Little Tree Child Care

183 W. Main St.
Macungie, PA. 18069
Application for child care services Date of
Admission:
Child's Name: . Date of birth:
Address:
Mother’s (legal guardian) Name: Home Phore:
Employer: Work Phone:
Employer's Address:
Father's (legal guardian) Name: Home Phone:
Employer: Work Phone:
Employer's Address:

Parent's Marital Status: (IMarried CISingle [IDivorced (JSeparated

Name of child’s Physician: . Phone:
Address;

Special medical or dietary information necessary (allergies, medication, special needs, etc...) for management in
an emergency situation.

Name and relation of persons designated by parents to whom your child may be released (ID required upon pick-
up).

Name: Driver's License Number:
Name: Driver's License Number:
Registration fee of $50.00.

My child’s schedule will be as follows: (Please check the appropriate box and write approximate time of drop off
and pick-up).

[IMonday UTuesday CWednesday
U Thursday CFriday
| agree to pay each week for my child's care while at Little Tree Child Care, Inc. A $10.00 late charge

will be applied to any tuition not paid within the first two days of care. A $20.00 charge will be applied to your
account for any check not clearing. Full time care includes a morning and afternoon snack and lunch.
Transportation and medical care will be provided by the parent. Care after 6:00PM is $10.00 for every fifteen
minute increment. Your child must remain on the same schedule each week for staffing purposes. | have read th
parent handbook rules and agree to abide by them.

Parent’s signature Date

Administrator’s signature Date
A parent under the age of 18 must have this co-signed by their parent or guardian

Co-sianer Nata



Child pick-up authorization

I, , authorize Little Tree Child Care 10 release
my child(ren) to the person(s) designated. This is in consonance with the
Little Tree Child Care emergency operations plan

Student’s Name Designated Custodian(s) Name & Relationship
Your Signature Relationship Date
Address

Address

Home Phone - Work Phone  ~ (ell

Note: Parents and guardians should designate themselves as designated custodians.
Friends, neighbors and other relatives may also be designated.



EMERGENCY CONTACT / PARENTAL CONSENT FORM

55 PA CODE CHAPTERS 3270.124(a)(b), 3270.181 & 182. 3280124 (a)(b), 3280.181 & 182 3250124 (a)(b). 3290181 & .182

/CHILD'S NAME BIRTHDATE =)
ADDRESS
MOTHER'S NAME/LEGAL GUARDIAN HOME TELEPHONE NUMBER
ADDRESS
BUSINESS NAME BUSINESS TELEPHONE NUMBER
ADDRESS
mﬁ_mEGAL GUARDIAN HOME TELEPHONE NUMBER
ADDRESS
BUSINESS NAME BUSINESS TELEPHONE NUMBER
ADDRESS
EMERGENCY CONTACT PERSON(S) NAME TELEPHONE NUMBER WHEN CHILD IS IN CARE
WWHOH CHILD MAY BE RELEASED NAME ADDRESS TELEPHONE NUMBER WHEN CHILD IS IN CARE
NAME OF CHILD'S PHYSICIAN/MEDICAL CARE PROVIDER TELEPHONE NUMBER
ADDRESS
SPECIAL DISABILITIES (IF ANY) ALLERGIES (INCLUDING MEDICATION REACTION)
MEDICAL or DIETARY INFORMATION NECESSARY IN AN EMERGENCY SITUATION MEDICATION, SPECIAL CONDITIONS
ADDITIONAL INFORMATION ON SPECIAL NEEDS OF CHILD
HEALTH INSURANCE COVERAGE FOR CHILD or MEDICAL ASSISTANCE BENEFITS POLICY NUMBER (REQUIRED)
PARENT S SIGNATURE IS REQUIRED FOR EACH ITEM BELOW TO INDICATE PARENTAL CONSENT
OBTAINING EMERGENCY MEDICAL CARE ADMIN. OF MINOR FIRST - AID PROCEDURES
WALKS AND TRIPS SWIMMING
TRANSPORTATION BY THE FACILITY WADING

PERIODIC REVIEW

SIGNATURE OF PARENT or GUARDIAN DATE

SIGNATURE OF PARENT or GUARDIAN DATE

03691A cYss? - 148
DRIGINAL



Parent/

Parents may write immunization dates; health professional should verify and complete all data.

U I autharize the child care staft and my child’s nealth professional o communicate directly it needed to darify information on this form about my child,

PARENT'S SIGNATURE:

DO NOT OMIT ANY INFORMATION
This form may be updated by a health professional. Initial and date any new data. The child care facility needs a copy of the form.

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY):
O MNONE

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY.
O NONE

CHILD'S ALLERGIES (DESCRIBE, IF ANY):
O NONE

LIST ANY HEALTH PROBLEMS CR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF,
EQUIPMENT AND PROVISION FOR EMERGENCIES.

O NONE

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR
COMMUNICABLE DISEASES?
O YES 0O NO IF NO, PLEASE EXPLAIN YOUR ANSWER:

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE | THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND
HEALTH CARE SERVICES CURRENTLY RECOMMENDED | INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD
BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE | CARE FACILITY.

H E AT WWW.AAP.ORG
S ) VISION (subjective until age 3}

N e A g HEARING (subjective until age 4)

LEAD

RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF 'ﬂ‘lﬁ-ﬂﬂﬂ.ﬂ‘s IMMUNIZATION RECORD

IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS

HEP-B

ROTAVIRUS

DTAP/DTP/TD

HIB

PNEUMOCOCCAL

POLIO

INFLUENZA

MMR

VARICELLA

HEP-A -

MENINGOCOCCAL

OTHER

MEDICAL CARE PROVIDER: SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN'S ASSISTANT

ADDRESS:
TITLE:

PHONE: o LICENSE NUMBER:  DATE FORM SIGNED:







