Ohio Department of Job and Family Services
CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE

This form shall be completed prior to the child's first day of attendance and updated annually and as needed.

Child’s Name Date of Birth First Day at Program/Home
Home Address City

State Zip Code Home Telephone Number

Parent/Guardian Name #1 Relationship to Child

Home Address [] Same as Child's Home Telephone Number [] Same as Child's

City State Zip

Email Address (if applicable) Cell Phone (ifapplicable)

Parent's Work/School Name Parent's Work/School Telephone Number

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home requests contactinformation
forother parents/guardians. [ Yes 1 No

If you answered yes, please indicate which information above toincludeonthelist [1 Work # [ Cell# [ Home# [ Email

Where can you be reached while your child is in this program/home?

Parent/Guardian Name #2 Relationship to Child

Home Address [ Same as Child's Home Telephone Number I Same as Child's

City State Zip
Email Address (if applicable) Cell Phone

Parent's Work/School Name Parent's Work/School Telephone Number

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home, requests contactinformation
forother parents/guardians. [ Yes ] No
If you answered yes, please indicate which information above toinclude onthe list [] Work # L Cell# [ Home# [ Email

Where can you be reached while your child is in this program/home?

Emergency Contacts: Parents cannot be listed as emergency contacts. Listthe name of at least one person who can be contacted
in the eventof an emergency orillness if you cannot be reached. Any person listed should be able to assistin contacting you. At least
one person listed mustbe able to take responsibility for the child in case the parent/guardian cannotbe contacted and should be at least
18 years of age.

Name Name

City State City State
Telephone Number Relationship to Child Telephone Number Relationship to Child
Other numbers where emergency contactcan be reached (if Other numbers where emergency contactcan be reached (if
applicable) applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number
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Child’sName

Allergies, Special Health or Medical Conditions, and Medical Foods
Fill in this section accurately and completely. Please note that if your child has a current health or medical condition requiring child care
staff to perform child specific care, such as: to monitor the condition, provide treatment, care, or to give medication, the JFS 01236
"Child Medical/Physical Care Plan for Child Care"mustbe completed and be kept on file at the program/home.

Does your child have any food, medication orenvironmental allergies? (check all that apply)
] No
[ Yes - checkall thatapply [1 Food [ Medication O Environmental Please list and explain:

Does your child’s allergy/allergies require child care staff to monitor your child for symptoms to take action if a reaction occurs, or give
emergency medication to your child? (check one)

] No

[ Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care" must be completed.

Does your child have a developmental delay or special health or medical condition? (check one)
1 No

[ Yes - please explain

Doesthe special health or medical condition require child care staff to perform a procedure, or perform child specific care such as: to
monitor your child for symptoms oradminister medication during child care hours? (check one)

1 No

[ Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care" must be completed.

Is your child currently using any medication or medical food? (check one)
1 No

[ Yes - please explain

If yes, does this medication ormedical food need to be administered atthe child care program/home?

1 No

[ Yes - a JFS 01217 "Request for Administration of Medication"mustbe completed and kepton file for each medication and a JFS
01236 "Child Medical/Physical Care Plan for Child Care" mustbe completed for the medical food.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)
1 No

[ Yes - please explain

Does this dietary restriction require a modified dietthateliminates all types of fluid milk or an entire food group?

] No
[ Yes - written instructions from the child's health care provider mustbe onfile.
] N/A - program does not provide meals or snacks to the child.

JFS 01234 (Rev. 10/2021) Page2 of4



Child'sName

List any history of hospitalization, outpatientsurgery, or previous health concerns that would be needed to assist the staff or medical
personnel in an emergency situation.

] Not applicable

List any additional information aboutyour child that would be useful for staff to know, such as fears or ways that your child prefers to
be comforted.

] Not applicable

List any additional information aboutyour child that would be useful for staff to know, such as eating or sleeping habits.

] Not applicable

List any additional information aboutyour child that would be useful for staff to know, such as special routines, or behavior needs.

