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DISTRICT OF COLUMBIA UNIVERSAL HEALTH CERTIFICATE

Part 1: Child's Personal information Parent/Guardian: Please complete Part 1 clearly and completely & sign Part 5 below.
Child’s Last Name: Child's First & Middle Name: Date of Birth: Gender. Gce/ETnicy. White Non-HisSpant F e
oM pF [7Hispanic 7 Asian or Pacllic der [7Other
Parent or Guardian Narme: Telephone: Home Address:
g Home 7Cell £3Work.
Emergency Contact Person: Emergency Number: City/State (i other than D.C.)
gHome pCell gWork
School or Child Care Faciilty: O Medicaid g Private Insurance 7 None T
Name/ID Number
Part 2: Child's Health History, Examination & Recommendations Health Practitioner: Form must be fully completed.
DATE OF HEALTH EXAM: WT oLes HT OIN BP: PRSI NML | Body Mass Index ™
OKG ocMm o CABNL | (BMI)
%,
HGB /HCT Vision Screening 0O Glasses Hearing Screening 0 Device
(et forpuser scyes e 4 O Referred O Referred
Right 20/ Left 20/ 0O Attempted Pass Fail O Attempted
HEALTH CONCERNS: REFERRED or TREATED HEALTH CONCERNS: REFERRED or TREATED

Asthma =] =] O Referred O Under Rx Language/Speech (=] OYES | O Referred O Under Rx

NO YES NONE
Seizures =] O O Referred O Under Rx Development/ =] OYES | O Referred O Under Rx

NO YES Behavioral NONE
Diabetes [m] =] 0 Referred O Under Rx Other =] O YES | O Referred O Under Rx

NO YES NONE
ANNUAL DENTIST VISIT: Has the child seen a DentistDental Provider within the last year? O YES O NQO O Referred O Fluoride Varnish Date:

A. Significant health history, conditions, communicable iliness, or restrictions that may affect school, child care, sports, or camp.
[ NONE [0 YES, please provide details:

B. Significant food/medication/environmental allergies that may require emergency medical care at school, child care, camp, or
sports activity.
0 NONE [ YES, please provide details:

C. Long-term medications, over-the-counter-drugs (OTC) or special care requirements. [ NONE O YES, please provide details.
(For any medications or treatment required during school hours, a Licensed Health Practitioner’s Medication Plan or Medication
Authorization Order should be submitted with this form).

Part 3: Tuberculosis & Lead Exposure Risk Assessment & Testing:

TB RISK ASSESSMENTS T HIGHS | Tuberculin Skin Test | ONEGATIVE | I TST Positve Fisath PraciBoner: POSITIVE
(TST) DATE: 0O POSITIVE 0 CXR POSITIVE evaluation, For questions, call T.B.

oLow S TRERTED Control:_202-698-4040
LEAD EXPOSURE RISKS LEAD TEST DATE: RESULT: Fuih Prociionar: AL evls s b epored 1 OC Ciood Lood

Part 4: Required Licensed Health Practitioner’s Certification and Signature
OYESONO mmmmmmammmmmmmmnmwm

this form. nmammmdﬂmnmmnmmdm“uwmm
except as noted above.

O YES £ NO This athlete is cleared for competitive sports.

O YESCINO Age-appropriate health screening requirements performed within curvent year. If no, please explain:

lghopemﬁmmma@nhgnedﬂmmmﬂaeﬂyloﬂ:mmmaﬂhﬂwmfmmWstnnwlhmych'ssaﬁod,ohidm.cauw.orappmprfatsDCGmmmenmgmcy. in
addition, | hereby andogmotharﬂmmmssdwd,kunwbmswmwnummmmrkbﬁthwmmsundorDCstf?-w?. excepl for
i arte ind wennndninn armee s o il mieenaddiet
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DISTRICT OF COLUMBIA UNIVERSAL HEALTH CERTIFICATE

Diphtheria, Tetanus, Pertussis (DTP,DTaP)

[DT (<7 yrs.)/ Td (>7 yrs.)
Tdap Booster

Haemophilus influenza Type b (Hib )

Hepatitis B (HepB)
Polio (IPV, OPV)

lMeldea, Mumps, Rubella (MMR)

(Chicken Pox Disease History: Yes [0 When: Month Year

Verified by: (Health Practitioner)
Name & Tits

lmmmmmmawmmmmmammw(muumm
Diphtheria: {__) Tetanus: {__) Pertussis: (__) Hib: (_) HepB: (_) Polio: (__) Measles: (_) Mumps: (_) Rubelia: (__) Varicella: (__) Pneumococcal: (__)
HepA: (__) Meningococcal: () HPV: (_)

