DEPARTMENT OF CHILDREN AND FAMILIES
Divison of Earty Came and Education

DCF-F (CFS-2345) (R. 02v2008)

Instructions: The parent / guardian should compiete this form for placermnent in the child's file priof to the child's first day of attendance. Information conteined on the form shall be shared
with any parson caring for the child, The department recommenda that parents / guardians and center staff periodically review and update the information provided on this form,

CHILD INFORMATION

Name (Last, First, M) - Address ~ Home (Street, City, State, Zip Coda)

Telephone Number . Birthdate (mm/ddiyyyy) Date — First Day of Afihdance (mmiddyyyy)
PARENT / GUARDIAN INFORMATION Provide Information where the parent(s) / guardian(s) may be reached while the child is in care,

Name’ Telephone Number — Home Telephonie Number — Work Telephons Number — Ceular
Nome - Tetephons Numiber —Fome Telophone Number —Work Teiophone Number — Coliiar

PHYSICIAN / MEDICAL FACILITY INFORMATION u , _
Name — Physician Address - Medical Facility” B Telophone Number

SUNSCREEN / INSECT REPELLENT AUTHORIZATION If provided by the parent, the sunscreen or insect repellent shall be labeled with the child’s name. Per DCF 2561.07(6)Xf)2.,

authorizations shall be reviewed every 8 months and updated as necessary. Per DCF 250.07(B)XN2.a., Authorizations shall be reviewsd periodically and updated as necessary. '
Yes |_INo 1authorize the center 10 apply sunscresn to my chikl. Brand Name : ingredient Strangth

I:]Yul %No | suthorize the canter to sliow my child to self-apply sunscreen.
Yes | | No laummmcenbrlnq:plympaﬂmtbmydﬂld. Brand Name Ingradient Strength

L] yes | ] No | suthorize the center 1o sllow my child to self-apply repelient. .
HEALTH HISTORY AND EMERGENCY CARE PLAN Y available. atiach any heaith care pian Information from the chiid's physician, therapist, etc,
1. Chadmnyupednlmodiculoondiuonmyourohlldmayhm.

[C] No specific medical condition

[ Astma (] Diabetes [J Gastrointestinal or feeding concems including special diet and supplements
[J  cerebral paisy  motor disorder [2 Eplepsy / seizure disorder [J Any disorder including Cognitively Disabled, LD, ADD, ADHD, or Autism

[ Other condition(s) requiring special care - Specify.

Mitk affergy. If a child is aliergic to mifk, attach & statoment from the medical professional indicating the acceptable atermnative,
Food allergies — Spacify food(s).

a0

[0 Non-food sliergies - Specify.
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2. Trggers that may causs problems ~ Spacify. h

-'i"—Signsormtqwtmfor—-Spaﬁf

4. Steps the child care provider should follorw, ﬂprasalpﬂonornon-pmurlpum medications are hecessary, a copy oflhabnnAuﬂmﬁzaﬂm!oAmmmmwcaﬁm shouid be
“Attached to this form. Note: gmupmlldcnreoentorsanddaymmpsmayuumermn form.

5. \dentify any chiid care Staff to whom you hawgim%daﬁudhulnhg!hﬁnmﬂombhalpmm.
a, .

b,
.

6. Nmb!pcmnumgnrdmmpmnmorfaﬁurebmpmdhmment

7. When to consider that the condiiion requires emesgency medical care or reaRgessment

8 Additonal information that may be helphl o the child cars provider.

SIGNATURE - Parent or Guardian - Date Signed (mmiddlyyyy)

F

Review dates:




