
()ffice of H1e 

St Su nnt · n nt of E uc tion 

REGISTRATION RECORD FOR CHILD RECEIVING CARE AW A Y FROM HOME 

Child: 
La!!il F,m 1\-II 

Date of Birth: Home#: 

Home Address: 
Number Street 

Father: 
Lasl F1rs1 1'vll 

Home Address: 
Number S1reet 

Business Address: 
Number Street 

Mother: 
Last First Ml 

Home Address: 
Number Street 

Business Address: 
Number Street 

Relative or Guardian: 
Last First 11,l_L 

Home Address: 
Number Street 

Business Address: 
Number Street 

Person to be contacted in case of an emergency (other than parent/guardian): 

Last First ML 

Address: 
Number Street Apt# Slate 

Designated individual authorized to receive child at end of session: 

Last First 

Last First 

ZIP 

Signature: ______ _____________ Relationship to child: 

TO BE COMPU.'
T

ED Br· [HE F JC/Un 

Date of Admisslow 
----------

Date nf \tVithdrawal: Reason: 
- ----

Sex: □ Male □ Female 

Language Spoken At Home 

Home# 
Business# 

Home# 
Business# 

Home# 
Business# 

Apt� 

Apt� 

Apt# 

Apt# 

Apt II 

Apt# 

Apl # 

Relationship to child: 

Ml 

Ml 

rv11 

Date: 

810 first Street, NE. 4th floor, Washington, DC 20002 

Ph,Jn•: ::'.G-:'. 7'27 : 8J9 • Lt• ::'.G'.: T}.7 ��: 66 • www.osse.dc.gov 

State 

State 

State 

State 

State 

State 

State 

ZlP 

ZIP 

ZIP 

ZIP 

ZIP 

ZIP 

ZIP 



'-'��•.-.U�u�;\,I &UYJ' 1'-"\&A& AIIUIV, U.,C:U LU' �\.C&'fC \.&.IUU .l CUU Ut )n�IOU; 

Phone Number: 
...... Middk Fun 

Address: 
Number su .... Ajll f Swc 

Relationship to child 

lusignatcd individual authorized to receive child at end of session: 

Phone Number: 
Lui Middle Finl 

Address· 
Numbe, s.,..., Ajlt • Swc ZIP 

Relationship to child 

Designated individual authorized to receive child 1t cad o( session 

Phone Number: 
L&sl Middle - ftrA 

Address: 
Nwnbcr Sttoct Ape� Swc 

Relationship to child; 

Designated individual authorized to receive child at end of session; 

Phone Number: 
Middle Fin< 

Address: 
Number S&roct Ap• ¥ Swc 

Relationship to child: 

Designated individual authorized to receive child at end of session; 

Phone Number: 
M.4�1c """ 

Address 
!"umtJiM ,.,.,,,, Aj>t. 5wc 

R.:lationship to child 

D<esignated individual authorized to re(:eive ctdld at eod of session: 

Phone Number: 
',/iddk fll"SI 

Address 
Number ;.,oc, Aj>I T S<a« ZIP 

R:Jaoon;;h ip tc: child 

DcsignaW1 individual 11ud1orized to receive child at end of session: 

Phom: 1'iumbie1· 
1...,. \.li,klk F•rst 

.Al](J.r�';,_j 

,, •• nib-.. >fr .. � ,¼)l I il.u� l1P 

R ! !anon;;h. m ic ,;'Qi 1.-1 
-------



Lu1 Miocllc fn, 

Address· 
Numbct $<rm 

Person (o be contacted in case of an emergency: 

Middle Fm 

Address· 
Number Su<e1 

Persoo to be contacted in case or an emergency: 

Address 

•ersoa to be contacted in case of an emergency:

Fim 

Address: 

Middle Finl 

Address: 
N..moa- Sired 

Penoa to be coatacted in case o( an emergency: 

t..s1 Middle , ... 

Addres.;: 
Nun,t,c, '"'"' 

-'ersoa to be caotac'(ed in casi.' of an emergeacy: 

Mxkll< 

Address 

5t.rr11c1u>!. Rdar.wnshio to d1d,j 
,, ------··-----•------ ' 

Relationship to child: 

All' f Sw, ZIP 

Relationship to child:

""". Swc Zll' 

Relationship to child: 

Relationship to child: 

Sw.c ZIP 

Relationship to child:

""'' Swc Zll' 

Relationship to cftild 

¼,I SUic ZCP 

Relationship to clµJd· 

Da!e 



* * *

Office of the 

Sh .. t u e ir ten ent of E uc tion

PLEASE TYPE OR PRINT 

AUTHORIZATION FOR CHILD'S EMERGENCY MEDICAL TREATMENT 

[f my child _________ _ ____ __ , born on __________ , becomes 
ill or involved in an accident and I cannot be contacted, I authorize the following hospital or physician to 
give the emergency medical treatment required: 

Hospital: 

Address: 

or: 

Physician: 
------------

M.D. Telephone No:
(Area Code) 

Address: 

I give permission to , located at 
_ __ _ _ _ _____ N_am_e-of-Fa-ci-lity-o,-C-nro-,o-ko,--------- -

-------------------------� 
to take my child for treatment. 

