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Child’s Physician or Source of Health Care

Signature of Parent/Guardian
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EMERGENCY FORM

INSTRUCTIONS TO PARENTS:
(1) Complete all items on this side of the form. Sign and date where indicated. e as
(2) If your child has a medical condition which might require emergency medical care, complete the back side of the form. If necessary, have your child’s

health practitioner review that information.

NOTE: THIS ENTIRE FORM MUST BE UPDATED ANNUALLY.

Child's Name Birth Date
Last First

Enrolliment Date Hours & Days of Expected Attendance ____

Child’s Home Address
Street/Apt.# City State Zip Code

Parent/Guardian Name(s - Relationshif " Phone Number(s

Place of Employment: C: H:
W:
Place of Employment: C: H:
W

Name of Person Authorized to Pick Up Child (daily)

Last | First Relationship to Child
Address _ -
Street/Apt.# City State Zip Code
Any Changes/Additional lnfonnation
ANNUAL UPDATES -
(Initials/Date) (Initials/Date) (Initials/Date) (Initials/Date)
When parents/guardians cannot be reached, list &t least ore nersor whe may be contacted to pick up the child in an emergency:
1. Name U Telephone(H)____ == (W)
Last T
Address N 29
Street/Apt # City State Zip Code
2. Name . Telephone (H) (W)
Last rirst
Address . - S
. i _-.—___—-_________-__-——___—_—_——-—-—_-__.
Street/Apt.# City State Zip Code
3. Name _ I TelephoneH) __ W)
Last First
Address -
——_——_—-—_—_‘—-—"-_._-——'-___"“__——_—_—-——_————_____________
Street/Apt.# City State Zip Code

S —|

Address

Street/Apt # City State Zip Code

In EMERGENCIES requiring immediate medical attention, your child will be taken to the NEAREST HOSPITAL EMERGENCY ROOM. Your sighature
authorizes the responsible person at the child care facility to have your child transported to that hospital.

Date
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PART | - HEALTH ASSESSMENT
' To be completed by parent or guardian

Child's Name: Birth date: Sex
Last First Middie Mo / Day / Yo  MOIF[
Address:
Number Street Aptt Ci Stgte Zip

r

Parent/Guardian Name(s ~ Relationshig - Phone Number(s

R L

Where do you usually take your child for routine medical care? Name:
Address: Phone Number:

When was the last time your child had a physical exam? Month: Year:
Where do you usually take your child for dental care? Name:

Address: Phone Number:

ASSESSMENT OF CHILD’S HEALTH - To the best of your knowledge has your child had any probiem with the following? Check Yes or No and
orovide a comment for any YES answer.

Comments (required for any Yes answer)
Allergies (Food, Insects, Drugs, Latex, etc.

neN
Allergies (Seasonal) .il
o

Asthma or Breathing

1
'

Behavioral or Emotional .E..E]

Birth Defect(s) ooy

Bladder Jof O

Bleeding gy

Bowels I

Cerebral Palsy oyof
L e R T ———
DevelopmentalDeay | O[O | ——
e | L ] —————————————
EarsorDeafess =~ 0 |O0log |
L L R = I N A S

Hospitalization (When, Where)
Lead Poisoning/Exposure

Life Threatening Allergic Reactions
Limits on Physical Activity

Sickle Cell Disease 1 O] - e
Speech/Language 1 OO . e
Surgery E 17 f

e T e

Does your child take medication (prescripticn o nen-grescription) at any time?

[1No [ Yes, name(s) of medication(s):

CONo [ Yes, type of treatment:

Does your child require any special procedures? (a::ahetrizatinn, G-Tube, etc.)
[J No [ Yes, what procedure(s):

| GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART Il OF THIS FORM. | UNDERSTAND IT IS
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH NEEDS IN CHILD CARE.

AND BELIEF.

Signature of Parent/Guardian Date
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PART Il - CHILD HEALTH ASSESSMENT
To be completed ONLY by Physician/Nurse Practitioner

Child’s Name: Birth Date: Sex
Last First Middle Month / Day / Year ML FLI

1.Does the child named above have a diagnosed medical condition?
[INo [ Yes, describe:

2. Does the child have a health condition which may require EMERGENCY iS in chi '
: ; ACTION while he/she is in child care? (e.g., seizure, allergy, asthma,
bieeding problem, diabetes, heart problem, or other problem) If yes, please DESCRIBE and describe emergency action(s) on the emergency card.

