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REGISTRATION RECORD FOR CHILD RECEIVING CARE AWAY FROM HOME

Child: Sex:l |Male| |Female

Last First M
Date of Birth: Home #: Language Spoken At Home
— e ———— RS
Home Address:
Number Street Apt # State ZIP
t'ather: Home #
Lasl First Rl Business #
Home Address:
Number Street Apt ¥ State ZIP
Business Address:
Number Street Apt # State ZIP
Mother: Home #
Last First (78 BusineSS #
Home Address:
Number Street Apt # State ZP
Business Address:
Number Street Apt # State FATS
Relative or Guardian: Home #
Last First ML BUSil’leSS #
Home Address:
Number Street Apt # State ZP
Business Address:
Number Street Apl # State ZIP

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

Relationship to child:

Last First v

Address;

Number Street Apt 4 State pALS Phone #

Designated individual authorized to receive child at end of session:

— Last o First (7N}
Last First v ==
Last First [N
Relationship to child: Date:

Signature:

TO BE COMPLETED &Y THE FAC{LITY

Daie of Admission:

Date of Withdrawaf: Reason:

810 First Street, NE. 4th floor, Washington, DC 20002
Phioge: 207727 1839 o Fquo 202 777 8:66 ¢ www.osse.dc.gov
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Phone Number:

Lan Muddic Fuwm
Address:
Number Steet Apt ¢ Swie i
Relationship to child
Designated individual suthorized to receive child at end of sessioa:
Phone Number:
Lan Middlc Fim
Address: '
Nurmber Suoct Apt # Swic up
Relationship to child
Designated individual authacized to receive child at ead of session
Phone Number:
Last Middie Fum
Address:
Number Suoet Apt # State Fiid
Relationship to child:
Designated individual authorized to receive child at end of sessioa:
Phone Number:
lan Muddie Fim
Address:
Number Sureet ApL ¥ Swie o
Relationship to child:
Designated individual authorized to receive child at ead of session:
: Ptione Number:
e Muiddle Fust
Address
Vumon uao Apr v swte w
Relationship to child
Desigaated individual authocized to receive child at ead of session:
Phone Number:
Lan Middte Tust
Address
Number Suset Apt ¥V Staze 2Ip
Relagonship 1o child
Designated individual authorized to receive child at ead of session:
3 Phoae Number
1ar Vadle Firm
Aderess iy
Mrammies Surexa Apt 4 S up

Ralanonsnio o ctalkd

€ 2@aronsnip o ctuld

Drate

MZuATure.



Relationship to child:

—_—
Tan Muddle Fam
Address- — =t —————

Person (0 be contacted in case of an emergency:

Relationship to child:

Lant Middle Fim
Address-

Number Sacet Apu W Sute (41

Person to be contacted in case of an emergency:

Relationship to child:

Address

= Sacer Apt ¥ Staie o

’ersoan to be contacted in case of an emergency:

Relationship to child:
Lant Middle Fim B
Address: -
Number Saem Apt ¥ State wr
Relationship to child:
Len Middlc Fim
Address:
Numbo Strect Apy ¥ Swzc 2P

Persoa to be coatacted in case of an emergeacy:

Address:

Numba ea

*ersoa to be coatactad in case of an emergeacy:

Refationship to child:

L Modddle £

Address

dersan tn be conracied jn cass of ag amargagey

O L celanoaship W caild
Lao Yelrelilbe Tant

Adidrass

SesAdare, ) Relancuship to ctuid Date
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PLEASE TYPE OR PRINT

AUTHORIZATION FOR CHILD’S EMERGENCY MEDICAL TREATMENT

, born on , becomes

[f my child
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:

, located at

I give permission to

Name of Facl ityrCars k o1

. totake 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 [nsurance Company:

Name of Policy Holder: Relationship to Child: )
Policy Numbei: Coverage:
Medicaid Number: State: DC MD VA

Child’s Known Allergies or Physical Conditions:

Relationship to Child:

Signature:

Address:

Telephone Mo

T Pager Cell Phiune

o Buslitesy

Date Updated

Date

Moo Dav Y o

MoanthDuy oz

810 Fuest Street, NE, 4th floor, Washington, OC 20002
Phone 202,727 1839 o Fax 202727 8166 o www.osse.dc.gov
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PLEASE TYPE OR PRINT

TRAVEL AND ACTIVITY AUTHORIZATION

|:| Special 1-time permission for this activity only |:| Blanket permission tor all given activities

parent/guardian of

give my permission to

Narme 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

[ understand that ihe 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 ftacility will also notify me each time that my child is to

participate in an activity that would involve transportation.

[n addition, if the facility has planned activities outside the fenced area of the facility,

[] I will allow my child to play outside the fenced area; or
[] [ will not allow my child to play outside the fenced area.

to / /_

This authorization is valid from / /

Parent/Guardian Signature Date Signed

NOTE: Place on file in chiid’s folder/record

810 First Steset, ME. dth floor, Washington, DC 20002

Frnone 202727 (837 o Fax. 202 7278166  www.osse.dc.gev



CONFIDENTIAL FORM- SIDE ONE

w* K *
—-I Please review instructions on side two

District of Columbia Oral Health (Dental Provider) Assessment Form

Part 1. Child’s Personal Information

Child’s Last Name Chiid’s First & Middle Name Date of Birth Gender:! scnool or Child Care iacility. —
(v

Fareni/Guardian Name TelephoneT. || Home |_|Cell'|_|Woric ome Address: Ward—

E£mergency {Jon@cr relephoneZ: | _| Home |_|Cell | |Won; City/State (ir other than D.C.) Zip code’ —

edical

Other

Fnmary (are (roviger (\@dcaj): Dentist/Dental Provider:

Race/Ethnicity [_White Non Hispanic |_] Black Non Hispanic [ _]Hispanic |_]Asian or Pacific Islander [_]Other

Fivate fasurance | _[Nome——

f B
ini inati -ovi Date of Exam

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)

X - Missing teeth

‘ INon-restorable/ Extraction
UE- Unerupted Tooth

Tooth # Tooth # Tooth # Tooth #
1 17 [ A [ K O
2 18 [ B L Key (Check Appropriate)
3 19 [ C M S - Sealants
4[] 20 D N
2 21 E g @ Restoration
22 ¥ ===51 I P 1D-One surface decay
7 23 G Q 2
8 24 H L R D-Two surface decay
g 35 T I — S 3D-Three surface decay
10 C] 26 1 T 4D-More than three surface decay
- [ 27 T _”
12 28
13 29 ]
14 30 [ ]
15 31 [ ]
16 32

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

l Findings Comments
| I Gingival Inflammation Y Nl:l
2. Plaque andsor Calculus Y| N
- Abrorral Ginglval A v
4. Malocclusion Y- NL )
5. Other (e.g. clett l1p/palate) I ]
Preventive services completed D Yes I:l No

Part 4. Final Evaluation/Required Deatal Provider Signatures

This child has been appropriately examined. Treatment|[ |is complete. |_lis incomplete. Referred to

“Date

CDUSrowro Signature I—Pnnnvame—

Address

| rnone | FOx

Part 5. Required Parent/Guardian Signatures

Parent or Guardian Release of Health Informatian.

I give perrission 10 the signing healith 2xariner or facility to share the health information on ihis form with my child’s school childcare camp, or Department of

.

i Hlealth
| TPRINT NATIE G arent or quariian

~Dare

l‘ SIGNATURE OF parent 9r Quardian
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PLEASE TYPE OR PRINT

Medication Authorization Form

Pursuant to Title 29 of the District of Columbia Municipal Regulations (DCMR), Section 377.1; “"No Child
Development Facility may provide medicine or treatment, with the exception of emergency first aid, to any child,
unless the Facility has obtained o written medical order or prescription from the child's licensed health care

practitioner and the written consent of the child's parent (s) or guardian (s)."

