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c ILD HEALTI.I REPORT
(5s coDE SS327O.131, 3280,131 AND 3290,131)

s

o

o
(L

0,

6
0-

CHILD'S NAME: (LAST)

Onfe Of BIRTH,

cHrLD cARE nAeiury rualae:

D I authorize the child care staff and my .f,tfat f-)"utt

PARENT'S SIGNATURE:

to communicate directly if .;

This form may be updated by a health
NOT OMIT O*" 

'll. Initial and date any new data. The child care facilify needs a copy ofth€ form.H EALrtr H r sro Rym.i Tr N-E N rtr NONE ROUTINE CHILD

DESC-RIBEALLMEDICATM
cHrLD RECETvES sHouLD BE DocuMENTio u,r rirr rvll

ILD RECEIVES AND THE.HE 
CHILD REQU]RES EMERGENCY NTOICNI- CENI, A#NCI ADDITIONAL SHEETS ]F NECESSARY.

cHrLD-'s aLLERGirs tErscnreE;iF;ffifN NONE

rrsr_nruyurn@iEi6
DESCRTBE THE pLAN FoR cARE rHnr sr-rouLo rir'ioi
EQUIpMENT AND PROVISIOT ron rnrncrr,icresN NONE

ytTI?F? T51) FOR THE CHILD, INCLUDING INDICATIOI.I OiSPiLiEf TMiNING REQUiRED FOR STAFF,

INY.o.URASSESSMENT,I._THEGTS-A-E.IFEIIR:ffi
CON4MUNICABLE DISEASES?
tr YES tr NO IF NO, PLEASE EXPLAIN YOUR AN

]N CHILD'O*U OAO

149 rH E cn to nEEErvE6TrL AG=;Fp6mE-
ScREENINGS LrsrED rN THE RourrNE parvrr.rirvr
HEALTH cARE s ERVTcES cu RRENTLy nrco r,r N rr,ioE o
BY THE AMERICAN ACADEI!4Y oe peorarnrcsz rdEi-SCHEDULE AT WWW.MP,ORG) I -

trYEStrNO

"aao.'.r 
ta tra *E

i,Xi#iliy;1,,T#g5yi.l",Tpy"?:::1,..?{Sil.-+1e_rrylniadiconii#EilanoIXtffi ""ouraerenRAls,rupuiariorvsciR,ili:riliHHlfi ,;Hil;HTii?ffi i*
(subjective until age 3)

(subjective until age 4)

RECORD DATES OF IMMUNIZATXONS OR ATTACH A PHOTOCOPY OF THE CHILD,S IMMUNIZ/ATION RECORD

MEDICAL CARE PROVIDER:
SIGNATURE oF PHYSIcIAN@

LICENSENUMBER: re

cD 51 09/08



. CHILD'S NAME BIRTH DATE

ADDRESS

MOTHER'S NAME/LEGAL GUARDIAN HOME TELEPHONE NUMBER

E.fulAILADDRESS MOBILE TELEPHONE NUMBER

ADDRESS

BUSINESS NAME BUSINESS TELEPHONE NUMBER

ADDRESS

FATHER'S NAME/LEGAL GUARDIAN HOME TELEPHONE NUMBER

E.MAILADDRESS MOBILE IELEPHONE NUMBER

ADDRESS

BUSINESS NAME BUSINESS TELEPHONE NUMBER

ADDRESS

EMERGENCY CONTACT PERSON(S) NAME I relrpuoNE NUMBER WHEN CHILD rs rN CARE

t

PERSON(S) TO WHOM CHILD MAY BE RELEASED NAME ADDRESS TELEPHONE NUMBER WHEN CHILD IS IN CARE

NAME OF CHILD'S PHYSICIAN/MEDICAL CARE PROVIDER TELEPHONE NUMBER

ADDRESS

SPECIAL DISABILITIES (lF ANY) ALLERGIES (INCLUDING MEDICATION REACTIONS)

MEDICAL OR DIETARY INFORMATION NECESSARY lN AN EIvIERGENCY SIIUATION MEDICATION, SPECIAL CONDITIONS

ADDITIONAL INFORMATION ON SPECIAL NEEDS OF CHILD

HEALTH INSURANCE covERAGE FoR cHrLD oR MEDrcALAsstsrANcE BENEFTTS POLICY NUMBER (REOPIRED)

