St. Ursula School/Extended Day Program
8900 Harford Road
Baltimore, Maryland 21234
410-665-3533

This Packet For Pre-Kindergarten Only
May 2019
Dear Parents,

Below are the new rates for before and after care. All current school families who are
intending to use Extended Day must register for next year no later than May 15, 2019.
Extended Day will begin September 4, 2019. If you do not register by May 15 you
will not be able to start until September 16", Registration information is attached
and can also found on the school website (www.stursula.org) under the “Admissions”
tab. Please return all forms in an envelope marked “Niki — Extended Day.”

Sincerely,
Debbie Glinowiecki Niki Thoericht Suzanne Wood
Frincipal Extended Day Co-Directors

SAINT URSULA SCHOOL EXTENDED DAY
INFORMATION SHEET

Hours of Operation:
7:00 am. - 7:45am.
2:50 p.m. ~6:00 p.m.
Registration Fees

Registration fees are non-refundable

One child $20.00
Two children $30.00
Three or more children $35.00

Current Fees Beginning September 2018:
AM: $7.00 per morning $28.00 per week
PM: $12.00 per afternoon $50.00 per week

AM & PM:  $70.00 per week



2019-2020

St.Ursula School Extended Day

Registration

Student’'s Name Grade
Student’'s Name ' Grade
Student's Name Grade

So that we may bill correctly, please check the time(s) that best suit your
needs. You may choose a different option for morning and afternoon.

Morning: Full Time Part Time

Afternoon: Fuil Time Part Time
Billing is handled as follows:

Full Time: You will be billed at the beginning of the month for daily attendance.
This option is for parents who will be using Extended Day on a daily basis.

Part Time: You will be billed at the end of the month for only the days your child is in

attendance. This option is for parents who will not be using Extended Day on a daily
basis.

| have read the Guide to Regulated Child Carethat was included with this
registration packet.

Attached is my non-refundable registration fee made payabie to Saint Ursula Extended
Day.

Parent’s
Signature Date




2019-2020

SAINT URSULA EXTENDED DAY

AUTHORIZATION FORM
Student’s Name Grade
Student’s Name Grade
Student’s Name Grade

The following people are authorized to sign out my child(ren) from Saint Ursula Extended Day
Program. Please have the person(s) listed below bring a photo ID. Please include ali
parents/guardians.

Parent/Guardian (please print)

Home Phone Work Phone Cell

Email Address

Parent/Guardian (please print)

Home Phone Work Phone Cell

Email Address

List below others who are eligible for pici-up other than parent/guardian

Print Name Relationship
Home Phone Work Phone Cell
Print Name Relationship
Home Phone Work Phone Cell
Print Name Relationship
Home Phone Work Phone Cell
Print Name Relationship

Home Phone Work Phone Cell




EXTENDED DAY HEALTH QUESTIONNAIRE
2019-2020

**Please complete one form in full for each child being registered.

Student Name and Grade:

Parent Contact Information:

Mother:

Home Phone: Work:
Cell: Email:
Father:

Home Phone: Work:
Cell: Emaii:

1. Does your child have any medical conditions which should be brought to our
attention:

No

Yes (If yes, please complete #2)

2. If yes, please list below information regarding your child’s condition. An Extended
Day staff member will contact you to follow up regarding treatment, medication,
additional required paperwork, etc. If additional space is needed, piease continue on a
separate sheet of paper.




‘or guestions, concerns or fo
ile o complaint contact your

egional office

Anne Arnndel AR-RTE982F

Baltirnore City 4305548335
Battisnore County S10-583-E200
Prince George's 3003326848
Montgomery mm‘mewwwhw@%
Howard ARG TEGBTTL
Western Maryland, Alegany, 3GE-TYE-458%

Garrett & Washingion

toper Shove, Kent, Dorchester, AE0-839-5800
Tatbot, Queen Anne’s & Carcline

Lower Shore, Wicomico, Somerset 4348-713-3430
& Waorchester

Southern Marviand, Calvert, Eiy B Y LSE Y
Chartes & 5% Mary's

Harford & Cecll A50-56%9-287%

Frederick 5869760

Carvod 205456489

The OCC Regional Office will investigate your complaint
to determine if child care ticensing regulations have
been violated. All confirmed complaints against child
care providers may be viewed at CheckCCMD.org.

