWH \RXU XQGHUVWDQGLQJ DQG FRRSHUDWLRQ LQ XSKROGLQJ WKH YDOXHV DQG VWDQGDUGV
RI 6WHSV WR 6XFFHVV. 7RJHWKHU, OHW XV HQVXUH D VDIH, QXUWXULQJ, DQG UHVSHFWIXO HQYLURQPHQW

IRU DOO.

Print Name: __________________________

Signature: ________________________

Date: ________________________



LATE PICK-UP POLICY

AW SWHSV WR SXccHVV, WKH VaIHW\ aQG ZHOO-bHLQJ RI aOO cKLOGUHQ LQ RXU caUH LV RXU XWPRVW SULRULW\. IQ RUGHU
WR PaLQWaLQ a VWUXcWXUHG HQYLURQPHQW IRU bRWK VWaII aQG cKLOGUHQ, ZH KaYH HVWabOLVKHG WKH IROORZLQJ

LaWH PLcNXS PROLc\. POHaVH UHaG aQG VLJQ WKLV aJUHHPHQW WR acNQRZOHGJH \RXU XQGHUVWaQGLQJ aQG
cRPSOLaQcH ZLWK WKH RXWOLQHG SURcHGXUHV.

LaWH PLcNXS PROLc\:

DeVLgQaWed PLcNXS TLPe: OXU UHJXOaU RSHUaWLQJ KRXUV aUH IURP 7AM-6:30PM IURP SHSWHPbHU - JXQH
aQG 7:30AM-6PM IRU JXO\ aQG AXJXVW. IW LV HVVHQWLaO WKaW cKLOGUHQ aUH SLcNHG XS SURPSWO\ aW WKH HQG RI

WKH Ga\.

NRWLfLcaWLRQ: II \RX aQWLcLSaWH bHLQJ OaWH, SOHaVH QRWLI\ SWHSV WR SXccHVV aV VRRQ aV SRVVLbOH. WH
XQGHUVWaQG WKaW XQIRUHVHHQ cLUcXPVWaQcHV caQ aULVH, aQG ZH aSSUHcLaWH \RXU cRPPXQLcaWLRQ.

EPeUgeQc\ CRQWacWV: II a cKLOG KaV QRW bHHQ SLcNHG XS ZLWKLQ WHQ PLQXWHV aIWHU cORVLQJ WLPH aQG ZH
KaYH QRW UHcHLYHG aQ\ cRPPXQLcaWLRQ, RXU VWaII ZLOO bHJLQ cRQWacWLQJ WKH HPHUJHQc\ cRQWacWV OLVWHG LQ

WKH cKLOG'V ILOH.

ReSeaWed OffeQVeV: PHUVLVWHQW OaWH SLcNXSV ZLOO bH cRQVLGHUHG a bUHacK RI RXU aJUHHPHQW, aQG IXUWKHU
acWLRQV, LQcOXGLQJ GLVcXVVLRQV ZLWK Ga\caUH PaQaJHPHQW aQG SRWHQWLaO WHUPLQaWLRQ RI HQUROOPHQW, Pa\

bH WaNHQ.

B\ VLJQLQJ bHORZ, I acNQRZOHGJH WKaW I KaYH UHaG, XQGHUVWRRG, aQG aJUHH WR aGKHUH WR WKH LaWH PLcNXS
PROLc\ RI SWHSV WR SXccHVV. I XQGHUVWaQG WKH LPSRUWaQcH RI WLPHO\ SLcNXSV IRU WKH VaIHW\ aQG ZHOO-bHLQJ

RI aOO cKLOGUHQ aQG VWaII.

PULQW NaPH: __________________________

SLJQaWXUH: ________________________

DaWH: ________________________



Photo Release
Form

3DUHQWV�PXVW�JUDQG�6WHSV�WR�6XFFHVV�,;�SHUPLVVLRQ��DOORZLQJ�SKRWRJUDSKV�
WR�EH�WDNHQ�RI�D�FKLOG�IRU�WKH�DERYH�PHQWLRQHG�XVHV��
3OHDVH�VHOHFW�RQH�RI�WKH�IROORZLQJ�SKRWR���SHUPLWWLQJ�RSWLRQV�EHORZ��

Dear�Families,

Steps� to� Success� ,;�SKRWRJUDSKV�FKLOGUHQ�UHJXODUO\�IRU�PXOWLSOH�
SXUSRVHV��VXFK�DV�

2SWLRQ����,�JUDQW�6WHSV�WR�6XFFHVV�,;�SHUPLVVLRQ�WR�SKRWRJUDSK�P\�FKLOG�DQG�WR�XVH�WKRVH�
SKRWRV�RQ�VRFLDO�PHGLD��WR�VHQG�YLD�HPDLO��WR�XVH�IRU�PRQWDJHV�DQG�WR�XWLOL]H�IRU�DQ�DUWV�DQG�
FUDIWV�SURMHFWV�WKURXJKRXW�WKH�FHQWHU��

7R�XWLOL]H�IRU�DUWV�DQG�FUDIWV�SURMHFWV�ZLWKLQ�WKH�FHQWHU

7R�VHQG�SDUHQWV�SKRWRV�YLD�HPDLO�RI�GDLO\�DFWLYLWLHV�SHUIRUPLQJ�E\�
WKH�FKLOGUHQ��PD\�EH�LQGLYLGXDO�RU�JURXS��

7R�SRVW�RQ�VRFLDO�PHGLD�IRUXPV�VXFK�DV�RQ�RXU�)DFHERRN�DQG�
,QVWDJUDP�DFFRXQWV�IRU�DGYHUWLVLQJ�SXUSRVHV���

2SWLRQ����,�*UDQW�6WHSV�WR�6XFFHVV�,;�SHUPLVVLRQ�WR�SKRWRJUDSK�P\�FKLOG�DQG�21/<�
XVH�WKRVH�SKRWRV�WR�VHQG�YLD�HPDLO��WR�XWLOL]H�LQ�D�PRQWDJH�RU�IRU�FHQWHU�EDVHG�SURMHFWV��



Pick Up
Authorization

I (we), the parents of _____________________________________,

give my (our) consent for the following individual(s) to pick up my

(our) child if I (we) are unable to do so.

The following individual(s) are not allowed to up my (our) child.

1.

2.

Name!

"arent #ignature!

"rovider #ignature!

$ddress! "hone %!



Permission for
Outdoor Activities

The Provider, Steps to Success �������, ��d the st��� o� Steps to Success ����� ���

t��e �� chi�d ��������������������� �or ��� �ctivities chec�ed �e�o� �s p�rt o� the

Preschoo� Pro�r���

�� site p����rou�d

Short ����i�� trips

P�re�t�Si���ture���������������������������������������������������������

 �te������������������������������������������������������������������



Dnring the school vearŉ vonr child mav become illō This memo is to help von
along shonld snch a circnmstance occnrō The information prosided applies to
all children admitted into onr program and it is the ensnre the protection of

\oXU childō

If vonr child is hasing a feserŉ diarrheaŉ somiting or anv other svmptoms
listed belotŉ von mnst keep vonr child at home according to the policv
belotō This is not to pnnish anv childŉ bnt on the contrarv it is for the safetv
and fnll recoserv of that child and the health and tellŝbeing of other
childrenō

ŝ Feser abose ĳĲĲ degrees ň 24 hoXUV feYeU fUee ZiWh no medicaWion
ŝ Strep throatň SediaWUician cleaUance
ŝ Diarrhea řĵ rnnnv stools in a rotŚ ň 24 hoXUV diaUUhea fUee
ŝ Vomiting ň 24 hoXUV ZiWhoXW YomiWing
ŝ Consistent vellotœgreen mncns ň XnWil no longeU SUeVenW
ŝ Anv nnnsnal skin rashes ň SediaWUician cleaUance
ŝ Lice ň SediaWUician cleaUance
ŝ Pink Eveň 24 hoXUV on anWibioWic dUoSV
ŝ Sesere conghingŉ breathingŉ sore throat ň SediaWUician cleaUance

IllReWW PVSXScSl

ReXYVRiRg XS WchSSl

Signatére

I hase read the illness protocol and retnrning to school protocol and till abide bv itō



 
NAPPING ARRANGEMENT AGREEMENT 

As per New York State regulation 418-1.7(o): Other than for school age children, 
sleeping and napping arrangements must be made in writing between the parent and 
the program. Such arrangements shall include: the area of the program where the child 
will nap; whether the child will nap on a cot, mat, bed or a crib; and how the napping 
child will be supervised, consistent with the requirements of section 418-1.8 of this 
Subpart.

Area of Program Where Child Naps: Classroom
Child will Nap on a: Cot with Sleeping Bag
Child will be supervised by: Teacher or Teacher Assistant

Parent Signature: _________________________________
Date: ______________________________

 Parent’s/Caretakers Name: Name of Child in Care:

Provider’s Name: Date of Birth:



723ICAL C5EAM C216E17 F25M

Authori͹ationܪformܪforܪtheܪapplicationܪofܪnon܈prescriptionܪtopicalܪointmentܪorܪcreamۓ
includingܪbutܪnotܪlimitedܪtoܪsunscreenܪۓinsectܪrepellentܪandܪdiaperܪointmentܪےAll
containersܪareܪtoܪbeܪmarkedͮܪithܪtheܪchildܘsܪnameܪinܪpermanentܪmarkerܪےAuthori͹ation
formܪmustܪbeܪcompletedܪfor each non܈prescriptionܪtopical ointmentے

ChildܘsܪName۔ DateܪofܪBirth۔

Iܪauthori͹e SǳepsܪǳoܪSǶccessܪIX toܪapplʹܪtheܪfolloͮing non܈prescriptionܪtopical
ointmentܪorܪcreamܪtoܪmʹܪchildܪۓasܪdescribedܪbelo illͮܪproductsܪtheseܪunderstandܪIܪےͮ
onlʹܪbeܪappliedܪaccordingܪtoܪtheܪproductܘsܪlabelܪےAnʹܪdeͭiationsܪfromܪtheܪlabelͮܪill
requireܪaܪphʹsicianܘsͮܪrittenܪauthori͹ationܪےForܪchildrenܪunderܪtͮoܪʹearsܪofܪageܪۓplease
ensureܪtheirܪageܪisܪrepresentedܪonܪtheܪlabelܪorܪproͭideܪphʹsicianܘsͮܪrittenܪauthori͹ationے

TopicalܪOintmentۢCream WhereܪtoܪBeܪApplied Whenܪtoܪbeܪapplied۔

ParentܪSignature܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍ܪ۔
Date܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍܍ܪ۔



Da©ce

Cost: $100  

2 classes weekl\     

gÛm©aÀÆicÀ

Cost: $100

1 class weekl\       

ERVMchQeRX PVSgVaQW 
Please check all programs \ou'd like \our child enrolled in.

***Please note that music included twice a week for all children in our program***

*** Ever\ child is welcome to tr\ each class once free of charge ***

ka¼aÆe

Cost: $120

1 class weekl\     



OCFS-LDSS-0792 (08/2019) FRONT 

 

OCFS-LDSS-0792 (08/2019) REVERSE  

NEW YORK STATE 
OFFICE OF CHILDREN AND FAMILY SERVICES 

DAY CARE ENROLLMENT
PROGRAM NAME:     
                                                 

ADDRESS:                                                   
      

PHONE NUMBER: 
(     )       -      

CHILD’S FULL NAME:       
PREFERRED NAME/NICKNAME:      

DATE OF BIRTH: 
      /       /      

GENDER:  
     

CHILD’S HOME ADDRESS:  
     

NAME OF PERSON ENROLLING CHILD: 

     
RELATIONSHIP TO CHILD: 

 Parent    Guardian    Caretaker   Relative        
 Other       

PHONE NUMBER(S) OF PERSON ENROLLING CHILD:  
(     )       -          ok to text 
EMAIL ADDRESS:      

ADDRESS OF PERSON ENROLLING CHILD (IF DIFFERENT THAN CHILD):  
     

EM
ER
GE
NC
Y 
IN
FO

EMERGENCY CONTACT NAMES / ADDRESSES Authorized to 
Pick Up Child

PRIMARY PHONE NUMBER OTHER PHONE NUMBER / EMAIL

PRIMARY CONTACT: 

     
 Yes    No    (     )        -       

 ok to text 
(     )        -       
 ok to text 
     

       Yes    No    (     )        -       
 ok to text 

(     )        -       
 ok to text 
     

       Yes    No    (     )        -       
 ok to text 

(     )        -       
 ok to text 
     

FOR PROGRAM USE ONLY 
DATE OF ENROLLMENT:       /       /      

FOR PROGRAM USE ONLY 
DATE OF DISENROLLMENT:       /       /      

CHILD’S FULL NAME: 
     

DATE OF BIRTH: 
       /       /      

Check boxes below to indicate if your child has any special needs/services:  None 
 Early Intervention/Special Education   Occupational Therapy  Speech/Language   Physical Therapy 
 Allergies (Please list)          
 Other         
Please provide information here AND discuss with your child care provider:      

CHILD’S PRIMARY CARE PHYSICIAN’S NAME/ GROUP: 
     

PHONE NUMBER: 
(     )       -      

PREFERRED HOSPITAL: 
     

PHONE NUMBER: 
(     )       -      

CHILD’S DENTAL CARE: 
     

PHONE NUMBER: 
(     )       -      

Child health care information is available by calling toll-free 1-800-698-4543 or 
 the NYS Health Marketplace website: https://nystateofhealth.ny.gov/



AGREEMENTS 
● I consent to emergency medical treatment for my 

child…………………………………………………………………………….      
● I consent for my child to take part in neighborhood trips (i.e., library, park and playground) away from the program  

under proper 
supervision……………………………………………………………………………………………………………….      

● I understand the program may need additional permissions for situations such as transportation, medication,  
release of information, and field trips.
………………………………………………………………………………………………….     

