MARYLAND STATE DEPARTMENT OF EDUCATION - Office of Child Care
CACFP Enrollment: Yes:D No:w

Meals your child will receive while in care!

EMERGENCY FORM

ax] en[stl ) A sal ] smﬁ Evng Sni[_]

INSTRUCTICNS TO PARENTS:

{1) Complete all items on this side of the form. Sign and date where indicated. Please mark "N/A” If an Item Is not applicable.

{2) Ifyour child has a medical condltion which might reguire emergency medical care, complete the back side of the form. if nacessary, have your child’s
health practitioner review that information.

NOTE: THIS ENTIRE FCRM MUST BE UPDATED ANNUALLY.

Child's Name Birth Date

Last First

Enroliment Date _ Hours & Days of Expected Attendance

Child's Home Address

Strest/Apt. # City Zip Code
.. Parent/Guardian Name(s) ation T S
Email: - C: Wi
H: Employer:
Emall: G W
H: Employer:
Name of Person Authorized to Pick up Child {daify)
Last First Relationship to Child
Address
Street/Apt. # City State Zip Code
Any Changes/Additional Information
ANNUAL UPDATES
{Initials/Dats) (Iniflais/Date)} (Initials/Date} (Initials/Date)
V—Vh;n- Egren_t-s/-g:l;algs canﬁgtngega?we? Ilgaﬁe;;taeggm—armlg n;y_be Eanact:d?; pEIZ 15 th_e Enld_ln-gn gt:n;—r:;;gr;oy_ —————— T
1. Name Telephone (H) (W)
Last First
Address
Street/Apt. # City State Zip Code
2. Name Telephone {H) {W)
Last First
Address
Street/Apt. # City Stale Zip Code
3. Name Telephene (H} (W)
Last First
Address
Street/Apt. # City State Zip Code
Child's Physlcian or Source of Health Care : Telephone
Address
Street/Apt. # City Slata Zip Code

In EMERGENCIES raguiring immediate madical attention, your child will be taken to the NEAREST HOSPITAL EMERGENCY ROOM. Your signature
authorizes the responsible persen at the child care facility to have your child fransported to that hospital.

Signature of Parent/Guardian Date
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MARYLAND STATE DEPARTMENT OF EDUCATION — Office of Child Care

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) If 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:

Bate of your child's last tetanus shot:

Allergies/Reactions:

EMERGENCY MEDICAL INSTRUCTIONS:
{1) Signs/symptoms to look for:

(2) If signs/symptoms appear, do this:

(3) To prevent incidents:

OTHER SPECIAL MEDICAL PROCEDURES THAT MAY BE NEEDED:

COMMENTS:

Note to Health Practitioner:

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

Name of Health Practitioner Date

( )

Signature of Health Practitioner Telephone Number

Page 2 of 2
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MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care

HEALTH INVENTORY

Information and Instructions for Parents/Guardians

REQUIRED INFORMATION

The following information is required prior to a child attending a Maryland State Department of Education licensed,
registered, or approved child care or nursery school:

* A physical examination by a health care provider per COMAR 13A.15.03.04, 13A.16.03.04, 13A.17.03.04, and
13A.18.03.04. A Physical Examination form designated by the Maryland State Department of Education and the
‘Maryland-Department-of-Health-shall-be-used-to-meet this-requirement (See-COMAR13A.15.03.02,13A16.03.02,
13A.17.03.02 and 13A.18.03.02).

N Evidence of immunizations. The immunization certification form {MDH 896) or a printed or a computer-generatad
immunization record form and the required immunizations must be completed before a child may attend. This form
can be found at: https:/fearlychildhood. marylandpubiicschools.org/child-care-providers/licensingllicensing-forms

Select MDH 896.

s Evidence of Blood-Lead Testing for children younger than 6 years old. The blood-lead testing certificate (MDH
4620) or another written document signed by a Health Care Practitioner shall be used to meet this requirement. This
form can be found at:hitps://earlychildhood.marvlandpublicschools.org/child-care-providers/licensing/licensing-forms

Select MDH 4620,

+ Medication Administration Authorization Forms. If the child is receiving any medications or specialized health care
services, the parent and health care provider should complete the appropriate Medication Authorization and/or
Special Health Care Needs form. These forms can be found at: Select Forms OCC 1216 through OCC 1216D as
appropriate. hitps://earlychildhood.marylandpublicschools.org/child-care-providers/icensing/licensing-forms

EXEMPTIONS

Exemptions from a physical examination, immunizations, and Blood-Lead testing are permitted if the parent has an
objection based on their bona fide religious beliefs and practices. The Blood-Lead certificate must be signed by a 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 infermation on this form will be available only to these health and child care providers or child care personnel
who have a legitimate care respansibility for the child.

INSTRUCTIONS

Part | of this Physical Examination form must be completed by the child's parent or guardian. Part Il must be complsted
by a physician or nurse practitioner, or a copy of the child's physical examination must be aftached to this form.

