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Small Wonders Child Care
13840 Old Columbia Pike
Silver Spring, MD 20904

Phone (301) 236-4445
Fax (301) 388-0357

Student; Home Phone;
Father/Guardian: Employer: Phone:
Mother/Guardian: , Employer: Phone:
Requested Enroliment Date: Hours Required:;

Full-time Part-tme _____ MO T QO wQ ThQ FO

Indicate Payment:

0 Bi-weekly Amount $ . Payments received on Monday bi-weekly. In the case of a
holiday no later than Tuesday.

U Weekly Amount: $ ' Payments received on the first day of the month.
Any late payments (the second day thereafter) a $5.00 fee per day will be assessed.

Person Responsible for Tuition: | (Name) agree to pay the
above arrangement schedule.

Signature: : Date:

First payment due:

New Enrollment Contracts are required. A non-refundable annual registration fee of $40.00 plus
a security deposit equal to one week’s tuition is required to secure your child’s space in the
program. If you wish to withdraw your child from the program, your child(ren) must attend the
program for a minimum of one (1) month. A written notice received two (2) weeks before
withdrawal must be given before the deposit will be refunded.

Mother/Guardian Signature : Father/Guardian Signature

Copy of SSN: & SSN:

MD Driver's License:




Small Wonders Child Care
13840 Old Columbia Pike
Silver Spring, MD 20904

James & Leonor Groomes
Phone (301) 236-4445
Fax (301) 388-0358

Enrollment Contract

To The Parent: Please Read This Agreement Carefully. If you do dot understand any
provisions, please contact the Center’s Director for further explanation. This agreement and the
attachments that follow, establish your legal rights and responsibilities as well as those of the
center regarding your child’s participation at the center. Throughout this agreement and
attachments, the terms “you” and the “parent” refer to the parent(s) or legal guardian(s)of the
child to be enrolled. “We” and “center” refer to the Small Wonders Child Care Center on days
when it is open and operating.

I (mother/guardian) and/or
(father/guardian)

Hereby agree to enroll my child(ren)

. in Small Wonders Child Care. The
center agrees to accept your chiid(ren)’s application under the terms and conditions stated
below:

Program and hours of care, beginning on , 20 , the Center will
provide care for your child(ren) in the nursery, preschool, Kindergarten, Before & After School.
Check the appropriate boxes and enter the correct schedule,

Headstart AM PM
Preschoot

EEEP AM PM
Kindergarten AM PM

Before and After School AM PM
. School Time Beginning Ending
Special School Time Beginning Ending
HOURS child will be present in the center: From To:

‘DAYS child will be presentinthe center: M T W Th F

Note: EEEP, Headstart Kindergarten and Full-time school students must have a note sent to
the center’s classroom teacher or director for 2 days, no school days, any time outside of
regular school hours and special field trips. If a note is not received, and the child is
mistakenly sent (or not) to school, the parent/ guardian or appointed person, is solely
responsible for dropping off or picking up your child(ren),

Parent/Guardian today’s date
initials
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necessary, S & C will send cases to Small Claims Court to collect balances due for services
rendered.

LATE PICK UP AND PENALTIES: Parents of school age children must arrive on time in order
not to miss the van or school bus. If your child misses the bus You are expected to make
arrangements to have the child get to school. If a staff member has to drive the child a fee of
$10.00 per incident will be applied to your next month’s bill,

Parents who fail to pick up their child(ren) at or before closing, by 6:30 p.m. are subject to a late
fee of $1.00 per minute. These fees must be paid in cash to the teacher in charge, at the time of
pickup. Please make every effort to pick up children on time. If tardiness becomes frequent and
reoccurring, we will make attempts to discuss solutions, if not, your contract will be terminated,

If someone other than the designated parent/guardian is picking up your child(ren) please call
the center. We will make every effort to call you. If you are not available we will call the proper
authorities.

attention away from the other children and caregiver.

CHANGES IN TUITION: Increasesin tuition and fees will be provided in writing one at least
month in advance of payment. You are expected to pay the increase, or voluntarily remove your
child from the center.

ABSENCES: Please note that this is a twelve (12) month contract. You are responsible for
paying the full tuition (weekly or bi-weekly) even if your child is absent due to iliness, vacation or
any other reason during this twelve-month period. Credit will NOT be given for any missed days
for any reason. If your child(ren) will be absent or tardy, please contact the center by 10:00
o'clock a.m.

Parent/Guardian today’s date
initials




Enroliment contract pg.3

Payment : Registration Fee ... A non-refundable registration fee is due and payable at the
timeof enroliment and application to the program. Deposit ... A deposit is equal to one
week’s tuition is due at the time of enroliment or initial application. (This is in addition to the
first week’s tuition which is always payable in advance.) The deposit is refundable when the
child ceases to be enrolled in the program provided that a two-week written notice is given.
NOTE: If a two-week advance written notice is not given, the deposit is forfeited.

Field Trips: The center plans field trips as part of the regular curric(z!um. However, parents
will be required to pay additional activity fees to help defray the cost of transportation and in
some cases, admission fees.

If the child is withdrawn from the program and the parent wishes to re-enroll, the above
enroliment fees (registration and deposit) must again be paid.

