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¥ Best Buddies Learning Center @ The Shore Inc
By signing, below we agree that I/we have received a copy, carefully read, and
agree to all terms and conditions stated in the parent handbook for Best Buddies

Leamning Center Inc. This includes tuition, late fees, termination notice, parent
responsibilities, and ground rules.

I/ We hereby express agreement with all information stated in the parent handbook
and accept them as conditions for enrollment of our child(ren) in this day care
facility. A one-month notice is required before terminating our child’s enrollment
at Best Buddies Learning Center. Should I/we fail to give ample notice, I/we will
be responsible to pay the additional one month of tuition.

In the event of an accident, it is understood that the personnel and Best Buddies
Leaming Center will not be held responsible, I/'We have received a copy of “A
Parent’s Guide to Regulated Child Care.” I/We give Best Buddies Learning Center
permission to take pictures of our child(ren) to be shared with us, other families,
and for advertising purposes without our child’s full name stated in the captions.

This signed admission agreement must be accompanied by a non-refundable tuition
pavment for enrollment. All tuition is to be paid in advance before service is
rendered. No refunds will be made due to absences, illnesses, holidays, field trips,
vacations, unforeseen emergencies, or inclement weather forced closings. Should
legal action be required due to non-payment of tuition, the responsible
parents/guardians will be responsible for all legal fees incurred by the center. The
Admission Agreement and nonrefundable deposit are valid for the projected

starting date only.

Child’s Name: Child’s Birthday:
Projected Start Date: :
Contracted Hours of Care: Drop off time: Pick-up Time
Parent/Guardian Name(s):

Parent/Guardian Email(s):

Parent/Guardian Signature(s): Date:

Contact Number(s): -

In order to hold your child’s spot this signed contract, the enrollment fee, and
one month's tuition must be made,



MARYLAND STATE DEPARTMENT OF EDUCATION - Office of Child Care

CACFP Enroliment: Yes:D NOZD
Maals your chitd wiil receive while in care:

sx( LA p e
EMERGENCY FORM M5 AM s e s Evng Sk
INSTRUCTIONS TO PARENTS:

(1) Complete all tems on this side of the form. Sign and date where indicated. Pleasa mark "N/A" if an Itam I8 not applicable.
(2) 1 your ohild has & medical condition which might require emergency medical care, complete the back side of the form, if necessary
health practitioner review that information. '

have your child's

NOTE: THIS ENTIRE FORM MUST RE UPDATED ANNUALLY.

Child's Name Birth Date
Last Firet
Enroliment Date Hours & Days of Expected Attendance
Thilds Home Address )
Steet/Apt # City State Zip Code
Parent/Guardian Name(s) Relationship Contact Information e
Email o W
H: Employer:
Email: C: w:
H: Employer:
Name of Person Authorized to Pick up Child (daily)
Last First Relationship to Child
Agaress
StreelApt. # City State Zip Code
Any Changes/Agditional Information
ANNUAL UPDATES
{initiais/Date) (Initials/Date) (Initials/Date) (Initials/Date)
Wr; p_are:!:s;g—u;-daa-:s c_ann—o_b_erea:h;d; lis—ta-t_lea_st;_ne -p-er;;rr\;r; m_ay—l;e contacted to pick up the child ir;n e_me_rge_ncy:
1. Neme Telephone (H) W)
Last First
Agdress 5
Sreevhpt. # City State Zip Code
2. Name Telephone (H) W)
Last First
Address n
StreevApt. # City tate Zip Code
3. Namev Telephone {H) W)
' Last First
Address
Street/Apt. # City State Zip Code

Child’s Physician or Source of Health Care

Telephone

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
authorizes the responsible person at the child care facliity to have your child transported to that hospital.