Pursuant 10 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 adminisiration, 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:

[ do hereby give permission to

Name of Facility

below noted prescribed medication to my child

to administer the

bom on

Name of Medication Time/Frequency Dosage | Effective Dates
From: —
To:
From:
To
Signature of Physician Date
Signature of Parent/Guardian Date
Part I1: To be completed by the Center Director or designee:
Name of Medication Date Time Given Reactions Staff
Initials

i

PLEASE RETAIN A COPY FOR YOUR FILE

310 First Steeer, tE. 4th floor, Washington, DC 20002

Prone 202.727.083% e tas 2027278166 o www.osse.dc.gov
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* PLEASE REVIEW INSTRUCTIONS ON SIDE TWO

CONFIDENTIAL FORM-SIDE ONE

DISTRICT OF COLUMBIA CHILD HEALTH CERTIFICATE

Part 1: Child’s Personal Information Parent/Guardian: Please complete Part 1 clearly and completely & sign Part 6 below.
rCﬁrTaS‘ Tastvanme Was Firs ddie Name Date of Birth Gender a micity ife Won Hispanic acik Non Hispaiic

O~ OF O+ispamc [QAsian or Pacific Istander [JOther
Parent or Guardian Name TelepnoneT [ JHome [JTell | Home Address Ward
Owork
" Emergency Contact Telephonez [Jrome [JCel Cily7State (f other than O C ) Zipco
Owork
School or child care Taciity O™edicard [OPnvate Tnsurance [JNone Frinary Uare Frovider [PCP]
[ Other PR
Part 2: Child’s Health History, Examination & Recommendations. Health Provider: Form must be fully completed.
DATE OF HEALTH EXAM WT OLBS | HT OIN BP- FNONML | HGB/HCT
D KG D cM / CABNL (Required for Head Start)
HEALTH CONCERNS: REFERRED or TREATED HEALTH CONCERNS: REFERRED or TREATED
Dental-Oral Health [INone | (JYES | [JReferred []Under Rx Language/Speech [ONone |[JYES | [JReferred [JUnder Rx
Asthma [INone | [JYES | [JReferred [JUnder Rx Vision [ONone | [JYES | [JReferred [JUnder Rx
Development [INone | CJYES | [JReferred [JUnder Rx Hearing CNone | JYES | [JReferred [JUnder Rx
Behavioral/Emotional | [JNone | [JYES | [JReferred []JUnder Rx Nutrition [ONone | (JYES | [JReferred [JUnder Rx i
Learning/Attention [ONone | [JYES | [JReferred []Under Rx Neurologic [INone | [JYES | [JReferred [JUnder Rx

ANNUAL DENTIST VISIT: (Age 3 and older): Has the child seen a Dentist/Dental Provider within the last year? []YES NO []Referred
A_ Significant health history, conditions, communicable iliness, or restrictions that may affect school, childcare, sports, or camp.
[0 NONE [ YES, please detail:

B. Significant allergies or health conditions that may require emergency medical care at school, childcare, camp, or sports activity
CONONE O YES, please detail.

C. Long-term Medications or special care requirements or accommodations.
CINONE O YES, please detail: (Please specify medication dosage/time/administration mstructions and common side effects 1f given 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: O YES O NO

