OHIO DEPARTMENT OF CHILDREN AND YOUTH

. CHILD ENROLLMENT FORM
- THE %M CHILDCARE * =

4 N
Child's Name Date of Birth First Day at Program
Address
City State Zip Code

% 2,
PARENT #1
Parent #1 Name Parent #1 Phone Number
Parent #1 Address [ Same as Child's City State Zip Code
Parent #1 Email Address (if applicable) Parent #1 Cell Phone (if applicable)
Parent #1 Work/School Name (if applicable) Parent #1 Work/School Phone Number (if applicable)

\ >,

PARENT #2
Parent #2 Name

Check here if
Not Applicable

0

Parent #2 Phone Number

Parent #2 Address (] Same as Child’s

City State Zip Code

Parent #2 Email Address (if applicable)

Parent #2 Cell Phone (if applicable)

Parent #2 Work/School Name (if applicable)

-

Parent #2 Work/School Phone Number (if applicable)

PRIMARY EMERGENCY CONTACT #1 (cannot be parent/guardian)

Primary Emergency Contact #1 Name

Check here if
Not Applicable

OPTIONAL EMERGENCY CONTACT #2

(cannot be parent/guardian)

O

Optional Emergency Contact #2 Name

Primary Emergency Contact #1 Phone Number

Optional Emergency Contact #2 Phone Number

Primary Emergency Contact #1 Other number or email address for
emergency contact (if applicable)

Optional Emergency Contact #2 Other number or email address for
emergency contact (if applicable)

My child may be released to this emergency contact

Optional My child may be released to this emergency contact

or an electronic equivalent)

(J No

DCY 01234 (Rev. 7/2026)

[ Yes O No [ Yes (O No
9 J
i Does your child have a chronic health condition or diagnosis that requires the program to: observe or monitor
| symptoms, administer medication, serve medical foods, perform medical procedures, avoid specific
I foods/environmental conditions/activities, or allow a school age child to carry and administer their own medication?
S 7 (O Yes (complete or provide a Health Care Plan, documentation from a licensed physician,

/
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(7 \)

) i

-
Child's Name Date of Birth

\

p
Information on my child’s development: (personal, behavior, patterns, habits, and individual needs, etc.)

O n/a

The following accommodation(s) may be helpful to most effectively meet my child's needs while at the program:

O na
My child will receive specialized/individual services at the program:
[ Yes [:] No

Name of service provider(s) and frequency

O NnA
J

-~

= © EMERGENCY TRANSPORTATION AUTHORIZATION © =

-

The program has permission to secure emergency transportation for my child in the
event of an illness or injury which requires emergency treatment. The emergency
transportation service will determine the facility to which my child will be transported.

The program does not have permission to secure emergency transportation for my
child in the event of an illness or injury which requires emergency treatment.
| wish for the following action to be taken:

= SIGNATURE <

This form should be reviewed 12 months from the date the parent acknowledges
accuracy and receipt of policies and procedures.

PARENT ACKNOWLEDGEMENT OF ACCURACY AND RECEIPT OF POLICIES AND PROCEDURES

By signing this form, | attest that the information is accurate and that | have reviewed and
received a copy of the program'’s policies and procedures (parent handbook).

Parent Signature Date

.

PROGRAM ACKNOWLEDGEMENT OF COMPLETION

By signing this form, | attest that | have reviewed for completeness and that this form
has been signed by the parent/guardian. This form is to be completed prior to the child receiving care.

Program Administrator/Designee Signature Date

& PARENT/GUARDIAN INITIALS DATE OF REVIEW ADMINISTRATOR/DESIGNEE INITIALS DATE OF REVIEW
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