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Program Type: 

 

Program Option:   

 Early Head Start  Head Start      

 

 Home-Based     Full Day      Part Day (AM  PM)      
 

 New      Returnee                  
 

 

                          

      Child’s Full Legal Name                       Date of Birth                     FID#                     PID# 

 

Initial Date of Attendance in Program (EHS or HS):  ________________ 

Date of PROMIS Status Start Date PY 55:             _________________                    

1st Day of Attendance (DOA) PY 55:                                  _________________             

1st Home Visit PY 55 (HB option only):                     _________________      

 

 

(A) Parent/Guardian Name: ________________________________________________________    

*See Emergency Contact Information form for address, phone number, and email 

       

 

Primary Language: ________________________________________________________ 

 

Does the enrolled child live with Parent/Guardian (A)?  Yes    No  

 

  Court Order on File (i.e. Custody, Restraining orders, Guardianship) 

 

 

(B) Parent/Guardian Name: ________________________________________________________   

*See Emergency Contact Information form for address, phone number, and email 

         

 

Primary Language: ________________________________________________________ 

 

Does the enrolled child live with Parent/Guardian (B)?  Yes    No  

 

  Court Order on File (i.e. Custody, Restraining orders, Guardianship) 
 

NEIGHBORHOOD HOUSE ASSOCIATION 
 

Due dates based on  

child’s first DOA 

 

30 _____/_____/_____ 

 

45 _____/_____/_____ 

 

60 _____/_____/_____ 

 

90 _____/_____/_____ 

 



    EMERGENCY CONTACT INFORMATION 
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 Site: ______________________________ Teacher’s Name: ___________________________ Room#: _________ FID#________________ 
 

Child’s Full Legal Name ________________________________________   Male    Female    Birth Date:  ______ /______ / ______ 
 

A. Name of parent/guardian _____________________________________________________________      Child lives with parent 
 

Contact Phone: (          ) _________________________  Alternate Phone or Work Phone: (          ) _________________________   
 

Address:  _________________________________________________________________________________________________________  
 

Email address of parent/guardian: _________________________________________________________________________________ 
 

B. Name of parent/guardian _____________________________________________________________      Child lives with parent 
 

Contact Phone: (          ) _____________________  Alternate Phone or Work Phone: (          ) _____________________   
 

 Same as above or Address:  _______________________________________________________________________________________   
 

Email address of parent/guardian: _________________________________________________________________________________ 
 

Is there any person(s) NOT authorized to pick child up from school?  (If yes, court order must be in Child File) 
 

NO   YES, Name of Person           _______  
 

Medical Insurance Type:   Medi-Cal       CHDP      TriCare      Private     Other:            None 
 

Insurance Provider: _____________________ I.D.#: _____________________________________ Issue/Effective Date: ______________ 

Physician: _____________________________ Address: _____________________________________________________________________ 

Phone: (          ) _____________________ Fax: (          ) ______________________ 

Dental Insurance Type:    Medi-Cal/Denti-Cal    CHDP   TriCare     Private   Other:          None  
 

Dental Insurance Provider _____________________I.D. # _______________________________ Issue/Effective Date: ______________ 

Dentist: _______________________________Address: ______________________________________________________________________ 

Phone: (          ) ______________________ Fax: (          ) _____________________ 
 

HEALTH INFORMATION  

Circle any of the following conditions that apply to the child:  Food Allergy, Special Diet, Asthma, Diabetes, Anemia, Sickle 

Cell, Seizure, Fainting, Epilepsy, Heart Condition, Severe allergy, Other_______________       N/A  

Details & Reactions (please explain) ___________________________________________________________________________  

Are any of the above life-threatening?    No     Yes   if yes, please explain:  __________________________________ 

Physician/Specialist’s name and phone number: _________________________________________(____)_________________________ 

Medications that child uses/takes at school: ___________________________________________________________________________  
 
 

                                                                    IN THE EVENT OF AN EMERGENCY 
In the event of an emergency during which there is a belief that my child’s life may be at risk, or a belief there is a risk of 

permanent injury to my child, I understand that NHA staff will call Emergency Medical Services and provide necessary 

treatment for my child’s urgent medical care.  In the case of an emergency incident, I authorize NHA to engage 

Emergency Medical Services, provide necessary treatment, and to share my child’s health records with emergency 

service providers.  I understand that I will be immediately notified of an emergency situation.   
 

Parent/Guardian’s Signature:     ___________________________________________                            Date:  _____ /_____ /_____ 
 

OTHER PERSONS AUTHORIZED TO PICK UP CHILD FROM EHS/HS SITE 

Name______________________________________   Phone (          ) ___________________Relationship __________________________ 

Name _______________________________________Phone (          ) ___________________Relationship __________________________ 

Name _______________________________________Phone (          ) ___________________Relationship __________________________ 

Name _______________________________________Phone (          ) ___________________Relationship __________________________ 

 Additional names have been added to the back of this document.   

 

Print Parent/Guardian’s Name:  __________________________________________ 
 

Parent/Guardian’s Signature:     ___________________________________________                            Date:  _____ /_____ /_____ 



    ANNUAL ENROLLMENT QUESTIONNAIRE 
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PLEASE ANSWER THE FOLLOWING QUESTIONS TO ASSIST US IN MEETING YOUR CHILD AND FAMILY’S NEEDS: 
 

Child’s Name:________________________________________________    Date of Birth: _____ /_____ /_____      

            

1. Was your child born premature?     Yes    No   If yes, how many weeks early was child born? ___________    
 

Was your child admitted to the NICU?  Yes    No 

  

2. Is your child currently receiving any prescribed medication?   Yes  No 
 

For (diagnosis) ____________________________________________________________________ 
 

Prescribed by ______________________________________ Phone (           )__________________ 
 

Does medication need to be taken during school hours?  Yes  No 
 

Does this medication have any side effects?   Yes   No     If yes, please describe:      
 

3. Is your child allergic to any food or require a special diet? (This does not include dislikes of certain foods)  Yes  No 
 

If yes, which? ____________________________________________Reaction ________________________________________ 
 

Physician’s Name ______________________________________________ Phone____________________________________ 
 

4. Does your child have any feeding problem or require any special adaptive equipment, including feeding utensils?   
 

 Yes  No    If yes, which__________________________________________ 
 

5. Has your child ever tested positive for TB?   Yes  No   

If yes, has or is he/she now taking INH medication?  Yes  No  

Date of last X-ray ______________________ Result of X-Ray   
 

6. Does your child have a clinically diagnosed disability or receive services for any of the following?    Yes  No 
 

  Speech/language therapy  Physical therapy   Occupational therapy  Behavior Therapy 
 

 Hearing impairment          Vision impairment  Dietitian services 
 

 Mental Health services (i.e.-Healthy Developmental Services, Rady’s Childrens’s KidStart, PCIT, ABA, JFS 
 

7. Does your child have an Individual Education Program (I.E.P.)?  Yes  No 
 

or Individual Family Service Plan (I.F.S.P.)?  Yes  No 
 

8. Is your child/family currently receiving disability services from another agency? (Regional, Alcott, etc.)  Yes  No 
 

If yes, who and why? ____________________________________________________________________ 
 

9. Is the child you are enrolling in foster care or receiving services from Child Welfare Services (CWS)?  Yes  No 
 

If yes, provide CWS Worker’s Name _____________________________ Phone _________________________ 
 

10. Is your child/family currently receiving social services from any agency (If yes, see options below)?    Yes  No  
 

 WIC  Medi-Cal  SSI  TANF  SNAP/CalFresh  Other: __________________________ 

                        

11. Are you or the child’s other parent/guardian a member in the U.S. Military?      Yes  No 
  

If yes, are they currently deployed?   Yes  No 

 

12. Is your family homeless, in transitional living, or do you have housing concerns?  Yes  No 
 

If yes, please explain: ___________________________________________________________________________ 
 

13. Is your child entering Transitional Kindergarten/Kindergarten next school year?                    Yes  No 
                 

If yes, provide “Kindergarten Here I Come!” handout and initiate Kindergarten Transition Checklist 

 
________________________________       __________________________________             _______________________ 

Parent Name (print) Parent Signature                          Date 
  
________________________________       __________________________________             _______________________ 

Staff Name (print)     Staff Signature                         Date 

 
  

  

_______________________________   ______________________________ _______________________ 

Site Supervisor (print) Site Supervisor Signature                         Date 



       DOCUMENT RECEIPT ACKNOWLEDGEMENT 
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Child’s Name:          Date of Birth:  ___________________ 

 

Site/Program Option:  __________________________________      

 
 

# Permissions Initials 

1 

 

I grant permission to Neighborhood House Association to photograph 

and/or record (audio and video) my child for use in my child’s portfolio, 

classroom, and site.  

□ I consent: _______ 

□ I don’t consent: ______  
 

2 

 

I grant permission to Neighborhood House Association to photograph 

and/or record (audio and visual) me and/or my child.  I understand 

such recordings and images will be used solely by NHA for 

educational, charitable and promotional activities conducted by 

NHA without monetary compensation provided to me. 
 

** Foster children/dependents of the County of San Diego MUST NOT be 

photographed or recorded for public/promotional use. Foster 

parents/kinship caregivers MAY NOT give permission for 

public/promotional photography or recording. ** 

 

□ I consent: _______ 

□ I don’t consent: ______  
 

3 

 

I grant permission to Neighborhood House Association to post 

photographs or video of myself, my family, or my child on NHA’s social 

media pages (ex. NHA Parent Facebook Group Page).  

 

□ I consent: _______ 

□ I don’t consent: ______ 

 

 

# Information and/or Resources Provided Initials 

4 Parent Handbook (provide Head Start Resource Card) 

 

 

 

 

5 NHA School Readiness Calendar 

 

 

 

 

6 20 Facts About Child Abuse 

 

 

 

 

7 LIC 995E – Caregiver Background Check (Center-Based only) 

 

 N/A 

 

8 

 

EHS Transition and Eligibility Letter (EHS only) 

 

 

 N/A 
 

9 Over-Income Parent Acknowledgement Letter (if applicable) 

 

 N/A 

 

 

Parent/Guardian Signature: ____________________________________________   Date: ______________ 

 

Staff Signature: ________________________________________________   Date: ________________ 



 
 
 
 

CONTRACT HOURS AGREEMENT 
Early Head Start/Head Start & California Department of Education 

 Full Day Only  

 

 

 

1.3A Contract Hours Agreement Full Day/NHA/PY55/05-2020 Page 1 of 1 

 

Child’s Name:   Site: ___________________ FID#___________  
 

The State of California requires that all childcare sites maintain adequate staff to child ratios at all times. In 

order to ensure that these ratios are met, and to ensure the health and safety of the children, Neighborhood 

House Association requires that all parents adhere to contract hours for services. 

 

Your contract hours are based on the hours that you need childcare. The agency will 

allow travel time to and from work or school and study time, if requested. If you request 

study time and are enrolled in an Education/Training Program leading to a recognized 

Trade/Vocation you will be approved for up to 1 hour of study time per unit/credit hour 

you spend in class (i.e. 12 units = 12 hours of study time).  
 

Please check here if you need:  Travel Time ________ hrs./min    Study Time _______ hrs./min 
 

 

It is your responsibility to inform us if your work or school schedules change in any way.  

 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

 

Day of the week Actual Hours of Attendance 

Monday  From: ___________  To: ______________ 

Tuesday From: ___________  To: ______________ 

Wednesday From: ___________  To: ______________ 

Thursday From: ___________  To: ______________ 

Friday From: ___________  To: ______________ 

 

 

Please check the box that indicates the parent’s NEED for our services: 
 

Employment                  Training/Education Program                  Seeking Employment             

Seeking Permanent Housing    Statement of Incapacitation   Child Welfare Services/At Risk   

 
I agree to abide by the hours above. If I need to increase or decrease the hours of my child’s 

attendance, I will notify the Site Supervisor. If I fail to consistently pick up my child on time, a case 

conference may be held to determine appropriateness of placement for my child’s current 

program option. 

