GREENBELT REGREATION DEPARTMENT
Activity Registration Form (Please Print)

Adult Participant or Parent/Guardian Preferred Name
Address [:] Please check here if this is a new address
City State Zip
Phone: (day) (eve) E-Mail

Receipts are sent via e-mail whenever possible.
Emergency Contact Emergency Phone #
Do you need any special accommodations for any of the individuals listed below? YES NO

If yes, please explain below and complete an auxiliary aid/service order form provided by the Recreation Department or locatd at
http://www.greenbeltmd.gov/special_assistance.

Date of Activity Activity
Participant’s Name Gender | Birth Registration # Activity Name Fee

Please make checks payable to: City of Greenbelt TOTAL

D Please charge my (please circle): VISA MC AMEX DIS
Expiration Date: Credit Card Number:

Signature: Date:
PLEASE READ THE FOLLOWING CAREFULLY AND SIGN.

INSURANCE: I hereby inform the City of Greenbelt and the Greenbelt Recreaton Department that T will assume any and all medical
insurance coverage for the above named participant(s), and that said coverage shall be adequate to cover any and all possible accidents or
injuries to the above named participant(s) received during any phase of this program.

RELEASE: I hereby release and agree to hold harmless the City of Greenbelt and the Greenbelt Recreation Depastment, its employees,
volunteers, coaches and other participants from any act of commission or omission which may result in any personal injury or property
damage arising out of the above named participant’s participation in this program. I further agree to save harmless the City of Greenbelt and
the Greenbelt Recreation Department, its employees, volunteers, coaches and other participants from all losses, costs and expenses
(including attorney’s fees and court costs), settlement payment (whether or not reduced final judgment) and all liabilities, damages and fines
paid, incurred, or suffered by the City of Greenbelt and the Greenbelt Recreation Department by reason of, or arising out of injuries to
persons (including death) or property damage caused by or attributed to the above named partcipant’s participation in this pogram.
PHOTO RELEASE: Unless otherwise indicated in writing by participant or parent/guardian # the time of registration, photographs
of participants may be taken while participating in the program activities for use inCity of Greenbelt publications, social media or other
advertising venues. No personal information other than the participant’s fist name will be released under any circumstances.

RULES OF CONDUCT: I agree that I and/or the minors for whom I am responsible will abide by the Recreation Department’s Rules of
Conduct as outlined on the next page.

X X
Adult Participant or Guardian’s Signature Date Additional Adult Participant’s Signature Date

If more than one adult in the same household is signing up for an activity, both must sign the waiver.



EMERGENCY FORM

INSTRUCTIONS TO PARENTS:
(1} Complete all itemns on this side of the form. Sign and date where indicated.

(2) If your child has a madical condition which might require emergency medical cane, 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
Ernroliment Date Hours & Days of Expecied Atlandance
Child's Home Address
Streat/Apt. # State Zip Code
Parent/Guardian Name(s) Relationship 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 i
Strest/Apt. & City Stale Zip Code
Any Changes/Additional information
ANNUAL UPDATES
(Initials/Date) (Initials/Date) {Initiais/Date)

When parents/guardians cannot be reached, list at least one person who may be contacled to pick up the child in an emengency:

1. Name Telephone (H) W)
Last First
Address _
Streel/Apt. # City State Zip Code
2. Name Telephong (H) (W)
Last First
Address
Street/Apt. # City State Zip Code
3. Name Telephone (H) w)
Last First
Address .
Streelt/Apt. # City State Zip Code
Child's Physician or Source of Health Care Telephoneg
Address
Street/Apt. # - City Slate Zip Code

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

Signature of Parent/Guardian

Date

1
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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 medical

care.
(2) Ifnecessary, 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:

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

( )
Signature of Health Practitioner Telephone Number

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



MARYLANDSTATE DEPARTMENT OF EDUCATION
Office of Child Care

HEALTHINVENTORY

Information and Instructions for Parents/Guardians

REQUIRED INFORMATION

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 tweive months prior o
altending 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 heaith 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: :

http.//earlychildhood. marylandpublicschools. arg/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) shail be used to meet this requirement This form can

be found af: htto://earlychildhood.marylandpublicschools.org/system/files/filedepot/3/dhmb 4620 bloodleadtestingcertificate 2016.pdf
EXEMPTIONS 2

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 heaith 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 || must be completed by a physician or nurse practitioner, v
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.marvlandpublicschools.org/system/files/filedepot/3/occ1216-medicationad ministrationauthorization.pdf

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

OCC 1215 - Revised June 2016 - Al previous editions are obsolete Puge 1 of 5



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

Child's Nama: Birth date: Sex
Last First Middle Mo / Day / Yr MOFO
Address:
Number Strest Apt# City Slate Zip
Parent/Guardian. Name{s) Relatlonship PhoneNumber(s)

Wi C: H

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

ASSESSMENT OF CHILD'S HEALTH - To (he best of your knowledge has your child had any problem with the following? Check Yes or Na and
Erovide a comment for any YES answer.