Reason:

This is a parmanent condition {___) or temporary condition (___juntl ___ [/ .

| Signature of Licensed Health Practitioner Print Name or Stamp Date

lmmmmmmmmmdm(Cheﬁtalmalnpply&amdnmwol’mnrmms)
Diphtheria: () Tetanus: (__) Pertussis: (__) Hib: () HepB: (_) Polio: () Measles: () Mumps: (__) Rubella: (__) Varicella: (__) Pneumococcal: (_)

HepA: (__) Meningococeal: () HPV: (_)

Signature of Licensed Health Practitioner Print Name or Stamp Data




* )\ DISTRICT OF COLUMBIA
e K OFFICE OF THE STATE SUPERINTENDENT OF

& EDUCATION

DIVISION OF EARLY LEARNING
Licensing and Compliance Unit

AUTHORIZATION FOR CHILD’S EMERGENCY MEDICAL TREATMENT
(Update Annually)

If my child ~_,bornon / / , becomes
ill or involved in an accident and I cannot be contacted, I authorize the following hospital or physician to
give the emergency medical treatment required:

Hospital:

Address:

or:

Physician: M.D. Telephone No:

(Area Code)
Address:

1 give permission to , located at
Name of Facility or Caregiver

, to take my child for treatment.

I accept responsibility for any necessary expense incurred in the medical treatment of my child, which is not covered
by the following:

Health Insurance Company:

Name of Policy Holder: Relationship to Child:

Policy Number: Coverage:

Medicaid Number: State: ODC OMD QOVA

Child’s known Allergies or Physical Conditions:

Parent/Guardian Signature: Relationship to Child:
Address:
Telephone No:
Home Business Cell Phone
Date: Date Updated:
Month/Day/Year Month/Day/Year

Place in child’s folder/record.

K10 First St NE Ath Flnar Wachingtan DC 20007 s Phane: (2021 727-1839 TTY: 711 & asce de onv



ol S DISTEE)OF COLUMB?U RINTENDENT OF
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0 Special one time permission for this activity only O Blanket permission for all given activities

L, parent/guardian of
Name of Parent/Guardian
give my permission
Name of Child
for my child to

participate in the following activities:

Trips in the van/automobile (facility or parent - owned)

Explain planned activity - where and when

Field trips away from the facility

Explain planned activity - where and when

| understand that the facility will use the appropriate child restraint devises and abide by all District of Columbia
safety rules when my child is transported in a vehicle. The facility will also notify me each time that my child
participate in an activity that would involve transportation.

In addition, if the facility has planned activities outside the fenced area of the facility,
O 1 will allow my child to play outside the fenced area; or

O I will not allow my child to play outside the fenced area.

This authorization is valid from / / to / /

Parent/Guardian Signature Date Signed

PLEASE KEEP A COPY IN THE CHILD’S FILE.

10 Eirct &t NF 4th Flnnr Wachingtan NC 20002 « Phane: (2021 727-1839 TTY: 711 » nsse dr env
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DISTRICT OF COLUMBIA
OFFICE OF THE STATE SUPERINTENDENT OF

EDUCATION

REGISTRATION RECORD FOR CHILD RECEIVING CARE AWAY FROM HOME

Child: Sex: [ Male [] Female
Last Firsi ML,
Date of Birth: Home #: Language Spoken At Home
Home Address:
Number Sirest Apt# Sinte 7P
Parent: Home #
bast Firs e Business #
Home Address:
Number Street Apt.t State zp
Business Address:
Number Strect Apt. # State ¥Ald
Parent: Home #
Tan e LR Business #
Home Address:
Number Street Apt. # State AL
Business Address:
Number Streat Apt. ¥ State 7P
Relative or Guardian: Home #
Last First M.L Business #
Home Address:
Number Stroct Apt # State zip
Business Address:
Nusmber Streer Apt. 4 State zip

Person to be contacted in case of an emergency (other than parent/guardian):

Relationship to child:

Last First ML
Address:
Number _ Sireet AL Siaie i ~ Thone I
Designated individual authorized to receive child at end of session:
Last First ML
Last First M.L
Lust First M.l
==
Signature: Relationship to child: Date:
e —_—— =
TO BE COMPLETED BY THE FACILITY
Date of Admission:

Date of Withdrawal:

Reason:




dated medication authorization form that is received by the

DISTRICT OF COLUMBIA

OFFICE OF THE STATE SUPERINTENDENT OF

EDUCATION

Pursuant to Title 54, Chapter 1 of the District of Columbia Municipal Regulations (DCMR), Section 153.1;“A Licensee shall not
administer medication or treatment to a child in care, with the exception of emergency first aid, whether prescription or non-
prescription, unless: parental permission to administer the medication or treatment is documented on a completed, signed, and

Licensee before the medication or treatment is administered or a

licensed health care practitioner has approved the administration of the medication and the medication dosage."”