 
 

* * Failure to comply with scheduled contract hours may result in the implementation of the 

agency’s Drop/Transfer Policy. * * 

 
 

Print Parent/Guardian Name: ___________________________________________________ 

Signature: ________________________________ Date: _______________________________ 

Print Staff Name: _______________________________________________________________ 

Signature: ________________________________ Date: _______________________________ 



ATTENDANCE/DROP-OFF/PICK-UP POLICY 
   

 

Note to Agency Staff: Please give parent original and keep a copy in the child’s file. 

 
1.3C Attendance Drop-Off Pick-Up Policy/NHA/PY55/05-2020                                                         
 

 

 
 

 

 

Daily attendance is important for young children to learn daily routines, make friends, and develop 

skills that will help them succeed in school and throughout their lives. You are required to report your 

child’s absence to your site within one (1) hour of your scheduled drop-off time.  

 

Drop-Off:  We expect your child to arrive at school on time every day, per your contract hours. It is 

important that you bring your child to school on time every day so that they can receive the full benefit 

of the school day.  If a child is regularly being dropped off late the child may be transferred to a more 

appropriate program option (i.e. Home Base/Part Day). 

 

Pick-Up:  It is important that children are picked up promptly when their contract hours end each day. 

Emergency contacts will be called for any child who is not picked up by the end of contract hours. If 

Staff is unable to reach an authorized adult, the police may be contacted to take custody of the child.  

If a child is regularly picked up late the child may be transferred to a more appropriate program option 

(i.e. Home Base/Part Day).   

 

*If there are any changes to your emergency contacts during the program year you must make 

changes in person with the site staff to update your emergency card information. We may not 

remove the other parent/guardian from the Emergency Contact List if there are no court documents 

on file. * 

 

Excused Absences  

1. Best Interest of the Child/Vacation (maximum of 10 days per year July 1-June 30) 

2. Court Ordered Visitation-court order NOT mediation plan must be on file and must be approved prior 

to absence 

3. Health reasons, Illness or Quarantine- ENROLLED child and/or parent/Guardian 

 

Best Interest of the Child  

“Best Interest of the Child” absences include family vacation, non-court ordered time with parent, time 

with relatives, family friends, religious or cultural events or family celebrations, family emergency. A best 

interest of the child absence is considered excused when the parent has notified the center in 

advance that the child will be absent.  Vacation is included in the ten total (10) best interest days per 

year (July 1-June 30). 

 

Court Ordered Visitation 

Court ordered visitation is only excusable in the event that the court has issued a judgment/court order 

declaring when the child will visit the other parent. The court order must be on file. A mediation 

agreement is not a court order.  

 

Health/Illness/Quarantine   

Your enrolled child may be excused from school due to health, illness or quarantine of the enrolled 

child or parent/guardian. For example, if a sibling is sick, the enrolled child may not have an excused 

absence.  

 

If your child is sick with the following symptoms, we ask that you please keep them home: fever of 100° 

degrees or more; nausea; vomiting or severe stomach pain; diarrhea; frequent, loose or watery stools; 

sore throat; acute cold or persistent cough; earache; red, inflamed or infected eye(s); swollen glands 



ATTENDANCE/DROP-OFF/PICK-UP POLICY 
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around the jaws, eyes or neck; live head or body lice; skin lesion in the weeping stage; and any other 

symptoms suggesting acute illness.  

 

If your child’s absence is due to communicable illness, written documentation from the child’s doctor 

will be requested stating that the child may return to school. 

Unexcused Absences 

Any absence other than those described above as “excused absences” are considered unexcused.  If 

a child has more than five (5) unexcused absences in a year (July 1 – June 30), services will be terminated 

or transferred to a Home Base program option. For CCTR/EHS Fee Paying Families, fees will be charged 

for all unexcused absences. 

Parental Acknowledgement 

_____ I acknowledge that daily attendance is important for young children to learn daily routines, make 

friends, and develop skills that will help them succeed in school and throughout their lives. 

 

_____ I acknowledge that by signing this form I am aware that I am enrolling my child in a dually-funded 

(State and Federal) child care and education program and that if my child will not be in attendance 

I must contact the site within one (1) hour of their scheduled drop-off time.   

 

_____ I acknowledge that I MAY NOT remove a parent from the Emergency Contact list unless I present 

a current court order that prohibits that person from picking up the child.  

 

_____ I acknowledge that employees of NHA will not release my child to me if I arrive under the 

influence of alcohol or other substances (including recreational drugs). We will make every attempt to 

reach an alternate contact listed on the Emergency Card.  If no one is available, we may not release 

your child to you and will contact the police.   

 

_____ I acknowledge that staff have the right to determine when an excused absence becomes un-

excused, based on the individual circumstances and have the right to determine when my child’s 

absences become excessive. Excessive absences may result in an Attendance Success Letter or Plan 

to help support regular attendance for my child.  

 

_____ I acknowledge that shall my child exceed the allotted number of absences; my child will be 

terminated from service. If possible, my child may be transferred to a Home Base option.  

o Best Interest of the Child/Vacation (maximum of 10 days per year July 1-June 30) 

o Unexcused (maximum of 5 days per year July 1-June 30)  

   

_____I acknowledge (Fee Paying Families ONLY) that a fee (if applicable) will be charged for all 

absences with no adjustments.  

 

For additional information, please refer to the Parent Handbook. 

 

__________________________                                        _______________________ 

Child’s Name                                                                Site/Room # 

 

__________________________                                        _______________________ 

Parent Signature                                                          Date 
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     Child’s Name: ____________________________________________________ DOB:  _____________________ 

Parent/Guardian Name: ______________________________________________________________________   

Telephone: ____________________________ Email: ________________________________________________ 

EHS/HS Site:   ________________________________________ Application Date:  ______________________ 
 

ATTACH: Completed Authorization to Release Information form for providers (as applicable: 

physician, school district, Regional Center, Rady Children’s, etc.) and IFSP/IEP (if applicable) 
 

Health and Nutrition (To be completed by EHS/HS Staff at intake)                                       ☐ N/A 

Person Completing Intake, Title: ____________________________________________    

Child's Health/Nutrition Need(s) (Be as specific as possible) 

Health Condition:  Epilepsy  Diabetes  Severe Asthma  Feeding Tube  Severe Allergies   

 Feeding or Eating Disorders   Cancer    Other ___________________________________________ 

Medications and/or Adaptive Equipment:                                                                  ☐ N/A 

Additional Comments: 

 

 

     ________________________________        ______________________________       __________ 
     Print Name     Signature                                                 Date  

     EHS/HS Staff                 EHS/HS Staff 
 

  

Family Service Supervisor/EHS Program Assistant Verification Date  ____/____/____  

Family Service Supervisor/EHS Program Assistant Name:_________________________________  

Signature_____________________________________     

         Date Service Request submitted to CSQI Program Support (if applicable) ____/____/____   

 

Developmental/Mental Health (To be completed by Area ECE/Disability Specialist)           ☐   N/A 

Identified Disability (IEP/IFSP)?     Yes    No   

A. Primary disability:                                                                                  Current IEP/IFSP Date: ___________ 
 

Services: (Indicate types and service length) : 
 

Part B/C Provider:                                                        Has Specialized Academic Instruction   Yes    No   

B. Non-IEP/IFSP related Disability or Mental Health (Social-Emotional/Behavioral) Concern:                              

    For example: Healthy Developmental Services, Rady Children’s KidStart, PCIT, ABA, CWS involved, etc. 

  Yes    No               N/A                     

Additional Comments: 

 
 

 

_________________________________ ___________________________          _______________ 
Print Name     Signature                                                  Date  

ECE/Disabilities Specialist    ECE/Disabilities Specialist  
 

Filing:  

Child File: Original Health Plan, IFSP/IEP, Developmental Documentation, Service Request, Pre-Enrollment Review 

Attach to Intake/Application: Copy of complete IFSP/IEP, Copy of Pre-Enrollment Review form 

Send to Area ECE and CSQI Program Support Disabilities, Health, Mental Health, or Nutrition Coordinator (as applicable):  

Service Request, Health, Nutrition, and/or Developmental Documentation, Authorization to Release Information, IFSP/IEP 

FSS/EHS PA/HB Supervisor:  

Status Recommendation:  Prioritization List  EHS/HS Applied - PECC and/or follow up needed 

Area ECE/Disabilities Specialist:  

Status Recommendation:  Prioritization List  EHS/HS Applied - PECC and/or follow up needed 

PRE-ENROLLMENT REVIEW FOR CHILDREN WITH  

IDENTIFIED HEALTH OR DEVELOPMENTAL CONDITIONS 

 











State of California—Health and Human Services Agency                                                        California Department of Public Health 

CALIFORNIA PRE-KINDERGARTEN AND SCHOOL IMMUNIZATION RECORD 
Pre-kindergarten facility and school staff must record the required vaccine dose information and status of requirements for each pupil. See reverse side for guidance. 

The California Department of Public Health places strict controls on the gathering and use of personally identifiable data. Personal information is not disclosed, made available, or otherwise used for purposes other than those specified at the 
time of collection, except with consent or as authorized by law or regulation. The Department's information management practices are consistent with the Information Practices Act (Civil Code Section 1798 et seq.), the Public Records Act 
(Government Code Section 6250 et seq.), Government Code Sections 11015.5 and 11019.9, and with other applicable laws pertaining to information privacy. 
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REQUIRED VACCINE 
DATE EACH DOSE WAS GIVEN (MM/DD/YY) Permanent 

Medical 
Exemption 

Notes for School Requirements 
 1ST 2ND 3RD 4TH 5TH 

IPV / OPV (Polio)    
Age:_______ years    4 doses meet TK/K-12 requirement, as do:  

3 doses, if >1 dose given at age >4 years. 

DTaP / DTP –  Age 0-6 years  
Tdap / Td    –  Age 7+ years 
(Diphtheria, Tetanus, Pertussis) 

   
Age:_______ years 

 
Age:_______ years   

5 doses meet TK/K-12 requirement, as do:  
4 doses, if >1 dose given at age >4 years;  
3 doses, if >1 Tdap dose at age >7 years; 
Tdap dose may meet 7th Grade requirement. 

MMR (Measles, Mumps, Rubella)  
Age:_______ months    

 
 2 doses meet TK/K-12 requirement.  

Doses must be given at age >1 year.  

Hib (Haemophilus influenzae type b)        Required for pre-kindergarten only.  
At least 1 dose must be given at age >1 year. 

Hep B (Hepatitis B)       3 doses meet TK/K-12 requirement. 

VAR / VZV (Varicella or Chickenpox)           2 doses meet TK/K-12 requirement. 

Tdap – 7th Grade  
(Tetanus, Diphtheria, Pertussis) 

 
Age:_______ years 

 
 

   
  

 
1 dose given at age >7 years meets 
requirement for 7th grade advancement and 
7th-12th grade admission. 

 

  STATUS OF   
 REQUIREMENTS 

Staff Initials 
I reviewed 

pupil’s 
Immunization 

record 

Has All Required 
Vaccine Doses 

Requires Follow-up Follow-up Date(s) 
(See conditional 

admission schedule or 
exemption end date) 

Other  
See codes  

on reverse side 
Date 

Requirements Met 
Temporary 

Medical 
Exemption 

Missing Doses 
Not Currently 

Due—Conditional 

Missing Doses Are 
Overdue—Needs 

Doses Now 

 Pre-Kindergarten 
 (Child care or preschool) 

 
       

 IEP 
 PBE (pre-2016)      

 TK/K-12  
 

         

 IEP  
 IND 
 Home 
 PBE (pre-2016) 

     

 7th Grade 
 (Advancement or admission) 

 

         
 IEP  
 IND  
 Home 

     

PUPIL NAME (LAST, FIRST, MIDDLE) STATEWIDE STUDENT IDENTIFIER (SSID) 
 
 
___ ___ ___ ___ ___ ___ ___ ___ ___ ___   

ETHNICITY  
 

 Hispanic/Latino    
 Non-Hispanic/Non-Latino  

RACE  
 

  African-American/Black             
  American Indian/Alaska Native 
  Asian 
  Native Hawaiian/Other Pacific Islander  
  White   
  Other  ____________________________ 

NAME OF PARENT/GUARDIAN (LAST, FIRST) BIRTHDATE (MONTH/DAY/YEAR) 
 

___ ___  ___ ___   ___ ___ ___ ___ 
SEX 
 
______________________ 
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GUIDANCE FOR COMPLETING FORM CDPH 286 
 

Review the pupil’s immunization record for admission to: 
• Pre-kindergarten (child care or preschool); 
• Transitional kindergarten/kindergarten through 12th grade (TK/K-12); 
• (Or advancement to) 7th grade. 