[ accept responsibility for any necessary expense incurred in the medical treatment of my child, which is 
not covered by the following: 

Health Insurance Company: 

Name of Policy Holder: Relationship to Child: 
-------

Policy Number: Coverage: 
----------

Medicaid Number: State: 0 DC O MD OVA 

Child's Known Allergies or Physical Conditions: 

Signature: Relationship to Child: 

Address: 

Telephone No. 
llu11l1 

Oatr; Updated. 

81(J F1rstStre1:t, r--1E, :.J.th floor, V/ashington, DC 2()002 
Phun1:;· 202. 72 7 1839 • Fa.< 202 727 8166 • www.osse.dc.gov 



* * *

C)ffice of the

State Su�)erintendent of E ucation 

PLEASE TYPE OR PRINT 

TRAVEL AND ACTIVITY AUTHORIZATION 

D Special I-time permission for this activity only D Blanket permission for all given activities 

I, __________________ ______ parent/guardian of 
Name of Parent/Guardian 

----------,--,----:-::-,-.,,..------------------'give my permission to 
Name of Child 

____________________________ for my child to participate in 
the following activities: 

Trips in the van/automobile (facility or parent -owned) 

Explain planned activity - where and when 

Field trips away from the facility 

Explain planned activity - where and when 

I understand that the facility will use the appropriate child restraint devises and abide by all District of Columbia 
safety rules when my child is transported in a vehicle. The facility will also notify me each time that my child is to 
participate in an activity that would involve transportation. 

In addition, if the facility has planned activities outside the fenced area of the facility, 
D I will allow my child to play outside the fenced area; or __ _ 
D f will not allow my child to play outside the fenced area. 

This authorization is valid from I I to I I 
--------- ---------

Parent/Guardian Signature Date Signed 

NOTE: Place on fiJe in child's folder/record 

810 First Str';i;t_ f'iE. 4th floor, Washington. DC 2000'.2 

hHJllt; LIJ�. 72 7 1 �>;1 • r-;:1,-,,, LU�� l,!, 7.� 166 • www.osse.dc.gov 



* * *

CONFIDENT/AL FORM- SIDE ONE Please review instructions on side two 

District of Columbia Oral Health (Dental Provider) Assessment Form 
Part l. Child's Personal Information 

t::mergency on ace: 

Race/Ethnicity- □ White Non Hispanic □ Black Non Hispanic □ Hispanic □ Asian or Pacific Islander □ Other _______ _ 

nma1y are rov1 er ( e ,ca 

Part 2, Child's Clinical Examination (to be completed by the Dental Provider) 

(Please use key to document all findings on line next to each tooth) 
Tooth# Tooth# Tooth # Tooth# 
I___ 17 A K 
2 18 B L 
3___ 19 C M 

4___ 20 D N 
5___ 21 E 0 
6___ 22 F P 
7___ 23 G Q 
8 24 H R 
9___ 25 I S 

10 26 J T 
11 27 
12 28 
13 29 
14 30 

15 31 
16 32 

nsurance □ one 

□ Other _____________ _ 

Date of Exam 
-- ------------

Key (Check Appropriate) 
S - Sealants

e Restoration
1D-One surface decay 
2D-Two surface decay 
3D-Three surface decay 

X - Missing teeth 

I �on-restorable/ Extraction 
UE- Unerupted Tooth 

4D-More than three surface decay 

Part 3. Clinical Findings and Recommendations (Please indicate in Finding column) 

Findings Comments 

I Gingival Inflammation y N 

1. Plaque and1or Calculus y N 

3. Abnormal Gmg1val Attachmems y N 

4, MalocclL1s1011 y N 

5. Other ( e.g. cleft lip/palate) 

Preventive services completed □ Yes □ No 

Part 4. Final Evaluation/Required Dental Provider Signatures 

This child has been n1mropria1cly examined. Trtmtment □ is co,nplelt:. □ is incomplete. Referred to
UU�IUIVIU :,;,gnarure I nmtivame I uare 

Aooress 

n10ne I �Ill( 

Part 5. Required Parent/Guardian Signatures 

Parent or Guardian Release of Health lnfo.-mation. 

