
EMERGENGY FORM
INSTRUCNONS 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 rvtrich might rcquire emergenry medical care, complete the 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 Name Birh Date
Last First

Hours & Days of Expected AttendanceEnrollment Date

Child's Home Address
StreeVApt. # City State Zp Code

ParenUGuardian Name(s) Relationship Phone Number{s}
Place of Employment

W:

C: H:

w:

G: H:

Name of Person Authorized to Pick up Child (dallyJ

Address
Last First Relationship to Child

StreeVApt. # City State Zip Code

Any Changes;/Additional

ANNUAL UPDATES
(lnitialslDate) (nitial*lDate) (lnitialdDate) (nitials/Date)

When parents/guardians cannot be reached, list at least one person who may be contiacted to pick up ihe child in an emergency:

1. Name Telephone (H)
First

Address

w)

2. Name

StreeUApL # City State Zip Code

Telephone (H) (w)
First

Address

3. Name

StreeVApt. # City State Zip Code

Telephone (H) w)
Last

Address
StreeVApt. #

Child's Physician or Source of Health Care

Address

State Zip Code

Telephone

StreeUApt. # Crty State Zip Code

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

Signature of ParenUGuardian

City

nnn l rla fPArdcAd a/t?I - Si.la 1 .rf , - All dbviry'r aAfr^^c 2'- ^hsr,6td

Date



INSTRUCTIONS TO PARENT/GUARDIAN :

(1) Complete 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 cunently being taken by your child:

Date of your child's last tetanus shot:

AllergieslReactions:

EMERGENCY MEDICAL INSTRUCTIONS:
(1) Signsisymptoms to look fon

(2) lf signsisymptoms appear, do this:

(3) To prevent incidents:

OTHER SPECIAL MEDICAL PROCEDURES THAT MAY BE NEEDED:

COMMENTS:

Note to Health PracJitioner:

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

Name of Health Practitioner Date

()
Signature of Health Practitioner

 
^F 

461A /O^..L^l n,{o\ oiJ- 4 ^t 4 All ^-..i^'.^ ^,9'^_- -4 ^!^^!^3_

Telephone Number



MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care

HEALTHIhI-\rENTORY
lnformation and lnstructions for Parents/Guardians

W
The following information is required prior to a child attending a Mary4and Stiate Department of Education licensed,
registered or approved child care or nurseryschool:

'A physical examination by a physician or ceftified nurse pnctitioner completed no more than twelve months priorto
aftending child care. A Physical Examination form designated by the Maryland Slate Department of Education and the
Department of Heafth and Mental Hygiene shall be used to meetthis requirement (See COMAR 13A.15.03.02, 13A.16.03.02
and 13A.17.ffi.aQ.

' Evidence of immunizations. A Maryland lmmunization Ceftification form for newly enrolling children may be obtained from the
local health department orfrom school personnel. The immunization certification form (DHMH 896) or a printed or a computer
generated immunization record form and the required immunizations must be completed before a child may attend. This form
can be found at:
http://earlvchildhood.marvlandpublicschools-orq/svstem/files/filedepot/3/marvland immunization certification form_dhmh 896
- februarv 2O14.odfa----_'--

Evidence of Blood-Lead Testing for children living in designated at risk arcas. The blood-lead testing ceftificate (DHMH
462Q @r another wriften document signed by a Heafth Care Practitioner) shall be used to meetthis requirement. This form can
befoundat: http://earlvchildhood.marvlandpublicschools.orslsvstem/files/filedepot/3/dhmh 4620 bloodleadtestinecertificate 2016.pdf

E)GUEII9NTI

Exemptions from a physical examination, immunizations and Blood-Lead testing are permitted if the family has an
objection based on their religious beliefs and practices. The Blood-Lead certificate must be signed bya Health Care
Practitioner stating a questionnaire was done.

Children may also be exempted from immunization requirements if a physician, nurse practitioner or health department
official certifies that there is a medical reason for the child not to receive a vaccine.

The health information on this form will be available only to those health and child care provider or child care personnel
who have a legitimate care responsibilityfor your child.