 
1. Complete the pupil’s identification section. The Statewide Student Identifier 

(SSID) is a 10-digit number assigned to TK/K-12 public school pupils by the 
California Department of Education. 

 
2. Complete the vaccine and dose section using information from the pupil’s 

immunization record provided by a parent or guardian, prior school, or an 
immunization registry.  

 
a. Record the date (month/day/year) of each dose the pupil has received, 

even if the pupil has an exemption to one or more required vaccines. 
Any vaccine given four or fewer days prior to the minimum required age 
is valid. 

b. Check the Permanent Medical Exemption (PME) box(es) for vaccines 
that are permanently exempt for medical reasons. If all vaccines are 
exempted, then fill in the date for “Date Requirements Met” in the 
appropriate row in the Status of Requirements section. This date is 
usually the date records are determined to be complete. File the 
required physician’s written statement specifying the exempted 
immunization(s) in the pupil’s record. 

 
3. Complete the appropriate row in the Status of Requirements section.  
 

a. Enter the initials of the staff reviewing the pupil’s record.  
b. If the pupil meets admission requirements, check the designated box 

and enter the date under “Date Requirements Met.” This date is usually 
the date records are determined to be complete. 

c. If the pupil does not have all required doses but is not due for any 
doses at the time of admission, check the “Missing Doses Not Currently 
Due–Conditional” box and fill in the “Follow-up Date(s)” space. Review 
records at least every 30 days. Once the pupil meets all admission 
requirements, fill in the date for “Date Requirements Met.”  

d. If the pupil has a Temporary Medical Exemption, check the designated 
box and write the expiration date in the “Follow-up Date(s)” space. 
Once the pupil meets all admission requirements, fill in the date for the 
“Date Requirements Met.” 

e. If the pupil is due for doses and subject to exclusion, check the 
“Missing Doses Are Overdue–Needs Doses Now” box and fill in the 
“Follow-up Date(s)” space. 
 

f. If the pupil does not have all required immunizations and does not meet 
criteria for conditional admission (including a temporary medical exemption) 
and is: 
• IEP: Accessing special education services required by the pupil’s 

individualized education program, or 
• IND: Enrolled in an independent study program and does not receive 

classroom-based instruction, or 
• Home: Enrolled in a home-based private school, or 
• PBE (pre-2016): Transferring from another school in California with a 

valid personal beliefs exemption filed before 2016, 
Then, using the codes above, check the appropriate box under “Other” and 
fill in the date for “Date Requirements Met.” 

 
Maintain a roster of all pupils who are unimmunized for immediate 
identification in case of disease outbreak or exposure in the community. 
 

TRANSFER PUPILS 
 
Transferring from a school in-state or another state: Review the 
immunization information and supporting documentation for exemptions 
included in the pupil’s record or other immunization record, verifying the pupil 
has met immunization requirements for the pupil’s age/grade. If the pupil has a 
personal beliefs exemption (PBE) filed in California prior to 2016 and has not 
reached the next grade span (in accordance with Health and Safety Code 
section 120335) or has a Permanent Medical Exemption (PME), then add the 
pupil’s name to your facility’s roster of unimmunized pupils.  
 
Transferring from your school: Provide this form or an equivalent 
immunization record as specified in 17 CCR section 6070(b) and any 
exemption documentation as part of the pupil’s record.   
 
If a pupil transfers from one school to another within California, the pupil’s 
record shall be transferred by the former school no later than 10 school days 
following the date of request from the school where the pupil intends to enroll 
(California Education Code section 49068). 
 
Foster children: California law requires schools to immediately enroll foster 
children transferring to their school even if the child is unable to produce 
immunization records normally required for school entry. Within two business 
days of the foster child's request for enrollment, the educational liaison for the 
new school shall contact the school last attended to obtain all records. The 
educational liaison for the school last attended shall provide all records to the 
new school within two business days of receiving the request (California 
Education Code section 48853.5(e)(8)(C)). 



HEALTH CONSENT AND ACKNOWLEDGEMENT FORM 
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Child’s Name:                                               Date of Birth: ____ / ____ /_____

  
Your child may be eligible to receive hearing, vision, blood pressure, growth measurements, and 

developmental screenings through Head Start and/or collaborative partners. There is no cost for these services 

and you will be notified of the results. Some of these screenings will be done by trained staff at your child’s site.  

 

AGE 
SCREENINGS: Please indicate whether you would like your child to receive 

the following by initialing the boxes in the “Initials” column to the right. 
INITIALS 

0-3 yrs. 

(Early Head Start Only) I am aware that my child is required to have a 

complete well baby check-up/physical exam to include an oral visual exam 

as required by California State Guidelines for regularly scheduled visits. A 

complete dental examination is required at 12 months.  

0-5 yrs. I have received information on the Health Handbook resource. 
 

 

0-5 yrs. 

I grant permission for my child to have ONGOING DEVELOPMENTAL 

ASSESSMENTS, ASQ-3 DEVELOPMENTAL SCREENING as well as an ASQ-SE 

MENTAL HEALTH SCREENING. These screenings/assessments evaluate your 

child’s development in speech and communication, fine motor skills, gross 

motor skills, social and emotional skills, and problem-solving skills. These 

screenings will help site staff provide support for your child. 
 

 

0-5 yrs. 

I grant permission for staff to provide social, emotional and behavioral 

consultation services for my child as needed. These services support 

teachers and families to promote a child’s social and emotional well-being.   

1-5 yrs. 

I grant permission for my child to participate in the fluoride program (daily 

brushing with fluoride toothpaste). Regular tooth brushing helps to prevent 

cavities and gum disease.   

 

 

0 m- 

5 yrs. 

I grant staff permission to perform the following health screening on my 

child: HEIGHT AND WEIGHT.   

 

 

3-5 yrs. 

 

I grant permission for my child to have a VISION screening. Vision screenings 

will be conducted by Head Start and/or collaborative partners. If your child 

needs glasses, glasses will be provided to your child free of charge. 

 

0-5 yrs. 
I grant permission for my child to have a HEARING screening. Hearing 

screenings will be provided by Head Start and/or collaborative partners.  
 

3-5 yrs. 
I grant staff permission to perform the following health screening on my 

child: BLOOD PRESSURE.   

 

 

3-5 yrs. 

I am aware that my child is required to have a complete PHYSICAL and 

DENTAL EXAMINATION annually. I will be responsible to ensure that all 

treatment and follow-up is completed. 

 

 
 

 

Comments: 

_________________________________________________________________________

_________________________________________________________________________ 
 

I have read and understand the above information.   Date: ________________________ 
 

Parent Name (print) ________________________________      Parent Signature ____________________________ 



WHAT TIME DOES CHILD GET UP?* 
WHAT TIME DOES CHILD GO TO BED?* DOES CHILD SLEEP WELL?* 

DOES CHILD SLEEP DURING THE DAY?* WHEN?* HOW LONG?* 

 BREAKFAST WHAT ARE USUAL EATING HOURS? 

BREAKFAST    

LUNCH   

DINNER 

LUNCH 

 

STATE OF CALIFORNIA–HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 
COMMUNITY CARE LICENSING 

 

 CHILD’S  PRE ADMISSION  HE ALTH HISTORY—PARENT’S  REPORT   
 

CHILD’S NAME SEX BIRTH DATE 

FATHER’S/FATHER’S DOMESTIC PARTNER’S NAME DOES FATHER/FATHER’S DOMESTIC PARTNER LIVE IN HOME WITH CHILD? 

MOTHER’S/MOTHER’S DOMESTIC PARTNER’S NAME DOES MOTHER/MOTHER’S DOMESTIC PARTNER LIVE IN HOME WITH CHILD? 

IS /HAS CHILD BEEN UNDER REGULAR SUPERVISION OF PHYSICIAN? DATE OF LAST PHYSICAL/MEDICAL EXAMINATION 

DEVELOPMENTAL HISTORY   (*For infants and preschool-age children only) 

WALKED AT*  
MONTHS 

BEGAN TALKING AT*  
MONTHS 

TOILET TRAINING STARTED AT*  
MONTHS 

 

PAST ILLNESSES — Check illnesses that child has had and specify approximate dates of illnesses: 
 

 
■ Chicken Pox 

■ Asthma 

■ Rheumatic Fever 

■ Hay Fever 

DATES  
■ Diabetes 

■ Epilepsy 

■ Whooping cough 

■ Mumps 

DATES  
■ Poliomyelitis 

■ Ten-Day Measles 

(Rubeola) 

■ Three-Day Measles 

(Rubella) 

DATES 

SPECIFY ANY OTHER SERIOUS OR SEVERE ILLNESSES OR ACCIDENTS 

 

DOES CHILD HAVE FREQUENT COLDS? ■   YES ■   NO 
HOW MANY IN LAST YEAR? LIST ANY ALLERGIES STAFF SHOULD BE AWARE OF 

 

DAILY ROUTINES  (*For infants and preschool-age children only) 

 
 
 
 

DIET PATTERN: 

(What does child usually 

eat for these meals?) 

 
DINNER 

 
ANY FOOD DISLIKES? ANY EATING PROBLEMS? 

IS CHILD TOILET TRAINED?* 

■ YES ■ NO 

IF YES, AT WHAT STAGE:* ARE BOWEL MOVEMENTS REGULAR?* 
■ YES ■ NO 

WHAT IS USUAL TIME?* 

WORD USED FOR “BOWEL MOVEMENT”* 
WORD USED FOR URINATION* 

PARENT’S EVALUATION OF CHILD’S HEALTH 

 
 
 

IS CHILD PRESENTLY UNDER A DOCTOR’S CARE? 

■ YES ■ NO 

IF YES, NAME OF DOCTOR: DOES CHILD TAKE PRESCRIBED MEDICATION(S)? 

■ YES ■ NO 

IF YES, WHAT KIND AND ANY SIDE EFFECTS: 

DOES CHILD USE ANY SPECIAL DEVICE(S): 

■ YES ■ NO 

IF YES, WHAT KIND: DOES CHILD USE ANY SPECIAL DEVICE(S) AT HOME? 

■ YES ■ NO 

IF YES, WHAT KIND: 

PARENT’S EVALUATION OF CHILD’S PERSONALITY 

 
 
 

HOW DOES CHILD GET ALONG WITH PARENTS, BROTHERS, SISTERS AND OTHER CHILDREN? 

 
 
 

HAS THE CHILD HAD GROUP PLAY EXPERIENCES? 

 
DOES THE CHILD HAVE ANY SPECIAL PROBLEMS/FEARS/NEEDS? (EXPLAIN.) 

 
 
 

WHAT IS THE PLAN FOR CARE WHEN THE CHILD IS ILL? 

 
 
 

REASON FOR REQUESTING DAY CARE PLACEMENT 

 
 
 

PARENT’S SIGNATURE DATE 

 
 

LIC 702 (8/08) (CONFIDENTIAL) 
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EARLY HEAD START WELL BABY CHECKUP 

1 MONTH 

2.4A (1 month) Well Baby CheckUp Form/NHA/PY55/05-2020 Page 1 of 1  

 

  

Child’s Name:                          Date of Birth: ____/____/____   PID#: ___________  

    
 

EXAMS COMPLETED DURING THE VISIT 

 
❑ Hearing, Clinical Observation 

❑ Vision, Clinical Observation 

❑ TB Risk Assessment 

       Risk Factors not present; TB Skin Test not required 
 

❑ TB Risk Factors present 

TB Skin Test performed (unless previous positive 

Skin Test documented) 
 

TB Test Date: ____________  Date Read: __________ 

        Communicable TB disease not present 

 

❑ Oral Visual Exam 

❑ Height: _____________ in. 