For additional help, you mav contact the Program
Manager of the Licensing Branch ot 430-588-80671.

Chiled Care Subsidy - Assists parents with cost of
childcare

1-B66-283-8796

Consumer Product Safety Commission [CPSC) -
regulates certain products used in childcare

Ese. 0

Maryland EXCELS - Maryland’s Cuality Rating
System for Childcare Facilities

maryisndexcels org

wMaryiand Developrmental Disabilities Council -
May assist with ADA issues

md-counclorg

Maryiand Family Netweork - Assists parents in
locating childcare

Morviendtamilenetwork, org

PARTNERS Newsletter - What's happening in the
Division of Early Childhood Development

Earbvchildbond Marviendoublicschools org

To this site to check provider inspection violations

checkeomd.ors

Karen B. Salmon, Ph.D.
State m%m%mm:ami of Schools
0QCC 1524 (10/2018)

important

Informaotion
About Child

Care Paciitties



Who Regulates Child Care?

What are the types of Child Care
Facilities?

Lid You Know?

H child care in Maryland is regulated by the Maryland
tate Department of Education, Office of Child Care’s
JCC), Licensing Branch.

he Licensing Branch’s thirteen Regional Offices are
esponsible for all regulatory activities, including:

issuing child care licenses and registrations to child
care facitities that meet state standards;

Inspecting child care facilities annually;
Providing technical assistance to child care providers;

Investigating complaints against regulated child care
facilities;

Investigating reports of unlicensed {illegal) child care;
and

Taking enforcement action when necessary.

ORAR Regulations and other information about the
Hiice of Child Care may he found al:

arlychildhood.marylandpublicschools.org/chitd-care-
roviders/office-child-care

Family Child Care ~ care in a provider’s home for up to ®
eight (8} children

Large Family Child Care~ care in a provider’s home for
9-12 children ¢

Child Care Center — non-residential care

Letter of Compliance {LOC) - care in a child care center
operated by a religious organization for children who
attend their school

All facilities must meet the following requirements:

o  Must obtain the approval of OCC, fire department
and local agencies;

e  Must have qualified staff who have received criminal
background checks, child abuse and neglect
clearances, and are not on the sex offender registry;

¢ Family child care providers must maintain
certification in First Aid and CPR;

¢ Child Care Centers must maintain a ratio of one staff
certified in first aid and CPR per every twenty (20) o
children at all times;

e  Must offer a daily program of indoor and outdoor .
activities;
e Must maintain a file with all required documentation ¢

for each enroiled child;

= Must post approved evacuation plans, conduct fire
drilts and emergency preparednaess drills; and

e  Must report suspected abuse and neglect, and may
not subject children to abuse, neglect, mental injury
or injurious treatment. ®

Regulations that govern child care facilities may be
found at: _
earlvehildhood mandandaubliicschools. orgfregulations

The provider’s license or registration must be postec

in & conspicuous place in the facility;

A child care provider must enter into a writfen
agreement, with a parent, that specifies fees,
discipline policy, presence of animals, the use of
volunteers, and sleeping arrangements for overnigh
care;

Parents/guardians may visit the facility without priol
notification any time their children are present;

Written permission from parents/guardians is
required for children to participate in any and all

off property activities;

All child care facilities must make reasonable
accommodations for chitdren with special needs;

A “Teacher” qualified person must be assigned to
each group of children in a child care center;

Staff:child ratios must be maintained at ali times in
child care centers;

Parents/guardian must be immediately notified if
chitdren are injured or have an accident in care;

Child care facilities may have policies beyond
regulatory requirements;

OCC should be notified if a provider has viclated chil
care regulations;

Parents/guardians may review the public portion of
licensing file; and

r

The provider's compliance history may be reviewed
on CheckCCMD.org.



.-

EMERGENCY FORM

INSTRUCTIONS TO PARENTS:

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

(2} # your chiid has a medical condition which might require emergency medical care, complete the back side of the forrn. If necessary, have your child’s
health practiioner review that information.

NOTE: THIS ENTIRE FORM MUST BE UPDATED ANNUALLY.

Child's Name Birth Date
bast First
Enroliment Date Hours & Days of Expected Attendance
Child's Home Address
Street/Apt. # City State Zip Code
- Pargnt@uardianName{s) . - | ~Relatlonghip - - oo L C-PhoneNumber(s) - 0
Piace of Employment: c: H:
W
Place of Employment C: H:
Wi
Name of Person Authorized to Pick up Child (daily) '
Last First Relationship to Child
Address
Street/Apt. # City State Zip Cedde
Any Changes/Additional Information
ANNUAL UPDATES
{Inftigis/Date) {Initials/Date} {initiais/Date) (fnitizis/Date)

When parents/guardians cannot be reached, list at [east one persen who may be contacted to pick up the child in an emergency:

1. Name Telephone (H) (W)
Last Firat
Address
Street/Apt, # City State Zip Code
2. Name Telephone (H) W)
Last First
Address
Street/Apt. # City State Zip Code
3. Name Telephone (H) )
Last First
Address
Street/Apt. # City State Zip Code
Child's Physician or Source of Health Care Teiephone
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 signature
authotizes the responsible person at the child care facility to have your child transported te that hespital.

Signature of Parent/Guardian

Date

GLC 1214 {Revised 8/12) - Side 1 of 2 - All previous editions are obsolete.



INSTRUCTIONS TQO PARENT/GUARDIAN:
(1} Complete the following items, as appropriate, if your child has a condition{s) which might require emergency medical

care.
(2} ¥ necessary, 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) Signsfsymptoms to look for;

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

{3) To prevent incidents:

OTHER SPECIAL MEDICAL PROGCEDURES THAT MAY BE NEEDED:

COMMENTS:

Note to Health Praciitioner:

i you have reviewed the above information, please complete thé following:

Name of Health Practitioner Date

( )
Signature of Health Practitioner Telephone Number

OCC 1214 (Revised 9/12) - Side 2 of 2 - All previous editions are obsolete.



AH stuclents if applicable

MARYLAND STATE DEPARTMENT QF EDUCATION
QOFFICE OF GHILD CARE
MEDICATION ADMINISTRATION AUTHORIZATION FORM
Child Care Program:

This form must be complated fully in order for child care providers and staff to administes the
required medication. A new medication administration form must be completed at the beginni ng
of each 12 month period, for each medication, and each time there is a change in dosage or time
of administration of a medication.
* Prescription medication must be in a container labeled by the phanmacist or prescriber.
* Non-preseription medication must be in the originat container with the label intact,

+ Parent/Guardian must bring the medication to the facility, Child’s Ficture (Optional}
= Must pick up the medication at the end of authorized period, otherwise it will be discarded.

PRESCRIBER’S AUTHORIZATION

Child's Name: Date of Birth:

Condition for which medication is being administered:

Medication Name: Dose; Route:
Time/frequency of administration;, If PRN, frequency:

(PRN=asneadnd}
If PRN, for what symptoms: :

Passible side effacts &special Instrusions:

Medication shalt be administered from: o
Month ! Day f Year Month I Day § Year (not to exceed 1 year}
Known Food or Drug: Allergies? Yes No_ if Yes, please explain
Prescriber's Name/Title: _
(¥ype or prir)
Telephone: FAX:
Address:
Prascriber's Signature; Date:
(Orginal signature of signalure stamp ONLY)

This spate may be used for the Prscriber's Address Stamp

PARENT/IGUARDIAN AUTHORIZATION
I/We request authorized child care provider/staff ta administer the medication as prescribed by the above prescriber. | attest that { have
administered at least one dose of the medication to my child without adverse effects. |/We certify that Ifwe have legal authority, understand the
risk and consent to medical treatment for the child named above, including the administration of medication. 1 agree to review special instruction
and demonstrate medication administration protedure to the child care provider.

Parent/Guardian Signature: Date:

Horne FPhone #; Cell Phone #:; Work Phone #:

SELF CARRY/SELF ADMINISTRATION OF EMERGENCY MEDICATION AUTHORIZATION/APPROVAL
. {Only school-aged children may bs authorized to self carryfself administer rnedicaﬁon.}
Self sarryfself administration of emergency medication noted above may be authorized by the prescriber.