Signature of Parent/Guardian Dals

Page 1 of 2
OCC 1214 (Revised 01/2022) - All previous edltions are obsolets. :




MARYLAND STATE DEPARTMENT OF EDUCATION - Office of Child Care
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) ::wgecfesgaw have your child's health practitioner review the information you provide below and sign and date where
ica
Child’s Name: Date of Birth:

Medical Condition(s):

Medications currently being taken by your chilg:

Date of your child’s Isst tetanus shot:

Allergies/Reactions:

EMERGENCY MEDICAL INSTRUCTIONS:
(1) Swgns’‘svmptoms to look for:

{(2) ¥ signs‘symptoms appear, do this:

(3) Tc preventincidents:

S ———————————— — —— — — — — —— —— — —— — — — —

OTHER SPECIAL MEDICAL PROCEDURES THAT MAY BE NEEDED:

COMMENTES:

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 01/2022) - All previous editions are obsolete.

Page 2 of 2



' MARYLAND STATE DEPARTMENT OF EDUCATION
5 ' Office of Child Care

HEALTII INVENTORY

Information and Instructions for Parents/Guardians

REQUIRED INFORMATION

The following information is required prior to a ¢hild attending a Maryland State Department of Education licensed,
rigistered, or approved child care or nursery school:
A physical examination by a health care provider per COMAR 13A.15.03.04, 13A.16.03.04, 13A.17.03.04, and .

13A.18.03.04. A Physical Examination form designated by the Maryland State Department of Education and the
Marviand Department of Health shall be used to meet this requirement (See COMAR 13A.15.03.02, 13A.16.03.02,

.13A.17.03.02 and 13A.18.03.02). :
Evidence of immunizations. The immunization certification form (MDH 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: hitps://earlychildhood.marylandpublicschools.org/child-care-providers/licensing/licensing-forms

Select MDH 896.

e Evidence of Blood-Lead Testing for children younger than 6 years old. The blood-lead testing certificate (MDH
4620) or another written document signed by a Health Care Practitioner shall be used to meet this requirement. This
form can be found at:https:/earlychildhood.marylandpublicschools.org/child-care-providers/licensing/licensing-forms -

Seiect MDH 4620.

Medication Administration Authorization Forms. If the child is receiving any medications or specialized health care
services. the parent and health care provider should complete the appropriate Medication Authorization and/or
Special Health Care Needs form. These forms can be found at: Select Forms OCC 1216 through OCC 1216D as
appropniate. hitps://earlychildhood.marylandpublicschocls.org/child-care-providers/licensing/licensing-forms

EXEMPTIONS

Exemptions from 2 physical examination, immunizations, and Blood-Lead testing are permitted if the parent has an
objection basec on their bona fide religious beliefs and practices. The Blood-Lead certificate must be signed by a Health

Care Practuoner stating a questionnaire was done. '

Chiidren may aisc 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 heatth information on this form will be available only to those health and child care providers or child care personnel
who have z iegtimate care responsibility for the child.
INSTRUCTIONS

Fart | of this Physical Examination form must be completed by the child's parent or guardian. Part Il must be completed
by 2 physician or nurse practitioner, or a copy of the child's physical examination must be attached to this form.

if the child does not have health care insurance or access to a health care provider, or if the chilfi requires an
individualized health care plan or immunizations, contact the local Health Department. Information on how to contact the

local Heatth Department can be found here: https://health.maryland.qov/Pages/Home.aspx# .

The Child Care Scholarghip (CCS) Program provides financial assistance with child care costs to eligible working families
in Maryland. Information on how to apply for the Child Care Scholarship Program can be found here:

httgs://earixchildhood,mag'landgublioschool§.org/9hild-garg-proyigggglghild- are-scholarship-program

- OCC 1215 Health Inventory - Revised February 2023 - All previous editions are obsolete. Page Lof3



: Y
PART | - HEALTH ASSESSME:rT(;ian i ii«,
To be completed by parent of y Bimndat: T
Child's Name- — Mo / Day /Y™ moyery |,
. Last First M \%
Address: State Zio 3
‘ Number Street Aptd cly Phone Number(s) H: — ol
Parent/Guardian Name(s) Relationship e C: - '
; H:
W C: —
‘ Last Time Child Seen for -
Health Insurance ;
Medical Care Provider Health Care Specialist Dental Care Provider OYes O No Phys,c:,, Exam:
Name: Name: Name: ) tarshi Dental Care:
Address: Address: Address: g‘::d Caré :lcoho P Specialist:
Phone: Phone; Phong! = 7 Check Yes or No and
ASSESSMENT OF GHILD'S HEALTH - To the best of your knowledge has your child had any problem with the following
rovide & comment for any YES answer. o = - e reauired for any Yes answer)
| Alergies
Asthms or Breathing
ADHD
Autism Spectrum Disorder