If the child does not have health care insurance or access to a health care provider, or if the child requires an
individualized health care plan or immunizations, contact the local Health Department. Information on how to contact the
local Health Department can be found here: https://health.maryland.gov/Pages/Home . aspx#

The Child Care Scholarship (CCS) Program provides financial assistance with child care costs to eligible working families
in Maryland. Information on how to apply for the Child Care Scholarship Program can be found here:
https:/fearlychildhood. marylandpublicschools.org/child-care-providers/child-care-scholarship-program

OCC 1215 Health Inventory - Revised February 2023 - All previous editions are absolete. Page 1 of 3



PART | - HEALTH ASSESSMENT
To be completed by parent or guardian

Child’s Name: Birth date: Sex
Last First Milddle Mo / Day / Yr  MOFO
Address:
Number Strest ‘ Apt# City State Zip
- Parent/Guardian Name(s) 1 - Relationship. ' _ Phone Number{s) , L
W C: H:
W C: H:
Medical Care Provider Heaith Care Specialist Dental Care Provider Health Insurance Last Time Child Seen for
Name: Name: Name: Oyes [ONo Physical Exam:
Address: Address: Address: Child Care Scholarship Dental Care:
Phone: Phone: Phone: OYes ClNo Specialist:

ASSESSMENT OF CHILD'S HEALTH - To the best of your knowledge has your child had any probiem with the foIIDWmQ’? Check Yes or No and

.-_prowde a.comment for any YES. answer..— . .. -

Yes | No _ . Commenfs (required for any Yes answer)

Allergies

Asthma or Breathing

ADHD

Autism Spectrum Disorder

Behavioral or Emaotional

Birth Defect(s)

Bladder

Bleeding

Bowels

Cerebral Palsy

Communication

Developmental Delay

Diabetes Mellitus

Ears or Deafhess

Eyes

Feeding/Special Distary Needs

Mead Injury

Heart

Hospitalization (When, Where, Why)

Lead Poisoning/Exposure

Life Threatening/Anaphylactic Reactions

Limits on Physical Activity

Meningitis

Mobility-Assistive Devices if any

Prematurity

Seizures

Sensory Impairment

Sickle Cell Disease

Speech/l.anguage

Surgery

Vision

I“_'H:IDCIEIEIDDDDEIGDDDDDDBDDDDDDDDDDDDD
o e o o o o o o o o )

Other

Does your child take medication {prescription or non-prescription) at any time? and/or for ongoing health condition?

[INe [ Yes, If yes, attach the appropriate QCGC 1216 form.

Does your child recelve any special treatments? (Nebulizer, EPI Pen, Insulin, Blood Sugar check, Nulrition or Behavioral Health Therapy
/Counseling etc.) O Ne [ Yes Ifyes, attach the appropriate OCC 1216 form and Individualized Treatment Plan

Does your child require any special procedures? (Urinary Catheterization, Tube feeding, Transfer, Ostomy, Oxygen supplement, etc.)

[] No [ Yes, If yes, aftach the appropriate OCC 1216 form and Individualized Treatment Plan

| GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART Il OF THIS FORM. | UNDERSTAND IT IS
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH NEEDS IN CHILD CARE.

I ATTEST THAT INFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE
AND BELIEF.

Printed Name and Signature of Parent/Guardian Date

OCC 1215 Health Inventery - Revised February 2023 - All previous editions are obsolete. Page 2 of 3



PART Il - CHILD HEALTH ASSESSMENT
To be completed ONLY by Health Care Provider

Child’s Name: Birth Date: Sex
Last First Middle Month / Day / Year MO FO
1. Does the child named above have a diagnosed medical, developmental, behavioral or any other health condition?
[ONe [0 Yes, describe:
2. Doss the child receive care from a Health Care Specialist/Consultant?
CINo [ Yes, describe

3. Does the child have a health condition which may require EMERGENCY ACTION while ha/she is in child care? {e.g., seizure, allergy, asthma,
bleeding problem, diabetes, heart problem, or other problem) If ves, please DESCRIBE and describe emergency action(s) on the emergency
card.

[CINo [ Yes, describe:
4, Health Assessment Findings
Not

Physical Exam WNL ABNL | Evaluated | Health Area of Concern NO | YES DESCRIBE

Head O ] [ Altergies Ll ]

Eyes O | 1] Asthma L Ll

Ears/Nose/Throat ] | ] Attention Deficit/Hyperactivity [ O

Dental/Mouth [ ] 4 Autism Spectrum Disorder O [

Respiratory O [ [ Bleeding Disorder [ L]

Cardiac ] | ] Diabetes Mellitus ] ]

Gastrointestinal 1 Eczema/Skin issues [ ]

Genitourinary O | Feeding Device/Tuba ] ]

Musculoskelstal/orthopedic [ ] ] [ Lead Exposure/Elevated Lead | [} L1

Neurological L] L] Ll Mobility Device L] ]

Endocrine ] L] ] Nutrition/Modified Diet [] [}

Skin ] ] ] Physical illness/impairment ] []

Psychosocial ] ] [ Respiratory Problems

Vision Seizures/Epilepsy ]

Speech/Language || Sensory Impairment d [

Hematology L] ] Developmental Disorder [} [}

Developmental Milestones _I;I g E,I Other:

REMARKS: (Please explain any abnormal findings.)