IUJIIBUCI|SNS

Please complete Part I of this Phpical Examination form. Part ll must be completed by a physician or nurse practitioner,
or a copy of your child's physical examination must be attached to this form.

lf your child requires medication to be administered during child care hours, you must have the physician complete a
Medication Authorization Form (OCC 1216)for each medication. The Medication Authorization Form can be obtained at

htto://ea rlvch ildhood. marvla nd pu blicschools.orglsvstem/files/f iledepot/3,/occ1216-medicat ionadmin istrationa uthorization. pdf

lf you do not have access to a physician or nurse practitioner or if your child requires an individualized health care plan,
contact your local Health Department.

OCC 1215 - Revised June20l6 - Allprevious editions are obsolete Page 1 ofS



PART I. HEALTH ASSESSMENT
To

Mo / Day / Yr MtrFn

Your Grilds Routine Dental Care Provider
Name:
Address:
Phone

Your Childs Routine Medical Care Provider
Name:
Addless:

- to ttre Aest of four knowledge has lrour child had any problem with the following? Check Yes or

ooes lour ehnd take medication (prescription of non?rescripfon) at anytime? and/orfor

E No f| Yes, name{s)of medication(s):

E No ! Yes,typeoftteatnent:

f] No [f Yes,wfratprocedure(s):

I GIVE MY PERMISSION FOR THE HEALfi PRACTITIONER TO COMPLETE PART II OF THIS FORM. I UNDERSTAND IT IS

FOR CONFIDENTIAL USE IN MEETING MYCHILD'S HEALTH NEEDS IN CHILD CARE.

I ATTEST THAT IHFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TOT}IE BEST OF ITIY KNOVI'LEDGE

AND BELIEF.

Page2 ofS
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PART II . CHILD HEALTH ASSESSMENT
To be completed Ol\lLYby PhysicianNurse Practitioner

Birth Date: Sex
MN FNLast First [,{ddle luonthlDay/Year

t.Doesthe child named above

fl No E Yes,describe:

have a diagnosed medical condition?

2. Does the child have a health condition which may require EMERGENCY ACTION while hdshe is in child care? (e.9., seizure, alleqy, asthma,
bleeding problem, diabetes, heart problem, or other problem) lf yes, please DESCRIBE and describe emergency action(s) on the emergency card.

f-'l wo [-1 Yas da*rihc:

3. PEFindinos
llot

Healt*r Area UNL ABNL Eut€ied
Not

Heafth Area Wl{L AANL Evatuated
Attention Defi cayHvDeractivitv II Lead Eposure/Elevated Lead t t
Behavior/Adiustment tl Mobility L
Bowel/Bladder tr tr MusctloskeletaVorthopedic
Cardiac/murmur U Neurolooical
Dental Nutrition
Development U Phvsical I llnass/lmoairment

Endocrine tr Psvdrosocial
ENT U Respiratory
GI tt Skin
GU tt SDeech/Lanouaoe
Hearino U Vision
lmmunodeficiency U Other
REIIARKS: (Please erplain any abnormal findings.)

t. KEITIr,F(|.,t rlilmunGlIVNO-Unl$nOWU!9ulElglll(jaltrllallu]lr4auulgHlnEnttg.g.trtrtrEly[lltlull6utJlllElLrluU[tllllutllzalu(J[l5rlSrequfe
tobecompletedbyahealthcareproviderora@mputergeneratedimmunizationrccordmustbeprovided. (Ihisformmaybeobtainedftom:
htto://earlvchildhood.marvlsndDUblicschools-oro/svstem/files/filedeoot/3/marvland immunization cerlification form dlrmh 895 - februarv 2014 r

REUGIOUS OBJECTION:

I am the parenUguardian of lhe child identified above Because of my bona fide religious beliefs and prac{ices, I obJect to any immunizalions being given
to my child. This elemption does not apply dudng an emergency or epidemic of disease.

ParenUGuardian

5. ls the child on medication?

E No E Yes, indilxte medication and diagnosis:
(OCC 1216 lledication Arthorization Form must be comploted to admlnister medicalion in cftild care).