Qehavioral or Emotional
Birth Defect(s)
Biadder
Bieeding
Bowels
Cerebra! Palsy

Communication
Developmente! Delay
D.gbetes Melinus

Ears or Deg™ess

Eves

Feeding’Specig’ Dietary Needs

Heac Injury

Hospiaizator [Wher., Where, Why)
LezC Poisoning/Exposure '

Life Threaiening/Anaphylactc Reactions
Limits or Physical ACtivity
Ajeringits
tobility-Aesistive Devices If any
Prematurity

P

Sencory Impairment
§ Siciie Czil Disease
Speech/language
Surgery

Vision

Other

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

QDDDDDDDDDDDDDDDDDD‘DDDDDDDIUUUDOU
DDQUDDDDDDGDDBDDDDDDDDDDEJDC!EIDIE!EHD

ONo [JVYes, If yes, attach the appropriate OCC 1216 form,

Does your child receive any special treatments? (Nebulizer, EPI Pen, Insulin, Blood Sugar check, Nutrition or Behavioral Health Tnerapy
{Counselingetc.) [JNo [J Yes Ifyes, attach the appropriate OCC 1216 form and Individualized Treatment Plan

Does your child require any special procedures? (Urinary Catheterization, Tube teeding, Transfer, Ostomy, Oxygen supplement, etc.)

O No  [JVYes, if yes, attach the appropriate OCC 1216 form and Individualized Treatment Plan

| | GIVE MY PERMISSICN 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.

: XQETEZ;I'IEI:AT INFGRMATION PROVIDED ON T HIS FORM IS TRUE AND ACCURATE TO THr: BEST OF MY KNOWLEDG

Printed Name and Signature of Parent/Guardian : ' Date

Yy,
I A1C Ty, Varinnbam

P

- Page2of3
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w R - PART Il - CHILD HEALTH ASSESSMENT
> e v : To be completed ONLY by Health Care Provider
["Chiid's Name: ‘ Birth Data: Sex
; Lest First Middle

1. Does the child named above have a diagnosed medical, developmental, behavioral or any other haaith condition?
[ONo [0 Yes, describe:

2. Does the child receive care from a Health Care Specialist/Consultant?

|

1

|

‘;

Month / Day | Year MOrO | \

5 l

1
ONo  [JYes, describe \

e

1 3. Dowes the child have a health condition which may require EMERGENCY ACTION while he/shae 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 emergericy

Sk

cord.
| {ONe [0 Yes, describe: r
| 4. Heslth Assessment Findings E \
Not v
Lﬁ'gysical Exam WNL ABNL | Evaluated | Health Area of Concern NO | YES DESCRIBE |
| Heac 0 Allergies ] ] )
Eoal g g Asthma ol 0 \
E 5= Nase Throa: Attention Deficit/Hyperactivity m] m] ! :
{ Dentst'Mauth [] 0O Autism Spectrum Disorder 0 ] |
| Respitatory o % [m] Bleeding Disorder jm] ] 1
{ Csrdiac @] [m] Diabetes Mellitus mln ]
{ Gastomtestinal O 0 m] Eczema/Skin issues [m] ] |
| Genitourinary ] 0 0O Feeding Device/Tube ] O 1
. Musculoskeletat/orthopedic ] O O Lead Exposure/Elevated Lead O O |
{ Neurological ] (0] ] Mobility Device ] ] ]
[ Engocnne @ O ] Nutrition/Modified Diet O O |
| Skin O ] OJ Physical illness/impairment O o
| Psychosocia! j=} 0O O Respiratory Problems O ] |
{ Vision [ O 0J Seizures/Epilepsy O O |
Speechianguage ] Od0 O Sensory Impairment ] O
| Hemaioogy O ] O Developmental Disorder O ]
| Deveicpmenia’ Misstones ! [Q O (] Other:
| REMARKS: {(Piease explam any abnormal findings.)
S. Messurements Date Resuits/Remarks