Tuition: ... All fees are paid weekly or bi-weekly in advance,_i.e, on or before EVERY OTHER
Monday. In the event that the Monday in which the fees are due isa public holiday or the
center is closed for any other reason, the fees will be due on Friday or the first day the
center is open that week.

Summer: ... Parents who wish to continue enrollment after the school year will be accepted
on a space availability basis only. TUITION WILL BE CHARGED AT THE REGULAR FULL TIME
RATE for children who are enrolled in the Before/After School Program during the year.
Parents who do not continue during the summer and return in the fall will be required to pay
the registration fee.

METHODS OF PAYMENT: ... Payment may be made by check or money order or cash.
However, if any payment by check is returned unpaid, a service charge of $25.00 will be
assessed. If this occurs twice, payment must be made by either money order or bank check.
Future checks will not be accepted until such time that a positive payment history can be
established. Please note tuition is considered late for checks returned from the bank.
Payment must be delivered to the director or designee. The center will not be responsible for
any payment that is lost, stolen, or mislaid formerly given to the director.

Parent/Guardian signature today's date



MARYLAND STATEDEPARTMENT OF EDUCATION
Office of Child Care

HEALTHINVENTORY

Information and Instructions for Parents/Guardians
REQUIRED INFO

The following information is required prior to a child attending a Maryland State Department of Education licensed,
registered or approved child care or nursery school:

® A physical examination by a physician or certified nurse practitioner completed no more than twelve months prior to
aftending child care. A Physical Examination form designated by the Maryland State Department of Education and the
Department of Health and Mental Hygiene shall be used to meet this requirement (See COMAR 13A.15.03.02, 13A.16.03.02
and 13A.17.03.02).

® Evidence of immunizations. A Maryland Immunization Certification form for newly enrolling children may be obtained from the
local health department or from school personnel. The immunization certification form (DHMH 896) or a printed or a computer
generated immunization record form and the required immunizations must be completed before a child may attend. This form
can be found at:
htip://earlychildhood.marylandpublicschools.org/system/files/filedepot/3/maryland _immunization certification form dhmh 896
- february 2014.pdf

Evidence of Blood-Lead Testing for children living in designated at risk areas. The blood-lead testing certificate (DHMH
4620) (or another written document signed by a Health Care Practitioner) shall be used to meet this requirement. This form can
be found at: http://earlychildhood.marylandpublicschools.org/system/files/filedepot/3/dhmh 4620 bloodleadtestingcertificate 2016.pdf

EXEMPTIONS

Exemptions from a physical examination, immunizations and Blood-Lead testing are permitted if the family has an
objection based on their religious beliefs and practices. The Blood-Lead certificate must be signed by a Health Care
Practitioner stating a questionnaire was done.

Children may also be exempted from immunization requirements if a physician, nurse practitioner or health department
official certifies that there is a medical reason for the child not to receive a vaccine.

The health information on this form will be available only to those health and child care provider or child care personnel
who have a legitimate care responsibility for your child.

INSTRUCTIONS

Please complete Part | of this Physical Examination form. Part I must be completed by a physician or nurse practitioner,
or a copy of your child's physical examination must be attached to this form.

If your child requires medication to be administered during child care hours, you must have the physician complete a
Medication Authorization Form (OCC 1216) for each medication. The Medication Authorization Form can be obtained at

http://earlychildhood.marylandpublicschools.org/system/files/filedepot/3/occ1216-medicationadministrationauthorization.pdf

If you do not have access to a physician or nurse practitioner or if your child requires an individualized health care plan,
contact your local Health Department.

OCC 1215 - Revised June 2016 - All previous editions are obsolete Page 1 of5



PART I -HEALTH ASSESSMENT
To be completed by parent or guardian

Child’s Name: Birth date: Sex
Last First Middle Mo / Day / Yr MOFO
Address:
Number Street Apt# City State Zip
Parent/Guardian Name(s) Relationship Phone Number(s)

W: C: H:

W: C: H:
Your Child’s Routine Medical Care Provider Your Child’s Routine Dental Care Provider Last Time Child Seen for
Name: Name: Physical Exam:
Address: Address: Dental Care:
Phone # Phone Any Specialist :

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

Comments (required for any Yes answer)

Allergies (Food, Insects, Drugs, Latex, etc.)

Allergies (Seasonal)

Asthma or Breathing

Behavioral or Emotional

Birth Defect(s)

Bladder

Bleeding

Bowels

Cerebral Palsy

Coughing

Communication

Developmental Delay

Diabetes

Ears or Deafness

Eyes or Vision

Feeding

Head Injury

Heart

Hospitalization (When, Where)

Lead Poison/Exposure complete DHMH4620

Life Threatening Allergic Reactions

Limits on Physical Activity

Meningitis

Mobility-Assistive Devices if any

Prematurity

Seizures

Sickle Cell Disease

Speech/Language

Surgery

EIDEIDEIEIDDDDDDDDDDDDDDDDDDDDDDDD*}f
OOoOOooOOooooooooooOooooooooooooo g

Other

Does your child take medication (prescription or non-prescription) at any time? and/or for ongoing health condition?