5. Measurements Date Results/Remarks
Tuberculosis Screening/Test, If indicated
Blood Pressure
Height
Weight
BMI % file
Developmental Screening

6. Is the child on medication?

[ONo [ Yes, indicate medication and diagnosis:
{OCC 1216 Medication Authorization Form must be completed to administer medication in child care).
hitps://earlychildhood.marylandpublicschogls.org/child-care-providers/licensing/licensing -forms

7. Should there be any restriction of physical activity in child cara?

C1No  [[] Yes, specify nature and duration of restriction:

8. Are there any dietary restrictions?

CNo [ Yes, specify nature and duration of restriction:

9. RECORD OF IMMUNIZATIONS - MDH 896 or other official immunization document (e.g. military immunization record of immunizations) is
required to be completed by a health care provider ar a computer generated immunization record must be provided. (This farm may be
obtained from: https:ffearlychildhood.marylandpublicschools.orglchild-care-providers/licensing/licensing-forms Select MDH 8986.)

10. RECORD OF LEAD TESTING - MDH 4620 or other official document is required to be completed by a health care provider, (This form may be
cbtained from: https:/feariychildhood.marylandpublicschools.orgfchild-care-providers/licensing/licensing-forms Select MDH 4620)
Under Maryland law, all children younger than 6 years old who are enrolled in child care must receive a blood [ead test at 12 months and 24
months of age. Two tests are required if the 1st test was done prior to 24 months of age. If a child is enrolled in child care during the period
between the 1st and 2nd tests, his/her parents are required to provide evidence from their health care provider that the child received a second
test after the 24 month well child visit, If the 1st test is done after 24 months of age, one test Is required.

Additional Comments;

Health Care Provider Name (Type or Print): Phone Number: Health Care Provider Signaturs: Date:

OCC 1215 Health Inventory - Revised February 2023 - AN previous editions are obsclete. Page 3 of 3




MARYLAND DEPARTMENT OF HEALTH BLOOD LEAD TESTING CERTIFICATE
For a copy of this form in another language, please contact the MDH Environmental Health Helpline at (866) 703-3266.

CHILD’S NAME:

LAST FIRST M
SEX: MALE [ FEMALE [] BIRTHDATE:
MM/DD/YYYY
PARENT/GUARDIAN NAME: PHONE NO.:
ADDRESS: CITY: ZIP:
Test Date Type of Test Result

(mm/dd/yyyy) (V =venous, C = capillary) | (ng/dL) | Comments

Select a test type.

Select a test type.

Select a test type.

Health care provider or school health professional or designee only: To the best of my knowledge, the blood lead tests
listed above were administered as indicated. (Line 2 is for certification of blood lead tests after the initial signature.)

L. - Clinic/Office Name, Address, Phone
Name Title
Signature Date
2.
Name Title
Signature Date

Health care provider: Complete the section below if the child’s parent/guardian refuses to consent to blood lead testing
due to the parent/guardian’s stated bona fide religious beliefs and practices:

Lead Risk Assessment Questionnaire Screening Questions:

Yes[1 Noll . Does the child live in or regularly visits a house/building built before 19787 ‘

Yes[1 WNolll 2. Has the child ever lived outside the United States or recently arrived from a foreign country?

Yes[] Noli 3.Does the child have a sibling or housemate/playmate being followed or treated for lead poisoning?

Yes[] Noll 4. Does the child frequently put things in histher mouth such as toys, jewelry, or keys, or eat non-food iterns (pica)?

Yes[d Nold 5. Does the child have contact with an adult whose job or hobby involves exposure to lead?

Yes[] Nol[l 6. Is the child exposed to products from other countries such as cosmetics, health remedies, spices, or foods?

Yes[d WNold  7.Is the child exposed to food stored or served in leaded crystal, pottery or pewter, or made using handmade
coolkware?

Provider: If any responses are YES, I have counseled the parent/guardian on the risks of lead exposure.

Provider Initial
Parent/Guardian: I am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and
practices, I object to any blood lead testing of my child and understand the potential impact of not testing for lead
exposure as discussed with my child's health care provider.

Parent/Guardian Signature Date

MDH 4620 Environmental Health Bureau
Revised 07/23 mdh.envhealth@maryland.gov



MARYLAND DEPARTMENT OF HEALTH BLOOD LEAD TESTING CERTYFICATE
For a copy of this form in another langnage, please contact the MDH Environmental Health Helpline at (866) 703-3266,

How To Use This Form

=» A health care provider may provide the parent/guardian with a copy of the child’s bleod lead testing
results from ImmuNet as an alternative to completing this form (COMAR 10.11.04.05(B)).

Maryland requires all children to be tested at the 12 and 24 month well-child visits (at 12-14 and 24-26 months old
respectively), and both test results should be included on this form (see COMAR 10.11.04). If the test at the 12-month
visit was missed, then the results of the test after 24 months of age is sufficient. A child who was not tested at 12 or 24
months should be tested as early as possible, '

A parent/guardian and a child’s health care provider should complete this form when entolling a child in child care, pre-
kindergarien, kindergarten, or first grade, Completed forms should be submitted by the parent/guardian to the
Administrator of a licensed child care, public pre-kindergarten, kindergarten, ot first grade program prior to entry. The
child’s health care provider may record the fest dates and results directly on this form and certify them by signing or
stamping the signature sections. A school health professional or designee may transcribe onto this form and certify test
dates from any other record that has the authentication of a medical provider, health department, or school. All forims are
kept on file with the child’s school health record.

