STATE OF CALIFORNIA CALIFORNIA DEPARTMENT OF SCCIAL SERVICES
HEALTH AND HUMAN SERVICES AGENCY COMMUNITY CARE LICENSING DIViSION

IDENTIFICATION AND EMERGENCY INFORMATION
CHILD CARE CENTERS/FAMILY CHILD CARE HOMES

‘To Be Completed by Parent or Authorized Representative

CHED'S NAME LAST MIDOLE FIRST SEX TELEPHONE
ADDRESS NUMBER STREET ciry STATE 21 gxmnomg
FATHER'S NAME LAST MIDDLE FIRST BUSINESS TELEPHONE
HOME ADDRESS NUMBER STREET CITY STATE 2IP flOME TEL?EPHONE

(
TAOTHER'S NAME LAST MIDDLE FIRST BUS!NESS)TELEPRONE
HOME ADDRESS NUMBER STREET Gty STATE il P(iOME TEL)EPHONE
PIFSON RESPONSIBLE FOR CHILD LAST NAME MIDOLE FIRSTY | HOME TELEPHONE | E,US.NESS)T& EPMONE

i ) L )
ADDITICNAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY

NAME :  ADDRESS | TELEPHONE  : RELATIONSHIP

| ~

1

i
i

1

|
1 4
| |
|

PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY

PhYSICIAN ADDRESS MEDICAL PLAN AND HUMBER TELEPmONE
{
il )
DENTIST ADDRESS MEDICAL PLAN AND NUMDER 1 TELEPHONE

IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN?

B CALL EMERGENCY HOSPITAL D QTHER EXPLAIN;

NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY .
(CHILD WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSCN WITHOUT WRITTEN AUTHORIZATION FROM PARENT OR AUTHORIZED REPRESENTATIVE)

NAME RELATIONSHIP

TIME CHILD WILL BE CALLED FOR

SIGNATURE OF PARENT OR AUTHORIZED REPAESENTATIVE DATE

TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY CHILD CARE HOMES LICENSEE

DATE GF ADMISSION DAYE LEFY

LIC YOG (ENG/SP) (5/00){CONFIDENTIALY



CALIFORNIA DEPARTMENT OF SCCIAL SERVICES
COMMUNITY CARE LICENSING

STATE OF CALIFORNIA-HEALTH AND HUMAN SERVICES AGENCY

*CHILD’S PREADMISSION HEALTH HISTORY—PARENT'S REPORT

CHILD'S NAME { SEX BIRTH DATE
-FATHER'S NAME DOES FATHER LIVE IN HOME WITH CHILD?
MOTHER'S NAME DOES MOTHER LYVE iN HOME WITH CHILDY

15 /HAS CHILD BEEN UNDER REGULAR SUPERVISION OF PHYSICIAN? DATE OF LAST PHYSICAL/MEDICAL EXAMINATION

DEVELOPMENTAL HISTORY (= For iilants and preschool-age chiiren oriy)

WALKED AT BEGAN TALKING AT~ FOILET THAINING STARTED AT*
MONTHS MONTHS MONTHS
PAST L.LNESSES — Check illnesses that child has had and specify approximate dates of ilinesses:
DATES DATES DATES
O Chicken Pox (0 Diabetes (0 Poliomyelitis
I3 Asthma ] Epilepsy (0 Ten-Day Measles
{Rubeola}
i Whooping cough
[0 Rheumatic Fever £l ping coug [ Three-Day Measles
O Hay Fever 3 Mumps (Rubella)

SPECIFY ANY OTHER SERIOUS OR SEVERE ILLNESSES OR ACCIDENTS

HOW MANY IN LAST YEAR? LIST ANY ALLERGIES STAFF SHOULD BE AWARE OF

DOES CHILD HAVE FREQUENT COLDS?

[ ves

O wo

DAILY ROUTINES (" Forinfants and preschool-age chiidren oniy}

WHAT TIME DOES CHILD GET UPT*

WHAT TIME DOES CHILD GO 10 BEDT*

DOES CHILD SLEEP WELL?

COES CHILD SLEEP DURING THE DAY?*

WHENT *

HOW LONG?*

DIET PATTERN: BREAKFAST WHAT ARE USUAL EATING HOURS?
{What does child usually BREAKFAST
eal for these meals?) LUNCH LUNGH
DINNER
DINNER
ANY FOOD DISUKES?T ANY EATING PROBLEMS?
15 CHILD TOILET TRAINED?* IF YES, AT WHAT STAGE:® ARE BOWEL MOVEMENTS REGULAR?" WHAT 1S USUAL TIME?