Pursuant to Title 5A, Chapter 1 of the District of Columbia Municipal Regulations (DCMR), Section 153.5,"4 Licensee shall
maintain a medication log, on a form approved by OSSE. Each time medication is administered to a child, a staff person shall
enter the date, time of day, medication, medication dosage, method of administration, and the name of the person administering
the medication in the medication log.

Part I: To be completed by the parent/guardian and child’s physician:

I do hereby give permission to to administer the following
Name of Facility
prescribed medication to my child born on
Name of Medication Time/Frequency Dosage Effective Dates
From:
To:
From:
To:
Signature of Physician Date
Signature of Parent/Guardian Date

Name of Medication

Date Time Given

Reactions

Staff
Initials

PLEASE PLACE A COPY IN THE CHILD’S FILE.

K10 First St NF 4th Flanr Washinotan DC 20007 « Phane- (2021 727-183Q TTY- 711 « nsse dr env




\” primary care provider, dental provider, and type of dental insurance. If the child has no dental provider and is uninsured, then
PEPARTMENT OF HEALM | pleasc write “None” in each box.

District of Columbia Oral Health (Dental Provider) Assessment Form

Parent/Guardian Instructions: *
Part 1: Please complete all sections including child’s race or ethnicity. Please indicate the ward of your home address, list

Part 2: By signing this section the parent or guardian gives permission to the dentist or facility to share the oral health
information on this form with the child’s school, childcare, camp, Department of Health, or the entity representing this
document. All information will be kept confidential. This form will not be completed without parent/guardian signature. The
parent/guardian must sign, print and date this part.

Part 1: Child’s Personal Information (to be completed by the parent/guardian)

Child’s Last Name: Child's First & Middle Name: Date of Birth: MMmDYYYY | Gender: School or Child Care facility:
OM [ F| Grade:
Parent/Guardian Name 1: Telephone 1: Home Address: Ward:
CHome [ Cell [ Work
Parent/Guardian Name 2: Telephone 2: Emergency Contact: Telephone:
OHome Ocett O Work

Race Ethnicity: [ White Non-Hispanic ] Black Non-Hispanic [ Hispanic [J Asia or Pacific Istander [ Other

Primary Care Provider (Medical): Dentist/Dental Provider: Type of Dental Insurance:
] Medicaid []Private Insurance [J None [JOther

Part 2: Required Parent/Guardian Signatures

Parent/Guardian Release of Health Information:
1 give permission to the signing health examiner or facility to share the health information on this form with my child's school, childeare, camp, or Department of Health.

PRINT NAME of parent/guardian: SIGNATURE of parent/guardian: Date:

Dental Provider Instructions:
Part 3: Indicate Circle Yes or No in finding column. For Yes, please explain in Comments Section,
Part 4 Indicate whether the child has been appropriately examined and if treatment is complete. If treatment is incomplete, refer patient for follow up care.

Dentist must sign, date, and provide required information.

Part 3: Child’s Findings and Parent Recommendations (please indicate in finding column)

Findings Comments
Gingival inflammation
Plaque and/or calculus
Abnormal gingival attachments
Malocclusion
Treated Dental Caries
Untreated dental caries Ocheck box if Urgent

Sealants on permanent molars

Cleft lip and palate

CONFIDENTIAL FORM

Preventative services completed What kinds of preventative services were completed?

[Irrophy Fluoride [ oml Hygiene

Part 4: Final Evaluation/Required Dental Provider Signatures

This child has been appropriately examined. Treatment [ Jis completed [] is not completed [Junder treatment [ refused tremtment [ no necessary.
The child has ongoing [] urgent [T] non-urgent treatment needs and is under treatment [T by me or [Jhas been referred to:

DDS/DMD Signature: Print Name:
Address: Fax; Phone: Date:
District of Columbia Health Certificate:

This Form repiaces the previous version of the District of Columbia Oral Health (Dental Provider) Assessment Form used for entry into DC Schools, all Head Start programs, Childcare providers,
camps, all school programs, sports or athletic participation, or any other District of Columbia activity requiring a physical exsmination, The form was approved by the DC Department of Heaith and
follows the American Academy of Pediatric Dentistry (AAPD) Guidelines on Mandatory School-Entrance Oral Health Examination. AAPD recommends that a child be given an oral health exam
withinn 6 months of eruption of the child’s first tooth and no lster than his or her first birthday. The DC Depariment of Health recommends that children 3 years ol age or older have an oral health




