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Start Date: Drop Date:

Center: (circle) CV HP PCLC LELC AELC - Employer  Drop-In Care
Program: Full Day PCLC (PCLC Parent Grade )
Last First Middle
Sex Birth date Social Security Number
Ethnicity: (check one): Race: (check all that apply)

Hispanic or Latino American Indian or Alaskan Native

Not Hispanic or Latino Asian

Black or African American
White or Caucasian
Native Hawaiian or Pacific Islander

__ Other (please specify)
Child=s Days of Attendance: M T W T F General Hours of Attendance am to pm
Parent (or Responsible Party ) Relationship to child:
Last First Birth date Social Security Number
Address City Zip Code Home phone #
Employer Position Work phone #
Work Days (circley M T W T F  Work Hours: email address
Spouse=s Information (Or Parent/Guardian) Relationship to child:
Last First Birth date Social Security Number
Address City Zip Code Home Phone #
Employer Position Work Phone #
Work Days (circle)y M T W T F  Work Hours: email address

Household: (circle one) Single parent Two parents  Foster Parent(s) Grandparent(s)

# in Household: 501 School District (check)

Total Annual Household Income: (check)
Less than $15,000 $24,000 - $37,999 $50,000 - $74,999
$15,000 - $23,999 $38,000 - $50,000 More than $75,000

Continued

Payment: ___ Full Fee ___ Scholarship ___TDC Empl. ___DCF(Case Worker Name )




Persons authorized to pick up the child or to notify in case of emergency. Include name, address,
relationship and telephone number.

Name Address & Zip Code Relationship Phone #
Name Address & Zip Code Relationship Phone #
Name Address & Zip Code Relationship Phone #
Name Address & Zip Code Relationship Phone #

I hereby certify the information I have provided TDC Learning Centers, Inc. is true and correct to
the best of my knowledge.

Signature Date

The Parent Handbook is available online Initial here

Enrollment form Revised April 2017

In accordance with Federal law, the childcare provider does not discriminate on the basis of sex, race, color,
religion, national origin or disability with respect to enrollment of children or employment of staff. With respect
to disability, both the child and adult must be capable of functioning meaningfully within the center and without
harming themselves or others.



CCL 010 Kansas Department of Health and Environment
Rev. 3/2017 Bureau of Family Health
1000 SW Jackson, Suite 200
Topeka, KS 66612-1274
Child Care Program: (785) 296 -1270 Fax: (785) 559-4244
Website: www.kdheks.gov/kidsnet

AUTHORIZATION FOR EMERGENCY MEDICAL CARE

Written permission for emergency medical treatment must be on file at the facility. Consult with the local emergency medical
facility to be sure this form is acceptable. Reference K.A.R. 28-4-127(b)(1)(A). School Age Programs reference K.A.R. 28-4-
582(e)(2).

Name of facility exactly as stated on the license. License #

| hereby authorize TDC Learning Centers Staff and Substitutes
Little Explorers Staff and Substitutes

(Name of individual/staff member) and/or

(Name of individual/staff member) who is (are) representative(s) of the

above named facility to give consent for any and all necessary emergency medical care for my child or youth

(First and Last Name of Child or Youth) while said child or youth is in said facility’s

custody between the dates of 11/01/2018 and 10/31/2019
MM/DD/YYYY MM/DD/YYYY
Signature of Parent or Guardian Date Signed
Witness to Parent’s or Guardian’s signature if required by the local hospital or clinic. Date Signed

Notarization of Parent’s or Guardian’s signature if required by local hospital or clinic.

State of Kansas
County of

Signed or attested before me on by
MM/DD/YYYY Name of Person

(Seal, if any.)

Signature of notarial officer
This Section does NOT need to be Notarized

Title (and Rank)
My appointment expires:

List any known allergies or other information about the medical status of this child or youth pertinent in case of emergency:

Is child covered by health insurance? O Yes [ No
If yes, complete the following:
Health Insurance Policy Name Policy Number

Medical Assistance Program Card Number

Military Medical Care 1.D. Number

If known, date of last Tetanus inoculation:

THE MEDICAL RECORD/ASSESSMENT FORM (OR HEALTH STATUS HISTORY FORM FOR SCHOOL AGE PROGRAMS) AND THE
AUTHORIZATION FOR EMERGENCY MEDICAL CARE MUST BE TAKEN TO THE EMERGENCY ROOM. BOTH FORMS MUST ALSO
BE IN A VEHICLE WHEN THE CHILD OR YOUTH IS TRANSPORTED BY THE FACILITY.



