
Ohio Department of Job and Family Services 

. CHILD ENROLLMENT AND HEAL TH INFORMATION 

FOR CHILD CARE 

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

Child's·Name I Date of Birth First Day at Program/Home 

Home Address City 

State I Zip Code I Home Telephone Number

ParenUGuardian Name #1 I Relationship to Child
. 

Home Address D Same as Child's Home Telephone Number D Same as Child's 

City I State I Zip

Email Address (if applicable) Cell Phone (if applicable)

Parent's· Work/School Name Parent's Work/School T elephone Number 

Parent's Work/School Address I City

. 

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home requests contact information
for other parents/guardians. D Yes D No 
Jf you answered yes, please indicate which information above to include on the list D Work# □ Cell# D Home# D Email 
Where can you be reached while your child ls in this program/home? 

Parent/Guardian Name #2 I Relationship to Child

Home Address U Same as Child's Home Telephone Number U Same as Child's 

City I State I Zip
Email Address (if applicable) Cell Phone 

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

Parent's Work/Scl1ool Address I City
. 

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home, requests contact information 
for other parents/guardians. D Yes □ No 
If you answered yes, please indicate which information above to include on the li�t D Work# □ Cell# D Home# D Email 
Where can you be reached while your child is in this program/home? 

·. 

Emergency Contacts: Parents cannot be listed as emergency contacts. List the name of at least one p6rson who can be contacted 
in the event of an emergency or illness if you cannot be reached. Any person listed should be able to assist in contacting you. At least
one person listed m ustbe able to take responsibility for the child in case the parenUguardian cannot be contacted and should be atleast 
18 years of age. 
Name Name 

. 

City I State City I State

Telephone Number 
I 

Relationship to Child Telephone Number I Relationship.to Child

Other numbers where em erg ency contact can be reached (if Other numbers where emergency contact can be reached (if 
applicable) applicable) 

Name of Physician or Clinic/Hospital

Street Address 

City I State Telephone Number 



Child's Name 

AJlergies, Special Health or Medical Conditions, and Medical Foods 
Fill in this section accurately and completely. Please note that if your child has a curren/ 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 or environmental allergies? (check al/ that apply)
0 No 
0 Yes- checkallthatapp/y D Food D Medication D Environmental Please list and explain: 

Does your child's allergy/allergies re.quire 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)
0 No 
D 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) 
0 No 
D Yes - pl�ase explain 

Does the special health or medical condition require child care staff to perform a procedure, or perform child specific ca"re such as: to 
monitoryourchild for symptoms oradministermedication during child care hours? (check one) 

□ No
D 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)

Or-Jo. 
0 Yes - please explain 

., If yes, does this medication or medical food need to be administered at the child care program/home? 
0 No 
D Yes - a JFS 01217 "Request for Administration of Medication" must be completed and kept on 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 reshictions, including those for medical, religious or cultural reasons? (check one) 

0 No. 
D Yes - please explain 

Does this dietary restriction require a modified dietthateliminates all types of fluid milk or an entire food group? 
□ No

• • 

D Yes - written instructions from the child's health care provider mus! be on file.
D N/A - program does not provide meals or snacks to the child.



Child's Name 

Diapering Statement 

Is your child toilet trained? D Yes {If yes, skip to Emergency Transportation Authorization section) 

D No (If no, fill out the following:) 

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

D I agree with the program's schedule D I do not agree, please check my child's diaper every hours. 

Give Permissign to Transport 

Program orHome Name 

po a 10n u oriz ,on Emernencv Trans rt t" A th • af 

Do Not Give Permission to Transport 

Program or Home 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 injurywhich requires transportation for my child in the event of an illness or injury 
emergencytreatment. The emergencytransportation Do which requires emergency treatment. I wish for the following 
service will determine the facility to which my child will be not action to be taken: 
transported. sign 

both 

Parent's Signature Date Parent's Signah.Jre Date 

Acknowledgement of Policies and Procedures 
I have reviewed and received a copy of the program1s orhome1s policies and procedures/handbook. □Yes D No (check one)

This fonn, after being completed and signed by the parent/guardian, must be reviewed for completeness and signed by the 
admiflistrator/designee prior to the child receiving care. 