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

Does your child receive any special treatments? (Nebulizer, EPI Pen, Insulin, Counseling etc.)

[ No [ Yes,type of treatment:

Does your child require any special procedures? (Urinary Catheterization, G-Tube feeding, Transfer, etc.)

[0 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.

I ATTEST THAT INFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE
AND BELIEF.

Signature of Parent/Guardian Date

OCC 1215 - Revised June 2016 - 41l previous editions are obsolete. Page 2 of 5



. 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

M FOI

1. Does the child named above have a diagnosed medical condition?

[ONo [ Yes,describe:

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

[JNo [ Yes,describe:

3. PE Findings
Not Not

Health Area WNL ABNL Evaluated Health Area WNL ABNL Evaluated
Attention Deficit/Hyperactivity d ] [ Lead Exposure/Elevated Lead O |l ]
Behavior/Adjustment ] ] ] Mobility ] ] ]
Bowel/Bladder ] ] ] Musculoskeletal/orthopedic J O ]
Cardiac/murmur ] ] ] Neurological J O O
Dental J O ] Nutrition ] ] ]
Development [} ] Physical lllness/Impairment [ ] [
Endocrine [} ] [ Psychosocial [l O [
ENT ] [ H| Respiratory O ] ]
Gl ] O ] Skin ] [ L]
GU (] J ] Speech/Language ] ] []
Hearing O O O Vision O O ]
Immunodeficiency ] ] =] Other: ] ]

REMARKS: (Please explain any abnormal findings.)

4. RECORD OF IMMUNIZATIONS —DHMH 896/0r other official immunization document (e.g. military immunization record of immunizations) is required
to be completed by a health care provider or a computer generated immunization record must be provided. (This form may be obtained from:
http://earlychildhood .marylandpublicschools.org/system/files/filedepot/3/maryland _immunization_certification_form _dhmh 896 - february 2014 .pdf

RELIGIOUS OBJECTION:

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

Parent/Guardian Signature: Date:

5. Is the child on medication?
[0 No [ 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?

[0 No

7. Test/Measurement
Tuberculin Test
Blood Pressure
Height
Weight
BMI %tile
LeadTest Indicated:DHMH 4620 [] Yes [_JNo

[ Yes, specify nature and duration of restriction:

Results Date Taken

Test#2 Test#1 Test #2

Test #1

has had a complete physical examination and any concerns have been noted above.

(Child’s Name)

Additional Comments:

Physician/Nurse Practitioner (Type or Print): Phone Number: Physician/Nurse Practitioner Signature: Date:

OCC 1215 - Revised June 2016 - Al previous editions are obsolete. Page3 of 5




MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE BLOOD LEAD TESTING CERTIFICATE

Instructions: Use this form when enrolling a child in child care, pre-kindergarten, kindergarten or first grade. BOX A is to be
completed by the parent or guardian. BOX B, also completed by parent/guardian, is for a child born before January 1, 2015 who does
not need a lead test (children must meet all conditions in Box B). BOX C should be completed by the health care provider for any
child born on or after January 1, 2015, and any child born before January 1, 2015 who does not meet all the conditions in Box B. BOX
D is for children who are not tested due to religious objection (must be completed by health care provider).

BOX A-Parent/Guardian Completes for Child Enrolling in Child Care, Pre-Kindergarten, Kindergarten, or First Grade

CHILD'S NAME / /
LAST FIRST MIDDLE
CHILD’S ADDRESS / / /
STREET ADDRESS (with Apartment Number) CITY

SEX: UMale UFemale BIRTHDATE / / PHONE

PARENT OR / /
GUARDIAN LAST FIRST MIDDLE

L L

BOX B - For a Child Who Does Not Need a Lead Test (Complete and sign if child is NOT enrolled in Medicaid AND the
answer to EVERY question below is NO):

Was this child born on or after January 1, 2015? 4 YES U NO
Has this child ever lived in one of the areas listed on the back of this form? O vYEs U NO
Does this child have any known risks for lead exposure (see questions on reverse of form, and
talk with your child’s health care provider if you are unsure)? a vyEs U NO
If all answers are NO, sign below and return this form to the child care provider or school.

Parent or Guardian Name (Print): Signature: Date:

If the answer to ANY of these questions is YES, OR if the child is enrolled in Medicaid, do not sign
Box B. Instead, have health care provider complete Box C or Box D.

BOX C - Documentation and Certification of Lead Test Results by Health Care Provider

Test Date Type (V=venous, C=capillary) Result (mcg/dL) Comments

Comments:

Person completing form: LHealth Care Provider/Designee OR [School Health Professional/Designee

Provider Name: Signature;

Date: Phone:

Office Address:

BOX D - Bona Fide Religious Beliefs

1 am the parent/guardian of the child identified in Box A, above. Because of my bona fide religious beliefs and practices, I object to any
il blood lead testing of my child.
Parent or Guardian Name (Print): Signature: Date:

This part of BOX D must be completed by child’s health care provider: Lead risk poisoning risk assessment questionnaire done: O YES O NO

Provider Name: Signature:

Date: Phone:

Office Address:

DHMH ForMm 4620 REVISED 5/2016 REPLACES ALL PREVIOUS VERSIONS
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AxR‘S{];.AND DEPARTMENT OF HEALTH AND MENTAL HYGIENE BLOOD LEAD TESTING CERTIFICATE.