Part 3. Immunization Information: (Please fill in or attach equivalent copy with provider signature and date)
Diphtheria-Tetanus-Pertussis (< 7 yrs) cre il i ekl SR
Diphtheria-Tetanus DT 27 yrs nst nave Pexempuen) (1T >7 DITTa T OIoT DAL DITGE] eSS
vrSP
Hemophilus Influenzae B (HIB) TIET Foe o T
Hepatitis B (HBV) = e ik
PO“O TUEg- ¥ Y. UPVIPY-3 e 1
TARART 4T (s Naaziet: 7 Teamp=1 T
Measles-Mumps-Rubella (MMR) . el
Varicelia K ez [JCheck if hx disease
Di date - .
Influenza (not requireg) - = i & o
Pneumococcal conjugate (PCV7) i RERIE o v
Other
Part 4: Tuberculosis & Lead Exposure Risk Assessment & Testing If PPD Positive: )
9
TB EXPOSURE RISKS? CIHIGH>S PPD TEST DATE INEGATIVE CXR NEGATIVE Health Pravider; ALL POSITIVE
See reverse side for instructions CXR POSITIVE PPD tests MUST BE Reported to
[JLow [OPOSITIVE TREATED TB Control 202-698-4040
LEAD EXPOSURE RISKS? | IYES> LEAD TEST DATE: RESULT: Health Provider: ALL l¢ed levels MUST BE Reponed to DC Division of
See reverse side for Instruclions NO Lead Paisoning Prevention Fax 202-535-1398

Part 5: Required Provider Certification and Signa(ure
Age-Appropriate Health Screening Requirements Perforied Within Current Year [_|YES [_|NO
#f NO, please explain

Medical Exemption From Immunization: | hereby certify that the student named above was notimmunized against (di )
because (reason) (If applicable, attach serological test results).  Date Exemption Expires:
Print Name MD/NP Signature Date

AGUTGSS I Phone I Fax

Part 6: Required Parental/Guardian Signatures. (Release of Health Information) _
| 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

|U§ie

PRINT NAME SIGNATURE

Top Copy - School Nurse 2nd Copy - School 3rd Copy - Parent 5/17/104



INSTRUCTIONS FOR USE-SIDE TWO DISTRICT OF COLUMBIA CHILD HEALTH CERTIFICATE

This form replaces all forms dated before February 25, 2004, used for entry into DC Schools

Exception: It cannot be used to replace EPSDT forms or the Department of Health Oral Health Assessment Form. formally the Dental Appraisal Form This form was
developed by the DC Department of Health and follows Amencan Academy Of Pediatrics (AAP) Guidelines For Child And Adolescent Health Care Birth to 21 Years Of
Age This form is a confidential document. Confidentiality is adherent to The Heaith Insurance Portability and Accountability Act of 1996 (HIPAA) for the health

providers, and The Family Educational Rights and Privacy Act (FERPA) for the DC Schools and other providers.

General Instructions: Please use black ball point pen when completing this form

Part 1: Child’s personal information:
Parent or Guardian: Please check the box that best fits the description of the child's race or ethnicity. Please indicate the ward of your home address. List primary care

provider and type of health insurance coverage If child has no provider or 1s uninsured, then please write “None” in each box. This form will not be complete

without parent or guardian signature in Part 5.

Part 2: Child’s health history, Examination & Recommendations: To be completed by the health care provider. Please mark all relevant boxes.

. Date of complete health exam All children MUST have a physical examination by a physician or certified nurse practitioner as per the AAP Guidelines.
The date entered here must indicate that the child 1s in compliance with these requirements outlined in DC Law 6-66

. WT: Child's weight in either pounds (LBS) or kilograms (KG) HT: Child’s height in either inches (IN) or centimeters (CM)

. BP: If child is three years of age or older, write the blood pressure value in the box and check if normal or abnormal. If abnormal please provide
explanation and resolution in part 2 section “A.”

. HGB/HCT: Hemoglobin (HGB) or Hematocrit (HCT) is required For Head Start children. Anemia screen is recommended for menstruating adolescents
based on AAP guidelines. Please record level and indicate by circling HGB or HCT

. HEALTH CONCERNS: The health care provider must perform the following health screens dental-oral health, asthma, development,
behavioral/femotional, learning/attention, language/speech, vision, hearing, nutrition, and “neurologic disorders that may require special health care
needs " For any of the health screens where there are “HEALTH CONCERNS," the health care provider must check the box indicating that the proper
referral has been made or the child is currently being treated (Rx) for the concern. IF there are NO "HEALTH CONCERNS" then please mark the ‘None’
Box in each screen area. SPECIAL NOTE: ‘Dental-Oral Health’ refers to the screening done by a primary care provider. This does not replace a comprehensive
oral examination provided by a dentist. For children age three and older the health care provider must also indicate whether dentist has screened or examined the
child within the last 12 months. If no, child should be referred to dentist.