● I provided information on my child’s special needs to the program to assist in caring for my 
child……………………………     

● I understand the program must give parents, at the time of enrollment of a child, a written policy statement as  
required by 
regulation…………………………………………………………………………………………………………………..     

●  I agree to review and update this information whenever a change occurs and at least once every year…………………….    

 Yes 

 Yes 

 Yes 

 Yes 

 Yes 

 Yes

 No 

 No 

 No 

 No 

 No 

 No

SIGNATURE – PARENT OR PERSON(S) LEGALLY RESPONSIBLE: DATE: 
      /       /      



OCFS-LDSS-4433 (Rev. 06/2019)
NEW YORK STATE 

OFFICE OF CHILDREN AND FAMILY SERVICES  
CHILD IN CARE MEDICAL STATEMENT 

To Be Completed By Licensed Physician, Physician Assistant or Nurse Practitioner 

Other Immunizations may include the recommended vaccines of Rotavirus, Influenza and 
Hepatitis A 

Tests 

Name of Child: 

     
Date of Birth: 

   /    /     
Date of Examination: 

   /    /     

Immunizations required for entry into day care 
Medical Exemption The physical condition of the named child is such that one or 
more of the immunizations would endanger life or health.  Attach certification 
specifying the exempt immunization(s).

 Yes   No

Diphtheria, Tetanus and 
Pertussis (DPT) Diphtheria 
and Tetanus and acellular 
Pertussis (DTaP)

1st  Date 

   /    /      

2nd Date  

   /    /     

3rd Date 

   /    /     

4th Date 

   /    /     

5th Date 

   /    /     

Polio (IPV or OPV)
1st  Date 

   /    /     

2nd Date  

   /    /     

3rd Date 

   /    /     

4th Date 

   /    /     

Haemophilus influenzae 
type B (Hib)

1st  Date 

   /    /     

2nd Date  

   /    /     

3rd Date 

   /    /     

4th Date OR 1st Date (if given on or 
after 15 months of age) 

   /    /     

Pnuemococcal Conjugate 
(PCV) for those born on or 
after 1/1/08)

1st  Date 

   /    /     

2nd Date  

   /    /     

3rd Date 

   /    /     

4th Date 

   /    /     

Hepatitis B
1st  Date 

   /    /     
2nd Date  

   /    /     
3rd Date 

   /    /     

Measles, Mumps and 
Rubella (MMR)

1st  Date 

   /    /     
2nd Date  

   /    /     

Varicella (also known as 
Chicken Pox)

1st  Date 

   /    /     
2nd Date  

   /    /     

Type of Immunization: 

     
Date:  

   /    /     
Type of Immunization: 

     
Date:  

   /    /     
Type of Immunization: 

     
Date:  

   /    /     
Type of Immunization: 

     
Date:  

   /    /     
Type of Immunization: 

     
Date:  

   /    /     
Type of Immunization: 

     
Date:  

   /    /     

Tuberculin Test 
Date:    /    /      Mantoux 

Results:
 Positive    Negative      mm

TB Tests are at the physician’s discretion.  Acceptable tests include Mantoux or other federally approved test.

If positive, or if x-ray ordered, attach physician’s statement documenting treatment and follow-up.

Lead Screening Date:    /    /     

Attach lead level statement

Lead Screening (Include All Dates and Results)

1 year    /    /      Result:       mcg/dL  Venous  Capillary
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(Continued on reverse side) 

2 years    /    /      Result:       mcg/dL  Venous  Capillary

Most recent date of lead screening (if different from above):

   /    /      Result:       mcg/dL  Venous  Capillary

Per NYS law, a blood lead test is required at 1 and 2 years of age and whenever risk of lead poisoning is 
likely. If the child has not been tested for lead, the day care provider may not exclude the child from child day care, 
but must give the parent information on lead poisoning and prevention, and refer the parent to their health care 
provider or the county health department for a lead blood screening test. 
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CHILD IN CARE MEDICAL STATEMENT (continued) 

Health Specifics    Comments 

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

                      
 

Are there allergies? (Specify)  Yes     No      

Is medication regularly taken? 
 (Specify drug and condition)  Yes     No

     

Is a special diet required? 
(Specify diet and condition)  Yes     No

     

Are there any hearing, visual or dental 
conditions requiring special attention?  Yes     No

     

Are there any medical or developmental 
conditions requiring special attention?  Yes     No

     

     

On the basis of my findings as indicated above and on my knowledge of the named child, I 
find that: he/she is free from contagious and communicable disease and is able to participate 
in child day care.

 Yes   No

     
Signature of Examiner Address

           
Please Print Name City, State, Zip

      (       )      -          /    /     

Title Phone Date
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