] Not applicable
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Child'sName

Diapering Statement

Is your child toilet trained? [ Yes (If yes, skip to Emergency Transportation Authorization section)
[ No (If no, fill out the following:)

The program's policy isto check diapers every hours. Please indicate if you wantyour child's diaper checked according to the
program's policy or another:

] 1agree with the program's schedule 1 1do notagree, please check my child's diaperevery hours.

Emergency Transportation Authorization

Give Permission to Transport Do Not Give Permission to Transport
Program orHome Name Program orHome Name
has permission to secure emergency transportation for OR does not have permission to secure emergency
my child in the event of an illness or injury which requires transportation for my child in the event of an illness or injury
emergency treatment. The emergency transportation Do which requires emergency treatment. | wish for the following
service will determine the facility to which my child will be sr!g:] action to be taken:

i

transported. both
Parent's Signature Date Parent's Signature Date

Acknowledgement of Policies and Procedures
| have reviewed and received a copy of the program's orhome's policies and procedures/handbook. [1Yes [1No (check one)

This form, after being completed and signed by the parent/guardian, mustbe reviewed for completeness and signed by the
administrator/designee prior to the child receiving care.

Parent/Guardian Signature(s) Date

Administrator/Designee Signature Date

The form isto be initialed and dated, at least annually, afterit has been reviewed by the parent/guardian. Thisis to indicate all
information has stayed the same or changes have been noted. If significantchanges are needed, please complete a new form.

Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review

Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review

Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review
Note:

This is a prescribed form which must be used by child care providers to meet the requirements to rules 5101:2-12-15, 5101:2-13-15, and 5101:2-14-04.
This formmustbe on file atthe program or home on or before the child’s first day of attendance and thereafter while the child is enrolled.
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Ohio Department of Job and Family Services
REQUEST FOR A BACKGROUND CHECK FOR CHILD CARE

This form shall be completed and submitted to CCBackgroundCheck(@jfs.ohio.gov to grant the Ohio Department of
Job and Family Services (ODJFS) consent to review information from the Ohio Bureau of Investigation (BCI), the
Federal Bureau of Investigation (FBI) criminal records, the Federal and State Sex Offender registries, and the
Statewide Automated Child Welfare Information System (SACWIS) child abuse/neglect records for the below
individual. Based on information reviewed, ODJFS will determine if the individual meets all the qualifications for
their role at the licensed child care program, certified in-home aide, Ohio Department of Education (ODE) publicly
funded child care program, or approved day camp.

Fill out all applicable information

SECTION I - PERSONAL INFORMATION

First Name Middle Name Last Namoc
Suffix (i.e. I, Jr) Social Security Number Date of Birth
OPIN Phone Email

Maiden Name/Aliases Used

Maiden Name/Aliases Used

Maiden Name/Aliases Used

Strect Address City State Zip Code County Address Since

Previous Street Address (3 vear history) City State Zip Code County Dates of Residence
10

Previous Street Address (3 year history) City State Zip Code County Dates of Residence
to

Race Ethnicity Gender Height Weight Hair Color Eye Color

Give location and description of any scars, marks, piercings or tattoos

Start Date of Employment

Employed in Child Care in Last 6 Months
O Yes [ No

section.

By providing my signature below, [ am granting consent for ODJFS fo access and review my criminal history, records contained in national
and state sex affender registries, and SACWIS. | awthorize representatives from states listed above to provide full disclosure to ODJFS of
my records whife I was a resident of those states including: criminal history, records contained in state sex offender registries, and child
abuse and neglect registries. {also grant consent for QDJFS to provide a determination of the results to the programis) listed in the following

Individual’s Signature

JFS 01175 (10v2017)

Date

Page lof 2




SECTION II - PROGRAM INFORMATION (Please attach extra copies of this page if needed)