A. Please note any significant health history, conditions, communicable illness, or restrictions that may affect the activity or program OR mark ‘NONE'.

B. Please note any significant allergies or health conditions that may require emergency medical care at the activity or program OR mark ‘NONE’

C Please note any long-term medications or special care requirements or accommodations OR mark ‘NONE’. {For medications that require administration at activity or

program, please specify dosage/ timing / administration instructions and common side effects of each medication)

Athlete is cleared for competitive sports based on the assessment in the AAP Prepariicination Physical Evaluation 2° Ed (1997): Check YES or NO. This will cover

patient for ALL YEARLY PHYSICALS for competitive sports

Part 3: Immunization Information:

All areas of this section must be completed or an equivalent form attached with the physician's or health care provider's signature.

As required by D.C. Law 3-20, “i/mmunization of School Students Act of 1979" and DCMR Title 22, Chapter 1 (revised 03/21/97), the following immunizations are required. Medical exemptions

from iImmunizations may be granted for valid reasons with proper documentation and certified and signed by the health care provider in Part §

DOH Immunization Program: 202-5376-7130

Sumnmary of REQUIRED Cumulative Number of Doses of Vaccine for PRESCHOOL aged chitdren® Doses Must Be Appropnately Spaced and Given at Appropriate Age
Age of Child DTaP/DTP/DT/Td* Polio? Hib* Hepatins B Pneumoccal’ MNIR” Varicella”

Leass than 2 Months 0 1] 0 0 0 0 0

2-3 Months I | | | ] 0 0

-5 Months 2 2 2 P2 2 Y 0

6-1 | Months 3 3 3 ) 3 0 0

12-17 imonths D ] Jord 3 4 i ]

{8-64 Months 4 3 Sord = 4 1 ]
L = 2 = et e L T PR P . S e e T - == —

Summary of REQUIRED Cumulitive Number of Doses of Vaceme for Cluldren in GRADES KINDERGARTEN - 12 Dozes Musi Be . \lnpl I m_h Spaced ||||d Jiven al Appropriate Aue
Grade Level DTaP/DTP/DT Td?

Grade 1 Ungraded Polio* Hib' Hepatins B MMR? Varicella®

Kindergarten (3 years) 02 4 Not reyuired 3 2 |

Grades | & 2 16-7 vears) 5 i Nol required 3 p |

Citades 3- 5 {810 yeurs) 3 doses or_ >3 doses I'd 4 Nol regured 3 2 i

Giades 6 - 12 (L1 + yis) 5 doses or -3 doses Td plus | Td booster 1f 10 4 Nol required 3 2 ~13 yrs = | dose

years since last dose > 13 yrs = 2 doses
W ielgmons exanpoois st e sul to e school Pramcrpal & st be ascompuaed Ty o sied 10 i Ty or ki, CTuld G and Tlead Suw cluldnen must obem exemptions frovn child e of Fead Sar Tinscio