T ubercuiosis Screening/Test, if indicated
Biooc Pressure
Heght
Weight
Deveiopmenia Screening
| 6. Is the chiic on medication?
i TiNe T Yes, indicate medication and diagnosis:
i {OCC 127€ Medication Authorization Form must be completed to administer medication in child care).
ntips.lieariychiidhood.marylandpublicschools.org/child-care-providers/licensing/licensing-forms

i

r 7. Shouid there pe any restriction of physical activity in child care?
i {ONo [ Yes, specify nature and duration of restriction:

, 8. Are there any dietary restrictions?

{OONo [ Yes, specify nature and duration of restriction:

8. RECORD OF IMMUNIZATIONS — MDH 896 or other official immunization document (e.g. military immunization record of immunizations) is
required 10 be completed by a health care provider or a computer generated immunization record must be provided. (This form may be
obtained from: hitps:/earlychildhood, marylandpublicschools.ora/child-care-providers/licensing/licensing-forms Select MDH 896.)

10, RECORD OF LEAD TESTING - MDH 4620 or other official document is required to be completed by a health care provider. (This form may be
obtained from: httgg;[/ggﬂyghilghgggzmgmgmgng_l!ggghgglg,grg[ghng:ga[e-proyiggrgjIigengingllicensing-fgrms Select MDH 4620)

Under Maryland law, all children younger than 6 years old who are enrolled in child care must receive a blood lead test at 12 months and 24
months of age. Two tests are required if the 1st test was done prior to 24 months of age. If a child is enrolled in child care during the period- .
between the 18t and 2nd tests, his/her parents are required to provide evidence from their health care provider that the child received a second

test after the 24 month well child visit. If the 1st test Is done after 24 months of age, one test Is required.

Additional Comments:

Health Care Provider Name (Type or Print): Phone Number: Health Care Provider Signature: _ Date:

0CC 1215 Health Inventory - Revised February 2023 - All previous editions are obsolete. ’ i oy,




MARYLAND DEPARTMENT OF HEALTH BLOOD |

w ‘EAD TESTING CERTIFICATE
Instructions: Use this form when enrolling a child in ohild care, '

' pre-kindergarten, kinder atte i

wmplsdted ;,y ;he ;;are;t} (c;r guardian. BOX B, alAsp completed by parent/guardian, is for a%hiidnbfrg g;f%?ed;z;m?; )X1A21;1tg b; ‘
no.: need a lead test (children must meet all conditions in Box B). BOX C should be com leted by th At oeang
child born on or after January 1, 2015, and any child bor before January | s tokront VLK SORHORL i g
D is for children who are not tested due to religious objection (must be con;

2015 who does not meet all the conditions in Box B. BOX
ho. pleted by health care providet).
BOX A-Parent/Guardian Completes for Child Enrolling in Child Ca k

CHILD'S NAME

re, Pre-Kindergarten, Kindergarten, or Fiﬁt Grade
TAST

FIRST

f CHILD’S ADDRESS o

| STREET ADDRESS (with Apartment Number) cITY STATE ~ZIp

| SEX: OMale O Female BIRTHDATE PHONE

| PARENT OR

GUARDIAN LAST FIRST

MIDDLE

B e 7=

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, 20157
Has this child ever Hived in one of the areas listed on the back of this form?

Oves ONoO
QYES (QNO
Does this chiid heve any known risks for lead exposure (see questions on reverse of form and talk with
your chiid's health care provider if you are unsure)?