CHILL'S NAME / /

B LAST FIRST . MIDDLE.
CHILD’S ADDRESS o / o /. ¥

Lo ADDRESS | CITY . STATE ZIP
SEX: [IMALE. [IFEMALE BIRTHDATE S,
COUNTY o . - SCHOOL GRADE
PARENT e L /
OR y LAST " FIRST = MIDDLE PHONE
GUARDIAN ~ . o [

‘ ADDRESS R oty STATE Tz’

CERTIFICATION INFORMATION

The following applies to blood lead testing réquirements and the duties of health care providgré, parents/guardians, and the public

schools: i i ‘ o

1. [The health care provider for a child who resides in an at-risk area, or has ever resided in an'at-risk area as designated by the

- Maryland Targeting Plan for Childhood Lead Poisoning, shall administer a blood test for lead poisoning during the 12-month
visit and again during the 24-month visit. At-risk areas by Zip Code are listed on the back of this form.

2. Beginniﬁ_n_’gﬂn‘ot later than September 2003, the parent or guardian of a child who cuirently resides, or has ever resided, in an at-
risk ared; shall provide to the designated administrator of the child’s school or program, evidence that the child has had blood
lead testing, on entry into a Maryland public pre-kindergarten program or Maryland public school system at the level of pre-
ilicindcrgazjt:n, kindergarten or first grade. s ;

3. Bvidence of blood testing for lead poisoning sent to or received by a program or school shall be documented on a form approved
by the Department that includes the following: name of the child, address of the child, date of the blood test(s) forlead
poisoning,-and.the signature of the child’s health care provider or designee, or schoo] health professional or‘.dé"gignee that
transcribéd the information onto the approved form. ) o

4. 1A list of ¢hildren (including home contact information) whosé parent/guardian does not comply with the requirement to provide
evidence of blood lead testing, must be forwarded to the Local Health Department in the jurisdiction where the child resides.

: RECORD OF BLOOD LEAD TESTING
Test #1.; Test # 2. . Comments:
. Date * Date
- Signature! ) . /
{ Health Care Provider or Designee OR School Health Professional or Designee Date
' RECORD OF BLOOD LEAD TESTING EXEMPTION
L _ certify that my child does not AND has never resided in an at-risk area.
Parentior Guardian (Print) v
Signature e /
____ Parent or Guardian e Date _
COMPLETE THE SECTION BELOW IF THE CHILD IS EXEMPT FROM LEAD TESTING ON RELIGIOUS GROUNDS. ANY LEAD TES]

THAT HAYE BEEN ADMINISTERED SHOULD BE ENTERED ABOVE. A LEAD RISK ASSESSMENT QUESTIONNAIRE MUST BE

ADM]‘NIS'];,ERED BY A HEALTH CARE PROVIDER IF THE CHILD IS EXEMPT FROM LEAD TESTING ON RELIGIOUS GROUNDS.

w

Li Do
RELIGIC‘:'{JS OBJECTION:

e
1. Iam the parent/guardian of the child identified above. Becauge of my

bona fide religious beliefs and practices, I object to’any blood lead

/

testings :of my'child. ‘Signed

2. Lead Risk Assessment Questionnaire A

DUMH #4620 Revised May 2004
410.767.6713

Parent or Guardian

Maryland Department of Fealth and Mental Hygiene, Center for Maternal and Child Health

dministered: YES 3 NO LI Signed A /

Date

Health .Care Pr£§ider Déte’