❑ Weight: _____________ lb. 

❑ Head Circumference ___________ 
 

 

DEVELOPMENTAL MILESTONES 
 

❑ Shows better head control 

❑ Lifts his/her head when lying on tummy 

❑ Grasps your finger 

❑ Stares at faces briefly 

❑ Becomes quiet when others speak 

❑ Different cries to indicate need 

❑ Calms when swaddled and rocked 

 

 

NUTRITION ASSESSMENT 
 

Breast Milk:   Yes   No     Formula:  Yes   No  

Ounces/feeding: ______ Feedings/24 hrs: ______ 

Regular bowel movements:  Yes   No: _______ 

Feeding issues:  No   Yes: ___________________ 

 

IMMUNIZATIONS RECEIVED  
 

❑ Polio     1                 _____/_____/_____ 

❑ DTP       1                 _____/_____/_____ 

❑ Hib        1                 _____/_____/_____ 

❑ Hep B   1                 _____/_____/_____ 

 

ANTICIPATORY GUIDANCE 
 

❑ Car seat safety 

❑ Burns, hot water temp 120o f 

❑ Smoke detectors 

❑ Immunizations risks 

❑ Falls 

❑ Second hand smoke 

COMMENTS/CONCERNS: 

 

 

 
2 MONTH APPOINTMENT SCHEDULED: ________ /_________ /________   

 

 

 
___________________________________________    ______________________________________     ______ / ______ / ______    

Print Name of Doctor     Signature/ Official Stamped Signature       Exam Date 

 

 

Phone: ___________________________________     Fax: __________________________________ 

EHS Staff Only  

 

Date Received: 

 

____ / ____ / ____ 



EARLY HEAD START WELL BABY CHECKUP 

2 MONTHS 
 

2.4A (2 month) Well Baby CheckUp Form/NHA/PY55/05-2020 Page 1 of 1 

 

    
Child’s Name:                          Date of Birth: ____/____/____   PID#: ___________  

 
 

EXAMS COMPLETED DURING THE VISIT 

 
❑ Hearing, Clinical Observation 

❑ Vision, Clinical Observation 

❑ TB Risk Assessment 

       Risk Factors not present; TB Skin Test not required 
 

❑ TB Risk Factors present 

TB Skin Test performed (unless previous positive 

Skin Test documented) 
 

TB Test Date: ___________  Date Read: ___________ 

        Communicable TB disease not present 

 

❑ Oral Visual Exam 

❑ Height: _____________ in. 

❑ Weight: _____________ lb. 

❑ Head Circumference ___________ 

 

DEVELOPMENTAL MILESTONES 
 

❑ Social smile (responsive) 

❑ Follows past midline 

❑ Follows parent with eyes 

❑ Head raised to 45o when prone 

❑ Grasps fingers 

❑ Vocalizes 

 
 

NUTRITION ASSESSMENT 
 

Breast Milk:   Yes   No     Formula:  Yes   No  

Ounces/feeding: ______ Feedings/24 hrs: ______ 

Regular bowel movements:  Yes   No: _______ 

Feeding issues:  No   Yes: ___________________ 

 
 

IMMUNIZATIONS RECEIVED  
 

❑ Polio     1                 _____/_____/_____ 

❑ DTP       1                 _____/_____/_____ 

❑ Hib        1                 _____/_____/_____ 

❑ Hep B   1                 _____/_____/_____ 

❑ Other: ________       _____/_____/_____ 

 

 

ANTICIPATORY GUIDANCE 
 

❑ Car seat safety 

❑ Burns, hot water temp 120o f 

❑ Smoke detectors 

❑ Immunizations risks 

❑ Falls 

❑ Second hand smoke 

COMMENTS/CONCERNS: 

 

 

 
4 MONTH APPOINTMENT SCHEDULED: ________ /_________ /________   

 

 
 

___________________________________________    ______________________________________     ______ / ______ / ______    

Print Name of Doctor     Signature/ Official Stamped Signature       Exam Date 

 

 

Phone: ___________________________________     Fax: __________________________________ 

EHS Staff Only  

 

Date Received: 

 

____ / ____ / ____ 



EARLY HEAD START WELL BABY CHECKUP 

4 MONTHS 
 

2.4A (4 month) Well Baby CheckUp Form/NHA/PY55/05-2020 Page 1 of 1 

 

Child’s Name:                          Date of Birth: ____/____/____   PID#: ___________  

 
 

EXAMS COMPLETED DURING THE VISIT 
 

❑ Hearing, Clinical Observation 

❑ Vision, Clinical Observation 

❑ TB Risk Assessment 
 

       Risk Factors not present; TB Skin Test not required 
 

❑ TB Risk Factors present 
 

TB Skin Test performed (unless previous positive Skin 

Test documented) 
 

TB Test Date: ____________  Date Read: __________ 

        Communicable TB disease not present 
 

❑ Oral Visual Exam 

❑ Height: _____________ in. 

❑ Weight: _____________ lb. 

❑ Head Circumference ___________ 

❑ Anemia Risk Assessment 

1. Do you ever struggle to put food on the table? 

        No    Yes - If Yes, Hgb/Hct test is required 

2. Does your child’s diet include iron-rich foods 

such as meat, eggs, iron-fortified cereals, or 

beans? 

        Yes    No - If No, Hgb/Hct test is required  

Anemia Risk Factors present 

 Hgb/Hct Test Results: _________   

    *Date: __ /__ /__   *(If different from exam date) 
 

 

DEVELOPMENTAL MILESTONES 
 

❑ Coos, laughs aloud 

❑ Brings hands together, toys to mouth 

❑ Follows 180 degrees 

❑ Sits with head steady when held 

❑ Rolls over one way 

 

NUTRITION ASSESSMENT 
 

Breast Milk:   Yes   No  Formula:  Yes   No  

Ounces/feeding: ___________ 

Feedings/24 hrs: ____________ 

Juice:   No   Yes: ________________________    

Regular bowel movements:  

 Yes   No: ______________ 

Feeding issues:  No   Yes: ________________ 

Solid foods:  No   Yes: ___________________ 
 

 

ANTICIPATORY GUIDANCE 
 

❑ Car seat safety 

❑ Choking hazards– appropriate foods 

❑ Small objects out of reach 

❑ Burns – hot liquids 

❑ Second hand smoke 

 

IMMUNIZATIONS RECEIVED  
(circle which dose was administered) 
 

❑ Polio     1     2              _____/_____/_____ 

❑ DTP       1     2              _____/_____/_____ 

❑ Hib        1     2              _____/_____/_____ 

❑ Hep B   1     2              _____/_____/_____ 

❑ Other:________           _____/_____/_____ 

 

COMMENTS/CONCERNS: 

 

 

 

 

 

 
  

6 MONTH APPOINTMENT SCHEDULED: 

 ________ /_________ /________   
 

 
___________________________________________    ______________________________________     ______ / ______ / ______    

Print Name of Doctor     Signature/ Official Stamped Signature       Exam Date 

 

Phone: ___________________________________     Fax: __________________________________ 

EHS Staff Only  
 

Date Received: 

 

____ / ____ / ____ 



EARLY HEAD START WELL BABY CHECKUP 

6 MONTHS 
 

2.4A (6 month) Well Baby CheckUp Form/NHA/PY55/05-2020 Page 1 of 1 

 

   

Child’s Name:                          Date of Birth: ____/____/____   PID#: ___________  

  
 

EXAMS COMPLETED DURING THE VISIT 

 
❑ Hearing, Clinical Observation 

❑ Vision, Clinical Observation 

❑ Lead Risk Assessment 

❑ TB Risk Assessment 

       Risk Factors not present; TB Skin Test not required 
 

❑ TB Risk Factors present 
 

TB Skin Test performed (unless previous 

positive Skin Test documented) 
 

TB Test Date: _________ Date Read: _________ 
        Communicable TB disease not present 
 

❑ Oral Visual Exam 

❑ Height: _____________ in. 

❑ Weight: _____________ lb. 

❑ Head Circumference __________ 

 

DEVELOPMENTAL MILESTONES 
 
❑ “Talks” to toys 

❑ Turns to vocalized sounds 

❑ Reaches for objects 

❑ Transfers objects from hand to hand 

❑ Sits briefly, leaning forward 

❑ Rolls over two ways 

 

NUTRITION ASSESSMENT 
 

Breast Milk:   Yes   No     Formula:  Yes   No  

Ounces/feeding: ______ Feedings/24 hrs: ______ 

Juice:   No   Yes: __________________________    

Regular bowel movements:  Yes   No: _______ 

Feeding issues:  No   Yes: ___________________ 

Solid foods:  No   Yes: ______________________ 

 

 

IMMUNIZATIONS RECEIVED  
(circle which dose was administered) 

 

❑ Polio     1     2              _____/_____/_____ 

❑ DTP       1     2     3       _____/_____/_____ 

❑ Hib        1     2              _____/_____/_____ 

❑ Hep B   1     2              _____/_____/_____ 

❑ Other:________           _____/_____/_____ 

 

 

ANTICIPATORY GUIDANCE 
 

❑ Falls – stairs / gates, walkers, furniture 

❑ Burns – hot surfaces & liquids, kitchen 

safety 

❑ Poison – poison center phone # 

❑ Storage of drugs & household toxins 

     safety sheet given 

❑ Second hand smoke 

COMMENTS/CONCERNS: 

 

 
9 MONTH APPOINTMENT SCHEDULED: ________ /_________ /________   

 

 

          

 
___________________________________________    ______________________________________     ______ / ______ / ______    

Print Name of Doctor     Signature/ Official Stamped Signature       Exam Date 

 

Phone: ___________________________________     Fax: __________________________________ 

 

EHS Staff Only  

 

Date Received: 

 

____ / ____ / ____ 



EARLY HEAD START WELL BABY CHECKUP 

9 MONTHS 
 

2.4A (9 month) Well Baby CheckUp Form/NHA/PY55/05-2020 Page 1 of 1 

 

Child’s Name:                          Date of Birth: ____/____/____   PID#: ___________  
  
 

EXAMS COMPLETED DURING THE VISIT 
 

❑ Hearing, Clinical Observation 

❑ Vision, Clinical Observation 

❑ Lead Risk Assessment 

❑ TB Risk Assessment 

       Risk Factors not present; TB Skin Test not required 

 

❑ TB Risk Factors present 

TB Skin Test performed (unless previous positive 

Skin Test documented) 

 

TB Test Date: ______________   

Date Read: _______________ 

        Communicable TB disease not present 

 

❑ Oral Visual Exam 

❑ Height: _____________ in. 

❑ Weight: _____________ lb. 

❑ Head Circumference ___________ 

 

 

DEVELOPMENTAL MILESTONES 
 

❑ Sits without support 

❑ Attempts to crawl 

❑ Pulls to stand, cruises 

❑ Transfers objects from hand to hand 

❑ Uses pincer grasp 

❑ Understands his or her name, 

         “no” and “bye-bye” 

❑ Babbles 

❑ Fears strangers 

❑ Waves, claps and copies others 

❑ Enjoys  peek-a-boo 

NUTRITION ASSESSMENT 
 

Breast Milk:   Yes   No        Formula:  Yes   No  

Ounces/feeding: ________  Feedings/24 hrs: ________ 

Juice:   No   Yes: _______________________________    

Regular bowel movements:  Yes   No ____________ 

Feeding issues:  No   Yes: _______________________ 

Solid foods:  No   Yes: __________________________ 

IMMUNIZATIONS RECEIVED  

(circle which dose was administered) 

 
❑ Polio     1     2              _____/_____/_____ 

❑ DTP       1     2     3       _____/_____/_____ 

❑ Hib        1     2              _____/_____/_____ 

❑ Hep B   1     2              _____/_____/_____ 

❑ Other:___________     _____/_____/_____ 

 

ANTICIPATORY GUIDANCE 
 

❑ Falls – stairs / gates, walkers, furniture 

❑ Burns – kitchen safety 

❑ Poison – poison center phone # 

❑ Storage of drugs & household toxins 

     safety sheet given 

❑ Second hand smoke 

COMMENTS/CONCERNS: 

 

 
12 MONTH APPOINTMENT SCHEDULED: ________ /_________ /________   

 
 

 

___________________________________________    ______________________________________     ______ / ______ / ______    

Print Name of Doctor     Signature/ Official Stamped Signature       Exam Date 

 

 

Phone: ___________________________________     Fax: __________________________________ 

EHS Staff Only  

 

Date Received: 

 

____ / ____ / ____ 



EARLY HEAD START WELL BABY CHECKUP 

12 MONTHS 

2.4A (12 month) Well Baby CheckUp Form/NHA/PY55/05-2020 Page 1 of 2 

 

 
Child’s Name:                          Date of Birth: ____/____/____   PID#: ___________  
 
 

 

EXAMS COMPLETED DURING THE VISIT 
 

❑ Hearing, Clinical Observation 

❑ Vision, Clinical Observation 

❑ TB Risk Assessment 

       Risk Factors not present; TB Skin Test not required 
 

❑ TB Risk Factors present 

TB Skin Test performed (unless previous positive 

Skin Test documented) 
 

TB Test Date: __________  Date Read: _________ 

        Communicable TB disease not present 
 

❑ Oral Visual Exam 

❑ Height: _____________ in. 