"QYEsS (QNO
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 i Tvpe (V=venous, C=capillary) Result (meg/dL) Comments
| Make a selection:
| Make a selection:
& ‘ Make a selection:
| Comments:

, Person compieting form: O Health Care Provider/Designee OR 0 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
blood lead testing of my child, »

L Parent or Guardian Name (Print): Signature: Date:. '
**#t#*t#*ttﬂit*tﬁtttﬁtt#t*tt#*##****IH-#*-I-#»H-***####*****#**t********#*******t****#***#i#****#******t***************t .
 This part of BOX D must be completed by child’s health care provider: Lead risk poisoning risk assessment questionnaire done: QYES ONQ h
|| Provider Name: Signature:
| Date: Phone: |
- Office Address: __
i
MDH FOrM 4620

REVISED 4/2020 REPLACES ALL PREVIOUS VERSIONS

by

T et

e




?

Qo test dates and results are required
test date with resultis
¢ form and certify them

d 24 months of age. T

5 a1 12 months an
fone after 24 months of age, one

The documented tests should be the blood lead test

if the first test was done prior to 24 months of age. If the first test i% ¢ e Sitectly on thi
required. The child's primary health cate provider may record the test dates and resu be onto this form and certify

by signing or stamping the signature section. A school health pmfesgional or'designee mgy tfa:‘:‘:‘;it e 4ohool. All forms are -
‘ test dates from any other record that has the authentication of a medical provider, health depar g : TR .

kept on file with the ahild's school health record. ;
3! Blﬂ 3rcas h}" er ggdg [l"QJl! lhﬁ 2!!95 ’l i![ﬂﬂlng Elan lm[ thldr_ﬁn_bﬂm v
BEFORL.J Jary L, 2015)

(.

Baltimore C Frederick Prince George’s ~ Queen Anne’s
Alicgany Mntn‘g;:é)% Carroll (Continued) Kent (Continued)  (Continued)
ALL 21212 21158 21776 21610 : 20737 21640
L3 PAR] 21757 21778 21620 20738 21644
Annec Arundel 21219 21776 21780 21645 20740 21649
20711 2122 21787 21783 21650 20741 21651
20714 21221 21791 21787 21651 i 20742 21657
20764 21222 21791 21661 ' 20743 21668
20770 21224 Cecil 21798 21667 20746 21670
21060 21227 21913 20748
21061 21228 Garrett Montgomery 20752 Somerset
Zi2os 21229 Charles ALL 20783 20770 ALL
21226 21234 20640 20787 20781
21402 21236 20658 Harford 20812 20782 St. Mary’s
21237 20662 21001 20815 20783 20606
Baltimeore Co. 21239 21010 20816 20784 20626
21027 21244 Dorchester 21034 20818 20785 20628
21652 21250 ALL 21040 20838 20787 20674
21671 21251 21078 20842 20788 20687
21082 21282 Frederick 21082 20868 20790 :
210%S 21286 20842 21085 20877 20791 Talbot
21093 21701 21130 20901 ; 20792 21612
21111 Baltimore City 21703 21111 20910 20799 - 21654
21133 ALL 21704 21160 20912 20912 21657
21155 21716 21161 20913 - 20913 21665
21161 Calvert 21718 21671
21204 20615 21719 Howard Prince George’s Queen Anne’s 21673
2120 20714 21727 20763 20703 21607 21676
21207 21757 20710 21617
21208 Caroline 21758 20712 21620 Washington
21209 ALL 21762 20722 21623 ALL
21210 21769 20731 21628
Wicomico
ALL

Waorcester
ALL

Lead Risk Assessment Questionnaire Screening Questions:

1. 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, housemate/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? N :
Lives near an active lead smelter, battery recycling plant, other lead-related industry, or road where soil and dust may be

~ contaminated with lead? .

8. Uses products _from other countries such as health remedies, spices, or food, or store or serve food in lead
pewter. :

i
\

¢

N AW

ed crystal, pottery or

MDH FORM 4620 _ REVISED 4/2020 REPLACES ALL PREVIOUS VERSIONS



Student Biography

The purpose of this form is to allow you the opportunity to share information about your child and th
family that will enable your child’s teacher to gain a deeper understanding of their strengths and neec?;ras

they start a new school year.

Students FULL Name: Nickname:
Number of Siblings, Names, & Ages: :

Parents Occupations: _ ‘
Important Family Dynamics (i.e. 1ecently moved, living with or cared for by another family member

separated/divorced parents, siblings with special needs, etc.)