HOW TO USE THIS FORM 4 i H
The documented tests should be the tests at 12 months and 24 months of age. Two test dates are required if the I¥itest
was done prior to 24 months of age. If the 1% test is done after 24 months of age, one test date is required. The child’s
primary health care provider may record the test dates directly on this form (check marks are not acceptable) z:ar d
certify them by signing or stamping the signature section. A school health-professional or designee may transcribe
onto this form and certify test dates from any other record that has the authentication of a medical provider, health
department, or school. All forms are kept on file with the child’s schoo! health record. A list of éhildren (including
home contact information) whose parent/guardian does not comply with the requirement tQ provide evidence of blosd
lead testing, must be forwarded to the Local Health Department in the jurisdiction where the child resides. ’
Maryland Childhood Lead Poisoning Targeting Plan
At Risk Areas by Zip Code ;
Allegany Baltimore Co. (Cont.) Erederick...(Cont) . Montgomery (Cont) Queen Anne’s |
ALL 21239 21757 20812 21607
21244 ' 21758 20815 21617
Anne Arundel 21250 21762 20816 21620
20711 21251 21769 20818 21623 H
20714 21282, ., 21776 20838 21628
20764 21286 21778 20842 21640
20779 Baltimore City 21780 . 20868 21644 1
21060 ALL 21783 +-20877 21649. 11
21061 21787 --20901 21651 i
21225 Calvert 21791 : 20910 21657
21226 N 20615 21798 20912 . 21668
21402 20714 20913 - 21670
Garrett : i
Baltimore Co. Caroline ALL Somerset
21027 a4 ALL i w ¢ Prince Géorge’s ) ALL ;
21052 Harford” 20703 ’
21071 Carroll 21001 . 20710 ~  St.Mary’s
21082 21155 21010 , 20712 20606
21085 21757 21034 20722 20626
21093 21776 ' 21040 20731 20628 .
21111 21787 21078 20737 20674 ;
21133 21791 21082 ) 20738 20687 :
21155 : 21085 +* 20740 ;
21161 Cecil 21130 20741 :
21204 21913 21111 < 20742 Talbot
21206 21160 20743 ’ 21612
21207 Charles 21161 20746 21654
21208 20640 20748 21657
21209 20658 Howard ' 20752 21665 ;
21210 20662 20763 20770 21671 i
21212 20781 21673 :
21215 Dorchester Kent 20782 21676
21219 ALL 21610 20783
21220 21620 20784
21221 Frederick 21645 ' 20785
21222 20842 21650 . A 20787 Washington
21224 21701 21651 .. 20788 ALL o
21227 21703 ) 21661 C 20790 i
21228 : 21704 « ' 21667 20791 Wicomico |
21229 21716 . 20792 ALL i
21234 21718 . Montgomery 20799 !
21236 21719 20783 20912 Worcester !
21237 21727 20737 20913 ALL.. . 1
Maryland Department of Health and Mental Hygiene Blocd Lead Testing Certificate http://wwxi}.fha‘st'ate.md,us/och/htm]/]ead.ht;ml
IMH #4620 Revised May 2004 Maryland Department of Health and Mental Hygiene, Center for Maternal and Child Health
?.767.6713 g
(-




MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE IMMUNIZATION CERTIFICATE

5
CHILD'S NAME
LAST FIRST Ml
SEX: MALEL] FEMALE L] BIRTHDATE _ /
COUNTY SCHOOL GRADE
PARENT NAME PHONE NO.
OR .
GUARDIAN ADDRESS » N » , CITY Zp
RECORD OF IMMUNIZATIONS (See Notes On Other Side)
Vaccines Type
Dose # DTP-DTaP-DT Polie Hib .HepB PCV Rotavirus | MCV HPV Dose Hep A MMR Varicella History of
MolDay/Yr Mo/Day/r 7| MolDaylYr Mo/DayrYr Mo/Day/Yr Mo/DayrYr Mo/Day/Yr Mo/Day/Yr # Mo/Day/Yr | MofDay/Yr | Mo/Day/r Varicella
1 . ' ’ ’ 17 Dh;s;fa\’sre
2 2
5 i - ? - : S Td Tdap | FLU Other
Mo/Day/Yr | Mo/DayfYr | Mo/DayiYr Mo/Day/Yr
4
5
To the best of my knowledge, the vaccines listed above were administered as indicated. ‘ Clinic / Office Name
Office Address/ Phone Number
1.
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.

LOST OR DESTROYED RECORDS: (Must be reviewed and approved by a medical provider or the local health department. See notes)

I hereby certify that the immunization records of this child have been lost, destroyed or are unobtainable.

Signed: ‘ . . Date:
Parent or Guardian

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

MEDICAL CONTRAINDICATION:
The above child has a'valid medical contraindication to being immunized at this time.

This is a [ permanent condition O temporary condition until /. W)

Check appropriate box, indicate vaccine(s) and reasons:

Signed: . : Date
Medical Provider / LHD Official

RELIGIOUS OBJECTION: : o
I am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and practices, I object to any
immunizations being given to my child. This exemption does not apply during an emergency or epidemic of disease.

Date:

Signed:

Center for Immunization

DHMH Form 896
HMHL, Form www.EDCP.org (Immunization)

Rev, 2/11




How To Use This Form

The medical provider that gave the vaccinations may record the dates directly on this form (check marks are not
acceptable) and certify them by signing the signature section. Combination vaccines should be listed individually, per
each component of the vaccine. A different medical provider, local health department official, school official, or child
care provider may transcribe onto this form and certify vaccination dates from any other record which has the
authentication of a medical provider, health department, school, or child care service.

Only a medical provider, local health department official, school official, or child care provider may sign
‘Record of Immunization’ section of this form. This form may not be altered, changed, or modified in any way.

Notes:

1. When immunization records have been lost or destroyed, vaccination dates may be reconstructed for all vaccines
except varicella, measles; mumps, or rubella.

9. Reconstructed dates for all vaccines must be reviewed and approved by a medical provider or local health
department no later than 20 calendar days following the date the student was temporarily admitted orretained.

3. Blood test results are NOT acceptable evidence of immunity against diphtheria, tetanus, or pertussis
(DTP/DTaP/Tdap/DT/Td).

4, Blood test verification of immunity is acceptable in lieu of polio, measles, mumps, rubella, hepatitis B, or
varicella vaccination dates, but revaccination may be more expedient.