Prescriber's authorization:
Sigrature Date
Parental approval:
Signature ) Date
FACILITY RECEIPT AND REVIEW
Medication was received from: Date:

Special Heath Care Plan Received: LJ vEs [ no

Medication was received by:

Signature of Person Receiving Medication and Reviewing the Form Date

‘ CCC 1218 TREeVIsEd OO e T0) — AT revIoUs BORONE Gre aEso?e?e.) Fageiofd



All students 1f applicaple

MARYLAND STATE DEPARTMENT OF EDUCATION
QFFICE OF CHILD CARE
Seizure Medication Ad ministration Authotization Form

Name of Child Care Facility

This form authorizes emergency sefzure care for OM OF
{Child's Name) {Date of Birth)

while attending the above named child eare facility during child care hours. This form must be compieted by the

child’s physician and signed by both physician and parent,

Treating Physician Phone# # After Hours

Significant Medical History:

Seizure Care Information

Seizure Type Length Frequency Description

Seizure Triggers or Warning Signs:

Seizure Emergency Protocel {Check all that apply and clarify below)

B3 Call 911 for transport to {J Notify parent or emergency contact
£3 Notify treating physician 3 Other
3 Administer emergency medications as indicated below:

Emergency Cosage | Time Route/methed | Side Effects | Special Instructions

Medication

Does child need 1o leave the classroom after a seizure? (3 Yes (J No I YES, describe process for returning the child to
the classroom.

Special Considerations and Precautions {regarding activities, sports, trips, etc.)

Physician Signature: Date:

Parent Information & Authorization: Medications must be in the original contziner and iabeled with the child’s name,
name of medication, directions for medication’s administration, and date of the prescription. { request that medication
be administered to my child as described snd directed above and attest that | have administered at least one dose of the
medication to my child without adverse effects. | agree to review special instruction and demonstrate the medication
administration procedure to the child care provider, |understand the risk and authorize for administration of
emergency seizure medication to my child.

Parent/Guardian Signature: Date:

OCC1216A (8/20/15)




Al Students F opplicable

Allergy Action Plan
Must be accompanied by a Medication Authorization Form (OCC 1216)

CHILD'S NAME: Date of Birth: Place Chiid’s
Picture Here

ALLERGY TC:

s the child Asthmatic? | No [ ] Yes (if Yes = Higher Risk for Severe Reaction)

TREATMENT
Symptoms: Give this Medication
The child has Ingested a food allergen or exposed to an allergy rigger: Epinephrine Antihistamine

But is riot exhibiting or complaining of any symptoms

Mouth: itehing, tingling, swelling of lips, tongue or mouth (*mouth feels funny”)

Skin: hivas, itchy rash, swelling of the face or extremities

Gut: nausea, abdominal cramps, vomiting, diawhea

Throat™: difficulty swallowing (choking feeling”), hoarseness, hacking cough

Lung®: shoriness of breath, repetitive coughing, wheezing

Heart™: weak or fast pulse, iow blood pressure, fainting, pale, blueness

Other:

If reaction is progressing {several of the above areas affecled)

*Potentially Ife-threatening. The severity of symptoms can quickly change.
*IMPORTANT: Asthma inhalers and/or antiistamines cannot be depended on 10 replace epinephring in anaphylaxis.

Medication Dose;

Epinephirine:

Antihistamine:

Other:

Doctor's Signature Date

EMERGENCY CALLS

1) Call 941 {or Rescue Squad) whenever Epinephrine has been administered. 2) Call the parent. State that an allergic
reaction has been treated and additional epinephrine may be needed. 3} Stay with the child.

Doctor's Name; Phone Number,
Contact(s} Name/Relationship Saytime Numi’:rme Number(s} e

ParentGuardian 1

ParentiGuardian 2

Emergency 1

Emergency 2

TEVEN IF A PARENT/IGUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE AND CALL 911,

Heabh Care Praviger and Parent Aumonzaton for SeivCamy SeH Adminisbation
{ authodize the chikt care provider 1o adminster the abowve 2% indicated. may sell carryiself agminlstes [schosdsgetorty] Oyes T Mo

ParenyGuardian’s Signature Date
Page t




G} Shudents 1 £ applicable

Allergy Action Plan

{Continued)
Must be accompanied by a Medication Authorization Form (OCC 1216)

Place Child's
Ficture Here

CHILD'S NAME: Date of Birth;
ALLERGY TO:
Is the chiid Asthmatic? [ no {7 ves (if Yes = Higher Risk for Severe Reaction)

The Child Care Facility will:

[1 Reduce exposture to allergen(s) by: (ne sharing food,

[} Ensure proper hand washing procedures are followed.

] ©Ohserve and monifor child for any signs of allergic reaction{s).

7] Ensure that medication is immediately available fo administer in case of an allergic reaction {in the

classroom, playground, field irips, ete.)

"] Ensure that a person trained in Medication Administration accompanies child on any off-site acfivity.

o

The Parent/Guardian will:

{] Ensure the child care facility has a sufficient

supply of emergency medication.

] Replace medication prior to the expiration

date

[ Monitor any foods served by the child care

facility, make substifutions or arrangements

with the facility, if needed.

Ll

gy raots, -

[ SinkimoSota sohenrresey medicl

Call oy P Emmrai.

To view an msiructionsl video demonsirating how to use an
EpiPon Auto-dniecter, please visit epipen.com.

LT O Mermn LI AL g unmeval.
ey V¥, Aref g g3 3. 0 3l 4

Page 2




Al Students 1€ apolicable

Maryland State Child Care/Nursery Schoo! AT * Triggers fist)
Asthma Medication Administration Authorization Form
ASTHMA ACTIONPLANfor __ [ 1 to [ {not to exoced 12 months}

e Sssns

Student’s
Name: DOB: PEAK FLOW PERSONAL BEST:

ASTHMA SEVERITY: 1 Exercise Induced [ intermittent 1 Mild Persistent 1 Moderate Persistent [0 Severe Persistent

Breathing is good Medication Dose Route Frequency
No couph or wheeze

Can work, exercise, piay
COther:
Peak fiow greaterthan ____ {BO% personal best)

{Rescue Medication)

i using more than bwice per week for exerclse, notify the heaith care provider and parent/guardian,

Prior to exercise/sports/ E,:.mmam_ education

Cough or cold symptoms
Wheezing

Tight chest or shortness of breath
Cough at night

Qther:
Peak fiow between If symploms do not improve In minutes, nolify the heaith tare provider and pareat/guardian,
{50%~79% persona} best} if using more than twice per week, notify the health care provider and parent/guordian,

Freguency

[ tedication is not helplng within 15-20 mins Medication Route Freguency
Dmﬁu«r-amwgawzanwmn
D
D

Masal fiaring or skin retracts between ribs
Hps or fingemaks biue
1 61 Trouble watking or talking

10 other: .
| 1 peak fow tess than (50% personal best) | Contact the parent/guardian after calling 911.

Health Care Provider and Parant Authorization
{authorize the child care provider to administer the zbove medications as Indicated. By signing below, | authorize to self-carry/self-administer medication and authorize the

child to self-carry/seif-administer the medications Indleated during any child care and beforefafter school programs. Student may seif-carry medications:

[Schook-age children} B¥Yes  LINo
Prescriber signature: Date: Parent / Guardian Signature: Date:

Reviewed by Child Care Provider: Name: Signature: _ Date:

3/z0/r015




MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care

HEALTHINVENTORY

information and Instructions for Parents/Guardians

REQUIRER INFQEMATION

The foliowing information is required prior to a ¢hild 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 nc more than twelve months prior to
attending child care. A Physical Examination form designated by the Maryland State Depariment 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 Marytand Immunization Certification form for newly enrolfing children may be cobtained from the
local health department or from schoo! personnel. The immunization certification form (DHMH 8986) or a prinfed or a computer
generated immunization record form and the required immunizations must be completed before a child may atfend. This form
can be found at:
hitp:/fearvchildhood marylandpublicschoels. org/system/files/filedepoti3/maryland_immunization_certification_form_dhmh 896

oo february 2014 ndf

Evidence of Blood-Lead Testing for children living in designated at risk areas. The blood-lead festing 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; hitp.//earivchiidhood. marvisndpublicschoois.org/system/files/filedepot/3/dhmb 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 depanment
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 legitimatle care responsibility for your child.