Frequently Asked Questions

1. 'Who should be tested for lead?
All children in Maryland should be tested for lead poisoning at 12 and 24 months of age.
2.  What is the blood lead reference value, and how is it interpreted?

Maryland follows the CDC blood lead reference value, which is 3.5 micrograms per deciliter (ug/dL). However,
there is no safe level of lead in children.

3. If a capillary test {finger prick or heel prick) shows elevated blood Iead levels, is a confirmatery test required?

Yes, if a capillary test shows a blood lead level of >3.5 ug/dL, a confirmatory venous sample {blood from a vein) is
needed, The higher the blood lead level is on the initial capillary test, the more urgent it is to get a confirmatory
venous sample, See Table [ (CDC) for the recommended schedule.

4, 'What kind of follow-up or case management is required if a child has a blood lead level above the CDC blood
lead reference value?

Providers should refer to the CDC’s Recommended Actions Based on Blood Lead Level
(https:fwww.cde.gov/ncel/lead/advisory/agclpp/actions-blls.him).

5.  What programs or resources are available to families with a child with lead exposure?

Maryland and local jurisdictions have programs for families with a child exposed to lead:
» Maryland Home Visiting Services for Children with Lead Poisoning
¢ Maryland Healthy Homes for Healthy Kids — no-cost program to remove lead from homes

For more information about these and other programs, call the Environmental Health Helpline at (866} 703-3266 or
visit: https://health.maryland.gov/phpa/OBHFP/EH/Pages/Load. aspx.

Maryland Department of the Environment Center for Childhood Lead Poisoning Prevention:
hitps://mde.maryland.gov/programs/LAND/LeadPoisoningPrevention/Pages/index. aspx.

Families can also contact the Mid-Atlantic Center for Children’s Health & the Environment Pediatric Environmental
Health Specialty Unit — Villanova University, Washington, DC.
Phone: (610) 519-3478 or Toll Free: (833) 362-2243
Website; htips://www | villanova edu/university/nursing/macche.html
MDH 4620 Environmental Health Bureau
Revised 07/23 mdh.envhealth@maryland.gov




MARYLAND DEPARTMENT OF HEALTH IMMUNIZATION CERTIFICATE

CHILD'S NAME

LAST FIRST MI
SEX: MALE [ FEMALE [ BIRTHDATE / /
COUNTY SCHOOL GRADE
PARENT NAME PHONE NO.
OR
GUARDIAN ADDRESS CITY ZIP
Dose DTP-DTaP-DT Polio Hib Hep B PCV Rotavirus Mcv HPV Hep A MMR Varicella Varicela COVID-19
# Mo/Dayfyr Mo/DayrYr Mo/DayfYr Mo/DayfYr Mo/DayrYr Mo/DayfYr Me/Day/r Mo/Day/¥Yr Mo/Day/Yr Mo/Day/Yr Mao/Day/Yr Disease Mo/Day/vr
Mo/¥r
1 v RS NEF OREERS JARS S i LR T :
2 O N i [T —
3 Td Tdap MenB Other
MoDay/Yr | Mo/Day/Yr | Mo/Day/Yr Mo/Day/Mr
p) ER
5
To the best of my knowledge, the vaccines listed above were administered as indicated. Clinig / Office Name
Office Address/ Phone Number
L.
Signature Title Date
(Medical provider, local health department official, school official, or child care provider enly)
2.
Signature Title Date
3.
Signature Title Date

Lines 2 and 3 are for certification of vaccines given after the initial signature.

B ]

COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM VACCINATION ON MEDICAL
OR RELIGIOUS GROUNDS. ANY VACCINATION(S) THAT HAVE BEEN RECEIVED SHOULD BE ENTERED ABOVE.

MEDICAL CONTRAINDICATION:

Please check the appropriate box to describe the medical contraindication.

Thisisa: [ Permanent condition QR ] Temporary condition until / /
Date

The above child has a valid medical contraindication to being vaccinated at this time. Please indicate which vaccine(s) and the reason for the

contraindication,

Signed: Date
Medical Provider / LHD Officiat

RELIGIOUS OBJECTION:
I am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and practices, I object to any vaccine(s)

being given to my child. This exemption does not apply during an emergency or epidemic of disease.

Signed: Date:

MDH Form 896 (Formally DHMH 896) Center for Immunization
Rev. 521 www.health.maryland.gov/Imm




How To Use This Form

The medical provider that gave the vaccinations may record the dates (using month/day/year) directly on this form
(check marks are not acceptable) and certify them by signing the signature section. Combination vaccines should be
listed individually, by each component of the vaccine, A different medical provider, local health department official,
school official, or ¢child care provider may transcribe onto this form and certify vaccination dates from any other record
which has the authentication of a medical provider, health department, school, or child care service.

Only a medical provider, local health department official, school official, or child care provider may sign
‘Record of Immunization’ section of this form. This form may not be altered, changed, or modified in any way.

