
EMERGENCY FORM
INSTRUCTIONS TO PARENTS:
(1) Complete all items on this side of the form. Sign and date where indicated.
(2) lf your child has a medical condition which might require emergenry medical care, complete tie back side of the form, lf necessary have your child's

health practitioner review that information.

NOTE: THIS ENTIRE FORM MUST BE UPDATED ANNUALLY.

Child's Neme Birth Date
First

Hours & Days of Expeted Attendance

Child's Home Address

Enrollment Date

StreeVApt. f State Zip Code

ParenUGuardian Name(s) Relationshio Phone Number(s)
Place of Employnent

W:

C: H:

Place of Employment

W:

c: H:

Name of Person Authorized to Pick up Child (dai$ _
OOor"".

StreeUApt. # City State Zip Code

City

Any Changes;/Additional

ANNUA UPDATES
(nitialdDate) (nitials/Date) (nitials/Date) (lnitials/Date)

When parents/guardians cannot be reached, list at least one person lvtro may be contacted

1. Name
Last First

to pic* up the child in an emergency:

Telephone (H) _ (w)

Address

2. Name

StreeVApt # City State Zip Code

Telephone (H) CIv)
First

Address

3. Name

StreeUApt. # City Zp Code

Telephone {H) w)
Last First

Address
StreevApt. #

Child's Physician or Source of Healih Care

Address

Ciiy Zp Code

Telephone

StreeYApt. # City State Zip Code

ln EMERGENCIES requiring immediate medical atteniion, your child wilt be taken to the NEAREST HOSPITAL EMERGENCY ROOM. Your signature
authorizes the responsible person at the child care facility to have your c-ttild transported to that hospital.

Signature of ParenUGuardian
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INSTRUCTIONS TO PARENT/GUARDIAN :

(1) Comptete the following items, as appropriate, if your child has a condition(s) which might require emergency medical

care.
(2) lf necessary, have your child's health practitioner review the information you provide below and sign and date where

indicated-

Child's Name: Date of Birth:

Medical Condition(s):

Medications currently being taken by your child:

Date of your child's last tetanus shot:

AllergieslReactions:

EMERGENCY MEDICAL INSTRUCTIONS:
(1) Signsisymptoms to look fon

(2) lf signs/symploms appear, do this:

(3) To prevent incidents:

OTHER SPECIAL MEDICAL PROCEDURES THAT MAY BE NEEDED:

COMMENTS:

Note to Health Practitioner:

lf you have reviewed the above information, please complete the following:

Name o{ Health Practitioner

()
Signature of Health Practitioner
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MARYLAND STATO DEPARTMENT OF EDUCATION
Office of Child Care

HEALTH HISTORY FORM
For Use in Drop-In Child Care Centers*

Child's Name: Bifih Date:

Parent/Guardian Name: Relationship:

YES NO

List any areas of the program in which the child cannot ful1y participate. Would any limits or alterations help to meet his or her
needs? Please explain briefly.

Signature ofParenl/Guardian Date

* A parent may object when medical examination of a child conflicts with the parent's bona fide religious belief and practice. Under
such circumstances, the parent may also use this form.

OCC 1285 (Revised 7/05) - All previore editions are obsolete.

This child is otherwise in good physical and mental health. This child is also free of communicable
disease and may participate fully in all activities.

Check the correct answers to the following questions. Give a brief explanation under COMMENTS for any \GS answer.

Does the child have any of the folil:wing? \.ES NO COMMENTS

a) Vision problem?

b) Hearing problem?

c) Speech or language problem?

d) Physical illness or impairment problem?

c) Mcntal, cmotional or behavioral problem?

t) Developmental delay?

g) Allergies?

h) Other? (If YES. specifi)

i) Health condition which may require care or
emergency action? (IJ' YE S, specify, e. g. seizures,
bee stine allergv, diabetes, etc.)
j) Does the child have up-to-date immunizations?

k) Is the child currently taking any medication?



MARYLAIYD STATE DEPARTMEI{T OF EDUCATION
Office of Child Care

ALL ABOUT:

Child's Name: Birthdate:

Parenf/Guardian: Home Phone: WorkPhone:

Address: Zip Code:

Provider/Centef: Phone:

Address: Zip Code:

The information contained herein is for CONFIDENTIAL USE ONLY.

THINGS MY CHTT,T} DOES WELL

WIIAT MY CHILD LIKES AND DISLII(ES

TIIINGS I AM WORKING ON WTTH MY CHILD

lvIY CHTT,D ENJOYS THT',SE PHYSICAL ACTTVTIIES
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I\,IY CHILD EAS DIFF'ICTJLTY WTIH THT'SE ACTTYITMS

MY CHTT,D WILL NEED THE FOLLOWING EQUIPMENT AND/ORROUTINES

THINGS MY CHILD MIGHT NEED HELP WITH

WIIAT SPECIAL ADAPTATIONS WILL THT', PROGRAM MAKE AT TIIIS TIME?
(For the use ofthe Child Care Facility when needed.)

This information is intended for use by the child care provider, developed in cooperation with the parents. THIS IS NOT
INTENDED TO BE A LEGALLY BINDING CONTRACT.

Signatures:

Parent/Guardian: Date:

Provider: Date:

Updates:

Parent/Guardian: Date: Parent/Guardian: Date:

Provider: Provider:
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