B ves 1 ne

O ves O no

WORD USED FOR "BOWEL MOVEMENT ®

WORD USED FOR URINATION«

PARENT'S EVALUATION OF CHILD'S HEALTH

15 CHILD PRESENTLY UNDER A DOCTOR'S CARE?

B ves 0 wo

F YES, NAME OF DOCTOR:

COES CHLD TAKE PRESCRIBED MEDICATION(S}?

[0 ves [0 wo

IF YES, WHAT KIND AND ANY SIDE EFFECTS:

DOES CHILD USE ANY SPECIAL DEVICE(S):

# YES, WHAT KIND:

DOES CHILD UBE ANY SPECIAL DEVICE(S) AY HOMET

IF YES, WHAT KIND:

O ves [ wno O ves O o

PARENT'S EVALUATION OF CHILD'S PERSONALITY

HOW DOES CHHLD GET ALONG WITH PARENTS, BROTHERS, SISTEAS AND QTHER CHILDREN?

HAS THE CHILD HAD GROUP PLAY EXPERIENCES?

DOES THE CHILD HAVE ANY SRECIAL PROBLEMS/FEARS/NEEDS? (EXPLAIN.)

WHAT IS THE PLAN FOR CARE WHEN THE CHILD IS ILL?

HEASON FOR REQUESTING DAY CARE PLACEMENT

PARENT'S SIGNATURE DATE

LG 702 {7198) {CONFIDENTIAL) == 08P 98 31033



STRTE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LIGENSING

CONSENT FOR EMERGENCY MEDICAL TREATMENT-
Child Care Centers Or Family Child Care Homes

AS THE PARENT OR AUTHORIZED REPRESENTATIVE, | HEREBY GIVE CONSENT TO

TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE

FACILITY NAME

PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEOPATH (D.O.} OR DENTIST (D.D.S.) FOR

. THIS CARE MAY BE GIVEN UNDER WHATEVER

. NAME
CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHILD NAMED
ABOVE.

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:

Cowe T - ' PARENT OR AUTHORIZED REPRESENTATIVE SIGNATURE
HOME ADDRESS o — e e e oo e s e
HOME PHONE - T K PHONE - - e P
i

LI 627 (ENG/SP) (5/01) [CONFIDENTIALY



STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION

CHILD CARE CENTER
NOTIFICATION OF PARENTS' RIGHTS

THIS NOTICE MUST BE POSTED IN AN AREA OF THE FACILITY ACCESSIBLE TO
PARENTS/AUTHORIZED REPRESENTATIVES

PARENTS' RIGHTS
As a Parent/Authorized Representative, you have the right to:

1. Enter and inspect the child care facility without advance notice whenever children are in care.

2. File a complaint against the facility with the lcensing office and review the facility’s public file kent by
the licensing office.”

3. Review, at the facility, reports of licensing visits and substantiated complaints against the facility
made during the iast three years.

4, Complain to the licensing office and inspect the facility without discrimination or retaliation against
yourself or your child.

5. Request in writing that the nen-custedial parent not be allowed to visit your child or take the child
from the facility, provided you have shown the appropriate documentation from a court.

8. Receive from the ficenses the name, address and telephone number of the licensing office
Licensing Office Name: Bay Area District Office - Child Care
Licensing Office Address: 1515 Clay Street, Suite 1102, Oakland, CA 84612

Licensing Office Telephone #:  (510) 622-2602

NOTE: CALIFORNIA STATE LAW PROVIDES THAT THE LICENSEE MAY DENY ACCESS TO A
PARENTIAUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE FARENTIAUTHORIZED
REPRESENTATIVE POSES A RISK TO CHILDREN [N CARE,

LIC 995(ENGISH) (12200) (De(ach Here}

ACKNOWLEDGMENT OF NGTIFICAT[ON OF PARENTS’ RIGHTS

{ParentlAuthorized Representative Signature Required)

1, the parent/authorized representative of , have received |

a copy of the “CHILD CARE CENTER NOTIFICATION OF PARENTS' RIGHTS" from the licensee or
designated representative,

Name of Facility

Signature (Parent/Autherized Representative} Date

NOTE: This form must be kept in child’s file and a copy given to parentlauthorized representative.

