Mary J. Treglia

Covmvuntty House

Exuesting, Empovwaring, ond Atvocating for Sloudand's cniwmu & Famliia® gince 42

Does your child have a nickname they prefer?

Language(s) spoken at home: Countriés family is from:

Consent is given for the items initialed be!ow:- -

Motor Vehicle Trips and/or Field Trips
Type of vehicle: Bus
Child restraint system to be used: Seathelt

Sunscreen : : - ,

Provided by the family.

—____Photo Release
My child may be photographed while in ¢hild care. Photos may be used in

newspapers or other media for the purpose of publicity or shared with other families
whase children attend the child care program.

Decline Photo Release
Do not photograph my child while in the child care program.

{ _ parent or guardion of the child named above, give my
permission to the Mary J Treglia Community House Preschool to secure and duthorize Such
emergency medical care, emergency dental care and treatment as m y child might reguire whije
under the Center’s supervision. | also authorize the Center to administer emergency care or
treatment as required, until emergency medical assistance arrives. | also agree to pay all the
costs and fees contingent on any emergency medical care and treatment for my child as secuyred
or authorized under this consent,
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For scholarship eligibility & data entry, please accurately fill out the following information:

Family’s annual gross income

How many members are in the household?

{ waive and release all rights and claims against Mary J. Treglia Community House and
alf of its agents for any accidents/injury my cﬁiid may suffer in or around Mary J. Treglia

Community House.

Signature: Date: /[

{ certify that all the information given on this form is correct to the best of my

knowledge. | promise to notify Mary J. Tregfia Community House if any information changes.

Date: "; /

Signature:

. . M J
= Youare responsible for supplying a copy of your child’s physical examination report

{updated within the past 12 months) and imrmunization record befoée your child may

begin classes.

= You are responsible for paying the $20 application fee to secure the preschool position

of your child upon application.

OFFICE STAFF ONLY Yes or No?

Circle: Eull day or hulf day?

Is the application completely filled out?

Paid 520 application fee?

PRESCHOOL STAFF CNLY BELOW . Date

Physical on child completed on:

Immunization records given to center an:

Date of Enroliment:




infant, Toddier,‘PreSchooLl..Age — Child Health Form

“Child's birihdate

Child Care Facility:
Telephone #:

'Pérerit)Guardian name #1

Parent/Guardian name #2

Child home addrass #1

Telephone_# 1

Child home address #2

Telephone #2

Where -parent!Guardian # 1 works

Work address

Home phone #
Work # .
Cellular #
Home email
Work smail

Where parent/Guardian # 2 works

Work address

Home phone #
Work #
Cellular# -
Home email
Work emall

Chlld s doctor s name

| Hospital choice:

Phone #:

Doctor's address

Does child have heaith insurance?
[] Yes, Company:

SoEN PID

Child's dentist's name {or family’s dentist name)

Does child have dental insurance?
£1 Yes, Company:

ID #:

Dentist's address

Aﬁe hc?:urs'._’te‘lg'phdhé'#-f

Offver health care specialist name

Type of specialty

j:"l_‘o':-:frt-a,|:)'[_10:ne_‘#j' —

[C] NO, we do not have health
~ insurance,

[! NO, we do not have dental
insurance. _

[ ] Please help us find health or dental
insurance.

Comm. 95 (Rev. 10/16)
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Infant, Toddler, Preschool Age - Child Health Form

PARENTS/GUARDIAN Completeithls page:: -

. Chilel's:name;

Tell us about your child's health. Piace an X
in the box [X] if the sentence applies to your
child. Check aff that apply to your child. This
will help your health care provider plan your
child's physical exam.

[] Growth. |am concerned about my child’s
growth.

[ 1 Appetite. 1am concerned a-bout my child’s
eating/ feeding habits or appetite.

[] Rest. | am concerned about the amount of
sleep my child needs.

[ Hiness/Surgery/Injury. My child had a
serious iliness, injury or surgery.

[ Body Health. My child has problems with skin,
birthmarks, Mongolian spots, hair, fingernails or
toenails.

Map and describe color/shape of
skin markings, birthmarks, scars, moles

Please describe:

[] Eyes\vision, glasses

[] Ears\hearing, hearing aids or device, earaches, tubes
in ears

[ ] Nose probiems, nosebleeds, runny nose

[ Physical Activity. My child must restrict -
physical activity. S S

' [] Mouith, testhirg, gums, tongue, sores in mouth or on

o !i’_ﬁs_’,:ﬁ_ij.@ijtﬁ_:‘ijfre_athiﬁg.;z§sno“ri‘n'g -

Please describe:

.1 Frequent sore throats or tonsilitis
[] Breathing problems, asthma, cough, croup
[1 Heart, heart murmur

[} Development and Learning. |am concerned
_about my child's behavior, developmentor
learning. = . - , .

