
Documentation ·Review- Children's Records 
Date of record ~ew _________ Reviewed by:, __________ _ 
Name of Program: ___________________________ _ 
Child's Nam.e:. ____________ .D.O.B:___,.;. ____ ___.,Age:. ____ _ 
Parent's Names: Phone Number:, ________ ____ 
Address: City/State/Zip: _________ _ 

Hours 

Address, _gender, D.O.B. 

Parents names, addresses, phone 
Numbers dw:inR dav care hours 
Emergency contacts names, 
addresses and phone numbers 
Authorization for Emergency 
Medical treatment 
Names and addresses of persons 
Authorized to take the child from 
the home 
Special Needs/Medication Info 
Field Trip Permission 
Pool permission slip 
Written Formula/Feeding 
Instructions for Infants 
Bathing/washing/hygiene 
Permission 
Napping/Sleeping Instructions and 
P~sions 
Lead Scre.eoing Information 
Provided 
School-Age Written Permission 
Out of direct supervision 
Permission to transport 

Documentation re: a1le.rgies or any 
special health care needs 
Is Provider MAT Certified? -------1 

Permission to administer Meds? 
Permission to ~dminister Topicals? 
Medi.cation log noting administration 
at program 

Item Status: . X = Item adequately documented / - = Item Incomplete (Explain) 
O = Item Missing / N/ A= Item Not Applicable 

(CCSll/2006) 
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