5. History of disease is NOT acceptable in lieu of any of the required immunizations, except varicella.

Immunization Requirements
The following excerpt from the DHMH Code of Maryland Regulations (COMAR) 10.06.04.03 applies to schools:

“A preschool-or-school principal.or other-person:in.charge-of a-preschool or sehool; public or private, may.not

knowingly admit a student-to or retain a student ina: I h )

(1) Preschool program unless the student's parent or guardian has furnished evidence of age appropriate immunity
against Haemophilus influenzae, type b, and pneumococcal disease;

(2) Preschool program or kindergarten through the second grade of school unless the student's parent or guardian has
furnished evidence of age-appropriate immunity against pertussis; and

(3) Preschool program or kindergarten through the 12th grade unless the student's parent or guardian has furnished
evidence of age-appropriate immunity against: (), Tetanus; (b) Diplitheria; (¢) Poliomyelitis; (d) Measles (rubeola);
(¢) Mumps; (f) Rubella; (g) Hepatitis B; and (h) Vasicella.”

Please refer to the “Minimum Vaccine Requirements. for, Children Enrolled mPre—schoo} Programs and in
Schools” to determine age-appropriate immunity for preschool through grade 12 enroilees. The minimum vaccine

requirements and DHMH COMAR 10.06,04.03 are available at www.EDCP.org (Immunization).

Age-appropriate immunization requirements for licensed childcare centers and family day care homes are based on
the Department of Human Resources COMAR 13A.15.03.02.and COMAR 13A.16.03 04 G & H and the

« A ge-Appropriate Immunizations Requirements for Children Enrolled in Child Care B'r.ogg'ap}sf’ guidﬁline
chart are available at www.EDCP.org (Imrnunization). : .

Center for Immunization

DHMH Form 896 www.EDCF,org (Immunization)

Rev. 2/11



MARYLAND STATE DEPARTMENT OF EDUCATION - Office of Child Car:ej

CACEP Enrollment : Yes:

No:

EMERGENCY FORMM

Days & Hours: Mon___Tues__Wed__T

od
burs__Friday___

INSTRUCTIONS TO PARENTS:

(1) Complete all tems on this side of the form. Sign and date where indicated,

(2) If your child has a medical condition which mi
health practitioner review that information.

NOTE: THIS ENTIRE FORM MUST BE UPDATED ANNUALLY.

ght require emergency medical care, complete the back side of the form. If necessary, have your child's

Child's Name Birth Date
Last First
Enroliment Date Hours & Days of Expected Attendance
Child's Home Address ‘
Strest/Apt. # Clty State Zip Code
.. _..Parent/Guardian Name(s) . . ]. -Relationship. - R . - Phone Number(s) . e
Place of Employment; f oL H:
W;
Place of Emiployment: 4 C: H:
Wwe %
Name of Person Authorized to Pick up Child (daily)
Last First Relationship to Child
Address i
Strest/Apt. # City . State Zip Code
Any Changes/Additional Information
ANNUAL UPDATES
(Initials/Datg) (Initials/Date) (Initlals/Date} | (Initials/Date)

~—~——-————.——_—_—-.—_—.—..—.-—_-—_-_~——--~-—.—-—-—-—.—.-—_—-——-——n-—-—..._.—..}.._...—.—u——.—-‘m—-.—.——._-——-—-———-—nﬁ-

When parents/guardians cannot be reached, list at least one person who may be contacted to pick up the child |

n an emergency:

1. Name Telephcf:ne (H) w)
: Last First i
Address :
Street/Apt. # City 7 i State Zip Code
2. Name Telephone (H) w)
Last First ! :
Address
Street/Apt. # City ‘ State Zip Code
3. Name Telephone (H) w)
Last First oo
Address
Street/Apt. # City State Zip Code
Child's Physician or Source of Health Care Telephone
Address -
Street/Apt, # City State Zip Code
vour child will be taken to the NEAREST HOSPITAL EMERGENGY ROOM. Your signature

In EMERGENCIES requiring immediate medical attention,

authorizes the responsible parson at the child cars faclity to have v

our child transporied to that hospital.
Date

Signature of Parent/Guardian

OCC 1214 (Revised 1/2020) - Side 1 of 2 - All previous editions are obsolele.




INSTRUCTIONS TO PARENT/GUARDIAN: '
(1) Complete the following items, as appropriate, if your chnd has a condition(s) which might require emergency medical

care.

. (2) If necessary, have your child's hea\th 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:

e e et et e o e o ot e o o e e e b o e ot e et e o e e o M e e e e e e S e S S e S S T e e e e o

OTHER SPECIAL MEDICAL PROCEDURES THAT MAY BE NEEDED:

COMMENTS:

Note to Health Practitioner:

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

Name of Health Practitioner . Date

( )

Signaturs of Health Practitioner Telephonse Number

OCC 1214 (Revised 1/2020) - Side 2 of 2 - All previous editions are obsolete.
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Dear Parent/Guardian: .

Maryland child care regulations require your child

care pravider to verify that you received a cu Dy of
A Parent’s Guide to Regulated Child Care.” On
the lines below. please write the name of each child
you have placed in the care of this provider.
Q::c_a.e and sign the statement at the bottom,

car off and give this portion of the brochure to
:F child care provider for retention in the
facility s files.

Child:

Child:

Child:

Child:

& s have
received a copy of the consumer cducation
brochure entitled “Parent’s Guide to Regulated
Child Care.”