OBTAINING EMERGENCY MEDICAL CARE ADMIN. OF MINOR FIRST . AID PROCEDURES

WALKS AND TRIPS SWlMtvllNG

TMNSPORIATION BY THE FACILIry WADING

PERIODIC REVIEW

EMERGENCY CONTACT PARENTAL CONSENT FORM
55 PA coDE CHAPTERS 3270.12a@)(b), 3270.181 & 182, 3280.124(a)(b), 3280.181 & 182,3290.124(a)(b),3290.181 & 182

SIGNATURE OF PARENT OR GUARDIAN DATE

03891 A

SIGNATURE OF PARENT OR GUARDIAN

ORIGINAL

DATE

cY 867 - 1/93

PARENTS SIGNATURE IS REQUIRED FOR EACH ITEM BELOW TO INDICATE PARENTAL CONSENT



AGREEMENT

55 PA CODE CHAPTER$ 3270,123 &'181(C), 9280'123 &'181{cl; 3290'123 &'181(o}

DAY PAYMENT TO

'1, the parent/guardian;

n r€ceived complete written program information at the time of enrotiment. 19 3ZZO.lZl,
LJ szgo.121, g2go.12 1.)

r-1 aoree to uodate the emerqencv contact/parental consent form information whenever
L-l ctanges oicur or every 6- mohtns at a minumum, (5 3270,124, 3290.124, 3290.1241

----- sIGNAilFE;FARENT oh GUARDIAN DArE

DATE OF WITHDRAWAL

03892A

SIGNATURE.PARENT OR GUARDIAN DATE

cY 321 - 12199



l

i

APPLICATION FOR. DAY CARE SERVICES .dT THANI(FUL I,EARNING CENTER, INC"
i

I.{AME OF CHILD BIRT}I DATE

ADDRESS

MOTHER'S NAME OR LEGAL GUARDIAN FATHER,'S NAME OR LEG4\L GUARDIAN

MOTHER'S HOME ADDRESS TELEPHONE NO _ HOME

MOTHER'S BUSINESS ADDRESS TELEPHONE NO - BUSINESS

FATHER'S HOME ADDRESS TELEPHONE NO - HOME

FATHER'S BUSINESS ADDRESS TELEPTIONE NO - B{JSINESS

NAME AND ADDRESS OF PERSOI..I TO BE CONTACTED IN EMERGENCY
(if parents not available)

TELEPHONE NO

NAME AND ADDRESS OF CHILD'S PHYSICIAN OR SOURCE OF MEDICAL CAR,E TELEPHONENO

SPECIAL DISABILITIES (IF ANY)

ANY SPECIAL MEDICAL OR DIETARY INFORMATION NECESSARY FOR MANAGE
ALLER.GIES, MEDICATIONS, OR SPECIAL COT.IDITIONS

ENT IN AN EMERGENCY SITUATION

ANY ADDITIONAL INFORMATINO ON SPECIAL NEEDS OF THIS CHILD

HEALTH INSURANCE COVERAGE FOR CHILD UI\DER FAMILY INSURANCE POLIq
BENEFITS (IF APPLICABLE)

R OR, MEDICAL ASSISTANCE

SIGNATURE OF PAR,ENT OR GUARDIAN DAT E OFAPPLICATION

PARENT OR GUARDIAN EM,dIL ADDRESS



Child and Adult Care Food Pnogram

child Gare Genter Meal Benefit lneome Eligibility Form

Paft 1.

Name

All Household M.e:nbers

of Enrolled Child{ren):

CHECK
IF NO INCOMENames of all household members

/trire* I\rlir{dlrr- lnif ial- Last)

CHECK IF A FQSTE
RESPONSIBILITY C

oR couRT)
- IF ALL CFIILDREN
FOSTER CHILDREI
OI/:NI -rUIQ trNPilI

aH ul-1lLU \ 1iltr Ltr,\rAL
)F A WELFARE AGENCY

LISTED BELOW ARE
\, SKIP TO PART 5 TO

nr

Ir I
nlIr

NAME: 