Program MName

Program Number

Program Email

County of Program

Program Type

ODJFS Program [ Center O Type A O] Type B

ODE Program [ Preschool [ School Child

] In-Home Aide [] Approved Day Camp

Program MName

Program Number

Program Email

County of Program

Program Type

ODJFS Program [ Center O Type A O] Type B

ODE Program [ Preschool [ School Child

[] In-Home Aide [] Approved Day Camp

Program MName

Program Number

Program Email

County of Program

Program Type

ODJFS Program [ Center O] Type A O Type B

ODE Program [ Preschool [ School Child

[ In-Home Aide [] Approved Day Camp

Note: The individual may not begin employment uniil they have submitted this form to ODJES and their fingerprints via a
WebhCheck agency. The individual may not have sole responsibility for children until the JFS 01176 "Program Notification of

Background Check Review for Child Care” is on file at the program.
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Ohio Department of Job and Family Services
CHILD MEDICAL/PHYSICAL CARE PLAN FOR CHILD CARE

A separate plan must be written for each condition that requires different actions to be taken and must be kept at the program for at
least one year.

This form shall be completed when a child has a condition that requires one of the following:
Monitoring the child for symptoms which require staff to take action

Ongoing administration of medication or medical foods

Procedures which require staff training

Avoiding specific food(s), environmental conditions or activities

School-age child to carry and administer their own emergency medication

If the medication or medical food is documented on this form, then a JFS 01217 is not required.
Child's Mame

Special Health Condition

Does this health condition require medication or medical food? [ Yes (If Yes, complete Part I} ] No
A What are the signs, symptoms, or situations which require staff to take action?

B. What are the activities, foods, environmental conditions, etc. to aveid? [] Not applicable

C. What are the training instructions for the procedures staff have to follow? (include all steps to care for the childdperform the
medical procedure)
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Part Il: Conditions Requiring Medication or Medical Food
Completed by Licensed Physician, Licensed Dentist, Advanced Practice Registered Nurse, or Certified Physician's

Assistant

(If no medications or medical foods are required for the condition, skip Part ll).
If a non-prescription medication does not meet any of the items 1-5 below, the parent can complete Part Il.

non-prescription) medication

period

5. The intended use differs from the manufacturer's instructions or use

Part Il must be completed by or separate instructions attached from a Licensed Physician, Licensed Dentist, Advanced Practice
Registered Nurse, or Certified Physician's Assistant when any of the following apply:

1. The (prescription or non-prescription) medication contains codeine or aspirin
2. Instruction is needed for the (prescription or non-prescription) medication

3. The child does not meet the minimum age or weight requirements as listed on the label instructions on the (prescription or

4. The (prescription or non-prescription) medication is to be given longer than three consecutive days within a fourteen-day

Child's Mame

Date of Birth

Weight (if needed o
determine dosage)

Name of Medication/Medical Food

Dosage of Medication/Medical Food

Time of Medication/Medical Food
Administration

Medication/Medical Food Expiration
Date

Name of Medication/Medical Food

Dosage of Medication/Medical Food

Time of Medication/Medical Food
Administration

Medication/Medical Food Expiration
Date

Mame of Medication/Medical Food

Dosage of Medication/Medical Food

Time of Medication/Medical Food
Administration

Medication/Medical Food Expiration
Date

B. What are the specific instructions for administration of medication or medical food?

[] Check here if questions A through C are included in a separate attachment that is signed/issued by Licensed
Physician, Licensed Dentist, Advanced Practice Registered Nurse, or Certified Physician's Assistant

A. What are the symptoms which require staff to administer medication or medical food?

C. What are the actions to be taken if symptoms do not subside?

Physician's Signature

Date of Signature
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Part lll: Administration of Medication or Medical Food Training Authorization
Completed by parent, trainer, administrator/provider, and/or trained child care staff member(s)
Part lll must be completed

Child's Mame

If the child care program must be evacuated, are there medications or supplies that must be taken with this child or does the child need
additional assistance? (Check alf that apply)

O Medication O Supplies O Assistance O Nia

Parent Provided Training AND grants permission to Certified Professional Training AND parent grants
perform the procedure permission to perform the procedure

My signalure indicates | have provided instructions for care My signature indicates | have provided instructions for care
and/or training for the medical procedure and | give my and/or training for the medical procedure

permission for the staff listed fo perform the procedures in my Complete
child’s medical/physical care plan. Only One

Parent Signature Section Certified Professional's Name (please print)

Date of Signature Certified Professional's Signature

Date of Signature Phane Mumber

My signature indicates | give my permission for the staff listed fo
perform the procedures in my child's medicaliphysical care plan.