‘DTaP/DTP/DT/Td 3 doses of DTaP/DTP are requited tor school entry unless the fourth dose 1s iven on or after the 4™ birthday Three (3) doses of Td required 1f primary senes started after 7" birthday  Td booster required

every 10 yeais
"Polio  Four doses are required tor school entry. unless the third dose of an all-IPV or all-OPV schedule 1s given on o1 atter the 4™ birthday n which case only 3 doses are needed However, if the sequentiat or mixed IPV/OPY

schedule was used. four doses are always required o complete the primary series  Polio not routinely requured for students > 18 years of age
‘Hib  The number of primary doses 15 deternned by vaccine product and age the senes begins  The last dose of Hib must be adnimistered on o1 after 12 months of age, however, if onty one (1) dose 1s given, 1t must be administered

onor after 15 months ot age  The vaccine is not required for students S years of age and older
*MNIR  Second dose required at 4 years of age  Frrst dose must be grven on or after the first binhday  Second dose may be given one month afler the first dose  MMIR and vancella must be given on the same day or separated by at

least one month
“Vangella The vancella vaccine is not required for a student who has a rehable history of disease  One dose is required for studenis |2 years old or younger at the nme of vacemanon  [fstudents 1s >13 years of age at nme of

yacain aton, 2 doses are requied  MIMR and varicella must be given on the same day or at least one month apart
| Vaceine Recc fed for all chidren age 2 1o 23 months  The number of primary doses 1s determined by age senes begins  The final dose in the senes should be iven atage » 12 months  11s also

recomimended for certain children age 24 1o 59 months

Part 4: Tuberculosis & Lead Exposure Risk Assessment & Testing:

*__TUBERCULOSIS EXPOSURE RISKS? Please assess risk of ALL patients for Exposure to Tuberculosis as defined by the AAP Tuberculin Skin Test
Recommendations for Infants, Children and Adolescents in the 2003 AAP RED BOOK page 646 Current DC regulations require ONE PPD (Purified Protein
Dernvative) Test for all children entering child care or school, whichever comes first. PPD Test is also required for all children who are assessed as HIGH RISK OF
EXPOSURE. Please note date of test and mark outcome of test (negative or positive) IF PPD IS POSITIVE, then mark outcome of chest X-Ray (CXR) and if child was
treated ALL POSITIVE PPD tests MUST BE Reported to DC T.B. Control at 202-698-4040.

* LEAD EXPOSURE RISKS? Please assess risk of ALL patients for exposure to lead using the AAP Statement * Screening for Elevated Blood Lead Levels” (1998)
All children require a lead test between 9 and 12 months of age and again at 24 months of age  All children between 26 months and 6 years who have not had a lead
test require at least ONE documented lead test unless assessed as HIGH RISK OF EXPOSURE Please document "Date” of most recent test and “Result” Please
indicate If “Pending” "Pending” results will be valid for two months from date of testing and will NOT exclude child from activity or program ALL lead tests must
be reported to DC Lead Poisoning Prevention by Fax: at 202-535-1398.

Part 5: Required Provider Certification and Signature
All information will be kept confidential A physician or nurse practitioner must complete this part By checking the yes box the provider certifies that the child has

received age-appropriate screenings according to AAP and EPSDT guidelines within the current year [f no i1s checked please explain reason in space provided
Part 6: Required Parental/Guardian Signatures. (Release of Health Information)
The parent or guardian must print, sign, and date this Part. By signing this section the parent or guardian gives permission to the health examiner or facility to
share the health information on this form with the child’s school, childcare, camp, DOH, or the entity requesting this document
Forms are available online at www.dchealth.de.gov

*




Signature Date
GAP COMMUNITY CHILD CARE CENTER
3636 16™ Street, N.W.A-131
Washington, D.C. 20010
202-462-3636
202-462-5942 Fax

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



GAP Community Childcare Center
3636 16" SLNW A3
Washington DC 20010
202-462-3636

202-462-5942 tax

Emergency Numbers

Name of Mother:

Home Number: .

Work Number:

Cell Number:

Name of Father:

Home Number:

Work Number:

Cell Number:

[mportant Numbers




GAP Community Childcare Center
3636 16" Street NW A131
Washington DC 20010
(202) 462-3636 (p)

(202) 462-5942 (f)

Parent’s Handbnok

I have received and understand the
Parent’s Handbook of the GAP Community Child Care
Center.

Parent’s Signature Date
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