Yes Comments (required for any Yes answor)

Allergies {Food, Insects, Drugs, Latex, 8lc)

Allergies (Seasonal)

Asthma or Breathing

Behavioral or Emotional

Birth Defect(s)

Bladder

Bleeding

Bowels

Cerebral Palsy

Coughing

Communication

Developmental Delay

Diabeles

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

SpeechfLanguage

Surgery

Other

O O O G - Oy O O OO O ) O O3 O0) O O 3 0 ) ) ) ) O O3y O3 O O3 0 )

OO0 OO0 0000000 Do0o0o0oo0OooooooooaoOo F

Does your child take madication {prescription or non-prescription) at any time? and/or for ongoing health condition?
ONoe [ Yes. name(s) of medication(s):

Does your child receive any special treatments? (Nebulizer, EPI Pen, Insulin, Counseling elc.)
Ono [ Yes,iype of treatment.

Does your chlld require any spacial proceduras? (Urinary Catheterization. G-Tube feeding. Transfer, elc.)
O No [ Yes, what procedure(s);

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

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

Signature of Parent/Guardian Date

0OCC 1215 - Revised June 2016 - Al previous editions are obsolete Page2of §



PART Il - CHILD HEALTH ASSESSMENT
To be completed ONLY by Physician/Nurse Practitioner
Chlid’s Name: Birth Dats: Sex

Last First Middle Manth / Day / Year M FO
1.Does the child named above have a diagnosed medical condition?

ONe [ Yes,describe:

2. Does Ihe 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.

O No [ Yes, describe:

| 3. PE Findings

Not Not
Health Area WNL ABNL Evaluated | Health Area WHNL ABNL Evaluated
Aftention Deficit/Hyperactivity [l iti ] L.ead Exposure/Elevaled Lead O O
Behavior/Adjustment ] g ] Mability ] ] D
Bowel/Bladder (] ] O Musculoskeletaliorthopedic ] 0 (]
Cardiac/murmur 0 (] ] Neurological ) 0 [m]
Dental ] @] [m] Nutrition (] ] (]
Development (] ] ] Physicatlliness/impairment ] ] ]
Endocrine ] ] ]l Psychosocial ] ] (]
ENT O a ] Respiratory ] [} ]
Gl O ] O Skin_ - O ] ]
GU (] [m] ] SpeechiLanguage ] O ]
Hearing ] 0_ ] Vision ] ] ]
immunodeficiency ] [m] (] Other. ] O
REMARKS: (Please explain any abnormal findings.)

&

4. RECORD OF IMMUNIZATIONS - DHMH 896/or other official immunization document {e.g. military immunization record ofimmunizations) is ;equired
{0 be completed by a health care provider or a computer generated immunization record musi be pravided. (This form may be oblained from: -
hitp Hearlychildhood. marylandpublicschools. orgfsystem/files/{iladepot/d/maryland immunization certification form dhmh B98 - february 2014, pdf

RELIGIQUS OBJECTION:

| 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?

ONo [0 Yes, indicate medication and diagnosis:
{OCC 1216 Medicatlon Authorizatlon Form must be completed to administer medication In child cara).

6. Should there be any restriction of physical activity in child care?
O Ne [0 Yes, specify nature and duration of restriction:

.

7. Test/Measurement Results Date Taken

Tuberculin Test

Blood Pressure
Height
Weight

BMI %tile

LeadTest Indicated:DHMH 4620 (3 Yes [INO | Test#1 Test#2 Test# 1 Test #2

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: PhysicnanlNursEl-’ractilioner Signalure: Date.

OCC 1215 - Revised June 2016 - Al previous editions are obsolete. Pagedof 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 cenditions 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 f /

LAST FIRST MIDDLE
CHILD'S ADDRESS ! / /

STREL;".T ADDRESS (with Apartment Number) CITY

SEX: OMale OFemale 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 earolled in Medicaid AND the
answer to EVERY question below is NO):

Was this child bom on or afier January 1, 20157 O ves O NO
Has this child ever lived in one of the areas listed on the back of this form? O vEs O wNO
Does this child have any known risks for lead cxposure (see questions on reverse of form, and
talk with your child's health care provider if you are unsure)? 0O ves O NO
1T all answers are NO, sign below and return this form to the child carc provider or schoul.