[ 1No [ Yes, describe:
3. PE Findings

Health Area WNL ABNL Ev;l'l?atted Health Area WNL ABNL Ev;ll:i:tﬂd
Aftention Deficitbiyperactivity | [1 1| [T [ 0 | LeadExposure/tlevatedlead | 00 [ O | 1
Behavior/Adjustment -E--E--E- m_-i--_i_-i_
BowelBladder T 00 | O | [ | Musculoskelsmaoriopedic |00 [ 00 [ 0O
Cardiagmurmur T 0 | T | [0 | Newoogical | 0O | o | O _
Dental T O O O M O [ O O
Development 1 00 |01 | [T | Physicallinessimparment | 00 1 OO0 | 0O
Endooine | O | O | O |Pschosesa | O 1 O | o
ENT 1O 1T O 1T O [ Respro I N N = [ A =
BT N N o O T N N S N N Y o N
GU_ O 1 O | [0 JSpeechianguage | O | O | O
Immunodeficienc Other: O ﬂ -

REMARKS: (Please explain any abnormal findings.)

| 4. RECORD OF IMMUNIZATIONS - DHMH 896/or other official immunization document (e.g. military immunization record of immunizations) is

required to be completed by a r)ealth care provider or a computer generated immunization record must be provided. (This form may be obtained
from: hitp:/www.marylandpublicschools.org/MSDE/divisions/child care/licensing branch/forms.htm| Select DHMH 896.

f RELIGIOUS OBJECTION:

| am the paren_t/guarc_iian of thg child identified above. Because of my bona fide religious beliefs and practices, | object to any immunizations being
l given to my child. This exemption does not apply during an emergency or epidemic of disease.

Parent/Guardian Signature: Date:

8. Is the child on medication?

[L1No [ Yes, indicate medication and diagnosis:

(OCC 1216 Medication Authorization Form must be completed to administer medication in child care).
6. Should there be any restriction of physical activity in child care?

[INo [ Yes, specify nature and duration of restriction:

|

——

| 7. Test/Measurement ’ FPesylits Date Taken |

SoET
P B el S i e s

Tuberculin Test +

Blood Pressure _ L
Height "
Weight

BMI %tile
Lead Test Indicated: [JYes [ No " | : - -

|
|
!

e T A b o o SN e SRS il

(Child’s Name) has had a complete physical examination and any concerns have been noted above.

Additional Comments:

Physician/Nurse Practitioner (Type or Print): Phone Number: Physician/Nurse Practitioner Signature:
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INSTRUCTIONS TO PARENT/GUARDIAN:

(1) Complete the following items, as appropriate, if your child has a condition(s) which might require emergency medicai
care.

(2) If S_et:?sgary. have your child's health practitioner review the information you provide below and sign and date where
indicated.

Child’'s Name: Date of Birth:
——

Medical Condition(s):

Medications currently being taken by your child:

Date of your child's last tetanus shot:

Allergies/Reactions:

EMERGENCY MEDICAL INSTRUCTIONS:
(1) Signs/symptoms to look for:

(2) If signs/symptoms appear, do this:

(3) To prevent incidents:

“__——___——ﬁ_—-_-—-u-—“mmuf.q.-.n-i—.n-m-rn--r-n-.-m-ﬁ--_n-vﬂ—-—‘i_-_—ﬂ_“—_—-_#___nn—“_ — - - *

COMMENTS:

Note to Health Practitioner:

If you have reviewed the above information, please complete the following:

Name of Health Practitioner Date
()
Signature of Health Practitioner Telephone Number
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MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care
MEDICATION AUTHORIZATION FORM

n in care under certaln

Regulations permit child care providers to give prescription and non-prescription medication to childre _
A separate form is needed for

conditions with prior written permission from the Parent and Primary Health Practitioner (Section A).
each prescription or non-prescription medication to be administered to the child.

PRESCRIPTION MEDICATIONS: Prescription medications must be in a container labeled by the ph'arrnacy or he?lth care
practitioner with the child’s name, dosage, and expiration date. At least one dose of prescription medication must be given at home

prior to the child’s arrival at the child care facility. | ‘ 3
NON-PRESCRIPTION MEDICATIONS: Non-prescription medications must be in the original manufacturer’s container labele
with instructions for dosage and expiration date. Except for non-prescription topical medications, a provider may administer only one

dose of non-prescription medication to a child per illness unless a licensed health practitioner provides written approval (Section B)
for the administration of the non-prescription medication and the dosage. All medication shall be administered according to the
instructions on the label of the medication container or a licensed health practitioner’s written instructions, whichever are more
recently dated. An adult should bring the medication to the center/provider.