Notes:

1. When immunization records have been lost ot destroyed, vaccination dates may be reconstructed forall vaccines
except varicella, measles, mumps, or rubella.

2. Reconstructed dates for all vaccines must be reviewed and approved by a medical provider or local health
department 1o latet than 20 calendar days following the date the student was temporarily admitted or retained.

3, Blood test results are NOT acceptable evidence of immunity against diphtheria, tetanus, or pertussis
(DTP/DTaP/Tdap/DT/Td).

4, Blood test verification of immunity is acceptable in lien of polio, measles, mumps, rubella, hepatitis B, or
varicella vaccination dates, but revaccination may be more expedient.

5. History of disease is NOT acceptable in lieu of any of the required immunizations, except varicella.

Immunization Requirements

The following excerpt from the MDH Code of Maryland Regulations (COMAR) 10.06.04.03 applies to schools:

“A preschool or school principal or other person in charge of a preschool or school, public or private, may not

knowingly admit a student to or retain a student in a:

(1} Preschool program unless the student's parent or guardian has furnished evidence of age appropriate immunity
against Haemophilus influenzae, type b, and pneumococcal disease;

(2) Preschool program or kindergarien through the second grade of school unless the student's parent or guardian hag
furnished evidence of age-appropriate immunity against pertussis; and

{3) Preschool program or kindergarten through the 12th grade unless the student's parent or guardian has furnished
evidence of age-appropriate immunity against: (a) Tetanus; (b) Diphtheria; (¢) Poliomyelitis; (d) Measles (rubeola);
(€) Mumps; (f) Rubella; (g) Hepatitis B; (h) Varicella; (i) Meningitis; and (j) Tetanus-diphtheria-acellular pertussis
acquired through a Tetanus-diphtheria-acellutar pertussis (T'dap) vaccine.”

Please refer to the “Minimum _Vaccine Requirements for Children Enrolled in Pre-school Programs and in
Schools” to determine age-appropriate immunity for preschool through grade 12 enrollees. The minimum vaccine
requirements and MDH COMAR 10.06.04.03 are availtable at www.health.maryland.gov. (Choose Immunization in the
A-Z Index)

Age-appropriate immunization requirements for licensed childcare centers and family day care homes are based on the
Department of Human Resources COMAR 13A.15,03.02 and COMAR 13A.16.03.04 G & H and the “Age-
Appropriate Inmunizations Requirements for Children Enrolled in Child Care Programs” guideline chart are
available at www.health maryland.gov. (Choose Immunization in the A-Z Index)

MI Form 896 (Formally DHMH BY6) Center for Imumilzation
Rov. 05721 www.healtl, maryland.gov/lium




Maryland State Department of Education
Office of Child Care

Allergy and Anaphylaxis
Medication Administration Authorization Plan

This farm must be completed fully in order for Child Care Providers/staff to administer the required
medication and follow the plan, This authorization is NOT TO EXCEED 1 YEAR.

Page 1 to be completed by the Authorized Health Care Provider. Place Child's Picture
FOR ALLERGY AND ANAPHYLAXIS MEDICATION ONLY - THIS FORM REPLACES OCC 1216 Here {optional)
CHILD'S NAME: Date of Birth: ___/ / Date of plan:
Child has Allergy to Oingestion/Mouth O Inhalation CISkin Contact (Sting COther

Child has had anaphylaxis: [0 Yes [J No

Child has asthma: [J Yes [0 No {If yes, higher chance severe reaction) Child
may self-carry medication: L] Yes [ No

Chitd may self-administer medicaticn: [ Yes [ No

Allergy and Anaphylaxis Symptoms Treatment Order
If child has ingested a food allergen, been stung by a bee or exposed to an Antihistamine :0Oral /By Mouth | Epinephrine(EpiPen)
aliergy trigger [ Call Parent IM Injection In Thigh
0 Callo11 [1calt911 L[] call Parent

is Not exhibiting or complaining of any symptoms, OR

Exhibits or complains of any symptoms below:;

Mouth: itching, tingling, swellfing of lips, tongue {"mouth feels funny")

Skin: hives, Itchy rash, swelling of the face or exiremities

Throat*: difficulty swallowing {"choking feeling"), hoarseness, hacking
cough

Lung®; shortness of breath, repetitive coughing, wheezing

Heart*: weak or fast pulse, low blood pressure, fainting, pale, blueness

Gut: nausea, abdominal cramps, vomiting, diarrhea

Other:

If reaction is progressing (several of the above areas affected)

*Potentially life threatening. The severity of symptoms can quickly change*

Medication Medication: Brand and Strength Dose Route Fraguency

Epinephrine{EpiPen)

Antihistamine

Other;

EMERGENCY Response:

1) Inject epinephrine right away! Note time when epinephrine was administered.

2} Call911: Ask for ambulance with epinephrine. Advise rescue squad when epinephrine was given, Stay with child.

3) Call parents. Advise parent of the time that epinephrine was given and 911 was called.