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

If the answer to ANY of these questions is YES, OR il the child is envolled 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 (meg/dL) . Comments

Commenits:

Person completing form: OHealth Care Provider/Designee OR OSchool Health Professional/Designee

Provider Name: Signature;

Date; Phone:

OfMice Address:

BOX D - Bona Fide Religious Beliefs

I am the parent/guardian of the child identified in Box A, above. Because of my bona fide religious beliefs and practices, 1 object to any
blood lead testing of my child.

Parent or Guardian Name (Print); Signature: Date:
ERL LTRSS 322 R R R bt 2 02T Rl it Rl it i it sl it i ittt ittt Rt il at il ldsld

This part of BOX D must be completed by child's health care provider: Lead risk poisoning risk assessment questionnaire done: T YES T NO

Provider Name: Signature;

Date; Phone:

Office Address:

DHMH FORM 4620 REVISED 5/2016 REPLACES ALL PREVIOUS VERSIONS

0CC 1215 -June 2106 Pagedof 5



MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE IMMUNIZATION CERTIFICATE

CHILD'S NAME
LAST FIRST Ml
SEX: MALEDO FEMALE[O BIRTHDATE / /
COUNTY SCHOOL GRADE
PARENT NAME el PHONE NO.
OR
GUARDIAN ADDRESS CITY Zip
RECORD OF IMMUNIZATIONS (See Notes On Other Side)
Vaccines Type
Dosa # DTP-DTaP-DT Poilp Hb Hap B PCV Rotavinus MCV HFV Desa Hep A MMR Varicela Mistory of
Ma/Dayry: Ma/Dayrfr Me/Day/f: Ma/Day MaiDayirr MoBDay/Yr MoDayfyr Mo/Day/fYr # Mo/Day/Yr | Ma/DayYr | MoDay/vr Varicella
Diseass
1 1 MolYr
2 2
3 Td Tdap FLU Other
MoDay/vr | MoDay/r | MoDayiyr | Mo/DayfyYr
4
g
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 licalth department efficial. school official, or child care provider caly)
‘)' - —
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: [J Permanent condition orR U 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'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: Date:

DHMR Form 896 Center for Immunization
Rev. 2114 www.dhmb.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/T4).

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 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 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: (a) Tetanus; (b) Diphtheria; (c) Poliomyelitis; (d) Measles (rubeola);
(e) Mumps; (f) Rubella; () Hepatitis B; (h) Varicella; (i) Meningitis; and (j) Tetanus-diphtheria-acellular 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 DHMH COMAR 10.06.04.03 are available at www.dhmh.maryland.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 Inmunizations Requirements for Children Enrolled in Child Care Programs” guideline chart are
available at www.dhmh marvland.gov. (Choose Immunization in the A-Z Index)

DUMH Form 896 Center for Immunization
Rev. 2/14 www.dbmh maryland.gov
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MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care

ALL ABOUT MY CHILD

INSTRUCTIONS
This tool was developed to help your child care provider support the growth and development of your
chiid while creating a safe stable and healthy environment for all children.

STEPI: INFORMATION TO BE COMPLETED BY THE PARENT/GUARDIAN
IDENTIFYING INFORMATION: Fill in identifying information including your child’s nickname.

THINGS MY CHILD DOES WELL: Indicate characteristics of your child’s behavior and skills which you
consider to be things your child does well in the following areas: physical activity, language, self-care,
emotional, and social. Examples could include your child’s problem solving ability, inquisitiveness,
expression of thoughts, sharing ability, climbing skills, ability to use a spoon, fork, or drinking cup. Your
child care provider can use these examples to help your child develop new skills.

WHAT MY CHILD LIKES AND DISLIKES: Indicate your child’s likes and dislikes including toys, objects,
people, foods, and activities. Indicate if fear is associated with any dislikes and discuss with your
provider. Making a note of your child’s likes and dislikes will help the provider make your child feel

more comfortable.

THINGS 1 AM WORKING ON WITH MY CHILD: Let the child care provider know the skills and activities
that you consider important for your child to learn and ones that you are working on at home, through
school, or with a private practitioner. These could include self-help skills, language skills, social skills,
coordination, large muscle activities, and/or behavior skills. The provider may be able to reinforce these

efforts and provide consistency when appropriate.

MY CHILD ENJOYS THESE PHYSICAL ACTIVITIES: Describe those activities in which your child most
enjoys participating, such as circle games, climbing, running, or bike riding. This knowledge will help
the child care provider plan activities to include your child.