[] Stomach aches, upset stomach, spitting-up

[] Using toilet, toilet training, urinating

. [ Banes, muscles, movement, pain when moving, uses
#sSistive equipment o

Please describe;

[[] Nervous system, headaches, seizures or nervous
habits (like twitches)
[] Needs special equipment

[] Allergies. My child has allergies. (Medicine,
food, dust, mold, polien, insects, animals, etc.)

List equipment:

Please describe:

(] Medication. My child takes medication. (List the
name of medication, time medication taken, and the
reason medication prescribed.)

[7] Special Needs Care Plan. My child has a
special needs care plan. (IEP, IFSP, Asthma
Action Plan, Food Allergy Action Plan, stc.)
Please discuss with your health care

provider.

lj’arenthuardian questions or comments for the health care provider:

Comm. 95 (Rev. 10/16)
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Mary. J Treglia Community Houfe preSchool

Child Enrollment Information

Child Informatioh

Child’s Name: Date of Birth:

State;

Address: City:

ZIP:

Allergies, special instructions, comforting items:

Name: .. .Relationship to child:

Address: City: State: ZIP:
(if different than child)

Home #: Cell #: Work #:

Email {personal): Email {work):

Place of work:

Address:

Name: Relationship to child:

Address: City: State: ZiP:
{if different than child)

Home #: . Cell #: . Work #:

Email (personal}: Email (work):.

Place of work: Addreés:

Name: Relationship to child:
Address: City: State:
Home #: Cell #: Work #:

Email {personal): Email {work}:

Reiétiohshi'p to child:

Name:
Address: City: State:
Home #: Cell #: Work #:

_Email {personal):

tact (3) = Qut-of-

Relationship to child:

Address: City: State:
Home #: Cell #: Work #:

| Email (personal): Email (work):
Comm, 204 213
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Medical Information :

Child’s Doctor’'s Name: Phone i -

Address: City: State:

Preferred Hospital to Contact: Phone #:

Addrass: City: State:

Child’s Dentist’s Name: Phone #:

Address: \ City:

State:

Does your child have any special needs that | need to be aware of?

fyou wan . i your child)
~Phone #: . Relationship to child:

Name:

Name: : Phone #: Relationship to child:

Name: Phone #: Relationship to child:

Name: Phone #: Relationship to child: .
Name: Phone #: Relationship to child: Lh;*
Name: Phone #: Relationship to child:

Date:

Parent’s Signature:

Date:

Parent’s Signature:

Comm, 204 214



Infant, Toddler, Preschool Age ~ Child Health Form

Haalth professional complete this page

- Environmental:

Child’s name::

Birthdate:__ 7' Age today:
Date of exam: . L
Height/length:_.- _ Weight:

BM] (start at 395;24 months):

Head circumfefénce {age 2 years and under);
Bload pressure{? (start at age 3 years):

Hgb or Het (at 12 montHis);_-
l.ead risk assegsment:

Blood lead level: Date Results
Sensory Scréening ~ |

Vision assessment:

‘Medication Name

Vision acuity: Right eve Left eye

Hearing assessment: Right ear Left ear

Tympanometry, (may attach resuilts) -
Developmental Scréening
nsinormal limits; otherwise describe

Developmental screening results:

Autism screening results:__

_ Psychosacial/behavioral results;

Developmental referral made today: I:] Yes [ No
Heart;

Lungs: ' .

Stomachfabdomen:

Genitalia:

Extremities, joints, muscles, spins:

Skin, lymph nodes:

Neurological;

Health care provider comments:

lowa Child Care Regulations réquire an admission physical exam report within the previous vear and annual!

« Allergies

Médication:

Food:_

Insects:

Other:._

Immunizations Please attach: - .

[ lowa Department of Public Health
Certificate of Immunization

{] lowa Department of Public Health

Certificate-of Immunization Exemption Medical

[ fowa Department of Public Health
Certificate of Inmunization Exemption Rellgious

[] TB testing completed {only for high-risk child)
‘Dosage
[] Diaper créme:

[_] Fever or pain reliever
[ Sunscreen

[C] Other;

Other madication should be listed with written
instructions for usé in child care. Meadication forms
available at www.idph.iowa.qov/heci/products

Referrals Made', o
[[] Referred to hawk-i today (1-800-257-8563)
[l Other; ' -

Health Provider Assessment Statement

(1 The child may participate in developmentally
appropriate early care/learning with NO health-
related restrictions,

(] The child may participate in developmentally

. appropriate early care/learning with with

restrictions (see comments).

[] The child has a special needs care plan. Type of
plan:; :

(please attach)

Signature:

May use stamp.