6. Should there be any restiction of phlrsical adivity in child care?

r] lqo E Yes. soecifunature and duration of restriction:

7- TesUMeasurement Results DateTaken
TuberculinTest
Blood Pressure
Heiqht
Weiqht
BMI o/otile

LeadTestlndicated:DHMH4620 E Yes lllo Testfl Test*2 Testsl Testsz

has had a complete physical examination and any conoems have been noted above.

Additional Comments:

(Child's Name)

PhysicianNurse Practitioner (fype or Print): Phone Number: Physician/Nurce Practitioner Signature: Date:

OCC 1215 - Revised Jwe20l6 - All prevlous editions are absolete. Page3 ofS



Manvranro DnpmrnmNr or Hnll.rs auo McNTAL Hvcmxn Br,ooo Lnlo Tnsrncc CERTTFTCATE

Instructions: Use this form when sa1slling a child in child care, pre-kindergarten, kindergarte,lr or first grade. BOX A is to be

conpleted by the parent or guardian. BOX B, also coryteted by parent/guardian, is frr a child bom before January l, 2075 who does

not need a lead test (children must meet all conditions in Box B). BOX C should be completed by the health care provider for any

child bom on or after January 1,2015,and any child born before January 1, 2015 who does not meet all the conditions in Box B. BOX

D is for children who are not tested due to religious objection (must be coryleted by health care provider).

BOX A-p"r"nyGuardian Completes for Child Enrolling in Child Care, he-Kindergarten, Kindergarten, or First Grade

CHILD'SADDRESS I I I
erl CffY STATE Z'lP

sEX: [Male EFemale BIRTI{DATF / / PI{ONE

BOX B - For a Child Who Does Not Need a Lead Test (Complete and sign if child is NoT enrolled in Medicaid At{D the

answer to EVf,RY question below is NO):

Was this child bom on or afier January 1,20152 f,l YEs f,l NO

Hasthischildeverlivedinoneoftheareaslistedon&ebackof6isform? tl YES B fqO

boes this child have any known risks for lead eryosure (see questions on reverse of fornq and

tatkwithyornc'hiH'tn*mcareproviderifyouaretmsure)? ft YES fl NO

Ifall answers are NO, sign below and return this form to the child care provider cr schooL

Parent or Guardian Name (Print):Jignature:

If the answer to ANY of these questions is YES, OR if the child is enrollcrt in Medicai4 do rot sigr
Box B. Instea4 have heslth care provider coryIete Box C or Box D'

BOX C - Documentation and Certification of Lead Test Results by Health Care ProYider

Cornments:

person completing form: OHealth Care Provider/Designee OR Oschool Health ProfessionallDesipee

BOX D - nona Fide Religions Beliefs

I am the parent/guardian ofthe child identified in Box d above. Because ofmy bona fide religious beliefs and practices, I object to any

blood lead testing ofmYchild.
Parent or Guardian Name (PrinD: Sigature: Oate: --
******** **:**** *****!F** +*******+* ***** ***********'l***** **t:**+*:f***{'*'*** *+*'i*:}++**i'**** * ***'****:***** ********* ***** ***'*

This part of BOX D must be completed by child's health care provider: Lead risk poisodng ri* assessment questionnaire done: B YES t] No

ProviderName: Sigrraore:

DHMHFORM462O REVKED 5/2016 REPLACES AEPREVTOUSYERSIONS
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HOW TO USE THIS FORM

The documented tests should be the blood lead tests at 12 months and 24 rnonths ofage. Two test dates and results are required

if the fint test was done prior to 24 months of age. Ifthe ftst test is done after 24 months of age, one test date with result is
required. The child's primary health care provider may record the test dates and results directly on this form and certify them
by sigaing or stanrping the signabre section. A school health professional or designee may hanscribe onto this form and certifr
tq st dates from any other recq rd tlat has the authe. ntie ation of a m96inu1 nrotde. r, hgalth {eparbngnt, o. r sclrqol. All &rms arE

kept on file with the child's school health record.

