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Project Destiny
App k tion for child Care Services

Child's Name: --tr--1tt------+-++-------- Birth Date: _

Home Address: -+\ -rH-----+++--------------------
City: ------n-

I
--1+1-- --1-+-1- State: Zip Code: _

Guardian #1

Name: -------h-I--fH--------I--1~---- Occupation: _
Birth Date: I Social Security Number: _
HomeAddress:_-+t_~ ~H- _
City: --------+rl, -ml-----+-++_State: Zip Code: _

VVorkAddress:_~r-~ -+~------------------- -- _
Telephone Numbers: IHo e: -+~------ Work: _

Guardian #2

Name: -----+...---ti+------+-+t-----Occupation: _
Birth Date: I I Social Security Number: _

Home Address: ---t--ti+I-----HH--------------------
City: -+_~I----~r+ State: Zip Code: _

Work Address: --+---tH-------t-H----------------------------
Telephone Numbers: Horr~: Work: _

List Disability or Special Ne eds (medtcatk n treatment/allergies/food intolerance, conditions/behaviors

Special Care Plar Indicate typ :H--------------------
Authorize Rsleas of Informati n Signature: _

Consent for photograp~y 0 '\filing for publ ci I

Type of Consent Signature of Parent
Consent for walks and VValk I"gj excursions
Consent for wading pciols a IId ~wimming
Consent for transports tion 'y facility or P J( I c transportation

Consent for adrnlnlstra tion ,f prescriptior n dication
Consent for adrninlstra tion ~f non-prescript n medications

Guardian's Signature # :--iiTf--------I-+-I----------Date: _
Guardian's Signature #): III Date: _

\I









c

I
CH~1) HEALTH REPORT
(55 PAFe E §§3270.131, 3280.131 AND3290.131)

CHILD'S NAME: (LAST) (FIRST) PARENT/GUARDIAN:

DATE OF BIRTH: HOME PH N : ADDRESS:

CHILD CARE FACILITY NAME:

FACILITY PHONE:

II
COUNTY: WORK PHONE:

o I authorize the child care staff and tny chil s health professiona to mmunicatedirectly if neededto clarify information on this form about my child.

PARENT'S SIGNATURE:
I

10 OT OMIT ANY INFORMATION
This form may be u dated y a health profess on • Initial and date any new data. The child care facility needs a copy of the form.

HEALTH HISTORY AND MEDICAL I~ FORM' :irION PERTINENT OR OUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY):
0 NONE

I
DESCRIBE ALL MEDICATION AND If'l tIAL DIET THE G IL RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A
CHILD RECEIVES SHOULD BE DOC r"Tee "'eNT " f-HILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDmONAL SHEETS IF NECESSARY.
o NONE

CHILD'S ALLERGIES (DESCRIBE,
F ANY~o NONE

LIST ANY HEALTH PROBLEMS OR :)PECI~ L NEEDS AND RE O~ ~ENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO
DESCRIBE THE PLAN FOR CARE T -IAT S~ bULD BE FOLLO'll E[ OR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF,
EQUIPMENT AND PROVISION FOR EMER ENCIES.
0 NONE

IN YOUR ASSESSMENT, IS THE G
!LD A iLE TO PARTICIPA E I CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR

COMMUNICABLE DISEASES?
DYES 0 NO IF NO, PLEAS EXP :}IN YOUR ANSWE

HAS THE CHILD RECEIVED ALL AGE APPRqjPRIATE NOTEB OW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF
SCREENINGS LISTED IN THE ROUTI NE PR~~ENTIVE THE S~I ENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND
HEALTH CARE SERVICES CURRENTl W RECq MENDED INFO~ !nON ABOUT REFERRALS, IMPUCATIONS OR ACTIONS RECOMMENDED FOR THE CHILD
BY THE AMERICAN ACADEMY OF PEPIATRi~? (SEE CAREF ~UTY.
SCHEDULE AT WWW.AAP.ORG)

VISI( N Isubjectiveuntil age 3}
0 YES 0 NO

HEA"~I (subjective until age 4)

LEAD

RECORD DATES 01 IIMM NIZATIONS BElO OR ATTACH A PHOTOCOPY OF THE CHILD'S IMMUNIZATION RECORD

IMMUNIZATIONS II DATE DA E DATE DATE DATE COMMENTS

HEP-B I
ROTAVIRUS II
DTAP/DTPfTD I
HIB

PNEUMOCOCCAL II
POLIO I
INFLUENZA

MMR I
VARICELLA I
HEP-A I
MENINGOCOCCAL I
OTHER I
MEDICAL CARE PROVIDER:

I
SIGNATURE OF PHYSICIAN, CRNPOR PHYSICIAN'S ASSISTANT

, I

ADDRESS:
TITLE:

I
PHONE: LICENSE NUMBER: DATE FORM SIGNED:

CD 51 09108
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