LG SOKENG/SP) (1300 .



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALFORNIA DEPARTMENT OF SOCIAL SERWCES

PERSONAL RIGHTS
Child Care Facilities

Personal Rights, See Section 101223 for waiver conditions applicable to Child Care Centers.

{a) Child Care Facilities. Each child receiving services from a child care faciiity shall have rights which include, but are
not limited 10, the following:
(1) To be accorded dignity in his/her personal relationships with staff and other persons.

(2) To be accorded safe, healthful and comfortable accommodations, furnishings and equipment to meet his/her
needs.

(3) To be free from corporal or unusual punishment, infliction of pain, humiliation, intimidation, ridicule, coercion,
threat, mental abuse, or other actions of a punitive nature, including but not limited to: interference with daily
fiving functions, including eating, sleeping, or toileting; or withholding of shelter, clothing, medication or aids to
physical functioning.

(4) To be informed, and to have his/her authorized representative, if any, informed by the licensee of the
provisions of law regarding complaints inctuding, but not limited to, the address and telephone number of the
complaint receiving unit of the licensing agency and of information regarding confidentiality.

{(5) To be free to attend religious services or activilies of his/her choice and to have visits from the spiritual advisor
of his/her choice. Atiendance at religious services, either in or outside the facility, shall be on a completely
voluntary basis. In child care facilities, decisions concerning attendance at religious services or visits from
spiritual advisors shall be made by the parent(s) or guardian(s) of the child.

(6) Notto be locked in any room, building, or faciiity premises by day or night.

(7) Not to be placed in any restraining device, except a supportive restraint approved in advance by the licensing
agency.

THE REPRESENTATIVE/PARENT/GUARDIAN HAS THE RIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS, WHICH IS:

G)mm é//?/?fx (4-?/6’ Z/‘__ fzzr/'zz/s?

NAME
IS LS (o (ST Y2 )
ADDAESS J
oA o .
CITY o™ ZIP CODE AREA CODE/TELEPHONE NUMBER
7 56/2 S0 822 2406
""""""""""""""""""""""""""""""""""""""""" BETAGHHERE * ™"~~~
TO: PARENT/GUARDIAN/CHILD OR AUTHORIZED REPRESENTATIVE: PLACE IN CHILD'S FILE

Upon satistactory and full disclosure of the personal rights as explained, complete the {oliowing acknowiedgment:

ACKNOWLEDGMENT: I/'We have been personally advised of, and have received a copy of the personal rights contained in the
California Code of Regulations, Title 22, at the time of admission to:

{PRINT THE NAME OF THE FACILITY) [ (PRINT THE ADDRESS OF THE FAGILITY)

i : ’

{PRINT THE WIME wr 1HE CHILD)

({SIGNATURE OF THE REPRESENTATIVE/P ARENT/GUARDIAN)

(VITLE OF THE REPRESENTATIVE/RARENT/GUARDIAN} {DATE)

UL §13A {4/99) . e 05P W 5159



Dianne Adair Enrichment Programs
Permission and acknowledgments

Policy Page

I parent of have read, understand
and will abide by Dianne Adair Enrichment Program policies as described on our policy page.

Registration Fees
The annual non-refundable registration fee of was paid on

for the school year

Excursions
I give permission for Dianne Adair Enrichment Programs to take my child,

on short excursions. I understand that specific field trips will be cleared

buy me in advance.

Signature of Parent/ Guardian Date

Insurance

I either have or agree to purchase adequate health insurance for my child. This may include the
schools 24 hour coverage policy. I understand that I am responsible for medical cost occurred
from the Day Care Center.

Signature of Parent/ Guardian Date

Parent’s Rights & Personal Rights

I parent/guardian of
Have received a copy of Parents Rights (LIC 995) and a copy of Personal Rights (LIC 613A)
from the licensee or authorized representative of Dianne Adair Enrichment Programs.