INSTRUCTIONS

Please compilete Part | of this Physical Examination form. Part il 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 1218) for each medication. The Medication Authorization Form can be obtained at

systemn/files/filedepot/3focci2ib-medicationadministrationauthoerization.ndf

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.

0OCG 1215 - Revised June 2016 - 41 previous editions are obsolere Pagelof5



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

Child’s Narne: Birth date: Sex
Last First Wddle Mo/ Day/¥Yr M
Address:
Nurnber Streef City State Zip
-+ ParentiGuardian : Name(s) . - Relationship:=-| SRR e i T i e

[+ H:
&3 H:

Your Child's Routine Medical Care Provider Your Child’s Routine Dental Care Provider tast Time Child Seen for

Mame: Name: Physical Exam:

Address: Address: Dental Care:

Phone # Phone - Any Specialist:

ASSESSMENT CF CHILD'S HEALTH - To the best of your knowiedge has your child had any problem with the following? Check Yes or No and
prowde a comment for any YES answer

tary Yes answer) i

Aliergles (Food Insects Drugs Latex etc) "

Allergles (Seasonal)

Asthma or Breathing

Behavioral or Emoctional

Birth Defect(s)

Bliadder

Bieeding

Bowais

Cerebral Palsy

Coughing

Commurnication

Developmenital Delay

Diabetes

Ears or Deafness

Eves or Vision

Feeding

Head injury

Heart

Hospitalization (When, Where)

Lead Poison/Exposure complete DEMH4620

Life Threatening Alfergic Reactions

Lirnits on Physical Activity

Meningitis

Mobility-Assistive Devices if any

Prematurity

Seizures

Sickle Cell Disease

Speech/Language

Surgery

DDDDDDDDDGDDDDGGQUUDDDDDDDDDBD‘%

mmmmmmmmmmDummmmmmmmmmmuumDUDDW

Othar

Does your child take medication (prescription or non-prescriptien} at any time? andlor for ongoing health condition?

I No O Yes, name{s) of medication(s):

Does your child receive any special treatments? (Nebulizer, EPI Pen, Insulin, Counseling et}
{INo [J Yes, type oftreatment:

Does your child require any special procedures? {Urinary Cathetenization, G-Tube feeding, Transfer, efc.)
1 No [ Yes, what procedure(s)

| GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART il OF THIS FORM. | UNDERSTAND {TIS
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

0CC 1215 - Revised June 2016 - A/l previous editions are obsolete. Page 2 0f §



PART i - CHILD HEALTH ASSESSMENT
To be completed ONLY by Physician/Nurse Practitioner

Child's Name:

Birth Date:

Last

First

Sex

Middie Month [ Gay / Year

M1 FO]

ONe [ Yes,describe:

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

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.

REMARKS: {Fiease explain any abnommal findings.)

OO Ne  [J Yes,describe; |

3. PE Findings

Not Not
Health Area WL ABNL Evalusted § Health Area WNL ABNL Evaluated
Attention Deficit/Hyperactivity ] ] g I ead Exposure/Elevated Lead O O ;]
Behavior/Adjustment 1 O Mobility ] [} 1
Bowel/Bladder ] [ Musculoskeletal/orthopedic ] ] ]
Cardiac/murmur ] [i] W Neurclogical ] U [
Dental m] 0 [ Nutrition ] | el
Development L ] ] Physicalliinessfimpairment [} [ (]
Endoarine Ll 0 0 Psychosocial ! [ 3
ENT 0 O O Respiratory ] i ]
Gl il O i} Skin 0 i} [
1Y) il Ll i Speechiianguage O ] Ci
Hearing [ [ Vision [l £l [
Immunodeficiency T ] Gther. ] O

4. RECORD OF IMMUNIZATIONS - DHMH 888701 other official immunization document (e.g. military irmmunization record of inmunizations} is required
to ba completed by a heaith care provider or a computer generated immunization record must be provided. (This form may be obtained from:
niip/fearivehiidhood marviandpublicschools orafsvstemifilesifiledenot/2/maryviand immunization_certification form dhmh 898 - february 2014 pdi

RELIGIOUS OBJECTION:

Parent/Guardian Signature;

Date:

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

B. Is the child on medication?
M No

[ Yes, indicate medication and diagnosis:
{OCC 1218 Medication Autherization Form must be completed to administer medication in child care).