-

CASE NUMBER: __
-- i : ::!:::::; ^: ^ :::::::;:; ;;;;i;;h; ;;;;;;i;G [;;;;clEll l'Your cgntgr

assistancel'

provide the name and'case numbeifor *re peiion who receives neneiits,"it'no one reelireg theee benefits, skip to part 3'

RunawaytrMigrant tr

- \r-., *..-{ a^tt ,,- k^r^, *rralr and hnur nffon

Paft 3. lf any Child yOU afe applying iof lS nomelessr rnlgtarrt, ur a rurraw(1v, vr rv!

iiru"toi, Hometess Liaison,'ltlilgiant eoordinator at Phone #l Homeless tr

Part 4, Total H ousenolq !rlPtq-l lcome-I{Ju lJIuDf lEll qa 
'rvvv 

t'rqvrr srrs r'!

B'Cr6;lncome and how often lt was received

A, Name
(List only household members with
income)

i, Earnings from work
before deductions

2, Welfare, child supPort,
alimony

g. Pensions, retirement,
$ocial SecuritY, SSl, VA
benefits

4. All Other [ncome

(Example)
Jane Smith $200/weeklv $1S0/twice a month $100/monthlv $/

$__t--- $_-/- $/_
$

$ /_="_- $--/- $, /
$ I

$ /_ $/ $-/--$/
$_i._ $. / $/

$ I

$ $i. $/

Print Name:

Phone Number:

State Zip Code:

I I do not have a Social Security Number

t sign)

An adult household member must sign this form, lf Part 3 is completed, the adult signing the form must.also list the last
'four 

digits of his or rrei 
-sociar 

seJurity Number or mark ttre "i Jo not huru a soiiat Security Number" box' (see

priva"V"rct Statement on the back of this page')

t ceftlfy that att information on this form is true and that att incotne iy reO.o!71'i1n!.?':j,7'.! thatthe center or day care home

witt get Federatfunds basea on the inrormatii t giio, t unders.tand,thdt cecrp officidts may verify the information' I

understand that if I purposety give fatse intormati;n, the participant receiving meals may /ose {he meal benefits, and I may

be prosecuted.

Sign Here:

Address:

City:

Last four digits of Social Security Number:

ethnic and racial identities
+-
MarX one or more racial-iOentMark one ethnic ide



Child and Adult eare Food Program
ehild Enrollment Form (SamPle)

Sponsor/eentet. rur*e

ENROLLMENT FgRM FOR CHILDREN IN CHILi) CARE (SAMPLE)

ThisdocumentdoesnothavetobecomptetedforchildreninEmergeqcy.shelters,outsideschoolHours,and/orA!-Riskprograms' 
ltisrecommendedtohavenew

CACFp Annu?l Enrollment Forms completed each year during tt," giui"r,otu Eligibility Application r.n"*ut period, Review completed enrollment form and enter the

effective date in lower right hand section' 
.^,^ caarr oy^dy.s r.a.Fo\ ah.r ,ride more nuilitlous meals for your

pARENTST ThlsinstltutionparticlpatesiiltheChildandAdultCareFoodProgram(CACFP) andreceivesreimbursementtoprol

child(ren), Federal cAcFp regulatlons require all parents and guardians to complete a cAcFp Annual Enrollment Form when enrolling thelr chlld(ren) and again evety

yeariheieafter. rhis informition will help ensure all children recetve appropriate meals duringtheir cate,