Baltimore Co.
Allcganv (Continued)

ALL 21212
21215

AnneAruudel 21219

2071t 2l?20
20714 21221
2076/. 2t222
20779 21224
210ffi 21227
2tmt 21228
2122s 2t229
2l?26 21234

2t402 21236

2t237
Baltimore Co 21239

2t027 21244
21a52 21250
2t071 21251
27082 21282
21085 21286
2tw3
21111 Baltiroore Citv
21t33 ALL
21155
2116l Calvert
21204 206t5
2t2M 207t4
21207

Carroll
21t55
21757

2t776
21787
2179t

Cecil
2t913

Charles
2064A

20658

20662

I)orchester
ALL

Frederick
208r'.2
21701
21703
21704
2r716
21718
217t9
21727
2t757

21758

21762
2t'r69

Frederick
(Continued)

21776

21778

2t780
21783
21787
21791
21798

Garrett
ALL

Harford
21001
21010

21034
2tM0
21078
21a82
2108s
21 130

2lnl
2lt6Q
2tt6t

Howard
20763

Kent
216t0
21620

zt@s
216s0
21651
2l6l
21667

Montgomerr
20783
2A7A7

20812

20815
20816

20818
20838
20842
20868
20877
2A901
20910
20pr2
20913

Prince George's

20703
20710

20712

20722
20731

Prince George's
{Colrtinned)

20737

20738
20740
20741
20742
24',t43
20746
20748
20752
20770
20?81

20782

20783
20784

20785
20787
20788
20790
20791
20792
20799
209t2
20913

Oueen Anne's

2MA7
21617

Queen Annets
(Condnued)

2l@0
2l@4
2t649
21651
2t657
21668

. 21670

Somerset
ALL

SLMary's
20606
20626

20628
20574
20687

Talbot
21612
21654
2t657
21665
21671
2t673
21676

21208

2t2W
2t210

Carollne

AII
21620 lVashineton

2t623 ALL
21628

Wicomico
ALL

Worcester
AI,I,

Lead Risk Assessment Questionnaire Screening Questions:

l. lives in or regularly visits a house/building built before 1978 with peeling or chrpping paint recent/ongoing renovation or
rernodeling?
Evcr livcd outside the Unibed States orrccently arrivcd from a foreign counby?
Sibling housemate/playmate being followed or treated for lead poisoning?

Ifborn before l/l/2015, lives in a 2004 "at rislC'zip code?

Frequently puts things in hiVh€r mouth such as toys, jewelrry, or keys, eats non-food items (pica)?

Contact with an adult whose job or hobby involves exposure to lead?

Lives near an active lead smelter, battery recycling plan! other lead-related industry, or road wtrere soil and dust may be

contaminated with lead?
Uses products from other countries such as health remedies, spices, or food, or store or seffe food in leaded crystal, pottery or
pewter.

DHMHFORM462O REVISED52O16 Rrpreces AII PREVIOUS VERSIONS

.,

3.
4.
5.
6.

7.

8.

oCC 121$'June2016
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MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care

ALL ABOUT:

Chilrl's Name: Birthriate:

Parent/Guardian: Home Phone: WorkPhone:

Address: Zin Code:

Provider/Center: Phone:

Address: ZioCode:

The information contained herein is for CONFIDENTIAL USE ONLY.

THINGS MY CHTIN DOES WELL

WIIAT MY CHILD LIKES AND DISLIKES

TIIINGS I AM WORKING ON WTTH MY CHILD

MY CHILD ENJOYS THN5E PHYSICAL ACTTVTIIES

OCC 8506 (Revised 7 105) - All previous editions are obsolete- Page I of2



MY CHTT D HAS DIFFICT]LTY WTTH TI{T'SE ACTTYITTES

MY CHILD WILL NEED TIIE FOLLOWING EQUIPMENT ANDIOR ROUTINES

THINGS MY CHILD MIGET NEED HELP WTIH

WIIAT SPECIAL ADAPTATIONS WILL Tffi PROGRAM MAKE AT TIIIS TIME?
(For the use of the Child Care Facility when neededJ

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 BINDINq CONTRACT.

Sipatures:

Parent/Guardian: Date:

Provider: Date:

Updates:

Parenf/Guardian: Date: ParentlGuardian: Date:

prnwider: Provider:

OCC 8506 (RevisedT/05) - Allprevious editions areobsolete' Page2 of2