4)  Keep child lying on his/her back, If the child vomits or has trouble breathing, place child on his/her side,

5) Give other medicine, if prescribed. ‘
PRESCRIBER'S NAME/TITLE Place stamp here
TELEPHONE FAX
ADDRESS

PRESCRIBER'S SIGNATURE {Parent/guardian cannot sign here) {original signature or signature stamp only) DATE {mm/dd/yyyy)

OCC 12168 REVISED MAY 2022 - all previous editions are obsolete Pagelof2



Maryland State Department of Education
Office of Child Care

Allergy and Anaphylaxis
Medication Administration Authorization Plan

Child’s Name: Date of Birth:__

- PARENT/GUARDIAN- - AUTHORIZATION

I request the authonzed chlld care staff to administer the medication or to supervise the child in se[f-adm[nlstratlon as prescrlbed above.
[ certify that | have legal authority to consent to medical treatment for the child hamed above, including the administration of
medication at the facility, | understand that at the end of the authorized period an authorized individual must pick up the medication;

otherwise, it will be discarded. | authorize child care staff and the authorized prescriber indicated on

this form to communicate in

compliance with HIPAA. [ understand that per COMAR 13A.15, 13A.16, 13A.17, and 13A.18, the child care program may revoke the

child’s authorization to self-carry/self-administer medication,

PARENT/GUARDIAN SIGNATURE DATE (mm/dd/yyyy}  [INDIVIDUALS AUTHORIZED TO PICK UP MEDICATION

CELL PHONE # HOME PHONE # WORK PHONE #

Emergency

Contact(s) Name/Relationship

Phene Number to be used in case of Emergency

Parent/Guardian 1

Parent/Guardian 2

Emergency 1
Emergencyz
[ g Section IV. CHILD CARE STAFF USEONLY. -
Ch|ld'Care N i Yes: IO No
_ Respd s1b1l ties: g o DOYes ONo -
' ; i_'_3_-.ﬁ . OvYes ONo “
. . 4 : L EIYES 3 I;I.NO_,- . L ..: .
o5, Modlﬂed D|et/Exerc15e Plan 0 Yes -OiNo - CIN/A '
,f’i‘éi.;lndl\.qduallzed Pian: I'EP/IFSP P AT O Yes',rl:]ng}‘_le/A'. T
S e ’»,7';:?Staffapproved to- admlnlster medlcatlon available:onsite, field trips = O Yes [J No* SR Sy '
Rewewed by(prlnted name and 5|gnature) X : SR B ‘ | PATE tmm/dd/yyyy}
DOCUMENT MEDICATION ADMINISTRATION HERE
DATE TIME MEDICATION | DOSAGE | ROUTE REACTIONS OBSERVED (IF ANY) SIGNATURE

0OCC 12168 REVISED MAY 2022 - all previous editions are obsolete
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! Maryland State Department of Education
Office of Child Care
ASTHMA ACTION PLAN AND MEDICATION ADMINISTRATION AUTHORIZATION FORM

2.DATEOF BIRTH (mm/ddfyyyy} /[

1. CHILD'S NAME (First Middle Last) 3. Child"s picture (optional}

Section I. ASTHMA ACTION PLAN — MUST BE COMPLETED BY THE HEATLH CARE PROVIDER

4, ASTHMA SEVERITY: OImMild Intermittent H_ Mild Persistent [ Moderate Persistent {3 Severe Persistentl] Exercise Induced [Peak Flow Best %

5. ASTHMA TRIGGERS (check all that apply): OcCalds I URI O Seasonal Allergies [poilen [ Exercise TAnimals
6. This authorization is NOT TO EXCEED 1 YEAR FROM / / TO / /

[dbust  OSmoke O Food DOWeather TOther

7. SCHOOL AGE CNLY: CX to Self-Carry/Self Administer [ Yes EJ No

_“Om >md.=$> gm_u_ﬁh..._oz 025..! THIS FORM IS Cme S.._.WIDC._. 0OCC 1216

IThe nr_E has ALL of these

Time & Frequency Special Instructions

[IBreathing is good
CINo cough or wheeze
[OCan walk, exercise, & play

HCan sleep all night

If known, peak flow greater than
{80% personal best)

OPriar to all exercise/sports Medication Name & Strength Dose Route Time & Frequency Special Instructions
OWhen the child feels they need it

VELLOW ZONE - GETTING WORSE 1 CALL911 ~ [ICALLPARENT _ [1OTHER: o

[The Child has ANY of these Medication Name & Strength Dose Route Time & Frequency Special Instructions

Osome problems breathing
Owheezing, noisy breathing
CITight chest

UCough or cold symptoms
CShortness of breath
Llother:

If known, peak flow between
(50% to 79% personal best)

The Child has ANY of these

[1Breathing hard and fast
Olips or fingernails are blue

Medication Name & Strength Time & Frequency Spedial Instructions

[Trouble walking or talking
OMedicine is not helping {15-20 mins?}
Clother:

If known, peak flow helow

{0% to 49% personal best)

Fatalalb T NN DFUVICIM CTATIAARINR AMAS el i mnin acditimmn e e lenm bk RITACE THINMAI MUIEN TUIC FARMGA LWAC A CINRCC WANTU A TATAL CCATIAMC




Maryiand State Department ot Education
Office of Child Care
ASTHMA ACTION PLAN AND MEDICATICN ADMINISTRATION AUTHORIZATION FORM

CHILD'S NAME {First Middie Last) DATE OF BIRTH (mm/dd/yyyy) / /

“Section Il. PRESCRIBER'S AUTHORIZATION = MUST BE COMP.