❑ Weight: _____________ lb. 

❑ Head Circumference ___________ 

❑ Blood Lead Test (Result Value:  _________) 

❑ Hgb/Hct (required at 12 months) 

❑ Test Results: _________   

    *Date: __ /__ /__   *(If different from exam date) 
 

 

DEVELOPMENTAL MILESTONES 
 

❑ Babbles, jabbers 

❑ Mama & dada specific 

❑ Neat pincer grasp 

❑ Bye-bye, pat-a-cake, peek-a-boo 

❑ Sits alone 

❑ Crawls on hands & knees 

❑ Pulls to stand, cruises 

NUTRITION ASSESSMENT 
 

Breast Milk:   Yes   No        Formula:  Yes   No  

Milk:  No   Yes:    Type:________________________ 

Ounces/feeding: ________  Feedings/24 hrs: ________ 

Wean to a cup:   Yes   No     

Juice:   No   Yes: _______________________________    

Regular bowel movements:  Yes   No ____________ 

Feeding issues:  No   Yes: _______________________ 

Solid foods:  No   Yes: __________________________ 

 

IMMUNIZATIONS RECEIVED  

(circle which dose was administered) 
 

❑ Polio     1     2     3       _____/_____/_____ 

❑ DTP       1     2     3       _____/_____/_____ 

❑ Hep B   1     2              _____/_____/_____ 

❑ *MMR   1                     _____/_____/_____  

❑ *HIB booster               _____/_____/_____ 

❑ Varicella                     ____/______/_____ 

*(on or after 1st birthday regardless of any Hib doses 

given prior to 1st birthday) 
 

 

ANTICIPATORY GUIDANCE 
 

❑ Car seat safety 

❑ Poison – poison center phone # 

❑ Storage of drugs & household toxins 

❑ Drowning / water safety 

❑ Dental care – nursing / bottle carries 

❑ Storage of firearms 

❑ Second hand smoke 

COMMENTS/CONCERNS: 

 

 
15 MONTH APPOINTMENT SCHEDULED: ________ /_________ /________   
 

 

___________________________________________    ______________________________________     ______ / ______ / ______    

Print Name of Doctor     Signature/ Official Stamped Signature        Exam Date 

 

 

Phone: ___________________________________     Fax: __________________________________ 

EHS Staff Only  

 

Date Received: 

 

____ / ____ / ____ 



 



EARLY HEAD START WELL BABY CHECKUP 

15 MONTHS 
 

2.4A (15 month) Well Baby CheckUp Form/NHA/PY55/05-2020 Page 1 of 1 

 

Child’s Name:                          Date of Birth: ____/____/____   PID#: ___________  

 
 

EXAMS COMPLETED DURING THE VISIT 
 

❑ Hearing, Clinical Observation 

❑ Vision, Clinical Observation 

❑ Lead Risk Assessment 

❑ TB Risk Assessment 

       Risk Factors not present; TB Skin Test not required 
 

❑ TB Risk Factors present 
 

TB Skin Test performed (unless previous positive Skin 

Test documented) 
 

TB Test Date: __________ Date Read: _________ 

        Communicable TB disease not present 
 

❑ Oral Visual Exam 

❑ Height: _____________ in. 

❑ Weight: _____________ lb. 

❑ Head Circumference ___________ 

❑ Blood Lead Test (Result Value:  _________) 

❑ Anemia Risk Assessment 

1. Do you ever struggle to put food on the table? 

        No    Yes - If Yes, Hgb/Hct test is required 
 

2. Does your child’s diet include iron-rich foods such as 

meat, eggs, iron-fortified cereals, or beans? 

    Yes    No - If No, Hgb/Hct test is required   
 

❑ Anemia Risk factors present 

 Hgb/Hct Test Results: _________   

    *Date: __ /__ /__   *(If different from exam date) 

 

DEVELOPMENTAL MILESTONES 
 

❑ Walks steadily  

❑ Stoops to pick up objects and then keeps 

walking 

❑ Crawls up stairs 

❑ Tries to climb on objects 

❑ Holds a cup well, starts to use a spoon 

❑ Scribbles  

❑ Says 3-6 words other than “mama” and 

“dada” 

❑ Follows simple commands  

❑ Points to things and body parts 

❑ Recognizes own image in a mirror 

❑ Likes looking at books 

❑ Starts to say, “no,” and may have tantrums 
 

NUTRITION ASSESSMENT 
 

 Breast             Bottle            Cup  

 Milk: Type: _____________ Ounces/day:________ 

Juice:   No   Yes: ____________________________   

Regular bowel movements:  Yes   No _________ 

Feeding issues:  No   Yes: ____________________ 

Solid foods:    No   Yes: _______________________ 

 

 

ANTICIPATORY GUIDANCE 
 

❑ Car seat safety 

❑ Poison – poison center phone # 

❑ Storage of drugs & household toxins 

❑ Drowning / water safety 

❑ Dental care – nursing / bottle carries 

❑ Storage of firearms 

❑ Second hand smoke 

 

IMMUNIZATIONS RECEIVED  
(circle which dose was administered) 
 

❑ Polio     1     2     3       _____/_____/_____ 

❑ DTP       1     2     3       _____/_____/_____ 

❑ Hep B   1     2              _____/_____/_____ 

❑ *MMR   1                     _____/_____/_____  

❑ *HIB booster               _____/_____/_____ 

❑ Varicella                     _____/_____/_____ 

*(on or after 1st birthday regardless of any Hib doses 

given prior to 1st birthday) 

 

COMMENTS/CONCERNS: 

 

 

 

 
 

18 MONTH APPOINTMENT SCHEDULED: 

 ________ /_________ /________   

 

 
___________________________________________    ______________________________________     ______ / ______ / ______    

Print Name of Doctor     Signature/ Official Stamped Signature       Exam Date 

 

Phone: ___________________________________     Fax: __________________________________ 

EHS Staff Only  
 

Date Received: 

 

____ / ____ / ____ 



TODDLER PHYSICAL 

18, 24, & 30 months 
 

2.4B Toddler Physical Form/NHA/PY55/05-2020  Page 1 of 2 
 

 

Child’s Name: _____________________________________________ DOB: ____ /____ /____ AGE: ______ yrs. ______ mos. 

 

Site: _________________________ Phone: ________________________ Fax: ______________________ PID#_____________ 

      

Weight: 

 

Percentile: 

Height: 

 

Percentile: 

Head Circumference: 

(18-23 months only) 

Percentile:  

 

GENERAL APPEARANCE     

General:                     Well-nourished and developed 

Head:                           Symmetrical A.F.:      

                                          Open (_____ cm)   OR     Closed 

Eyes:                             Appears to see       No strabismus                   

Ears:                              Appears to hear 

Nose:                            Passages patent 

Mouth & pharynx:       Normal color and without lesions 

Teeth:                           Grossly normal 

Neck:                            Supple, no masses palpated 

Heart:                            No murmurs, regular rhythm 

Lungs:                            Breath sounds normal bilaterally 

Abdomen:                 Soft, no masses, liver & spleen not 

enlarged           

Genitalia: male:          Normal appearance:      

                                          Circumcised      Uncircumcised  

                                      Testes in scrotum     rt.     Lt. 

Female:                       No lesions, normal external 

appearance 

Extremities:                 No deformities, full rom 

Skin:                              Clear, no significant lesions      

Neurologic:               Alter, moves extremities well 

IMMUNIZATIONS RECEIVED TODAY 

  DTaP   DT   HIB   Hep B 

  TOPV   IPV   MMR   VARICELLA  

NUTRITION 

      Breast milk    yes        no 

  Formula        yes        no 
 
                     __________ oz./feeding, 

                         __________ feedings/24 hours 

Solids: ______________________________________ 

❑ Normal bowel pattern 

❑ Normal sleep habits 

❑ Vitamins/fluoride 

HISTORY  

Drug allergy:  Yes   No                

Passive smoking:                             Yes     No 

SCREENINGS COMPLETED DURING THE VISIT 
 

 TB Risk Assessment Completed 

      Risk Factors not present; TB Skin Test not required 

 TB Risk Factors present (Test #1 or 2 Completed): 

       Date test given: _________      

       1.  Skin Test   Date read Skin Test: ___________ 

                 Results (skin) ________ mm           

                 Interpretation:  Negative    Positive  
 

       2.  Blood Test (IGRAs):  Negative    Positive 
 

       Chest X-Ray (If Positive Test for #1 or 2):  

            Date: __________    Normal    Abnormal 
  

  Lead Test Results:  

      12 m Result Value: __________ Date: ____________ 

       24 m Result Value:  _________ Date: ____________ 

  Anemia Risk Assessment Completed: 

1. Do you ever struggle to put food on the table? 

           No    Yes - If Yes, Hgb/Hct test is required 
 

2. Does your child’s diet include iron-rich foods such 

as meat, eggs, iron-fortified cereals, or beans? 

           Yes    No - If No, Hgb/Hct test is required   
 

  Anemia Risk factors present: 

       Hgb/Hct Test Results: _________   

       *Date: __ /__ /__   *(If different from exam date) 

ANTICIPATORY GUIDANCE             Yes   No  

NUTRITION/PRESCRIPTION RECOMMENDATIONS: 

 

ABNORMAL FINDINGS AND/OR DIAGNOSIS: 

 

 

 

 

 

 

 

NEXT APPOINTMENT SCHEDULED:  

________ /_________ /________   

 
 

___________________________________________    ______________________________________         ____ / ____ / ____    

Print Name of Doctor         Signature/ Official Stamped Signature           Exam Date 

 

Phone: ___________________________________    Fax: __________________________________ 

EHS Staff Only  
 

Date Received: 
 

____ / ____ / ____ 



 



 

 Dental Health Form 
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Patient Information (To be completed by Head Start staff) 
 

 
 

Child’s name                     Date of Birth                                                        FID# 
             
                                                                                                         

Site Name                                                                  Phone                                              Fax 
 

I. Oral Health Care Services Delivered During  Visit (completed by  Dental Professional) 

Date of Exam _______ / _______ / _______                        AND/OR                 Date of Treatment _______ / _______ / _______ 

Diagnostic/Preventive Services Restorative/Emergency Care 
In diagram below Indicate oral condition 

before treatment 

 
Missing Tooth        Decayed      Filled Cavities 
 

 
 

Examination:      Yes   No Fillings                  Yes     No            

X-rays:                    Yes   No Crowns               Yes      No                 

Cleaning:              Yes   No Extractions         Yes      No   

Fluoride varnish:   Yes   No Emergency Care Yes      No     

Dental sealants:   Yes   No Other                  Yes      No 

(specify:)                  Counseling/Anticipatory Guidance 

provided:                      Yes   No 

Oral Hygiene Instructions provided:    

                                       Yes      No 

Comments: 

All treatment completed:  Yes No  

(If “No”, complete section II) 

 

II. Future Dental Treatment Needed (completed by Dental Professional) 

Unable to proceed with treatment             No   Yes – Specify:                  

Child referred to Pedodontist/Specialist:   No         Yes – Specify:                  

Check the procedures needed: 

  Fillings                          Crowns                       Extractions                   Emergency care  

 Other – Specify:                   

More appointments needed for treatment:     Yes       No  

If Yes:  Approximate number of appointments needed: __________       

            Next appointment date: _________ / _________ / ________                                             Time: _____ : _____ 

If no treatment needed or treatment complete, Date of Next Recall: _________ / _________ / ________                                              
 

 

III. Oral Health Provider’s Contact Information and Signature/Official Stamped Signature 

 

Print Name: __________________________________________________              Phone: ___________________________ 

 

Signature/Official Stamp: ______________________________________             Fax: ______________________________ 

 

********   Early Head Start / Head Start Staff Only   ********                                    Date Received: ______/______/_________ 

 



INFANT NUTRITION/HEALTH QUESTIONNAIRE (0-12 months) 

2.6A Infant Nutrition-Health Questionnaire (INHQ) (EHS)/NHA/PY55/05-2020  Page 1 of 1  

 

  
Center-Based:  Complete a NEW FORM twice a year and review/update each form 3 months later. (Total of 4 meetings a year with parent) 

     Home-Based: Complete the questionnaire only when a child does not have a current Well-Baby Exam on file. Review/updates not required. 