Date

Signature of Paren/Guardian

There are certain ?a::ﬁ:ga that apply E.:_ to
homes or centers.

Family Qs:n,ﬂﬁ_ﬁ. Homes F.

o Up to 8 children may be in care at the same time if

the home meets certain physical requirements. No

* more than 2 children under the age of two, includ-
ing the caregiver’s own. may be in care at the same
lime unless the home has been approved to serve
additional children in this age group and an addi-
tional adult is present. Under no circumstance may
care be provided at the same time to more than 4
children under the age of 1wo.

o Each applicant for a family child care license must:
Have a criminal background check and child abuse/
neglect clearance;

Submit a recent medical evaluation; and
Complete pre-service training requirements, includ-
ing certification in [irst aid and CPR.

o Ench adult resident of the home must also have a
criminal background check and child abuse/neglect
clearance.

o Alfter becoming licensed, the carcgiver must peri-
odically complete additional training. Also, cur-
rent certification in first aid and CPR miust be main-
tained at all times.

o Fach caregiver must have at least one substitute who
is available to care for the children in the event of
the carcgiver’s temporary absence from the home.
Each substitute is subject to approval by CCA and
must have a child abuse/neglect clearance, If paid
by the caregiver. a substitute must also have a crimi-
nal background check. Before allowing a substi-
tule to provide care, the caregiver must tell the sub-
stitute how to reach parents in the event of an emer-
gency and familiarize the substitute with the home’s
child health and safety procedures,

Child Care Centers

5 -
The center dircctor and staff members who have group
supervision responsibilities must meet minimum cdu-
cation, experience, and training qualifications. They
must ulso meet continued training requirements cach
year.

Soae

The director must have a criminal 5&285& check
and a child abuse/neglect clearance. Paid staff mem-
bers must also have criminal background checks. All
employees must submit a medical evaluation:

o Ineachclasstoom. stafl7child ratios and maximum
group size requirements must be maintained at all
times. ‘The following table shows some basic age
groupings and the applicable requirements:

Age Group Ratioc  Maximum Size
0 —18 months 13 6
18 - 24 months 1:3 9
2 years 1:6 12
34 years 1:10 20
5 years or older 1:15 30

o Forevery 20 children present, there must be at
least one staff member who is currently
certified in first aid and CPR.

Your Rights and Responsibilities
as a Child Care Consumer

You have the right to:

e Expect that the care your child receives meets
the standards set by Maryland child care regu-
Intions (NOTE: the regulations are available
online at: www.dhr.state.mid. isfccuflicense/regu.htm;

e Visit the facility without prior :s::n ation any lime
your child is there;

o See the rooms and outside play area where care is
provided during program hours:

o Benotifiedif someone in the family child care :E:r
smokes. In child care centers, smoking is prohib-
ited:;

e Receive advance notice when a substitute will be

caring for vour child in a family child care home
for more than two hours at a time: )

o Give written permission before a caregiver may take
your child swimming, wading, or on field trips;

o Give written suthorization before any medication
may be administered to your child;

° Be notified immediately of any serious injury or
accident. If your child has a non-serious injury or
accident, you must be notificd on the same day;

= File a complaint with CCA il you belicve that the
caregiver has violated child carc regulations.

Any complaint you make to CCA aboul the car
yourchild is receiving will be proraptly =:.mv=_.,=&
by CCA;

s Review the public portion of the :o.w:mSm file for
the facility. where yourchild is or has been enrolled,
or where you are consideting enrolling your child.

How Do | File a Complaint?

i
i
i
{
{
i
1]
i
!
t
)
}
H
H
i
H

Ifyou wish to file a complaint, contact the CCA

Regional Office in the area where the child care facil-
ity is located. Complaints may be Filed anonymously.
Listed below are Regional Offices and their main tele-

‘phone numbers:

Region
. Anne Arundel County ¢ F-300-637-551 ) 410-514-7850
2. Bultimore City 410-554-8300
3. Baltimore County +410-583-6200
4. Prince George's County 301-333-6940
5. Montgomery County (7.500:648-21 25 240-314-1400
6. Howard County 410-750-8770
7. Western Maryland 1-SUD-468-677 1 i
Hagerstown ~ Main Office
Allegany Co. Field Office
Garrett Co. Field Office 301-334-3426
8. Upper Shore 11-800-637-33631 410-8§19-5801
Caroline, Dorchester. Kent, ’
Queen Anne’s and
Tatbot Countics .
9. Lower Shore $1-800-343-163 33 410-543-6731
Somerset, Wicomico. and Worcesser Countics
Southern Maryland - )-800-974-6797; 301-175-3770
Calvert. Charles and St. Mary's Counlics ;
1. North Central (1-500-343-0v5.35 +10-272-5358
Cecil and Harford Counties
12. Frederick County
13. Carroll County

301-791-4585
301-777-2385

i

301-696-9766
410-751-3438

The CCA Regional Office will inve stigate your com-
plaint to determine if child care __nn_zsa regulations
have been violated.

1f you need additional help, .ﬁi may contact the
CCA Office of Licensing.