Chack the provider credential type:
COMD [JDO [ PA [ ARNP:

Address:

Telephone:

y. The American Academy

of Pediatrics has recommendations for frequency of childhood preventative pediatric health care {Bright Futures 2015)

https:/www.aap .org/en-us/Documents/pericdicity schedule.pdf

Comm. 143 (10/16)
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Towa Um_um_.n.ﬁm:n of Public Health
cat cq HE.s::_Nmﬂ_o:

Name Last:

Middle: - . ¢ E . Date of Birth:
vmﬁ.msmmumaﬂm:. E%mmm g . ~ phone: ()
1 certify that the above named mug_ﬂ_:n :wm a Enoﬁ Q" mmm.mvvan:mﬁ ﬂa_.:E_ n_o hat Bmmn Em _“mn_:n_.mamsn for __nmsmmn_ nr_a nm_.m or mnsnaﬁ enroliment,
Signatura: u N R " Date: : :

Physictan, Phystcian Assistant, Hurse, o nm_,nmﬁ_ zﬂ_ﬂ_;mmwnmsn : I T - :
A _,mu.‘mmm_._ﬂg@om Sm _o! moma of mmm__..: or, Ho,am mumnamﬁ a.. vca__n mmm_": _..._m< review =.=m nmamnmﬁ ma_. m=2m< purposes.
Vaccina Date Given Uonwp_. \ QE \ maE.n _ ; <mnn_=m Date Giver | Doctor / Clinic / Source
Diphtheria, . ) ' . : <w=nm=m
Tetanus, Chicken Pox.
Partussis 1f patiént has a history
DTa?/DTP/DT] - S Tnna
Td/Tdap Varicella
Preumococcal
POV/PPV - _
- Meningococcal
MOV4/MPSV4
Polic - 5
IPV/ORY
N ; Hepatitis A
Measles, - — —
Humps, Rotaviris
Rubella - -
MMR.
Haemophilts :
fnfluenzae :
ﬂwunm b = - - >
Hib - —.—.—:—.—ﬂq— M
Papifloma
g 1 | Virus
Hepatitis B B : Iv<... E
- Othier

~Japuary 2013
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Mary J. Treglia Community House

Confidentiality Agreement

In the course of participating in the classroom at Mary J. Treglia, you may have
access to confidential child/family information. It is one of your most serious
responsibilities not to reveal this information and use the information only as

required.

By signing below, you acknowledge that you have read and fully understand all of
the following: '

» [ understand that I may have indirect access to confidential individually
identifiable child/family information in the course of participating in the
classroom and I agree to protect the confidentiality of any individually
identifiable child/family information to which I may have access during and
after my participation.

¥ [ shall adhere to all procedures that provide for minimizing the intentional
and unintentional conveyance of individually identifiable information to
unauthorized parties through written, electronic, or oral interactions,

» T understand that there may be state and federal laws and regulations that
ensure the confidentiality of an individual’s identifying child/family
information and I agree to operate according to all applicable laws and
regulations,

I have read, understand and agree to the provisions herein.

Parent/Guardian 1 Name

Parent/Guardian 1 Signature Date

Parent/Guardian 2 Name

Parent/Guardian 2 Signature Date
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Home Langua

e PR F
g suive

ers use when speaking to the child in the home?

[ Check here if the child's parents or legal guardians
decline to provide information for this survey.

A. What language do family memb

sometimes home
langluage

but some English -

B 2 3. 4 5

only English mostly English but both equaily mostly home language only home Hm.:mcmmm
sometimes home but some Englishr (not English)
tanguage
{write in home language:
B. What language does the child use when speaking to family members in the home?

. .__Z\bn.... BN R e R 2 30 : A . 5

Not applicable only English mostly Engiish but both equally rmostly home language only home language

{not English)

C. What language does the child use when speaking to other children in the classroom?

sometimes home
language

but some English

N/A 1 o2 3 4 5
Not applicable only English mostly English but both equally mostly home language only home language
sormetimes home but some English {not English)
language
D. Whar language does the child use when speaking to the reachers?
Not applicable only English mostly English but both equally mostly home language only home language

{not English)

Sum of circled Number
numbers of questions
answered

©2015 Teaching Strategies, LLC, Bethesda, MD; www T cachingStrateglies.com
Permission is grantaed to duplicate the material

If this value is 2 or grearer
and the child isina
preschool 3, pre-K4, or
kindergarren class, use
Objectives 37 and 38.

on this page for use in programs implementing
The Creative Curriculum® for Infants. Toddlers & Twos.

*These tescarch reports helped guide our thinking in the development of the
“Home Language Survey”™:

Alkens, N. L., Caspe, M. §., Sprachman, 5., Lépez, M. L., & Ackins-Bumet, §. M.
Qune 2008). Paper Symposism: Development of a language routing protgcol for determining
billngual Spanish-English speaking childrens language of assessmenz. Biennial Head Start
Research Conference. Washington, DC.

Purna, M., Bell, 5., Cook, R, Heid, C., Léper, M. L., et al. {2005). Head Start impact
stueddy: Fiist year findings. Washington, DC: 1.5, Departmenr of Health and Huwman

Services, Adminiscration for Children and Families,

Guuiéreez-Clellen, V. E, & Keeiter, J. (2003). Understanding child bilingual acquisition
using parent and teacher reports. Applied FPoycholinguistics, 24(2), 267-88.