 
 

Child’s Name: ________________________________________________________________    Date of Birth: _____________________ 
 

DIETARY HABITS 

1.   Which of the following does your child drink?   

       breast milk     formula: _____________________     breast & bottle     cow’s milk    soy milk    almond milk    

       other _________________    (a) How much milk does your child drink each day and when?  _________________________ 
 

 

2.  Does your child have any food allergies or intolerances?  no    yes    

            *If yes, submit a completed Request for Special Meals and/or Accommodations form to the Central Kitchen 
 

3. Which foods do you give your child?      

Ages 0-6 months: (see question 1)     

Ages 6-8 months:    rice cereal       Iron-fortified cereal     pureed fruits/vegetables        pureed meats or beans       

Ages 8-10 months:  Iron-fortified cereal     mashed fruits/vegetables       teething crackers        bread (small pieces)      

 eggs (well-cooked)     pureed meats/beans       dairy: soft cheese/yogurt     none       other:________________________ 

Ages 10-12 months:  Iron-fortified cereal     cut up fruits/vegetables       teething crackers        bread (small pieces)      

 eggs (well-cooked)     pureed meats/beans       dairy: soft cheese/yogurt     none       other:________________________ 

4.  What is the consistency?   puree      strained      diced/chopped      finger food      whole      other:  _____________ 

5.  When does your child eat and how much? (include times and amount served, like: ‘a handful’ or ‘half of a small plate’)  

Does your child have any special feeding or meal time routines? 

 

INDIVIDUAL DIAPERING PLAN 

6.  How often do you change your child’s diaper?  When does your child usually need a diaper change? 

 

7.  What concerns/instructions do you have about your child’s daily diapering/toileting needs? 

 

SLEEPING PATTERNS 

8.  When does your child usually sleep, and how long are they typically asleep for?   

 

9. What helps your child to fall asleep? 

SPECIAL NEEDS PLAN 

10.  Is your child under the care of a physician right now?    no     yes  condition: _______________________________ 

       *If yes, may require an IHP or Special Diet 
 

11.  Does your child have a diagnosed disability?    no     yes      disability:  _____________________________________ 

Additional comments/updates:  

 

 

 

 

 

Initial Interview 

Parent’s Name: _______________________________        Parent’s Signature: ________________________________     Date: ____/____/____ 

 

Staff Name: ___________________________________         Staff Signature: ___________________________________     Date: ____/____/____ 
 

Review/Update 3 months later (Center-Based Only)      no updates 

Parent’s Name: _______________________________        Parent’s Signature: ________________________________     Date: ____/____/____ 

 

Staff Name: ___________________________________         Staff Signature: ___________________________________     Date: ____/____/____ 



TODDLER NUTRITION/HEALTH QUESTIONNAIRE (13-36 months) 

2.6B Toddler Nutrition-Health Questionnaire (TNHQ) (EHS)/NHA/PY55/05-2020  Page 1 of 1 

     

  
Center-Based:  Complete a NEW FORM twice a year and review/update each form 3 months later. (Total of 4 meetings a year with parent) 

     Home-Based: Complete the questionnaire only when a child does not have a current Well-Baby Exam or Toddler Physical on file. 

 

 

Child’s Name: ________________________________________________________________    Date of Birth: _____________________ 
 

DIETARY HABITS 

1.   Which of the following does your child drink?   
 

       breast milk      formula      breast & bottle      cow’s milk     soy milk      almond milk      other _________________ 
 

(a) How much milk does your child drink each day and when?  __________________________________________ 
 

 

2.  Does your child have any food allergies or intolerances?  no    yes    

            *If yes, submit a completed Request for Special Meals and/or Accommodations form to the Central Kitchen   

 

3. Which foods do you give your child?  

Ages 13-18 months:  Iron-fortified cereal    bread    cut up fruits     soft vegetables     meats/protein: soft meat/beans    

 dairy: milk/soft cheese/yogurt     eggs (well-cooked)    combo food (casseroles)     none       other:_________________ 

Ages 19-36 months:       cereal/oatmeal     cracker/bread/tortilla    fruits      fruit juice      vegetables                              

  meats/protein: nuts/seeds/beans      dairy: milk/cheese/yogurt/whey protein powder     eggs     none                          

  other:_______________________________ 

 

4.  What is the consistency?   

      puree      strained      diced/chopped      finger food      whole      other:  ______________________________ 
 

5.  When does your child eat and how much? (include times and amount served, like: ‘a handful’ or ‘half of a small plate’)  

Does your child have any special feeding or meal time routines? 

 
 

6.  What equipment can your child use?   

      Toddler cup      regular cup      spoon      fork      straw      none 

INDIVIDUAL DIAPERING/TOILETING PLAN 

7.  How does your child communicate that they need a diaper change or to use the potty? 

 

8.  What method(s) are you using to teach toileting skills to your child?                     N/A, child is potty trained 

 

9.  What concerns/instructions do you have about your child’s daily diapering/toileting needs? 

 

SPECIAL NEEDS PLAN 

10.  Is your child under the care of a physician right now?    no     yes  condition: ___________________________________ 

       *If yes, may require an IHP or Special Diet 

11.  Does your child have a diagnosed disability?    no     yes      disability:  _____________________________________ 

Additional comments/updates: 

 

 

 

 

 

Initial Interview 

Parent’s Name: _______________________________        Parent’s Signature: ________________________________     Date: ____/____/____ 

 

Staff Name: ___________________________________         Staff Signature: ___________________________________     Date: ____/____/____ 

 

Review/Update 3 months later (Center-Based Only)      no updates 

Parent’s Name: _______________________________        Parent’s Signature: ________________________________     Date: ____/____/____ 

 

Staff Name: ___________________________________         Staff Signature: ___________________________________     Date: ____/____/____ 



REQUEST FOR SPECIAL MEALS/ACCOMMODATIONS-MEDICAL STATEMENT 

2.8A Request for Special Meals/Accommodations-Medical Statement/NHA/PY55/05-2020    Page 1 of 1 

1. Print Name of Child 2. DOB 3. Site Name 

4. EHS or HS / FD, PD AM or PM 

5. Print Name of Parent/Guardian 

 

6. Parent/Guardian Phone # 

(         ) 

7. Site Phone # 

(         ) 

8. Print Name of Supervisor 9. Print e-mail address of Site Supervisor 

@neighborhoodhouse.org 
 

 

*For this purpose, a state licensed healthcare professional in California is a licensed physician, a physician assistant, or a 

nurse practitioner. 

The information on this form should be updated to reflect the current medical and/or nutritional needs of the participant. 

 

 

 

 

 
  

 

 

10. Describe the child’s physical or mental impairment affecting meals (i.e. “Allergy to peanuts”):  
 

11. Explain the diet prescription/accommodation to ensure proper implementation. 

12. Check box to indicate food texture for above child: 

                        Regular                        Chopped                        Ground                        Puréed                        

13. Foods to be omitted (i.e. AVOIDED) and the appropriate substitutions (i.e. Foods OK to eat): 

Check the foods to OMITTED: 
 

  fluid milk only 

  cheese and yogurt 

  foods containing dairy products (muffins, rolls) 

  cooked eggs (scrambled, hardboiled) 

  foods containing egg products (muffins) 

  soy products 

  nuts 

  list other foods to AVOID: 

 

        ______________________________________________________ 

 

        ______________________________________________________ 

Check the suggested substitutions: 
 

  fluid milk only 

  cheese and yogurt 

  foods containing dairy products (muffins, rolls) 

  cooked eggs (scrambled, hardboiled) 

  foods containing egg products (muffins) 

  soy products 

  list other suggested food substitutions: 

 

 

        ______________________________________________________ 

 

        ______________________________________________________ 

14. If applicable: List adaptive equipment to be used:  

15. Signature of State Licensed Healthcare Professional* 

 

 

16. Print Name 17. Phone Number 

(          ) 

18. Date 

     /      / 

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its agencies, offices, and 

employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national origin, sex, 

disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA.  
 

Persons with disabilities who require alternative means of communication for program information (e.g. Braille, large print, audiotape, American Sign Language, 

etc.), should contact the Agency (State or local) where they applied for benefits.  Individuals who are deaf, hard of hearing or have speech disabilities may contact 

USDA through the Federal Relay Service at (800) 877-8339.  Additionally, program information may be made available in languages other than English. 
 

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at: 

http://www.ascr.usda.gov/complaint_filing_cust.html, and at any USDA office, or write a letter addressed to USDA and provide in the letter all of the information 

requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by mail: U.S. Department of 

Agriculture Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW Washington, D.C. 20250-9410; fax: (202) 690-7442; or email: 

program.intake@usda.gov. This institution is an equal opportunity provider. 

http://www.ascr.usda.gov/complaint_filing_cust.html
mailto:program.intake@usda.gov


REQUEST FOR SPECIAL MEALS/ACCOMMODATIONS PARENT/GUARDIAN 
 

2.8B Request for Special Meals/Accommodations Parent/Guardian/NHA/PY55/05-2020    Page 1 of 1 

1. Print Name of Child 2. DOB 3. Site Name 

4.  EHS  or  HS  /  FD,  PD  AM  or  PM 

5. Print Name of Parent/Guardian 

 

6. Parent/Guardian Phone #          ) 7. Site Phone # 

(         ) 

8. Print Name of Supervisor 9. Print e-mail address of Site Supervisor 

@neighborhoodhouse.org 
 

 

PARENT/GUARDIAN REQUEST 

COMPLETE THIS SECTION IF SPECIAL MEAL REQUEST IS FOR NON-MEDICAL REASON(S): 

MEDICAL AUTHORITY’S SIGNATURE IS NOT REQUIRED* 

Please note: Our program may not be able to accommodate all requests  

10. Write the reason for the alternative meal/milk option (example: child is vegetarian and does not eat meat): 

11. Choose the alternative meal option:    
 

     Vegetarian = no meat products, but all other food groups including DAIRY and EGGS will be served     
 

                                    Eggs may be served                                       Eggs need to be avoided 
 

     Fluid Milk Substitution = due to dietary needs, a fluid milk alternative is requested (SOY MILK ONLY) 

NOTE: For any other substitution request besides soy milk, a medical authority must complete the 2.8A. 
 

PARENT/GUARDIAN MUST READ THIS STATEMENT: The above listed child does not have a disability, but the parent or legal guardian is 

requesting a fluid milk substitute due to a medical or other special dietary need. This form is not intended to accommodate children 

who drink fluid milk substitutions such as soy milk due to taste preferences. The child care agency has the discretion to select a 

specific brand of milk substitute since acceptable products must meet specified nutrient requirements. Juice cannot be offered as a 

fluid milk substitute for children with medical or special dietary needs that do not rise to the level of a disability. This written statement 

will remain in effect until the end of the current program year. Child care agencies participating in federal nutrition programs are 

encouraged, but not required, to accommodate reasonable requests. The child’s parent or legal guardian must sign this form.   