CCL. 029
Rev. 3/2018

Kansas Department of Health and Environment
Bureau of Family Health

Child Care Licensing Program

1000 SW Jackson, Suite 200

Topeka, KS 66612-1274

Phone (785) 296-1270 Fax (785) 559-4244

Website: www.kdheks.gov/kidsnet

Kansas

Depacmenit of Health
and et

MEDICAL RECORD FOR ALL CHILDREN IN CHILD CARE FACILITIES,
INCLUDING PROVIDER’S OWN CHILDREN

Parents are to complete the Medical Record and the History of Immunizations for each child in licensed child care
facilities. The Medical Record, History of Immunizations, and Child Health Assessment are transferable when the child

moves to another licensed child care facility.

Child’s First Day in Child Care

Child’s Name

First Last
Parent/Guardian Information

Name

Home Address

Street City Zip Code
Home Phone Number
Work Address

Street City Zip Code

Work Phone Number

Cell Phone Number

E-mail Address

Best way to contact

Names and ages of children in family

Name of Child Care Facility

Date of Birth Gender
MM/DD/YYYY M/F
Parent/Guardian Information
Name
Home Address
Street City Zip Code
Home Phone Number
Work Address
Street City Zip Code

Work Phone Number

Cell Phone Number

E-mail Address

Best way to contact

Persons authorized to pick up the child or to notify in case of emergency. Include name, address, and telephone number.

Attach an additional page, if necessary.

Child’s Physician

Child’s Dentist

Hospital Preference (for emergencies)

Phone Number

Phone Number

Has your physician approved the use of any non-prescription medications for your child such as acetaminophen, cough

syrup, or ointments that can be given by the child care provider?

No Yes, as follows:

Does your child have any of the following conditions (yes or no)? If yes, provide information on Authorization for

Emergency Medical Care form CCL. 010.
Allergies
Asthma

Other

Frequent sore throats/colds
Speech, Visual, Hearing

Ear Aches
Diabetes

Epilepsy/Seizures

If yes answered to any above, please provide additional information

Have there been major changes at home that might affect your child in care?

No Yes, as follows:

Please provide additional information or special instructions that will help the person caring for your child.

Parent/Guardian Signature:

Date:




History of Immunizations

Required for all children in child care facilities, including the provider’s own children. A Kansas Certificate of
Immunizations (KCI) may be substituted for this form and attached to the completed Medical Record.

Child’'s Name: Date of Birth:
First Last MM/DD/YYYY

Section I. For a recommended schedule of immunizations, refer to the current schedule published by the
Advisory Committee on Immunization Practices (ACIP).

Vaccine Record the Month. Day and Year that each Dose of Vaccine was Received

15t znd 3rd 4th 5th 6th

Diphtheria, Tetanus, Pertussis
(DTaP)

Poliomyelitis (IPV/OPV)

Measles, Mumps, Rubella (MMR)
Hepatitis B (HepB)

Hx of Disease: Date of Iliness:
Varicella (VAR) Physician Signature

Hemophilus Influenzae Type B (Hib)

Pneumococcal Conjugate (PCV)

Hepatitis A (HepA)

Rotavirus **Recommended <8 mo of
age; not required

Influenza(Flu) ** Recommended
annually >6 mo of age; not required

Section II.
Complete this section only if your child is exempted from the law requiring immunizations [K.S.A. 65-508(d)].

The following two options are the ONLY exemptions allowed by law. Please check either (A) or (B) below and
complete as required:

[J (A) Certification from licensed physician stating that immunization would endanger child’s life:
Exempt from following immunizations:

DTaP/DT Tdap/TD Pertussis Only Polio MMR HepA HepB Hib
PCV Varicella Other

Physician’s Signature (required): Date:

] (B) My child is exempt under the law from immunizations. As the Parent or Legal Guardian, I state
that I am an adherent of a religious denomination whose teachings are opposed to immunizations.

Section III.

Parent/Guardian Signature: Date:




CCL. 029a
Rev. 3/2017
Child Health Assessment

The Child Health Assessment form is to be completed and signed by a nurse approved by KDHE to perform Child Health
Assessments or a Licensed Physician. If a Physician Assistant (PA) completes the Child Health Assessment, the signature
of the Licensed Physician authorizing the PA is to be included at the bottom of this form.

A Child Health Assessment, recorded on a KDHE Form or other acceptable Forms mentioned below, is required for all
children including children of the provider or staff in Licensed Day Care Homes, Group Day Care Homes, Child Care
Centers and Preschools. A Kan-Be-Healthy Assessment Form is a KDHE Form and is acceptable, a Physician Health
Assessment Form is acceptable, and a School Health Assessment Form is acceptable for school-age children or youth.
The Health Assessment Form used should be attached to the KDHE Medical Record Form (CCL. 029).