Parent/Guardian Signature(s) Date 

Administrator/Designee Signature Date 

The form isto be initialed and dated, at/east annually, after it has been reviewed.by the parent/guardian. This is to indicate all 
information has s�yed the same or changes have.been noted. If significant changes are n·eeded, please complete a.new form. 

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

Parent/Guardian Initials Date of Review Adm inistrator/Designee Initials Date of Review 

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

Note: 
This is� prescribedfor_mwhidl must be used by child care providers to meettherequirementsto rules5101:2-12-15, 5101:2-13-15, and 5101:2-14-04. 
This for�must be on file at the program or home on or before the ch·�ct'sfirst day of attendance and thereafter while the child is enrolled. 



Gnrld's Name 

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

D 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. 

D Not applicable 
List any additional infonmation aboutyour child that would be useful for staff to know, such as eafing or sleeping habits. 

D Not applicable 
List any additional information aboutyourchild ihatwould be useful for staff to know, such as special routines, or behavior needs. 

D Not applicable 



Ohio Department of 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 AssistanUAdvanced Practice Registered Nurse/Certified Nurse Practitioner): 

��§\A��J[��1�,,�jli;i,�h�l/';W�!\t'?Y}'('f,, , . ,. ); ;; · .. 
✓ The above named child has been examined.

·, ··· .. :·::•'.('? ••·<,.,-,;> ·· .. {(:•<;r·,:, ,,:·:,
;;, ' ',' ,. ' ' :/Jc'c::/'> ,' '' • ' > 

• ;·::··· 

✓ The above .named child is in suitable condition fcir participation in group care (i.e. free of infectious disease,
mentally and physically fit to be in group care).

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

I 
' ' 

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 an.d Recommended Assessments/Screenings 
Height · • •. Vision D Yes O No 
Weight Hearing 0 Yes □ No 
BMI Dental 0 Yes □ No 
Noles: 

' 

Signature. of Examlhirig Health .Care Practitioner 

NameofExaminin.gHealth CarePracfifioner 
' 

Lead 
Hemoglobin 
Other. 

StreetAdoress City,State '!nd Zip.Code 
-

D Yes 
0 Yes 

Date of Examination 

Telephone Number 

ATTACH A COPY OF THE CHILD'S IMMUNIZA TTON RECORDINCLUDING DATES 
(MMIDD/YYYYFORMA 1} OF DOSES OF ALL IMMUNIZATIONS. 

0 No 
0 No 

' 

I MM P N(�\l'[@J�ilRPffi#!f{�;�i'tJ!t{91ii:.€!,g5P;](�t,i,i�#.!ltf.1/)t} '.JWiiti\::;1j,::?'.'i;J!\}:(t{t,f.i2fW ;);,/} < . · • • · .. ·.' '••·•·· • .. : 
sectibni5f041.<iiflioftneI0:6l&iBeWsii&i!ol'fe1t�··'uri�1mmuhiziifioil's,:a'·a1it§t,\th:iiko11aw:1n··\c11seases1 •• 

�Rwt:itJ���zti1i,'1i\it�,1:tlA��it�ef�i,��:l�tiii�:1:61�.�,i!p�Nt.1���(;��1�ti��;�!��r��fiMi��s/�ert1JSSIS ; ••
Section B - To be completed by the EXAMINING HEALTH CARE Initials of Examining He'lllh Care Practitioner 
RRACTITIONER: 
[j Theabove named. child has been immunized against the diseases 

• listed above.
If.an immunizatiori)s·medically contraindicated or not medicaJJy appropriate 
fat the child's age, note any exceptions by listing the specific 
immunization(s): 

Section C - To be completed by the child's parent ONLY IF 
WAIVING AN IMMUNIZATION(S): 
□ I have d,eclined to have my chHd immunized for reasons of.

conscience, including religious convictiot)s against all of the
· . diseases listed. above or against the following dlsease(s):

'$01305 (Rev.10/2021) 

D'lte 

Signature of Pare.nt. 

. 

D'lte 




