Over The Counter Topical Ointments

PROVIDER:

GFDC:

Child Name: ' D.O.B:

OOOOOOOROROROOVLOHBLOOE

I ' : , give
(Parent Name) : " (Mame of Provider)

permission to apply the following:

C diaper rash ___tobe applied ___times aday @R O as needed

(Name of ointment)

O sunscreen _ -to be applied ___times a day OR Oas reeded
" (MName of lotion/ cream / spray) ‘ R

O insect repellent __ ~ to be applied __timesaday OR U asneeded
i - (Name of repelient) '

OT will supply the products O Provider willl supplyr the products

AN

Additional Information:

Signature - Date

(Parent’s signatuee)

Reminder: o -
This program does not administer prescribed ointments / creams of medications.

—






GFDC:

1

e supply _

© for Bottics per day to be fed -

Yeeding Schedule

. DOBI: '

Fof;

. (Child's Mame} -

{Parents Namr.-) L

L with _ botdes of prepared

T (NArnc of?rovtdcr)

Formula to bc fcd

(Name of farmula}

l:] Gwc permlsswn to thc On S:tc Prov:der to prcparc

L \; V il also providc:-" '

. Bottlefs of water, tobe fed .

times a day,
___Battless of juice, to. bé fed __timesa day,
— Yoguet, tobe fed _* timesa day,
__Puree’fnit, to be fcd ___times a_day,
Cereal, to be fed ___ times a day by spoon.

Additional Note:

~ Signature: _.

timcs a day

_ timesaday.

Formula
- {Name of formula) .

3

(Parents signature) o

 Date: -







SLEEPING AND NAPPING ARRANGEMENT

| understand that my child while
under the care of will be
(Name program provider)
napping on a in
(cot, mat, bed or crib) (Area of the home)

of the provider's home. He or she will be supervised. If my child is an infant,
| also understand that my child will be placed on his/her back to sleep

CONSENT FOR EMERGENCY MEDICAL TREATMENT

| do hereby give authority to the day care program staff to obtain
necessary emergency medical treatment for my child,

(Name of Child) :
with the understanding that the family will be notified as soon as possible.

PERMISSION FOR OUTDOOR ACTIVITIES

The provider and staff may take my child

for short walking trips and any

{(Name of Child)
other activities checked below as part of the Day Care program activities.
___Provider's backyard ___ Neighborhood park Other

Name Parent/Guardian

Signature Date
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- [DATE

_VISITORS LoG

" NAME .

. REASONFOR .

CSTIME =

CVISIT .

- TIME.

- SIGNATURE

IN - N

oUT -




VISITORS LOG |

[DATE

“NAME

. REASON FOR

_~ VISIT .-

TIME

IN

TIME

OouT .

SIGNATURE




CONFIDENTIAL MEDICAL RECORD

Agency Stamp

NEW YORK CITY DEPARTMENT OF HEALTH

BUREAU OF DAY CARE

Edplain Those Marked

[ High Risk or Problems— Specify

CHILDREN'S MEDICAL RECORD
NEW ADMISSION RECORD
Date of Admission: / o !/ L
' " (Last) ' (First) (Middle) SEX DATE OF BIRTH: / gt
OF | Birth weight:
NAME: M | Place of Birth:
()vo.) {Strest) .(City/.Boro) (State) (Zigy
. ADDRESS: '
! PHYSICIAN'S REPORT TO DAY CARE o
: Significant Family Medical'Social History [ Binn History 1 Normal Past Medical History (1 "Noimal "

J High Risk or Problems-~ Specify _": &~

Q wvision

0 Hearing

0 18

{1 chrdnic linesses ALLERGIES: [} none
L] Social Concerns 1 roon

[ Exposure to Violence 1 MepiciNE

1 other L) oTHER

-DEVELOPMENTAL OBSERVATION Check "Yes" or "No™ for appropriate ages. If more than 2 "No's" or an

indicate follow-up or action taken in the Sections 'Diagnoses, Problems and Pfan’ on back of form.

BY 6 MONTHS
Y N
L O Imitates vocalizing
0 T Tumns to voice

BY 12 MONTHS
YN

3 O Bangs two blocks

0 L Rolis over £1 O says "Mama/Dada®
3 i3 Reaches (each * specifically

~ hand) ' [ O Responds fo "NO*

& 0 Cuddles 0 O Plays paity cake or

waves "bye-bye"
1 avoibsEeve )

CONTAGT U avois eve
CONTACT
CONCERN THAT
CHILD CAN'T
HEAR.