Child’'s Name Date of Birth
First Last

Health history and medical information pertinent to routine child care and emergencies Do you see this child for regular
(describe, if any): health supervision:

[1 None [] VYes [1 No
Allergies to food or medicine (describe, if any):

[ None
List current medications (if any):
[0 None

Length/Height: IN/CM  9%ILE Weight: LB/KG 9%lILE
Physical Examination v' If Normal If Abnormal - Comments

Head/Ears/Eyes/Nose/Throat
Teeth

Cardio/Respiratory
Abdomen/GI
Genitalia/Breasts
Extremities/Joints/Back/Chest
Skin/Lymph Nodes

Neurologic & Developmental

Screening Tests Screening Date | Note Here if Results are Pending or Abnormal
Lead

Anemia (HGB/HCT)
Urinalysis (UA)

Hearing

Vision

Health Problems or Special Needs, Recommended Treatment/Medications/Special Care (Attach additional sheets if necessary)

[ None

Signature of Licensed Physician or Nurse approved for Child Health Assessments Date

Print the Name of the Individual Signing Above Phone Number
Address City Zip Code




Child Abuse and Neglect Reporting Policy

All employees of TDC Learning Center, Inc. are State Mandated Reporters and are required to
report any suspicion or knowledge of child abuse and/or neglect.

Procedures and Practices, including responsible person(s):

All observations or suspicions of child abuse or neglect will be immediately reported to the
Child/Adult Abuse Kansas Protection Report Center: 1-800-922-5330, no matter where the
abuse might have occurred. Staff should notify their Center Director that a report has been
made. Center Directors are responsible to ensure that the Executive Director is notified
immediately when a report has been made.

All staff involved in the reported incident will follow the direction of SRS regarding completion
of written reports. If the parent or legal guardian of the child is suspected of abuse, staff will
follow the guidance of Child Protective Services regarding notification of the child’s parent or
legal guardian. Reporters of suspected child abuse will not be discharged for making a report,
unless it is proven that a false report was knowingly made.

Signs of suspected child abuse or neglect will be recorded on the Suspected Abuse/ Neglect

Report Form, which will be kept in a confidential file located in the Center file, Central Office file
and in the child’s confidential file.

Staff who are accused of child abuse may be suspended or given leave (with or without) pay,
pending investigation of the accusation. Such staff may also be removed from the classroom
and given a job that does not require interaction with children. However, no accusation or
affirmation of guilt will be made until the SRS investigation is complete. Caregivers found guilty
of child abuse will be immediately dismissed.

When this policy applies: Whenever any staff member has reason to suspect that any child on
the premises of this child care facility may have been abused or neglected by anyone.

Communication plan for staff and parents:

Staff and volunteers will receive a written copy of this policy in their Orientation Packets before
beginning work and will be required to sign that they have read and understood the policy. All
parents will receive a written copy of this policy in their enrollment packet upon their child’s
enrollment.

6-1-2010
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Sudden Infant Death Syndrome (SIDS) is “the sudden death of an infant under
one year of age which remains unexplained after a thorough case investigation,
including: performance of a complete autopsy, examination of the death scene,
and a review of the clinical history. (National Institute of Child Health and Human
Development, Willinger et al, 1991)

The American Academy of Pediatrics (AAP) recommends that infants be placed
to sleep on their backs, in their own crib, with nothing in the crib other than a
fitted sheet covering a tightly fitting mattress.

In order to follow this recommendation, this facility has implemented the following
Safe Sleep Policy:

1. All child care staff working in the Infant room, or child care staff who may
potentially work in this room, will receive training on the Safe Sleep Policy and
SIDS risk reduction.

2. Infants will always be placed on their backs to sleep.

3. The American Academy of Pediatrics recommends that babies are placed on
their back to sleep, but when babies can easily turn over from the supine (back)
to the prone (stomach) position, they will be placed to sleep on their back, but
allowed to adopt whatever position they prefer to sleep.

4. Caregivers will supervise infants by sight and sound at all times. When infants
are sleeping, mirrors, video, or sound monitors may be relied on in lieu of direct
visual and auditory supervision, but infants will still be visually checked on every
5 minutes.

We will check to see if the infant’s skin color is normal, watch the rise and
fall of the chest to observe breathing and look to see if the infant is
sleeping soundly. We will check the infant for signs of overheating
including flushed skin color, body temperature by touch and restlessness.

5. Room temperature will not exceed 75 degrees F.

6. If an infant falls asleep on a surface other than a crib, the infant shall be
moved to a crib.