Parent Signature

Date of Signature

Signatures of all child care staff members who have received instructions for care and/or have been trained in performing the proced
for this child. Additional printed names and signatures can be written on the back of this form or on an attached sheet.

Printed Name Signature Date

Printed Name Signature Date

Printed Name Signature Date

Printed Name Signature Date

Printed Name Signature Date

My signature indicates that | have reviewed the Administrator/Provider Signature Date of Signature
instructions for care, the form for completion and

ensured staff are informed and trained.

This form is to be initialed and dated, at least annually, after it has been reviewed by the parent/guardian. This is to indicate all
information has stayed the same or changes have been noted. If significant changes are needed, a new form must be completed.

Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
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Part IV: Documentation of Administration of Medication or Medical Food
child care staff member, family child care provider or in-home aide for the child listed on this form

All medication or medical food must be documented when administered. Document each medication or medical food on its own
page. Incomplete information elevates the level of risk to children. If more than one medication or medical food is needed, make a
copy of this page for each medication or medical food.

This medication or medical food is not to be administered until after the child has received the first dose or application
at least once prior to the program administering a dose to aveid unexpected reactions. Emergency medications for the
child are exempt from this requirement.

Child's Name MName of medication/medical food

Date Time Dosage Signature of designated person administering medication
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Ohio Departmentof Job and Family Services
CHILD MEDICAL STATEMENT FOR CHILD CARE
Child’s Name (printortype) Date of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
(Physician/Physician's Assistant/Advanced Practice Registered Nurse/Certified Nurse Practitioner):

Section A- EXAMINATION

\ The above named child has been examined.

\ The above named child is in suitable condition for participation in group care (i.e. free of infectious disease,
mentally and physically fitto be in group care).

\ The above named child does not have allergies OR is allergic to the following (please list in space below):

Check below, if applicable:

[] Additional information that will assist the child care program in providing appropriate child care for the above
named child (special health care and developmental considerations) accompanies this form.

Optional: Measurements and Recommended Assessments/Screenings

Height Vision [JYes [INo Lead dYes [ No
Weight Hearing [JYes [JNo Hemoglobin dYes [ No
BMI Dental [1Yes [1No Other

Notes:

Signature of Examining Health Care Practitioner Date of Examination

Name of Examining Health Care Practitioner Telephone Number

Street Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MM/DD/YYYY FORMAT) OF DOSES OF ALL IMMUNIZATIONS.

IMMUNIZATION (Complete ONLY ONE SECTION below)

Section 5104.014 of the Ohio Revised Code requires immunizations against the following diseases:

Chicken pox, Diphtheria, Haemophilus influenzae type b, Hepatitis A, Hepatitis B, Influenza, Measles, Mumps, Pertussis,

Pneumococcal disease, Poliomyelitis, Rotavirus, Rubella and Tetanus.

Section B - To be completed by the EXAMINING HEALTH CARE | Initials of Examining Health Care Practitioner

PRACTITIONER:

[1 The above named child has been immunized against the diseases
listed above.

If an immunization is medically contraindicated or not medically appropriate

for the child’s age, note any exceptions by listing the specific
immunization(s):

Date
Section C - To be completed by the child's parent ONLY IF Signature of Parent
WAIVING AN IMMUNIZATION(S):
[J | have declined to have my child immunized for reasons of
conscience, including religious convictions against all of the
diseases listed above or against the following disease(s): 5o
ate
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