[1Ne

£. Should there be any restriction of physical activity in child care?
[} Yes, specify nature and duration of reskriction:

7. TesVYMeasurement

Results

Date Taken

Tuberculin Test

Blood Pressure

Height

Weight

BM| %iile

{ ead Test Indicated:DHMH 4620 [ ] Yes [_No

Tast #1

Test#2 Testi#l

Test §2

(Child's Name)

Additional Comments;

has had a complete physical examination and any concerns have heen noted above,

Physician/Nurse Practitionar (Type or Print):

Phone Numbey:

Physician/Nurse Practitioner Signature:

Date:

0CC 1215 - Revised Junc 2016 - Al previous editions are obsolete.
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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 Aisto 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 tesi (children must meet all conditions in Box B). BOX C shounld be compieted by the healih care provider for any
child bomn on or after Janaary 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 obiection (must be completed by health care provides).

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 STATE ZIp
SEX: UUMale (IFemale BIRTHDATE / / PHONE
PARENT OR / /

GUARDIAN LAST FIRST MIDDLE

L

BOX B ~For 4 Child Who Does Not Need 2 Lead Test {Complete and sign if child is NOT exrolled in Medicaid AND the
answer to EVERY question below is NO):

‘Was this ckild bom on or after January 1, 20157 [ vEs O NO
Has this child ever lived i one of the areas listed on the back of this form? Q YES O 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)? O vEs O 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 Resuits by Health Care Provider

Test Date Type (V=venous, C=capillary) Resul¢ {meg/dL) Comments

Comments:

Person completing form: L¥Health Care Provider/Designee OR TSchool Health Professional/Designee

Provider Name: Signature;
Date; Phoene:
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
blood lead testing of my child.
Parent or Guardian Name (Print); Signature: Date:

MR FEE R FERE KRR LR TR FRE R R E RSk R R ARG A R R AR TR A PR RN R AR KRR LR L F TR I EFEEINT LR ER TR BRSSO T KRR TR T

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

Provider Name: , Signature;

Date: Phone:

Office Address:

DHMH ForM 4620 REVISED 5/2016 REPLACES ALL PREVIOUS VERSIONS
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HOW TO USE THIS FORM

The documented tests should be the blood lead tests at 12 months and 24 months of age. Two test dates and results are required
if'the first test was done prior to 24 months of age. If the first test is done afier 24 months of age, one test date with result is
required. The child’s primary health care provider may record the test dates and results directly on this form and 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 school health record.

s CHS DV Lk BOC

Baltimore Co. Frederick Prince George’s  Queen Anme’s

{Continued) Carroll {Continued) Kent {Continued} {Continued)
ALL 21212 21155 21776 21610 20737 21640

21215 21757 21778 21620 20738 21644
Anne Arundel 21219 21778 21780 21645 20740 21649
20711 21220 21787 21783 21650 20741 21651
20714 21221 21791 21787 21651 20742 21657
20764 21222 21791 21661 20743 21668
20779 21224 Cecil 21798 21667 20746 21670
21060 21227 21913 20748
21061 21228 Garrett Montgomery 21752 Semerset
21225 21229 Charles ALL 20783 20770 ALL
21226 21234 20640 20787 20781
21402 21236 20658 Harford 20812 20782 5t. Mary's
21237 20662 21001 20815 20783 20606
Baltimore Co. 21239 21010 20816 20784 20626
21027 21244 Dorchester 21034 20818 20785 20628
21052 21250 ALL 21040 20838 20787 20674
210671 21251 21078 20842 20738 20687
21082 21282 Frederick 21082 20868 20790
21085 21286 20842 21083 20877 20791 Talbot
21093 21701 23130 20901 20792 21612
21111 Baltimore City 21703 21113 20910 20799 21654
21133 ALL 21704 21160 20912 20012 21657
21153 21716 21161 20913 20913 21663
21161 Calvert 21718 21671
21204 20615 21719 Howard Prince George’s Queen Anne'’s 21673
21206 20714 21727 20763 20703 21607 21676
21207 21757 20710 21617

21208 Caraline 21758 20712 21620 Washingion

21209 ALL 21762 20722 21623 ALL
21210 21769 20731 21628

Wicomice
ALL

Worcester
ALL

Lead Risk Assessment Questionnaire Screening Questions:

Lives in or regularly visits a house/building built before 1978 with peeling or chipping paint, recent/ongoing renovation or
remodeling? ’

Ever lived outside the United States or recently arrived from a foreign country?