Strategies used at home to sooth and calm your child (i.e. favorite “lovie”, hugs, giving them space,

etc.)

Child’s favorite play activities (i.e. Legos, trains, books, etc.)

Three of your child’s strengths:

Three goals you have fof your child to focus on this year:

Is there anything else you would like for us to know about your child?




 Dest ‘Bﬁd@ﬁ@g M@d}ﬁ@d Diet

Food itein

Comment

- 100% Juice=- Apple -

100% juice-
white grape

Animal crackers

Applesauce

Bananas

Blueberries

Bread / Muffins

Cheerios

Cheez-its

Cheese-sliced

Chocclate pudding

Cupcakes

i Ch ex ' A '::

Diced Peaches

Grzham crackers

Goldfish

Jelly

Mandarin Oranges -

Nutigrain bars

Pancakes

Peanut Butter

Ranch Dressing

[ Raisins

Saltine crackers

String Cheese

Toast

Vanilla Pudding

Yogurt

Waffles

Whole mitk

1% Milk

Holiday Parties

Cheese Curls/Puffs

Cookies

Veggie Sticks

Strawbérries

Mixed fruit

fce cream




Maryland State Department of Education
Office of Child Care :
TOPICAL BASIC CARE PRODUCT APPLICATION
: AUTHORIZATION FORM
Topical basic care products such as a diaper rash product, sunscreen, or insect repellent, authorized and supplied by thé

child’s parent, may be applied without prior approval of a licensed health care practitioner. Please document the application

" of these products on this form. Keep this form in the child’s record as required by COMAR. OCC 1216 IS NOT REQUIRED.
DOB:

- CHILD'S NAMIE:

Product Name:

3 Diaper Rash product: Date Received:

{0 Sunscreen; Date Received:
, Date Receivéd:

{3 insect Repellent;
1 authorize the child care staff to apply and store the topical basic care product as indicated above per the manufacturers’

instructions. ! attest that | have administered at least one application of the product to my child without adverse effects, 1

certify that | have the legal authority to consent to the application and storage of the product(s) for the child named above

PHONE NUMBER

PARENT/GUARDIAN PRINTED NAME
DATE

PARENT/GUARDIAN SIGNATURE

SIGNATURE AND DATE

NAME OF STAFF RECEIVING PRODUCT

{
SIGNATURE

PRODUCT (check box) REACTIONS OBSERVED (IF ANY)

Diaper | Sunscreen | Insect

| DATE {ONCE PER DAY)

i
I
3

Pt

Pagelof2

OCC 1216E SEPTEMBER 2022



Maryland State Department of Education
Office of Child Care

REACTIONS OBSERVED (IF ANY)

DATE

[ PRODUCT
Diaper | Sunscreen

SIGNATURE
Insect

_ OCC 1216E SEPTEMBER 2022

Page20f2




Maryland State Department of Education
Office of Child Care

Medication Administration Authorization Form

This form must be completed fully in order for Child Care Providers/staff to administer the ;equ(red Flaca Chlid's
medication. This authorization Is NOT TO EXCEED 1 YEAR. Picture Here
This form Is required for both prescription and non-prescription/over-the-counter (OTC) medications. (optional)

Prescription medication must be in a container labeled by the pharmacist or prescriber,
Non-prescription/OTC medication must be in the original container with the label intact per COMAR.,

PRESCRIBER’S AUTHORIZATION

Child’s Name: , Dateof Birth: ___/_____/
Medication and Strength Dosage Route/Method Time & Frequency | Reason for Medication
Medications shall be administered from: / / to /__/

if PRN, for what symptoms, how often and how long
Possibie side effects and special instructions:

Known Food or Drug Allergies: O Yes [ONo If yes, please explain:

For School Age children only: The child may self-carry this medication: O Yes [INo
The child may self-administer this medication: [ Yes [INo

Place Stamp Here (Optional)

TELEPHONE FAX

ADDRESS

PRESCRIRERS SIGNATURE (Parent/guardian cannot sign here) (original signature or sxgnature stamp only) DATE (mm/dd/yyyy)