I ']/1/e ,oerrmss1nn to !he s1gn,ng health 9xarmner nr facility lo share the health ,nformat,on 'Jn this form with my child's school r:h1/dcare camp, or Department of 
r/ea//11 

i-K11•1, NA !Vite ot parenr or guar'11an 

:,11,NA I UKe of parqnt r;r guarman I Uate 



** * 

Office of the 

St t Su erint - n ent of uc tion 

PLEASE TYPE OR PRINT 

Medication Authorization Form 

Pursuant to Title 29 of lhe District of Columbia Municipal Regulations (DCMR), Section 377. I: "No Child 
Development Facility may provide medicine or treatment, with the exception of emergency first aid, to any child, 

unless the Facility has obtained a writt,m medical order or prescription from the child's licensed health care 
practitioner and the written consent of the child's parent (s) or guardian (sJ." 

Pursuant w Title 29 of the District of Columbia Municipal Regulations (DCMR), Section 377.4; "The Facility shall 
maintain a medication log, on a form approved by the Director, on which the Facility shall record the date, time of 

day. medication, medication dosage, method of administration, and the name of the person administering the 
medication, each time any medication is administered to a child. " 

Part I: To be completed bv the parent/guardian and child's physician: 

l do hereby give permission to
Name of Facility 

below noted prescribed medication to my child 

to administer the 

born on 

Name of Medication Time/Frequency Dosaee Effective Dates 
From: 

To: 

From: 

To· 

Signature of Physit.:ian Date 

Signature of Parent/Guardian Date 

Part II: To be completed by the Center Director or designee: 

Name of Medication Date Time Given Reactions 

I 

I 
Pl.E.t\\[ RETAIN A COPY FOR YOUR FILE 

31 () Fir';r Str';et. l'-IE. L!th floor. 1/vashiniston. DC 20002 

h,u111; 21J2_7�7.idJ':1 • i,v �iJ.!..727.6i66 • www.osse.de. ov 

Staff 
Initials 

I 



CONFIDENT/AL FORM-SIDE ONE * ** PLEASE REVIEW INSTRUCTIONS ON SIDE TWO 

DISTRICT OF COLUMBIA CHILD HEAL TH CERTIFICATE 

oWorl, 

eep ,one o 

oWork 

e (rf a/her than DC) 

nmary are 

a Other __________ _ 

a I s ea P rt 2 Ch'ld' H Ith HI story, E xammat on &R ecommendatlons. H I h P ea t rovider: F orm must b f e ully completed. 
DATE OF HEAL TH EXAM: WT I □ LBS I HT I □ IN BP 

□ KG DCM -------

HEAL TH CONCERNS: REFERRED orTREATED HEAL TH CONCERNS: 
Dental-Oral Health □ None □ YES □ Referred □ Under Rx Language/Speech □ None
Asthma □ None □ YES □ Referred □ Under Rx Vision □ None 
Development □ None □ YES D Re'fef'fed □ Under Rx Hearing □ None 
Behavioral/Emotional □ None □ YES □ Referred □ Under Rx Nutrition □ None
Learning/Attention □ None □ YES □ Referred □ Under Rx Neurologic □ None
ANNUAL DENTIST VISIT: (Age 3 and older): Has the child seen a DentisUDental Provider within the last year? 

f•J1·"1
□ NML I HGB / HCT 
DAB NL (Required for Head Start) 

REFERRED or TREATED 
□ YES □ Referred □ Under Rx
□ YES □ Referred □ Under Rx
□ YES □ Referred □ Under Rx
DYES □ Referred □ Under Rx
□ YES □ Referred □ Under Rx
□ YES □ NO □ Referred

. . . . A. S1gnif1cant health history, cond1t1ons, communicable illness, or restrictions that may affect school, childcare, sports, or camp . 
□ NONE □ YES, please detail: 

B. Significant allergies or health conditions that may require emergency medical care at school, childcare, camp, or sports activity.
□ NONE □ YES, please detail. 

C Long-term Medications or special care requirements or accommodations. 
D NONE DYES, please detail: (Please spec1ly med1cat1011 dosage/t1me/adm1nistrat1on mstructions and common side effects 1fg1ven at school/child care) 

This child has been appropriately examined & health history reviewed. At time of exam, this child is in satisfactory health to participate in all 
school, camp or childcare activities except as noted above. ATHLETE IS CLEARED FOR COMPETITIVE SPORTS: □ YES □ NO 
Part 3: Immunization Information: (Please fill in or attach equivalent copy with provider si! nature and date) 

Diphtheria-Tetanus-Pertussis (< 7 yrs) - ·- •r ·  u ·- •r·• u,r= •r-, 

Diphtheria-Tetanus (UI </ yrs mus,""'",., "'""'""unJ (I a >r u,, ,u u,r,o ., u,t•o~ 
yrs) 

Hemophilus lnfluenzae B (HIB) o,p 

Hepatitis B (HBV) ,□v 

Polio -..u--v/tr 

Measles-Mumps-Rubella (MMR) ',11,lt'. 