Sibling, housemnate/playmate being followed or treated for lead poisoning?

If born before 1/1/2015, lives in a 2004 “at risk”™ zip code?

Frequently puts things in his/her mouth such as toys, jewelry, or keys, eats non-food items (pica)?

Contact with an adult whose job or hobby involves exposure to lead?

Lives near an active lead smelter, battery recycling plans, other lead-related industry, or road where soil and dust may be
contaminated with lead?

Uses products from other countries such as health remedies, spices, or food, or store or serve food in leaded crystal, pottery or
pewier.

LORM 620
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MARYLAND DEPARTMENT OF HEALTH IMMUNIZATION CERTIFICATE

CHILD'S NAME
LAST FIRST M1
SEX:  MALE [ FEMALE [] BIRTHDATE / /
COUNTY SCHOOL GRADE
PARENT NAME PHONE NO.
OR
GUARDIAN ADDRESS CITY FALY
RECORD OF IMMUNIZATIONS (See Notes On Other Side)
Vaccines Type
Dose # DTP-DTaR-DT Polic Hib Hep B PCV Rotavirus MCV HPV Dose # Hep A MMR Varicella History of
MofDayffr MoDay/Yr | MofDayfYr MolDay/Nr Mo/Daylfr Mo/Dayfr MofDaylYT MefDay/¥r MofDaylYr | MoDaylYr | MoDaylYr Varicella
s
1 ; s
2 2
3 Td Tdap MenB Other
MalDay/Nr | MolDaylYr | MolDayfYr | Mo/DaylYr
4
5
To the best of my knowledge, the vaccines listed above were administered as indicated. linic / Office Name
Office Address/ Phone Number
1.
Signature Title Date
(Medicat provider, local health department official, sckool 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.

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 describe the medical contraindication.

Thisisa: [] Permanent condion QR [J Temporary condition until / /
Date

The above child has a valid medical contraindication to being vaccinated at this time. Please indicate which vaccine(s) and the reason for the

contraindication,

Signed: Date
Medical Provider / LHD Official

RELIGIOUS OBJECTION:
I an 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: Date:

MDH Form 896 (Formally DEMH 8%6) Ceater for Immunization
Rev. 7117 www. health.maryland.gov




How To Use This Form

The medical provider that gave the vaccinations may record the dates (using month/day/year) directly on this form
(check marks are not acceptable) and certify them by signing the signature section. Combination vaccines should be
listed individually, by 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.

2. 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 or retained.

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.

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

Immunization Requirements

The following excerpt from the MDH 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 school, public or private, may not

knowingly admit a student to or retain a student in a:

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

(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: (a) Tetanus; (b) Diphtheria; (c) Poliomyelitis; (d) Measles (rubeola);
(¢) Mumps; (f) Rubelia; (g) Hepatitis B; (h) Varicella; (i) Meningitis; and (j) Tetanus-diphtheria-accliular pertussis
acquired through a Tetanus-diphtheria-acellular pertussis (Tdap) vaccine.”

Please refer to the “Minimum Vaccine Requirements for Children Enrolled in Pre-school Programs and in
Schools” to determine age-appropriate immunity for preschool through grade 12 enrollees. The minimum vaccine
requirements and MDH COMAR 10.06.04.03 are available at wwi health.marviand gov. (Choose Immunization in the
A-Z Index)

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 “Age-
Appropriate Immunizations Requirements for Children Enrelled in Child Care Programs” guideline chart are
available at www.health marviand.gov. (Choose Immunization in the A-Z Index)

MDH Form 896 (Formsally DHMH 896) Center for Immunization
Rev. 717 www.health.maryland-gov



