Country Child Care

Enrollment Packet (packet 2)
In order to complete your child’s enrollment, the following forms and payments must be made:

1) Give the center your information and when you will be starting.

2) Put down the deposit/enrollment fee to hold your child’s spot: 

a. $50 for 1 child/$65 for 2 or more

3) Complete this packet and the packet labeled “Please Sign and Return” with the enrollment agreement on back.

a. Medical Record For All Children In Day Care Facilities Form 

b. Child Health Assessment Form
Very Important: 

Physical and Shot Records must be on hand by the first day. No exceptions. Your child will not be allowed to attend until this obtained.  
c. Authorization For Emergency Medical Care Form

d. Enrollment & Income Eligibility Form For Child Care Facilities Form

e. Meal substitutions for Allergies or intolerances, your child’s allergy form must be signed by a doctor.
Check your child’s immunizations to see if they are up to date. If not you will be expected to make an appointment immediately if behind. 
KDHE REQUIRED AGE FOR IMMUNIZATIONS

KDHE requires the following immunizations for children at our center:
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HepB: Protects against hepatitis B
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DtaP: a combined vaccine that protects against diphtheria, tetanus, and pertussis.

Hib: protects against Haemophilus influenzae type b (is not the “flue” vaccine)

PCV: protects against pneumococcal disease

Polio: protects against polio, also known as IPV

Rota: protects against infections caused by rotavirus

Influenza: protects against flu (SEASONAL)

MMR: protects against measles, mumps, and rubella

Varicella: protects against chicken pox.

HepA: Protects against hepatitis A
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MEDICAL RECORD FOR ALL CHILDREN IN CHILD CARE FACILITIES AND FAMILY DAY CARE
HOMES, INCLUDING PROVIDER’'S OWN CHILDREN
Parents are to complete the Medical Record and the History of Immunizations for each child in registered family day
care homes or licensed child care facilities. The Medical Record, History of Immunizations, and Child Health
Assessment are transferable when the child moves to another licensed child care facility or family day care home.

Child’s First Day in Child Care_

Child’s Name.

Name of Child Care Facility.

Date of Birth, Gender

First Last

Parent/Guardian Information
Name,_

IM/DD/YYYY M/F

Parent/Guardian Information
Name,_

Home Address

Home Address

Street city Zip Code Street city Zip Code
Home Phone Number Home Phone Number
Work Address, Work Address,

Street city Zip Code Street city Zip Code

Work Phone Number
Cell Phone Number.
E-mail Address

Work Phone Number
Cell Phone Number.
E-mail Address

Best way to contact,

Names and ages of children in family

Best way to contact,

Persons authorized to pick up the child or to notify in case of emergency. Include name, address, and telephone number.

Attach an additional page, if necessary.

Childs Physician

Phone Number.

Child’s Dentist.

Phone Number.

Hospital Preference (for emergencies),

1. Has your physician approved the use of any non-prescription medications for your child such as acetaminophen,
cough syrup, or ointments that can be given by the child care provider? ___No __Yes, as follows:

2. Does your child have any of the following conditions? Please answer yes or no.

Allergies
Asthma

Epilepsy/Seizures Other.

Frequent sore throats/colds
Speech, Visual, Hearing

Ear Aches
Diabetes

If yes answered to any above, please provide additional information.
3. Have there been major changes at home that might affect your child in care?

No__Yes, as follows:

4. Please provide additional information or special instructions that will help the person caring for your child.

Signature of Parent/Guardian

Date:,
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Country Child Care, Inc.


404 West Irma


Maize, Ks. 67101


(316) 722-4500 Telephone


(316) 722-9131 Fax





Country Child Care





Leave Blank








Country Child Care





Names and Birth DATES of children in family:_________________________________________________________________





Persons authorized to pick up the child or notify in case of an emergency:


Name: ______________________ Number:_____________________ Address_____________________State______City__________Zip________


Name: ______________________ Number:_____________________ Address_____________________State______City__________Zip________ Name: ______________________ Number:_____________________ Address_____________________State______City__________Zip________





Child’s Physician’s Name: ______________________________       	Number: _________________________





Child’s Dentist’s Name: _______________________________       	Number: _________________________








Indefinite 











X                                                                 X











Parent Full Name : ___________________________________________


Home Street Address: ______________________________________


Home:   City:_______________ State: ______________Zip:_________


Home Phone Number: ______________________________________


Work Address: ______________________________________


Work:   City: _______________ State: ______________Zip:_________


Work Number: ____________________________________________


Cell Phone Number: ________________________________________


Email: ___________________________________________________


Best Way To Contact:              Home           Cell             Work




















Hep. A’s first immunization should be given by 12 month’s of age, then the second immunization given six months from the first immunization. 





Country Child Care, Inc.


 Telephone             (316) 722-4500


 You can FAX to: (316) 722-9131





Country Child Care Staff St











Country Child Care, Inc. 			15505-006 – 002565-003																																		1























Indefinite 





Parent Full Name : ___________________________________________


Home Street Address: ______________________________________


Home:   City:_______________ State: ______________Zip:_________


Home Phone Number: ______________________________________


Work Address: ______________________________________


Work:   City: _______________ State: ______________Zip:_________


Work Number: ____________________________________________


Cell Phone Number: ________________________________________


Email: ___________________________________________________


Best Way To Contact:              Home           Cell             Work





Child’s Name:____________________________________


                                     First		Middle		Last