Please all areas to include slgning and 3ame,
TIM!S N

MrAi,s;REtEtve o
FUtL NAME OTTNROLLED CHITO

(tnclude Elrth 0ate/AgB
DAY$.OP WSEK:IN

AT.I,ENDANCT,

TIME:IN IIME OUT ltME.CHllD Ai.iEflDs
seHooL

AM PM
,iIME ar,4 fil TIME I.EAVES

CENTgR

Rii{ueNs
TO,CENIER

FIRsT CHITO E Mo$pAY
fi ruusoeY
E wtotttsoeY
E rHunsoaY
E TRIDAY

E SATUBDAY

E suHoaY

tr 98€AKFAsr

B A,M, sNAc(

tr LUNCH

tr P,M.sNAc(

tr SUPPEB

tr EVENINGSNAcK

NA($E

Oth€r

Enrollment Datei- Wlthdr3yal Datel

BIRTH OATg

AGE

FUTL NAMT OFIEN(OTIED 6HItO
(lnrlude okth D€t€/Ago

DAYS.OF.WEEK.IN
ATTENDANCE

,.AT,TEND$ DUI

MfAlsrBEeelvlD
TIM['IN :TIME OU? . scHoot

tne fit
PM TIME .PM TIMT TEAVES

CENTER

RETURNS

'TN 11ENIER

stcoN0 cHlL0 fl so/ne os Above

E MoNoAY
E TUESOAY

E W€DNESDAY

E THURSDAY

E FRIDAY

E SATUROAY

E SUNOAY

-ti

E
E
U
tr
tr
tr

some Meols as Abovc

SREAKFAST

A,M. SNAC(

LUNCH

P,M. SNACI(

SUPPSR

EVENIN6 SNACK

NAME Yes te in careiilferent days/hours

Other;

Enrollment Datei WltFdrawal Daler

BIRIH DATE

AGE

FUtL NAMT.OF ENROTI;gO.CHILD

(lntlude Bhth Dtts/Age
DAYS OF.WgEI(]N

ATIENDANCT

AT-iENDS OURII

MEAIS RSCEIVEp

TIME.IN TIME OUT I TIME CHIID ANENDS

I lq99l-
Some li?lss as Above

AM PM iIME AM PM TIME IgAvEs
CENYEN

NElURNS

TO EENYER

THIRD CHIIO A suna ds Abave

E t*ouoav
N IUESDAY

[] W€DNESDAY

E rtuRsoaY
E rRtpav

E sA'ruBoAY

E SUNOAY

NAlvlE Yes E A,M, SNACK

tr LUNCH

E P,M. sNAcK

E SUPPEE

tr EVENINGSNACK

Olher:

Enrollment Datej Wlthdrawal Dqta

BIRTH DATE

AGE

$lgnature
Telephone Number of Pqrent ot Guqrdldn

Slgnature of Parcnt or Guardlan

cHIL0 CARE RtPR€sENIA'ilVg US! ONLYr

Nqnw of Representolive/slgnolwe oote

The effeetive date can be tnide retroactlve back to the flrut dav the child psrticlpates ir) the CACFP es long at l(occurt it) the salne lnonth lhi5 forln is received'

++*t+ ** F+++ +*+**ai++ * ++ *6+a + *+ ++{ ++ * + n+ s* n n+++*+ + +* + ++ ?* ++*s +},*ir+s+ Ri++ ns:*+* ++++ +*+* * uoi* *u'n**** * + B +* ++*;-+i

ta ueeordanee wkh Federut eivtt tights law and tJ,s, Depqfiment ol Agrleultwe (usDA) ctvlt tlgh$ reguldttons qnd polteles, the usDA, lt$ Agenoles, olflces, and

employees, and lnstltuttons partlctpatlng ln ar administerlng t)SDA programs are prohlblted from dlscrlmtnalligfias€d ory rdce, colar, natlotlsl orlgl& sext

dlsflbtlltyt agq or reprlsal or retallatlon for prlor ctvil rlghts activtty in dny progrum or qctlvlty conducted ot funded by U5OA,

persons with disablllties who requke dlternqtive mean$ of eommuniedtlon for progrqm lnformqtiotl {e,g, Eraille, large pilnt, dudlotdpet Amerledn Slgn Ldnguaget

etc,), should contact the Ageney (state or lacql) wherc they dpplled for beneflts, tndtvtdudls who are deal, hard of hearlng or have spee-ch dlsdbllltles rnqy contdet

usDA through the Fcderat Reldy gervtee ilt {800) 877.5339. Addltlonqtty, progrum lnfotmatlon may be mdde avaltabte tn languages othet thdn Engllsh'

To f 1e a progrdm complatnt of dlscrtmlndtlotit complete the U€Wlrg,g$n.QlggLllltlratlpJLglqtn , (AD'3027)found onllne atl

nttpi/lwwWaugfrusi&geU/grawl&bt-,flllAq:ls.t,lt*I! dnd at qny LISDA ofllce, ot wrlte 6 letter addressedto USDA qnd Ptovtde tn the tetter Ell of the lnlotmdtlon

requested in the form, To request a eopy of the. camptatnt form, cdll (866) 632.9992, Subillit your completed lom or letter to USDA by!