'HEALTH CARE PROVIDER

8. PRESCRIBER'S NAME/TITLE Place Stamp Here

TELEPHONE "1 FAX
ADDRESS
CITY .| STATE ZIP CODE

9a. PRESCRIBER'S SIGNATURE :um_.msﬁ\m:mq_&m: cannot sign here)

9h. DATE {mm/dd/yyyy)
ﬁozm_:m_ sighature or m_msmﬁc..m stamp o:mﬁ

‘Section 1. PARENT/ mc>w9>2 AUTHORIZATION = MUST BE nG_S_u_.m._.m_u m< THE PARENT/GUARDIAN

Schoal Age Child Only: OK to Self-Carry/Self -Administer O Yes O No

I mcﬁrozmm the n:__anmqm staff to maB_:_ﬂm_‘ the medication or to supervise the child in mm_ﬂﬂ administration as prescribed above. | certify that | have legal authority to consent to Ema_nmm
treatment for the child named above, _:n_na_:m the administration of medication at the facility. | understand that at the end of the authorized period an authorized individual must pick
up the medication; otherwise, it will be discarded. | authorize childcare staff and the authorized prescriber indicated on this form to communicate in compliance with HIPAA. |
understand that per COMAR 13A.15, 13A.16, 13A.17, and 13A.18; the childcare program may revoke the child’s authorization to self-carry/self-administar medication.

10a. PARENT/GUARDIAN SIGNATURE

10b. DATE (mm/dd/yyyy) 10c. INDIVIDUALS AUTHORIZED TO PICK UP MEDICATION

10d. CELL PHONE # 10e. HOME PHONE # 10f. WORK PHONE #
Emergency Contact(s) Name/Relationship Phone Number to be used in case of Emergency
Parent/Guardian 1 .

Parent/Guardian 2

Emergency 1

Emergency 2

mmnﬁ_oz £\Y, nIFD CARE STAFF Cmm ONLY —MUST BE' ﬁO_SE.m BY A.Im nI__.U CARE m.xommb_s

.._Smnmnmﬂ_o
; _/\_mn_nnmdcz

mSmm above was received mxu:.mﬁ_o
béled as ﬂmn:__‘ma _u< mogbm

...Onn 1214 m_Sm_\mm:Q Form updated -

“.._,Omn HNHm Immnr _m<m:ﬂ02 Eummﬁma

.Modified bi mﬁ\mxm_.m_mm Plan : S

. 595&5_53 ﬁqmmﬁﬂm:«h\mmﬁm Plan: Zma_nm_\mmrmy\_o«m_\_m_u\umm_u

. Staff: muv_,o<ma to mQE_:_mwm_. Bmu_nmﬁ_o: is m<m;mEm ‘onsite; jm“n_ ~2__8

Child Care Respons

uq,g.-m_ %) 4>__‘uu_ N R

mmSmEmQ U< An: :Hmn_ name ‘and m_msmﬁ:«m

DATE (mm/dd \<<<5

fatalal LT V-0 AFVACEN CPDTFTAADTD WY ;e i er i i s mlenm b, NECACT TIINAI MUCT TUIC FANNA LIAC 1 CIAGCE WATL A TATAI COATIARC




MARYLAND STATE DEPARTMENT OF EDUCATION
OFFICE OF CHILD CARE

Seizure/Convulsion/Epilepsy Disorder
Medication Administration Authorization Form

Place Child's
This form must be completed fully in order for Child Care Providers/staff to administer the required Picture Here
medication and follow the plan. This authorizatlon is NOT TO EXCEED 1 YEAR, (Optional
Page 1 is to be completed by the authorized Health Care Provider, P
FOR SEIZURE/CONVULSION/EPILEPSY MEDICATION ONLY — THIS FORM IS USED WITHOUT OCC 1216
CHILD'S NAME: Date of Birth; / / Date of Plan;
Significant Medical/Health History:
Seizure Triggers or Warning Signs:
Allergies:
Seizure Care Information
Seizure Type Length (duration) Frequency Description
Seizure Emergency Protocol: How to respond to a selzure {Check all that apply)
O First Aid — Stay. Safe, Side {refer to resource document “Seizure First Aid Guide”)
(1 Call 911 for transport to [ Notify parent or emergency contact

[T Notify Health Care Provider (J0ther

(0 Administer emergency medications as indicated below:

Medication Name & Strength Dosage Route/Method | Time & Frequency | Special Instructions

Care after seizure: Does the child need to leave the classroom after a seizure? (J Yes O No

i

What type of help is needed? {describe)

When can the child return to care/resume regular activity?

Special Considerations and Precautions (regarding activities, sports, trips, etc.)

