LETTER 1.18

PERMISSION FOR
PHOTOGRAPHS/VIDEOTAPING

Dear Parents:

Occasionally the Center staff or approved visitors take pictures of or
videotape the children. These pictures (still or moving) are used to publi-
cize and promote Center activities or events. Pictures may appear in
local newspapers, center brochures, or on television. No additional
notice may be given of picture-taking sessions.

A form is attached for parental approval/release for photographs.
Please sign and date the attached form and return it immediately to the_
Center. No photos or video will be taken of children whose parents do
not grant permission. '

Sincerely,

Center Director

Permission for Photographs/Videotape

— I do give permission for my child to be photographed or video-
taped while at the Center or on Center-sponsored field trips for pur-
poses of promoting the Center and its activities.

_ I do not give permission for my child to be phetographed or
videotaped while at the Center or on Center-sponsored field trips for
purposes of promoting the Center and its activities.

Parent(s)/Guardian Signature Date
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Parent/Provider fill in this part.

Parents may write immunization dates; health professional should verify and complete all data.

FQ)L 570-825-§2¢4|

CHILD HEALTH REPORT

(55 PA CODE §§3270.131, 3280.131 AND 3290.131)

S0 %28 2500

CHILD’S NAME: (LAST) (FIRST) PARENT/GUARDIAN:
DATE OF BIRTH: ~ HOME PHONE: ADDRESS: i
'CHILD CARE FACILITY NAME: u) ¥ Ty (e Ao
Little dndeis Ld,l_lm Q nlekH
FACILITY PHONE: COUNTY: WORK PHONE:

Pike

PARENT’S SIGNATURE:

O I authorize the child care staff and my child’s health professional to communicate directly if needed to clarify information on this form about my child.

DO NOT OMIT ANY INFORMATION
This form may be updated by a health professional. Initial and date any new data. The child care facility needs a copy of the form.

O NONE

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY):

-

DESCRIBE ALL MEDICATION

O NONE

AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY.

CHILD’S ALLERGIES (DESCRIBE,‘IF ANY):
O NONE

LIST ANY HEALTH PROBLEMS OR SPECIAL

EQUIPMENT AND PROVISION FOR EMERGENCIES.
O NONE

NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF,

COMMUNICABLE DISEASES?
O YES O NO IF NO, PLEASE EXPLAIN YOUR ANSWER:

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE
HEALTH CARE SERVICES CURRENTLY RECOMMENDED
BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE
SCHEDULE AT WWW.AAP.ORG)

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR

VISION (subjective until age 3)

O YES O_NO

HEARING (subjective until age 4)

LEAD

HEP-B

ROTAVIRUS

DTAP/DTP/TD

HIB

PNEUMOCOCCAL

POLIO

INFLUENZA

VARICELLA

HEP-A

MENINGOCOCCAL

OTHER

MEDICAL CARE PROVIDER:
ADDRESS:

PHONE:

SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN'S ASSISTANT

TITLE:

LICENSE NUMBER: DATE FORM SIGNED:
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