(t) matt: U,S, Depdrtfient of Agrlculture

Sfflce ol the Aislstant secretdry for Clvll Rlghts

1400 lhdependence Avenue, SW

Wdshlngton, D'e, 20250.94fii

(2) fax: (202) 69A'7442i er

(q emalh progrum,lntake@usda'gov,

Thls institution is an equal oppaftunity provider,



TH.ANKFUI., LEAR.NIF{G CENTER, trNC.
3200-02 Ftr. 17th Street

Philadelphia, PA 19140
(21s)226-s544

(215)226-2ss8( Fax)

CWXI RIGI{TS 9OMPI,IANCE
P.AR.ENT',{W.&R.E,NE S S

trn accordance with applicable Federal and State civiX rights }aws and regulatory
nequirements, you and youl" child(ren), as a eXient of this facility, have the niglat:

- To be provided services at this facility and to he r"eferned for services at other
facilities without regard to your race, color, religious creed, disability, ancestry,
natidnal origim, agee or sex"

- To file a complaint of discrimination if you ften you have been discriminated
against on the hasis of'your n'ace, color, religious creed, disability, ancestry,
national origin, age, or sex"

Complaints of discrimination may h,e fiXed with any of the following locations:

Ciff of Philadelphia
Department of Health
and Humam Services
E21 Market Street
Philadelphia, FA L9107

Department of Fublic Welfare
Bureau of Equal Opportunity
R.oom 223, Health & WeXfare Buildimo'
F"0" tsox 2675
tr{arrisburg, P.4. 17105

Thankful Learning Cemter, Inc"
3200-02 N. L7th Street
Philadelphia, P,4. X9140

F,{ Human R,e}ations Commission
Fhinadelphia R egionat CIffice

110 N.Eth Street
Suite 501 ..i.

Ftreiladelpleia, FA 19n07

Bureau of Equra} Opportunity
Southeastern R.egiopal CIf'fice
EOX. Market Street, Suite 5034

Phinadelphia, PA 19107

Farent/Guardian Signature

Director/.{dministrato r Signatune

Date

Date



I G \ Thankful Learning C.enter I Pg. 19 of 19 
I

AGREEMEIIIT to TERMS of CONTRACT

j_ have received a copy of the Parent/Guardian -
Please print

Thankful Learning Center, Inc. handbook on
Date

Agree to the terms and conditions as stated within the guidelines.

Parent/Guardian Director

and

Please Detach arnd Sign



' T'hamkful l,earning Cemfer
. 8200"02 N. XTtl Street

Elhiladelphia, F,A tg140
T'elephoner (2ng 2A6-5544

Fax: (ZlS) ZZ6-ZSSE

February 15,2016

AT'[N; P-arents of Enrolled. child at Thaflkful tearning ceorer

REr use of vaseline ;

Dear Parents;

ltzfu's, Johnnie Lee Witliams, M. .Ed,
Adroinistrator

I, (Print Name) *. give TLC staff the permission to apply
Vaseline to (Print Name)'my ehild shin when needed,

The Thankfi'd Leaq]lg Center (TLC) would.like paronts to sign'che eonsent fonn belgw
ailowing the staff at Thankful Learning oenter to apply Vaseline on your ehiid skin when needed.
The reason forTLC doiag this is beeauso many rnilOon eorne to the eenter eaoh day wittr
extremely dly skin; Dry skin oatl oause children to sometime ssrateh the area of ti.* rf*in *t int,
may oau$o:mors irritation or possible infeetion. Vaseiine is a safo lubrieant that oan bo applied eo
the nkin of ehilclren of all ages without oausing initation or any reastion to the skin, If your ehild
reo,rdres anffiing else other than Vaseline to 'be 

applied to your child's skin, the center wjll need
doeumentation:rrom your ehild's Ped:iatrieia.n 0n nt*, agail TLC thanks you for your ongoing
suppofc and please gives the eonsent fona to the staft'nrimbors in the office.

Sincerely,

Signature Date

*ffi,ffi 
$n

ffi@t ffi{,ffiffitu
g*o..qi.qR. tl{s}th, Itq{fir Strep. f,
FhIroqqB#fg#$mffi4rB