It may take at least 3 business days to process your above request, select an option to occur as it is processed: 

12.     My child may attend and be offered the regular meals while my request is being processed. 

          My child will not be attending until I am notified that my request is approved. 

13. Signature of Parent/Guardian* 

 

 

14. Print Name 15. Date 

                      /        / 

16. Signature of NHA Staff 

 

 

17. Print Name 18. Date 

                     /        / 
 

U.S. DEPARTMENT OF AGRICULTURE NONDISCRIMINATION STATEMENT 

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its 

agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating based 

on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or 

funded by USDA. Persons with disabilities who require alternative means of communication for program information (e.g. Braille, large print, 

audiotape, American Sign Language, etc.), should contact the agency (state or local) where they applied for benefits. Individuals who are 

deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at 800-877-8339. Additionally, program 

information may be made available in languages other than English. To file a program complaint of discrimination, complete the USDA 

Program Discrimination Complaint Form (AD-3027), found online at http://www.ascr.usda.gov/complaint_filing_cust.html and at any USDA 

office, or write a letter addressed to USDA and provide in the letter all of the information requested in the form. To request a copy of the 

complaint form, call 866-632-9992. Submit your completed form or letter to USDA by:  (1) Mail: U.S. Department of Agriculture Office of the 

Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410;  (2) Fax: 202-690-7442 (3) E-mail: 

program.intake@usda.gov. This institution is an equal opportunity provider. 

NHA’s Nutrition Services 

Department does not 

serve pork or nuts 

http://www.ascr.usda.gov/complaint_filing_cust.html
mailto:program.intake@usda.gov


 

NHA MEDICATION INTAKE FORM 

2.9 Medication Checklist /NHA/PY55/05-2020  Page 1 of 1 

  

    

Child’s Name: ________________________________ DOB: _____ /_____ /_____ Date: _____ /_____ /_____    

 

Name of Medication: ___________________________ Medication Expiration Date: _____ /_____ /_____ 

 

This form must be completed for each medication that is brought to school. 

 

 

 

 

 

 

 

 

 

Accept medication ONLY if you can answer YES to all of the questions below.  

 

1. Is the Authorization to Administer Medication at School form complete? 
 

(Including: PARENT AUTHORIZATION TO ADMINISTER MEDICATION AT SCHOOL) 

  Yes     No 

2. Are all required signatures completed on the Individual Health Plan (IHP) form?   Yes     No 

3. Does the medication have the original label, and is it in the original box?  
 

(For Over-the Counter Medications: add a label with child’s name and date 

received to the medication, then check “Yes” for this item.) 

 Yes     No 

4. Is the child’s name on the medication? 
 

(For Over-the Counter Medications: add a label with child’s name and date 

received to the medication, then check “Yes” for this item.) 

 Yes     No 

5. Does the dosage and name of medicine match the medication information 

on the Authorization to Administer Medication at School form? 

 

(For Over-the-Counter Medications: refer to the Authorization to Administer 

Medication at School form for dosing instructions and check “Yes” for this item.) 

 Yes     No 

6. Is the medication current and not expired?  Yes     No 

            

 

 

                      

______________________________ ______________________________ ______ /______ /______ 

               Name of Staff                 Signature of Staff                Date 

✓ A staff member must complete this form before the child’s first day of school.  

✓ Medication cannot be accepted by the site until this form is completed. 

✓ The Authorization to Administer Medication at school form must be completed and 

signed by the child’s physician and parent/guardian. 

✓ An IHP is required for all medications to be administered at school. 

 

 

 



Authorization to Administer Medication at School   

2.11A Authorization to Administer Medication/NHA/PY55/05-2020     Page 1 of 1 

    

           

 

Name of Child:  _____________________________________    Date of Birth: __________________________________ 

Site: _________________________________________________   Phone: ( ) __________________________________ 

 
 

MANDATORY: The PHYSICIAN must complete line items 1 - 8. (Missing items may affect child’s program participation) 
 

 

1)   Please List Allergies and/or Medical Condition: _____________________________________________________ 
 

2)   Medication Generic Name 

       (No Brand Names) 

3)  When to take      

       (i.e. Symptoms )   
4)  Dosage AND  

       Frequency 
5)   Possible Side Effects    AND          

        Intervention Instructions  

    

     

    

    

 

6)   Begin Date of Medication: _____ / _____ / _____        7)    End Date of Medication (If applicable): _____ / _____ / _____         

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

8)   Physician Signature/Date and Contact Information (or Official Stamp): 

 

Name (print): __________________________________  

 

Signature: ________________________________    Date: _____ / _____ / _____        
  

Office phone #: (_____) ______________ Office Fax #: (_____) ____________ 

 
Physician/Clinic Address (print): ___________________________________________________________________________________ 
  

 

 

The following is to be completed by the PARENT after the above has been completed by the physician 

PARENT AUTHORIZATION TO ADMINISTER MEDICATION AT SCHOOL 

✓ I hereby authorize school staff to administer the inhaled and/or non-inhaled medication described above to 

my child.  

✓ I understand that the teacher or school staff will administer only the medication described above.  

✓ If the prescription is changed, a new form for parental consent with the physician’s prescription and signature 

must be completed before any school staff will be able to administer the new medication.  

✓ I also understand that the medication label and directions on the label must match the physician’s prescription 

from this form.  

✓ I understand that all medication must be delivered to the site in the original pharmacy container. 

 

Print Name of Parent/Guardian:  First ______________________________    Last ________________________ 

 

Signature of Parent/Guardian ____________________________________    Date _______ /_______ /_______   

 

Parent / Guardian Address: _____________________________________________________________________________________ 

Parent / Guardian Phone number _______________________________________________________________________________ 

 

  

 



Individual Health Plan (IHP) 
This form is valid until end of program year or child transfers to another school 

2.11B Individual Health Plan-IHP/NHA/PY55/05-2020       Page 1 of 3 

    

           

Name of Child:  ______________________________________        Date of Birth: ______________________________ 

Site: _________________________________________________        Date: _____________________________________ 

Parent/Guardian: ____________________________________        Phone: ( ) ____________________________ 

 

DIAGNOSIS OF HEALTH CONDITION/AREA OF CONCERN: (ATTACH ANY DOCUMENTATION OF DIAGNOSIS) 
 

 Heart Disease  Asthma   Seizure Disorder   Kidney Disease   Sickle Cell Disease  

 Diabetes   Other Medical Condition: ____________________________________________________________  

 Allergy - Name all known allergies:_________________________________________________________________ 

 

MEDICATION(S) WILL BE TAKEN:   at School  (                        )  Home only  

Name of medication(s) taken at home & possible side effects: _________________________________________ 

_____________________________________________________________________________________________________ 

 

CHECK ALL PROGRAM AREAS THAT NEED ADJUSTMENT TO ACCOMMODATE CHILD’S HEALTH CONDITION: 

   

 Feeding          Classroom Activities          Toileting          Outdoor Activities         Transportation 

 Other: ____________________________________________________________________________________________ 

 

STAFF RESPONSIBLE:  
  

 Site Supervisor:                                                                          Teacher:       

 Assoc. Teacher:                                                                         Other:      

 

 

I.) For Asthma or Any Condition Requiring Inhaled Medication ONLY        NOT APPLICABLE 

Check known triggers:   

 tobacco          pesticide        animals           cockroaches           cleansers        car exhaust           

 perfume           birds                mold               dust                          cold air            exercise            

 other: _______________________________ 

Typical Signs and Symptoms of this child’s asthma episodes (check all that apply): 

 

 Wheezing     Persistent coughing      Breathing faster       Sucking in chest/neck       Grunting 

 Panting (flaring nostrils)         Restlessness/Agitation   Red, pale, or swollen face     Fatigue 

 Complaints of chest pain/tightness      Dark circles under eyes        Grey or blue lips or fingernails 

 

Note to Staff: Notify parents immediately if emergency medication is required. 
 

Get emergency help if:  

• The child does not improve 15 minutes after treatment and the family cannot be reached. 

• After receiving treatment for wheezing, the child is working hard to breathe or is grunting, is breathing 

fast (greater than 50 breaths/minute), has trouble walking or talking, has sucking in of skin (chest or 

neck) with breathing, is extremely agitated or sleepy, has grey or blue lips or fingernails, has nostrils 

open wider than usual, won’t play, cries more softly and briefly, and is hunched over to breathe. 
 
Staff use only:       No Longer Applicable as of: Date: ___ / ___ / ___ Staff Initials: _____________ 

 

 

If so, see Authorization to Administer Medication 
at School for instructions and possible side effects 



Individual Health Plan (IHP) 
This form is valid until end of program year or child transfers to another school 
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II.) For Severe Allergies Requiring Epipen or Epipen Jr. ONLY                             NOT APPLICABLE 

Typical Signs and Symptoms of this child’s anaphylaxis (check all that apply):  

 

Skin:   Hives   Itchy Rash   Flushed or Pale Skin 

Throat:   Constriction of Airways    Swelling of Tongue or Lips 

Gut:   Diarrhea   Nausea   Vomiting 

Lungs:   Coughing               Wheezing    Trouble Breathing            Cramps 

Heart:   Dizziness   Fainting   Weak Pulse                         Low Blood Pressure 
 

 

Important Note to Staff: 

• Act fast! Symptoms can change rapidly and can be life threatening! 

• Do not depend on inhalers and/or antihistamines in an event of anaphylaxis. 

• Staff must call 911 and the parent/guardian immediately when epinephrine (Epipen/Epipen, Jr.) is 

administered.      
 

Staff use only:       No Longer Applicable as of: Date: ___ / ___ / ___ Staff Initials: _____________ 

      
 

 

III.) Other Health Condition(s) – Name of condition(s):______________________________________________ 

Possible Symptoms Or Behaviors of Concern and Action to take Related To Child’s Health Condition 

Signs and Symptoms Do the following: 

  

  

  

  

  

  

  

 
 

Staff use only:       No Longer Applicable as of: Date: ___ / ___ / ___ Staff Initials: _____________ 
 

 
 

Staff Responsibilities: Site staff will monitor this child for the typical signs and symptoms of this child’s health 

condition. Responsible staff will administer medication only as directed by the child’s physician. 

Responsible staff will ensure that this child is not exposed to any known allergens. Responsible site staff will 

notify the parent/guardian of any concerns regarding this child’s health while they are in school. 

Responsible site staff will notify the parent/guardian when medication is given.  
 

Parent/Guardian Responsibilities: The parent/guardian will monitor this child for the typical signs and 

symptoms of this child’s conditions at home and before they drop their child off at school. If this child is 

exhibiting any of the signs or symptoms of illness, the parent/guardian will keep the child at home. The 

parent/guardian will also inform site staff when medication has been given at home and if the child has 

been ill.  

 



Individual Health Plan (IHP) 
This form is valid until end of program year or child transfers to another school 
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STAFF TRAINED AND RESPONSIBLE TO ADMINISTER PROCEDURES AND ACCOMMODATIONS FOR THIS CHILD: 

(Requires at least 2 site staff trained on child’s accommodations and procedure) 
 

 

Print Name ________________________________ Signature ______________________ Date: _________________ 

                   Staff 

 

Print Name ________________________________ Signature ______________________ Date: _________________ 

       Staff 

 

Print Name ________________________________ Signature ______________________ Date: _________________ 

                          Staff 

 

Print Name ________________________________ Signature ______________________ Date: _________________ 

                   Staff 

 

Print Name ________________________________ Signature ______________________ Date: _________________ 

                   Staff 

 

Training was done by:   Parent/Guardian     Other:        

                                                                                                        Indicate title or relationship to child  

 
 

Print Name    __________ Signature__________________________ Date: ____________________ 

 

 

NOTICE OF CHANGE IN STAFF 

Note to staff: This section is utilized only when a change in staff designated to administer required 

procedures has occurred. Parent must be notified of change in staff providing accommodations for child. 
 