MY CHILD HAS DIFFICULTY WITH THESE ACTIVITIES: Indicate if your child dislikes, has difficulty
with, or is physically restricted from performing certain activities. Examples of this may include a dislike
of playing games with balls, falling frequently when climbing, or a restriction from participating in
strenuous exercise.

MY CHILD WILL NEED THE FOLLOWING EQUIPMENT AND/OR ROUTINES: Indicate if your child needs
equipment to participate fully in the program. Equipment may include such things as glasses, a
wheelchair, braces, crutches or other walking aids, a hearing aid, a helmet, a communication board, a
nebulizer, special feeding utensils, and/or other adaptive devices. If applicable, include directions and
demonstrate how the equipment is to be used. Indicate if the child requires any procedures or treatments.
These may include blood glucose monitoring, catheterization, positioning, special exercises, a plan for
emergency care, and/or a behavior management program. Directions may be provided by the parents,
physician, or other professionals.
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MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care

ALL ABOUT MY CHILD
INSTRUCTIONS (continued)

THINGS MY CHILD MIGHT NEED HELP WITH: Indicate if the child requires individual attention. This
may be required only during certain activities or during the entire time the child is in care. Some
examples are help with tying shoes, help with cutting food, or encouragement to participate in group
activities or to sit still, reinforcement of a behavior management program, or intermittent catheterization.
Any need for additional supervision is determined between the parent/guardian and the provider.

STEP II: THE PROVIDER'’S PART

WHAT SPECIAL ADAPTATIONS WILL THE PROGRAM MAKE AT THIS TIME? (For the use of the
provider when necessary): In addition to the established provisions of the program, indicate any
modification of the program necessary to meet the unique needs of this child. Examples may include
adding activities that this child especially likes or performs well, providing extra supervision when the
child is performing difficult activities, removing anything to which the child is allergic, rescheduling
activities so that they do not interfere with any treatments, moving furniture to accommodate wheelchairs,
and adapting activities so that the child will be included. Decisions may be made in cooperation with the

parent/guardian.
STEPIII: USE OF THE INFORMATION GATHERED

ONGOING: The provider should be familiar with the information gathered on this form before working
with the child. Al information collected shall be confidential. Written parental permission must be
obtained prior to sharing this information with anyone other than the provider(s) and the Child Care
Administration’s Licensing Specialist. The information needs to be updated as the child’s need(s)
change or at a minimum, annually. Revision of program plans can occur at any time based on
observations of the child or updated evaluations (it may be helpful to make updates in a different color
ink). It is important that the parent/guardian and provider devote time to discuss the child’s day-to-day
behavior and participation in activities, By doing this routinely, problems can be prevented.

DAILY: The provider/staff must have daily access to each child’s personal information in order to
adequately provide for the safety and care of each child. The information may be used to schedule
procedures, treatments, program modifications, and/or additional supervision. The provider plans the
program of activities to enable each child to participate with the group as much as possible.

ANNUALLY: This information must be reviewed and updated at least once a year by the parent/guardian.
The parent/guardian and provider must initial and date the form when it is reviewed each year.
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MARYLAND STATE DEPARTMENT OF EDUCATION

Office of Child Care
ALL ABOUT:

Child's First Name or Nickname
Child’s Name: Birthdate:
Parent/Guardian: Home Phone: Work Phone:
Address: Zip Code:
Provider/Center: Phone:
Address: Zip Code:

The information contained herein is far CONFIDENTIAL USE ONLY.

THINGS MY CHILD DOES WELL

WHAT MY CHILD LIKES AND DISLIKES

THINGS I AM WORKING ON WITH MY CHILD

MY CHILD ENJOYS THESE PHYSICAL ACTIVITIES
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MY CHILD HAS DIFFICULTY WITH THESE ACTIVITIES

MY CHILD WILL NEED THE FOLLOWING EQUIPMENT AND/OR ROUTINES

THINGS MY CHILD MIGHT NEED HELF WITH

WHAT SPECIAL ADAPTATIONS WILL THE PROGRAM MAKE AT THIS TIME?
(For the use of the Child Care Facility when needed.}

This information is intended for use by the child care provider, developed in cooperation with the parents. THIS IS NOT
INTENDED TO BE A LEGALLY BINDING CONTRACT.

Signatures;

Parent/Guardian: Date:
Provider; Date:
Updates:

Parent/Guardian: Date: Parent/Cinardian: Datc:

Provider:

Provider:

OCC 8506 (Revised 7/05) - Al previous editions are obsolete. Page 2 of 2