PRESCRIBER'S NAME/TITLE Place stamp here
TELEPHONE FAX
ADDRESS

PRESCRIBER'S SIGNATURE {original signature or signature stamp only) DATE (mm/dd/yyyy)

OCC 1216C Revised SEPTEMBER 2022 - all previous editions are obsolete " Pagelof2




MARYLAND STATE DEPARTMENT OF EDUCATION
QFFICE OF CHILD CARE

Seizure/Convulsion/Epilepsy Disorder
Medication Administration Authorization Form

Child’'s Name: Date of Birth:

-PARENT/GUARDIANAUTHORIZATION

| authonze the child care staff to administer the medication as prescribed above. | certffy that | have the Iegal authority to tonsent to
medical treatment for the child named above, including the administration of medication at the facility. | understand that at the end of
the authorized period an authorized individual must pick up the medication; ctherwise, it will be discarded. | authorize child care staff
and the authorized prescriber indicated on this form to.communicate.in.compliance with HIPAA, . ... .. .. ...

PARENT/GUARDIAN SIGNATURE DATE {mm/dd/yyyy) |INDIVIDUALS AUTHORIZED TO PICK UP MEDICATION
CELLPHONE # - HOME PHONE # WORK PHONE #
Emergency Phone Number to be used in case of Emergency

Contact(s) Name/Relationship

Parent/Guardian 1

Parent/Guardian 2

Emergency 1

Emeargency 2
Sl _ CHILDCARESTAFFUSEONLY -~ .

"was recelved Exp|rat|on Date B ST P S Y L)' No

.5 Staff has recewed addltlonaltra‘__ ini . _ " : LIN/A
Iers TramerNameandﬂt!e ' R R NI e

s =0 DN/A
TIN/A-

| DATE (mm/dd/yyyy)

wed by (pri'n'téd_"hé‘méﬁ-ér"'id;SIg_ﬁ‘aic‘u're:)_'

DOCUMENT MEDICATION ADMINISTRATION HERE

DATE | TIME MEDICATION DOSAGE ROUTE REASON MEDICATION WAS GIVEN | SIGNATURE

0OCC 1216C Revised SEPTEMBER 2022 - all previous editions are obsolete Page 2 of 2



Maryland State Departmeant of Education
Office of Child Care

Medication Administration Authorization Form

Piace Chiid’s

This form must be completed fully in order for Child Care Providers/staff to administer the required Picture Here

medication, This authorization is NOT TO EXCEED 1 YEAR, i
This forim 1s required for both prescription and non-prescription/over-the-counter (OTC) medications. {optional)
Prescription medication must be in a container labeled by the pharmacist or prescriber,

Non-prescription/OTC medication must be in the original container with the label intact per COMAR.

PRESCRIBER’S AUTHORIZATION

Child’s-Name;__ e ———— -—DBate-of-Birtht—-—/f-—— - —f -+~ |
Medication and Strength Dosage Route/Method Time & Freguency | Reasen for Mediecation
Medications shall be administered from: / / to / /

If PRN, for what symptams, how often and how long
Possible side effects and special instructions:

Known Food or Drug Allergies: O Yes  TiNo If yes, please explain:
For School Age children only: The child may self-carry this medication: [O,Yes No
The child may self-administer this medication: O Yes [No
PRESCRIBER'S NAME/TITLE Place Stamp Here (Optional]

TELEPHONE FAX

ADDRESS

PRESCRIBER'S SIGNATURE (Parent/guardian cannot sign here) {ong!nal sugnature or signature stamp only) DATE (mm/dd/yyyy}

| authorize the child care staff to administer the medication or to supervise the child in self-administration as prescribed above, 1‘
attest that | have administered ai least one dose of the medication to my child without adverse effects. I certify that | have the legal
authority to consent to medical treatment for the child named above, including the administration of medication at the facility. [
understand that at the end of the authorized period an autharized individual must pick up the medication; atherwlise, it will be
discarded. | authorize child care staff and the authorized prescriber indicated on this form to communicate in compliance with
HIPAA, | understand that per COMAR 13A.15, 13A.16, 13A.17, and 13A.18, the child care program may revoke the chifd’s
authotization to self-carry/self-administer medication, School Age Child Only: OK to Self-Carry/Self-Administer [] Yes [ No

PARENT/GUARDIAN SIGNATURE DATE (mm/dd/yyyy) INDIVIDUALS AUTHORIZED TO PICK UP
: MEDICATION
CELL PHONE # HOME PHONE # WORK PHONE #

_: RaViEWGd by (prmted mafiie nd'signature)

ASCATAC TICVACTM CrMTOLARE D 1Y wll wsnidmeen mdllidlnm e mee alhaalane




Baltimars County Public Sshools
Baltimore County Department of Health

Schoaol Dental Health Racord

Mame of Stuclent: Age:

Mame of $chocl; Grade:

All students can achleve o healthy mouth, provided they practice protective health habits Jrom childhood
and have the opportunity to banefit from present-day knowledge of dentuf disease prevention and
control, If your ehifd has not visited your family dentist within the last six months, we advise you make
an appaintment immediately, After the dental appsintment, the signed form should be returned to the
school your chifd will be attending. ‘

A Dental Visit {with a completed signed form) is required whan your child entats either:
A Prek Program

Kindargartan -

Grad‘e 3

Grade §

Or is transferring from another school

Report of Dental Examination:

A, Mo Dental Treatment Is Necessary,
B, Al Necessary Bental Treatment Has Been Completed,
G Treatment Is In Pragress,

Further Racommendations

Sighature of Dentist Date