 

STAFF TRAINED AND RESPONSIBLE TO ADMINISTER PROCEDURES AND ACCOMMODATIONS FOR THIS CHILD: 

(Requires at least 2 site staff trained on child’s accommodations and procedure) 
  

 

Print Name ________________________________ Signature ______________________ Date: _________________ 

                   Staff 

 
Print Name ________________________________ Signature ______________________ Date: _________________ 

       Staff 

 
Print Name ________________________________ Signature ______________________ Date: _________________ 

                          Staff 

 
Print Name ________________________________ Signature ______________________ Date: _________________ 

                   Staff 
 

 

Training was done by:   Parent/Guardian        Other: _________________________________________ 

                      Indicate title or relationship to child 
 

 
Print Name          Signature__________________________ Date: ____________________       

 



Parent Consent for Application of 

 Diaper Rash Cream or Sunscreen Medication at School  
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Site: _____________________________________________________   Date: ____________________________________ 

 

Name of Child:  __________________________________________ Date of Birth: _____________________________ 

Parent/Guardian:     _______________ Phone: (          ) ___________________________ 

 

 

I hereby authorize school staff to apply  diaper rash cream  and/or  sunscreen to my child. 

   

Product name: __________________________________________ Product Expiration Date: ___________________ 

I have used this product previously without any adverse reaction to my child’s skin. 

 

✓ Application begin date:   ______ /______ /______    End date: ______ /______ /______   

 

✓ List possible side effects of the diaper rash cream or sunscreen: 

______________________________________________________________________________________________ 

 

✓ Parent Instructions for applying diaper rash cream or sunscreen:   

Diaper Rash Cream:     when rash is present      with every diaper change  

 other: ___________________________   

Sunscreen:  before going outside  other: ____________________________________________________ 

 

✓ For medical or other reasons, do not apply sunscreen to the following areas of my child’s body:  

          _______________________________________________________________________________________________ 

 

 

Print Name               Signature                        Date:                 

                   Parent/Guardian 
 

Print Name               Signature                        Date:                 

                                      Staff 
 
 

Print Name               Signature                        Date:                 

                                      Staff 

 

 

 

 

 

 

 

 

 

 

A new consent form is completed every school year or when product is changed. 
 

Each application of diaper rash cream or sunscreen must be documented  

on the medication treatment log. 

 



Parent Consent for Application of 

 Diaper Rash Cream or Sunscreen Medication at School  
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NOTICE OF CHANGE IN STAFF 

 

 

 

Name of Child:                       Site:           

   

 

 

STAFF RESPONSIBLE FOR APPLICATION OF DIAPER RASH CREAM OR SUNSCREEN ON THIS CHILD: 
(Requires at least 2 site staff to be responsible) 

  

 

 

Print Name               Signature                        Date:                 

                                      Staff 
 
 

Print Name               Signature                        Date:                 

             Staff 
 
 

Print Name               Signature                        Date:                 

                                      Staff 
 
 

Print Name               Signature                        Date:                 

             Staff 

 

    
 

 

 

 

 

Parent/guardian has been notified of change in staff for application of diaper rash cream or sunscreen 

on this child. 
 

 

 

Print Name               Signature                        Date:                 

                   Parent/Guardian 
 

 

 



PARENT-HOME VISITOR AGREEMENT 
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Child Name:      ____________________             DOB:                 

Welcome to the Early Head Start/Head Start Home-Based Program! 

 

Home visits occur once a week in your home. Home visits are 90 minutes in length.  

Your home visits will occur on: _________________________________________________.  

Please let your Home Visitor know if you need to change the date/time of your weekly home visit. 

A new agreement form will be signed each time we adjust your designated date/time. 

Socializations occur twice a month and provide an opportunity to interact with other children and 

families.  

Home visits and socializations cannot be held with anyone besides the parent/guardian. Babysitters, 

friends or other relatives may attend the home visits and socializations, but they do not take the 

place of the parent/guardian. 

The Home Visitor will: 

• Conduct home visits and socializations. A monthly calendar will be provided of when these 

events will take place.  

• Work together with you to plan activities for home visits and socializations.  

• Coordinate services for your child and family, including education, family services, health, 

nutrition, mental health, and disabilities services as needed.  

• Reschedule home visits if the child is exhibiting challenging behaviors and/or is uncooperative 

with parents’ help. 

The Parent/Guardian will:  

• Actively participate in the entire home visit each week, provide input and help plan 

socializations, and attend socializations twice a month.    

• Make sure that there are no distractions during the home visit (for example, turn off all 

televisions, radios, and/or cell phones). 

• Keep pets in another room or outside.  

• Work with the Home Visitor to develop home activities to do between home visits and talk 

about how things went during the next home visit. 

• Implement positive parenting strategies if your child exhibits challenging behaviors during the 

home visit.  

• Inform the Home Visitor if you or your child is ill. If there is a contagious disease in the home, the 

Home Visitor will conduct home visits once the illness has been resolved. 

Cancellations and Rescheduling 

If you need to cancel a home visit, you must contact the Home Visitor at least 24 hours before the 

scheduled home visit. Rescheduling of home visits is based on availability. 

If three (3) consecutive home visits are missed or there are a total of four unexcused absences, then 

you will meet with the Home Visitor and Supervisor to discuss whether the Home-Based program is the 

best program option to meet your family’s needs at this time.   

  Parent received a copy of “A Parent’s Guide to the Head Start Home-Based Program Option.” 

  Parent received a copy of the “Parent Pledge.”  

  Parent watched Home-Based program video on ECLKC (www.eclkc.acf.hhs.gov).  

 

By signing this form, I acknowledge that I am in agreement with the expectations outlined above. 

Parent/Guardian Signature:          Date: ___________________                            

Home Visitor Signature:                                                                 Date: ___________________ 

http://www.eclkc.acf.hhs.gov/


ACUERDO ENTRE LOS PADRES Y EL VISITANTE DEL HOGAR 
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Nombre del niño: ______________________________________ Fecha de Nacimiento:      

 

¡Bienvenidos al Programa Basado en el Hogar de Early Head Start/Head Start! 
 

Las visitas del hogar son programadas una vez por semana con una duración de 90 minutos (1½ hr.)  

Sus visitas tomaran lugar el:         .  

Por favor informe al visitante del hogar si usted necesita cambiar la fecha/hora de su visita semanal. Se firmará 

un formulario nuevo del acuerdo cada vez que ajustemos su hora/fecha designada.  

Las socializaciones ocurren dos veces al mes y ofrecen la oportunidad de interactuar con otros niños y 

familias.  

Las visitas del hogar y socializaciones no se pueden llevar a cabo con nadie más que con el padre/tutor. Las 

niñeras, amigos, u otros parientes pueden asistir a las visitas del hogar o socializaciones, pero no pueden ser 

suplentes. 

El Visitante del Hogar va a: 

• Conducir las visitas del hogar y socializaciones. Le proporcionara un calendario mensual de cuando 

estos eventos tomaran lugar. 

• Trabajar con usted para planear actividades para las visitas en el hogar y socializaciones. 

• Coordinar servicios para su niño y familia, incluyendo educación, servicios familiares, salud, nutrición, 

salud mental, y necesidades especiales, como sean necesarios. 

• Re-agendar la visita del hogar si el niño está exhibiendo un comportamiento desafiante y/o no 

coopera con la ayuda de los padres.  

El Padre/Tutor va a: 

• Participar de forma activa durante toda la visita de cada semana o el transcurso de toda la visita 

semanal, aportará y ayudará a planear las socializaciones; y asistirá a la socialización dos veces por 

mes. 

• Asegurar que no exista ninguna distracción durante la sesión por ejemplo televisión, radio, teléfonos 

celulares. 

• Mantener las mascotas en otra habitación o fuera de la casa. 

• Trabajar con su visitante del hogar para desarrollar actividades a desempeñar en casa durante el 

periodo de ausencia entre cada visita, y platicar en la próxima visita de cómo le fue. 

• Implementar estrategias positivas de crianza si su niño exhibe comportamientos desafiantes durante la 

visita.  

• Informar a su visitante si su niño está enfermo. Si hay una enfermedad contagiosa en su hogar, el 

visitante continuara con sus visitas al hogar una vez que se haya contenido la enfermedad. 

Cancelación y Reprogramación de visitas: 

Si usted necesita cancelar o reprogramar una visita, usted necesita comunicarse con su visitante del hogar 24 

horas antes de la visita programada. La reprogramación de la visita está basada en la disponibilidad del 

visitante. 
 

Si falla a la visita domiciliaria 3 veces consecutivas o hay un total de 4 ausencias injustificadas, entonces 

tendrá que reunirse con la visitante de su hogar y supervisora para discutir si el Programa Basado en el Hogar 

es la opción del programa más adecuada para satisfacer las necesidades de su familia.   

  El padre recibió una copia de “Una guía para el padre de la opción del Programa Basado en el Hogar” 

  El padre recibió una copia del “Compromiso de Padre” 

  Los padres de familia vieron en ECLK el video del Programa Basado en el Hogar 

 

Al firmar este formulario, reconozco que estoy de acuerdo con las expectativas del Programa Basado en el 

Hogar que se han señalado anteriormente. 

 

Firma del Padre/Tutor: __________________________________________________Fecha___________ 

 

Firma del Visitante del Hogar: __________________________________________Fecha___________ 



AUTHORIZATION TO RELEASE INFORMATION 

AUTORIZACIÓN DE PADRES PARA DIVULGAR INFORMACIÓN 

Authorization to Release Information/NHA/PY55/05-2020                                                                                                                                            

 
___________________________________________    __________________________________     ____________________ 

Child / Niño                                                             Date of Birth / Fecha de Nacimiento   Center / Centro 

 

_______________________________________________        ________________________     _______________________ 

Parent / Guardian Name / Padre / Tutor Nombre        Phone # / Teléfono #             Work # / Trabajo # 

 

______________________________________     _______     ________________________     _________________________ 

Address / Domicilio                                        Unit #        City / Ciudad                         ZIP Code / Codigo Postal 
 

Requesting Records from: 
 

________________________________________________________________ 

Name of Releasing Doctor, Dentist or Agency / 
Nombre del Doctor, Dentista o Agencia que Proveerá la Información 

 

_____________________________            ____________________________ 

            Phone # / Teléfono #                 Fax # / Numero de Fax 
 

________________________________________________________________ 

Address / Domicilio 
 

Record Requestor: 
Neighborhood House Association 

(Early Head Start / Head Start) 

5660 Copley Drive 

San Diego, CA 92111 

 

______________________________________ 

Phone # / Teléfono # 
 

______________________________________ 

Fax # / Numero de Fax 

 

To release any / Para dar cualquier información:  
 

 Medical / Medica                           Psychological / Psicológica                     Educational / Educacional  
 

 Other records / Otro: ___________________________________________________________________________________ 

                                           Specify Requested Record(s) / Especificar Archivo(s) Solicitados 
 

Requested records will be used for the following purpose(s) / 

La información se utilizara con el siguiente propósito: 
 

 To individualize the program to meet the child’s needs /  

Individualizar los servicios para satisfacer las necesidades del niño  

 

 To determine placement / Determinar colocación   

 

 Other/Otro: ___________________________________________________________________________________________ 

 

I consent to an exchange of information between these two agencies. I understand I will receive 

a copy of this consent upon request. I have the right to withdraw this authorization at any time. / 

Yo doy mi consentimiento para intercambiar información entre estas dos agencias. Yo entiendo 

que recibiré una copia de este consentimiento a pedido. Tengo el derecho de retirar esta 

autorización en cualquier momento. 

 

Parent/Guardian Signature / Padre/Tutor Firma: ________________________________________________________ 

 

Relationship to child / Parentesco con el niño:  ________________________________________________________ 

 

Staff Signature / Firma del Personal: _______________________________   Date / Fecha:  _____ /_______/______ 
 

Release of information is only valid for the current program year. / 

Esta autorización es válida solo por el año actual del programa 







PROGRESS NOTES 
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Child’s Name:                                                     Date of Birth: 

  
Site/Classroom: Teacher/Home Visitor: 

  
 

 Enrollment        Health/Nutrition       Family Partnerships       Education       Disabilities        Mental Health 

DATE RECORD YOUR CONTACT OR WORK DONE HERE 
 PRINT FIRST INITIAL AND 

LAST NAME 
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