Signature of Parent/ Guardian Date



Photo Release Form

I hereby grant Dianne Adair Enrichment Centers permission to use my child/ren’s
likeness in a photograph in any and all of its publications, including website entries,
without payment or any other consideration. I understand and agree that these materials
will become the property of the Dianne Adair Enrichment Programs and will not be
returned. I hereby irrevocably authorize Dianne Adair Enrichment Programs to edit, alter,
copy, exhibit, publish or distribute this photo for purposes of publicizing the Dianne
Adair Enrichment Programs facilities or for any other lawful purpose. In addition, I
waive the right to inspect or approve the finished product, including written or electronic
copy, wherein my likeness appears. Additionally, I waive any right to royalties or other
compensation arising or related to the use of the photograph. I hereby hold harmless and
release and forever discharge the Dianne Adair Enrichment Programs from all claims,
demands, and causes of action which I, my heirs, representatives, executors,
administrators, or any other persons acting on my behalf or on behalf of my estate have
or may have by reason of this authorization. I am 21 years of age and am competent to
contract in my own name. | have read this release before signing below and I fully
understand the contents, meaning, and impact of this release.

{Signature) {Date)

{Printed Name) {Datey

If the person signing is under age 21, there must be consent by a parent or guardian, as
follows:

I hereby certify that I am the parent or guardian of
named above,

and do hereby give my consent without reservation to the foregoing on behalf of this
person.

3

(Parenl/Guardian’s Signature) (Date)

(ParenV/Guardian’s Printed Name)



STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY DEPARTMENT OF SOCIAL SERVICES-COMMUNITY CARE LICENSING

‘PHYSICIAN’S REPORT—CHILD CARE CENTERS
(CHILD'S PRE-ADMISSION HEALTH EVALUATION)

. PART A — PARENT'S CONSENT (10 BE COMPLETED BY PARENT)

, born is being studied for readiness to enter
{NAME OF CHILD) (BIRTH DATE)

. This Child Care Center/School provides a program which extends from :
{NAME OF CHILD CARE CENTER/SCHOGL)

am./p.m. to am/p.m., days a week.

Please provide a report on above-named child using the form below. 1 hereby authorize release of medical information contained in this
report 1o the above-named Child Care Center.

(SIGNATURE OF PARENT, GUARGIAN, OR CHILD'S AUTHORIZED REPRESENTATIVE) (FODAY'S DATE)

PART B ~ PHYSICIAN’S REPORT (TO BE COMPLETED BY PHYSICIAN)

Problems of which you should be aware:

Hearing: Allergies: medicine:
Vision: insect stings:
Developmental: food:
Language/Speech: ) asthma:

olher:

Other (Include behavioral concems):

Comments/Explanations:

MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTICNS FOR THIS CHIiLD:

IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-288.)

DATE EACH DOSE WAS GIVEN
1st 2nd 3rd 4th 5th

VACCINE

POLIO {OPV OR IPV) /

——
e
b
—
e

s

——
T
—

(DIPHTHERIA, TETANUS AND
DTP/DTaP!  {aceti ULAR] PERTUSSIS OR TETANUS
DT/Td AND DIPHTHERIA DNLY}

MEASLES, M 3
MR (MEASLES, MUMPS, AND RUBELLA)

{REQUIAED FOR CHILD CARE ONLY)
HIS MENINGITIS  (HAEMOPHILUS B} /

B e e T
e e T ]

HEPATITIS B

L [ T T
S
S
-
S

{NOT REGUIRED)
VARICELLA {CHICKENPOX) / / /

SCREENING OF TB RISK FACTORS {listing on reverse side)

1 misk factors not present; TB skin test not required.

1 Risk factors present; Mantoux TB skin test performed (unless
previous-positive skin test documented).

e Communicable TB disease not present.

Lhave [ have not [] reviewed the above information with the parent/guardian.
Physician: Date of Physicial Exam;
Address: Date This Form Completed:
Telephone: Signature

[J Physician [ Physician's Assistant [J Nurse Practioner

LIC 701 (699} [Confidential)



RISK FACTORS FOR TB IN CHILDREN:

*  Have a family member or contacts with a history of confirmed or suspected TB.

*  Are in foreign-born families and from high-prevalence countries {Asia, Africa, Central and South America).
*  Live in out-of-home placements.

*  Have, or are suspected to have, HIV infection.

*  Live with an adult with HIV seropositivity.

*  Live with an adult who has been incarcerated in the last five years.

*  Llive among, or are frequently eprsed o, individuals who are homeless, migrant farm workers, users of street drugs, or residents in
nursing homes.

*  Have abnommalities on chest X-ray suggestive of T8.

*  Have clinical evidence of TB.

Consult with your local health department’s TB control program on any aspects of TB prevention and treatment.

o
W‘t@ 0SP 99 27800