PARENT/GUARDIAN AUTHORIZATION

i authorize the chiié care staff to administer the medication or to supervise the child in self administration as prescribed above I
attest that | have administered at least one dose of the medication to my child without adverse effects. | certify that| have the legal
authority to consent to medical treatment for the child named above, including the administration of medication at the facility. |
understanc that at the end of the authorized period an authorized individual must pick up the medication; otherwise, it will be
discarded. | authorize child care staff and the authorized prescriber indicated on this form to communicate in compliance with
HIPAA. | understand that per COMAR 13A.15, 13A.16, 13A.17, and 13A.18, the child care program may revoke the child’s
authorization to se/f-carry/self-administer medication. School Age Child Only: OK to Self-Carry/Self-Administer OvYes [INo

PARENT/GUARDIAN SIGNATURE DATE (mm/dd/yyyy) INDIVIDUALS AUTHORIZED TO PICK UP
MEDICATION
CELL PHONE # HOME PHONE # WORK PHONE #
. , CHILD CARE STAFF USE ONLY ‘ . . o A e
Child Care Responsibilities: 1. Medication named above was received, Expiration date . OYes ONo
: R - 2, Medication labeled as required by COMAR. | - didivge e oty D Yes Bl Nos

v 4

3.0CC1214 Emergency Form updated. D Yes .OINo, DN/A

4, 0CC 1215 Health Inventory updated, D Yes l No DN/A
5, Individualized Treatment/Care Plan: MeducaI/Behavuoral/lEP/lFSP DYes TINo DN/A
6. Staff approved to administer medication is available onsite, field trips - OYes ONo

L
*ut
s

: Rev:ewed by (prmted name and sugnature)

axm

© | DATE (mmyddfyyyy) - "o

 OCC 1216 REVISED SEPTEMBER 2022 - all previous editions are obsolete



Maryland State Department of Education
Office of Child Care
MEDICATIONADMINISTRATION LOG

4 medication by & child, shall be noted In the child’s record. Kee
- COMAR. Print sadiional copies of this page as needed,

. Each administretion of a medicstion to the child, whether prescription or non-prescription, including self-administration of
p this form In the child’s permanent record as required by

. f Child’s Name: Date of Birth:
Medication Name: Dosage:
Route:; Time to Administer:
DATE ADMWISTERED] TIME DOSAGE ROUTE REACTIONS OBSERVED (IF ANY)| SIGNATURE

o
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How does your child go down for a nap

0O Independently
O Needs gently reminders to lay down but will eventually go to sleep on own

0O Needs someone to sit with them and pat them
O Needs someone to rock them to sleep

Your child's Bathroom Skills
O Diapers
0 Pull ups (with detectable sides only)
0O Potty training but wears pull up/diapers and needs reminders
O Potty training with underwear but needs reminders
O Mastered Potty training and able to go on their own

Is your child a good napper at home and where do they sleep? (alone or with someone)

What do you do to calm your child down when they are upset?

Goais you have for your child to accomplish?

Areas of difficulty you would like to work on with your child and our team?

I give permission to BBLC to use my child’s picture on their website or Facebook page.
If you do not give permission please check one or both of the below boxes.

3 1 do NOT give permission for BBLC to use my child's picture on their website

(3 1 do NOT give permission for BBLC to use my child’s picture on their social media

(Facebook, etc.)

Parent Signature Date



All About Me

Mother's Name:
Mother’s Number:
Father’'s Name:
Father’'s Number:

Allergies:

Emergency Contacts (In order to be called)
1

2.
3.
4

Feedings
My chiid drinks
0O Formula
O Breaks Milk
O Whoie Milk (For children 12-24 months)
O 1% Milk (For Children 2 years and up)

For Infants/Toddlers
O My chiid holds their own bottle (Sippy cup used once 12 months old)
O Drinks from a sippy cup
O Drinks from a regular small cup with no lid
O My child uses a pacifier (For under 12 months only)
O Eats baby food

O Eats table food
My infant/toddler eats every hours (for children under 12 months)

My child prefers their bottles
O Warmed with bottle warmer
0O Room Temperature
O Cold