0 [ stands alone 2 secs

O TunesouT

BY 18 MONTHS

Y N

03 Q) Imitates household
chores {sweeping}

0 U says 4 words besidss

"Mama/Dada®

Q3 O Points to one body part
- "show m® your nose”

L1 Q brinks from a cup
03 [0 Scribbles

[J avomseve:
CONTACT

L Toe watking

Y N

0 0 Kicks bali forward
X C} Combinas 2 words
aaq Strangers understand = 3 Names 4 animal pictures
half chifd's speech

C} [m l%’-ninls‘:_ié 6 namsd body
, 8Yes...)
3 O Namas 1 animal picture
(O & Takes off clothing | B

{other than hatj

BY 2 YEARS

parls {nose

BY 3 YEARS

Y N

Q' 2 Gan hold 23 sentence
conversation

[ LY Knows 2 animal actions:
which flies, meows etc.
1 L3 Undergtands what 1o do

when tired, cold or
bungry {1 out of 3}

L1 O Imitates a vertical fine

. D l:j D_:.:"l‘

HANDFLA

ROCKING ™
HEADBANGING

) D 0 Washés and dries hands

[ EGHOLALIA .. |
(repealing what
was Just said}

PPING

y boxed item is marked in child's age-category,

BY 4 YEARS

Y N

O 23 Knows first and
last names ~

1 Q Understands what
1o do when tired,
cold or hungry

. (2outof 3}

[ 0 Plays interactive
games (like tag). -

L O Walks up sialfs not
holdingon

3 0 Toilet 1rafqedfﬁigh!

BY 5 YEARS: "
v N
L Throws a ball
ovqghand
0 L Draws a three-part
parson
an Coples a crogs |
002 Names four colors
Q O Dresses withiout
supervision

COMPLETE PHYSICAL EXAMINATION

Height in

"Head Circumference (up fo 24 mos)

{% 'ile)

in (% iley

Weight lbs

Blood Pressure (after 3 years of age)

(% file)

—_r

s
Physical examination;

L Abnormal, specify:

3 Normal

318KA-1 (REV, 8/97)



Child's Name: : B DOB___ [/ NEW ADMISSION RECORD
SCHEEN!NG TESTS AND RESULTS (See Schedule) 31EKA (HEV 8197)

SCREENING TESTS DATE DONE RESULTS DENTAL ASSESSMENT Date: VA SR
Hematacht Het. % 1. Exeminer (JMD (I DDS [ Dental Hyglenist
:;"~ -- -! _t;i -------------------------------- --- *]_;b“ -------- ; - ' [ Other Heaith Care Professional (Specify)
ms % . -
orogn 9ms% | 2. Does the child sleepwith aboute? Yes INo
ﬁewm n Screening - | 3. Findings A.No VISIbIE PIOBIEMS ...oococorereessessessssssssssssssesnn Q
TS e (Clean mouth, no visible cavities, healthy gums)
Hemoglobin Electrophoresis .
——— B. Some Problems Detected ........ivrorivernarivnnnnns S I |
Lead Risk Assassment ) (Cavities, inflamed gums, open bite, malocc!u:s;on}
"""""""" TRt il Rt  © Severe PrOBIBMS ...coooeeecvecrissrcreecrenrerresencsennisssensesnacsenen ]
Lead Screening (Venous preferred) (Baby bottle tooth decay; extensive cavities; abscesses)
Tubereulln Test (PPD Mantoux)* ¥ B. Other (SPBCIYI: oreoersisersssnissrs s ss s ar s 3
: . Referral Suggested i{ B, CorDis checked
Vislon Screening 4. Has the child been referred to Dentist? [ Yes [ No ;
Hearing Screening , ' NUTRITIONAL UPDATE
-Urinalysié {Optional) - Up to age 1 year: Is the child on? 1 year and above:
- Formula? QO no D Yes | ls'child bottie fed? -LX No O Ves
OTHER TESTS (Specify). Breastmilk? [ No Yes | Typeofdiet?

Solid foods? D No O Yes

Unusual dietary habits? L1 No L1 Yes, specify

Dietary restrictions? [3 No [ Yes, specify

* 3o recommended schedule: Not required for all children.

IMMUNIZATION HISTORY DIAGNOSES/PROBLEMS/CLINICAL IMPRESSIONS
DATE IMMUNIZATION GIVEN {Include all chrenic conditions or conditions/findings needing fo'liow-u‘p}';
1st 2nd 3rd 4th . 5th 1
DTP 2.
3.
pT 4.
DTaP 5,
Hib
- PLAN (Theraples, Referrals, F/U)
OPV/IPV
Hep B 1. Next Appoiniment Date VAR
MMR 2. Follow-up Needed 1 VYes o
Varicella {SpecHy referral and dats)
Other, Specily:
RECOMMENDATIONS
1. Approve parficipation in early childhood program/day care? Yos 1 Nodl
2. Spacial recommendations for child? Specify treatments provided, ar
recommended evaluatiens. Does child reqwre special education Signature Date of Exam.
or early Intervention? : M R
-Name {PLEASE PRINT) - Degree:
) Licanse No. — :
‘Name/Address Stamp, if available: ) Telephone No.
Address