. TELEPHONE INSTRUCTIONS FROM A PRIMARY HEALTH CARE PRACTITIONER: In the event of an emergency,
administration instructions from a parent/guardian are required before a caregiver/teacher may administer medication (Section C)-
These authorizations are acceptable if the caregiver/teacher fully documents the medication and dose to be given verbally initiated and

obtained by the parent.
Child’s Name: Date of Birth: _ _ Ager —

care practitioner for any

SECTION A: Prescription Medication: (To be completed by parent/guardian and primary health

rescription medication to be administered to the child.) o -
MEDICATION | DOSAGE |  WHENTOGIVE DATES TO ADMINISTER
START

—

This medication is being given for the following condition(s):

e e s FECTS o o —— =

Note any side effects of this medication:

= = —

Note any reasons or conditions when this medication should be stopped or not given:

I/We request that designated child care providers/or staff administer medication as noted on this form. I/We certify that [/We have
legal authority to consent to medical treatment for the child named above, including administration of medication while in child care.
[/We understand that at the end of the year or if the medication is discontinued or expired, an adult must pick up the medication,
otherwise it will be discarded.

Signature of Primary Health Practitioner S - ~___ Date:
Signature of Parent/Guardian: _ Date:

e - — - - r—

= L e e i W e R e

i e, TR o i S, Sl A P T, LT PR W e B T - o R o o e T R S = s

e T

SECTION B: Non-Prescription Medicaticii: (¢ iz compisied by the Health Practitioner for approval to administer non-

rescri ;

tion medication more than one dose per illaess, oilier thaw fopical inedications.) _
MEDICATION DOSAGE | WHENTOGIVE | DATES TO ADMINISTER

==

B | START l STOP
E : b - —

This medication is being given for the following condition(s):
ADDITIONAL INSTRUCTIONS:
Note any side effects of this medication:

Note any reasons or conditions when this medication should be stopped or not given:

Health Practitiogér’s_éignature: - o | Date:
Print, Type or Stamp: Name, Address, Phone number and Title of Health Practitioner:

S e e - — i —— e e — o ———

T e

SECTION C: Non-Prescription Medication Verbal Authorization by the Parent/Guardian:

Medication to be administered: Dose: Date:

— e e CESEL SE S T R

|

Health Care Practitioner Instructions:

Parent/Guardian Signature:

— e i g, — - mmr  am
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MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE IMMUNIZATION CERTIFICATE

CHILD'S NAME

LAST ' FIRST MI
SEX:. MALE[] FEMALE O BIRTHDATE / /
COUNTY o SCHOOL GRADE__ -
PARENT NAME | PHONE NO

OR | | -
GUARDIAN ADDRESS . CITY ZIP
- - B
e e — -

RECORD OF IMMUNIZATIONS (See Notes On Other Side)

g - S o

_ Vaccines T
Dose# | DTP-DTaP-DT Polio Hib Hep B PCV 2";?;35: ]!Ee MCV HPV | Dose | HepA MMR Varicella | History of

Mo/Day/Yr Mo/Day/Yr | Mo/Day/Yr | Mo/Day/Yr | Mo/Day/Yr | Mo/Day/Yr | Mo/Day/Yr | MoMay/Yr | # { Mo/Day/Yr Varicella

3 S
4
— - R I —— S
5 ] |
S— ' J_ | | L
To the best of my knowledge, the vaccines listed above were administered as indicated. - Clinic / Office Name
Office Address/ Phone Number
I
Signature Title Date
(Medical provider, local health department official, school official, or child care provider only)
2. .
Signature Title Date
3. - _ -
Signature Title Date

Lines 2 and 3 are for certification of vaccines given after the initial signature.

. E T TR e S e - oy —— — =

COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM VACCINATION ON MEDICAL
OR RELIGIOUS GROUNDS. ANY VACCINATION{S) THAT HAVE BEEN RECEIVED SHOULD BE ENTERED ABOVE.

MEDICAL CONTRAINDICATION:

Please check the appropriate box to descrize (o pvedical contraindication.
Thisisa: L] Permanent condition QOR s iEmeeey condition until / / i

Date
The above child has a valid medical contraindicatic:: @ Being vaccinated at this time. Please indicate which vaccine(s) and the reason for the

contraindication,

Signed: - B - e : Date B
Medical Provider / LHD Official -

RELIGIOUS OBJECTION: . | | |
[ am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and practices, I object to any vaccine(s)

being given to my child. This exemption does not apply during an emergency or epidemic of disease.

Signed: - _ I Date:

DHMH Form 896 | Center for Immunization
Rev. 2/14 www‘dhmh.maryland.gnv