Director of Licensing
Child Citre Adminisiration
311 West Saratoga Street, 15t Floor
Balihmore, MD 21201
410-767-7805



22-23 CA-CCC Sample
Child Care Centers

Meal Benefit Application
July 1, 2022 - June 30, 2023
Complete one application per household. For more information, read Instructions for Completing or call 301-236-4445 or email info@smallwondersedufamily.com

[ Step 1 ' List all enrolled children (if more spaces are required for additional names, attach another sheet of paper).
Children in Foster Care and children who meet the definition of Homeless, Migrant, Runaway, Head Start, Early Head Start or Even Start are eligible for free meals. If ALL
children listed are foster, homeless, migrant, runaway or in Head Start, Early Head Start or Even Start, skip to Step 4.

Check all that apply:

First and Last Names of All ENROLLED oad Siort

Early Head Start Eogn pat

Foster Child Homeless Migrant Runaway

Step 2 Do any Household Members (including you) currently participate in the Supplemental Nutrition Assistance Program (SNAP) or Temporary Cash Assistance
P (TCA)? Circle One: Yes No
If you answered NO, complete Step 3.

Case
If you answered YES, provide a case number then go to Step 4 Number:

Step 3 [ Report Income for ALL Household Members (skip this step if you answered ‘Yes’ to Step 2)

List all Household Members (including yourself) even if they do not receive income. For each Household Member listed, if they receive income, report total gross
income (before taxes) for each source in whole dollars only. If they do not receive income from any source, enter ‘0’. If you enter ‘0’ or leave any fields blank you are
certifying (promising) that there is no income to report.

How Often = Weekly, Every 2 Weeks, Monthly, Twice a Month or Yearly

i ibis fro Motk Child Support, Alimony, Pensions, Retirement, Other
First and Last Names of ALL Household Members 5 Public Assistance Income
Income How Often? Income How Often? Income How Often?
. Last Four Digits of Social Security Number (SSN) of Primary Check if
Total H hold M 2
D HaBsEsS embers (Children and Adults) Wage Earner or Other Adult Household Member: No SSN:

Step 4 Contact Information and Adult Signature I

| certify (promise) that all information on this application is true and that all income is reported. | understand that this information is given in connection with the receipt of
Federal funds, and that officials may verify (check) the information. | am aware that if | purposely give false information, | may be prosecuted under applicable State and Federal
laws. | understand my child’s eligibility status may be shared as allowed by law.

Printed Name: ‘ Signature: ‘
Street Address:
Date: | Phone #: ’

Step5 | OPTIONAL: Children’s Racial and Ethnic Identities ]
We are required to ask for information about your children’s race and ethnicity. This information is important and helps to make sure we are fully serving our community.

Ethnicity (Check One): Race (Check one or more):
Hispanic or Latino American Indian or Alaskan Native Black or African American D White
Not Hispanic or Latino Asian Native Hawaiian or Other Pacific Islander

DO NOT FILL OUT THIS SECTION. CENTER USE ONLY

Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice a Month x 24, Monthly x 12

Total Income (Children and Adults): $ D Weekly D Every 2 D Twice a Month I:l Monthly D Yearly

Weeks
Eligibility: EI Free D Categorically D Reduced D Paid
Eligible
Determining Official’s Signature: Date:

Date Withdrawn:







Instructions for Completion:

o All parent/guardians are to com
e Listthe child's name, age, birth
CACFP Federal regulations req

Maryland State Department of Education
Office of School and Community Nutrition Programs

CHILD AND ADULT CARE FOOD PROGRAM (CACFP)
ENROLLMENT FORM

plete this form for each child enrolled at the child care center/home participating in CACFP.

date, the days and hours normally in care and the meals received while in care.

uire that an enroliment form be completed annually and signed by the child’s parent or guardian,

Name of Child Care Center/Home

1. Child’s Name

Child’s Date of Birth mwoprvyyy)

Check (v') the days your child
normally attends:

Check (v') the meals that your child
will receive while in care;

Times Child Normally in Care Hours from: U Monday O Thursday [ Breakfast 1 AM Snack
(For example 7:30 AM ~ 5 PM) i | Tuesday O] Friday O Lunch 7 PM Shack
LI Wednesday [ Saturday I Supper O Evening
1 Sunday Snack
2. Child's Name Child’s Date of Birth qumwporvyyy)
Check (v') the days your child Check (v') the meals that your child
normally attends: will receive while in care:
Times Child Normally in Care Hours from: [ Monday 1 Thursday [1 Breakfast 1 AM Snack
{For example 7:30 AM - 5 PM) o O Tuesday 7] Friday T Lunch O] PM Snack
LI Wednesday L1 Saturday 1 Supper I Evening
[0 Sunday Snack
3. Child’s Name Child’s Date of Birth mwopryyyy)
Check (v') the days your child Check (v') the meals that your child
normally attends: will receive while in care:
Times Child Normally in Care Hours from: O Monday I Thursday [ Breakfast [ AM Snack
{For example 7:30 AM - 5 PM) ;
to LI Tuesday [ Friday [J Lunch 1 PM Snack
LI Wednesday [T Saturday [ Supper L1 Evening
O Sunday Snack
Parent/Guardian Signature Date Signed
Parent/Guardian’s Name: Phone:

Rev. 8/19