'"~· 

n□VL 

v• l1r· •J 

..... ,-

,.,r YI �,j 

l't'..U:1+111!1,-, __ _ 

Maa,si,es;-2 

v ,.., ar---" 

U /IU -'I 

r,::umP5-_ __ 

Mumps-2. _ _  _ 

Varicella ,., V£.vL. 
□ Check if hx disease 
Disease date 

Influenza (not required) 
Pneumococcal conjuQate (PCV7) 
Other 

·~

u • 

f1,u•1. 

u •• 

Part 4 Tubercu osts & Lead Exposure Risk Assessment & Testing If PPD Positive: 

Ult"(U dt"' -;:, 

TB.EXPOSURE RISKS? D HIGH➔ PPD TEST DATE D NEGATIVE □ CXR NEGATIVE 
I 

Health Provider: ALL POSITIVE 
See reverse s,de for Instruc1,ons D LOW D POSITIVE □ CXR POSITIVE PPD tesls MUST BE Reported to 

□ TREATED TB Control 202-698-4040 

LEAD EXPOSURE RISKS? 
See reverse side for instructions 

DYES➔ 
□ NO 

LEAD TEST DATE: RESULT: Heall.II Provider: fil lead IBYl!IS MUST BE Reported to DC D11"S10'1 of 

Lead Poisoning Prevenllon Fax 202-535-1398 

Part 5: Re u1red Provider Certification and SI nature 

Age-Appropriate Health Screening Requirements Performed Within Current Year □ YES D NO 
If NO, please explain 

Medical Exemption From Immunization: I hereby certify that the student named above was not immunized against (disease) _ _ _ _ _ __ _ 
because reason If a licable, attach serol ,cal test results , Date Exem lion Ex ,res: 

one 

Part 6: Re uired Parental/Guardian SI natures. Release of Health Information 
I give permission to the signing health examiner/facility to share the health information on this form with my child's school, childcare, camp, or DOH 

ae 

Top Copy - School Nurse 2nd Copy - School 3rd Copy - Parent 5/17/04 





Signature 
GAP COMMUNITY CHILD CARE CENTER 

3636 Jt'' Street, N.W.A-131
Washington, D.C. 20010 

202-462-3636

202-462-5942 Fax

Date 

PERMISSION TO REQUEST AND WAIVER OF LIABILITY 

I, hereby give permission for my child 
----- ----------- --

to accompany GAP, Inc., the GAP Community Child Care Center, on field trips and 
hereby authorize GAP Inc., the GAP Community Child Care Center it's agents assigns 
employees or other person acting under it's directions or authority to arrange for medical 
or surgical care for my child an any emergency which may occur during the field trip to 
and from enduring the time my child is on the trip if they are unable to reach me by 
telephone. 

I, __________ _ _ _______ hereby release discharge and 
agree to hold harmless GAP Inc., the GAP Community Child Care Center it's agents 
assigns employees and all persons acting under it's directions or authority or in it's behalf 
for any or all claims, demands or liabilities arising out or in connection of the field trip. 

Date Signature of Parent/Guardian 

I, __________________ give GAP Inc., my permission to
have my child's picture taken by legitimate newspaper and/or magazine i.e. The 
Washington Post, The Washington Times, Newsweek, Time Magazine, Howard 
University Community News and similar paper and magazines including mayor 
television channels including cable. 

I, give GAP Inc., my permission to have my child's picture(s) shown on GAP's webpage, 
GAP's brochure, GAP's calendar, or any marketing or advertisement done by GAP Inc. 

Date Signature of Parent/Guardian 



G.'\P Community Childcare Center 

3636 l6
th

StNWAl3I 

Wa,:;hwgton DC 20010 

202-462-3636

202-462-5942 fax

Emergency Numbers 

Name of Mother: 
-----------------

Horne Number: 
---- -------------

Work Number: 
-----------------

Cell Number: 
------------------

Name of Fath.er: 
-----------------

Home Number: 

Work Number: 

Cell Number: 
------------------

lmportant Numbers 



GAP Community Childcare c�nter 
3636 161l, Street NvV A!J I 

Washington DC 200 I 0 
(202) 462-3636 (p)
(202) 462-5942 (t)

P:II"�nt' s H,rndbook 

I, ___________________ have received and understand the 
Parent's Handbook of th� GAP Community Child Care 
Center. 

Parent's Signature Date 
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