Department of Human Resources
311 W, Saratoga St.
Baltimore, MD 21291

Issuance Date: May 18, 1998

Effective Date: Immediately

Control Number: FIA/OPA #98-47

TO: DIRECTORS, LOCAL DEPARTMENTS OF SOCIAL SERVICES
DEPUTY/ASSISTANT DIRECTORS FOR FAMILY INVESTMENT

PURCHASE OF CARE ADMINISTRATORS
FAMILY INVESTMEN?‘ SUPERVISORS/ELIGIBILITY STAFF

FROM:  LINDA £R, EXECUTIVE DIRECTOR, CCA

KEVIN N, EXEGUTIVE DIRECTOR, FIA

RE: AVAILABILITY Ol/ TH FORMS FOR REGULATED CHILD CARE AND
EDUCATIONAL BROCHURES

PROGRAMS AFFECTED: PURCHASE OF CARE
ORIGINATING OFFICE: OPD / CHILD CARE ADMINISTRATION

SUMMARY:

Federal Regulations under the Child Care & Development Fund require States to provide
comprehensive consumer education material to customers to increase the level of understanding

about the features and importance of quality regulated child care. In Maryland one method the
Child Care Administration uses to comply with this requirement is through the distribution of the

educational brochure “Making The Difference For Your Child: Choosing Regulated Care in

Maryland.” The brochure is available in English and Spanish and provides customers with tips on
selecting and locating a regula_ted provider.

Additionally, a Purchase of Care (POC) workgroup consisting of representatives from
local departments of social services, child care providers, advocates and others has been meeting
since July to examine POC income guidelines and other programmatic issues. At the last meeting,
it was suggested that local departments give out the health forms that a parent will need to enroll
a child in regulated child care. The local department representatives and providers that were
present at the meeting felt this would be helpful in giving customers time to have the forms

completed before enrolling their children.

The Child Care Administration (CCA) conducted surveys of local departments to
determine the number of health forms, and brochures needed (English and Spanish). Local
departments that choose to place an initial order or to continue to provide these forms and
brochures after the initial supply is exhausted may do so by contacting Donna Wiltshire, Chief
Administrative Services in CCA. Her number is (410) 767-7799. '



ACTION REQUIRED:

1. The foilowing heaith forms shouid pe given to custemers, who choose regulated or
licensed care, during the initial interview:

a. Emergency Card DHR/CCA 1214,
b. Emergency Care Plan DHR/CCA 1280,
c. Health Inventory DHR/CCA 1215,
d. Maryland Immunization Certificate Form,
e. Lead Paint Screening - Health Inventory Addendum
2. During the initial application for POC case managers should give every POC

applicant a copy of “Making the Difference For Your Child: Choosing Regulated Care in

Maryland” and note the distribution on the case summary sheet.
EFFECTIVE DATE: Immediately.
Questions may be directed to Pamela Evans at (410) 767-7845 of the Child Care Administration.
cc: Lynda G. Fox '

FIA Assistant Directors
POC Administrators



- MARYLAND DEPARTMENT OF HUMAN RESOURCES
Child Care Administratdon

HEALTH INVENTCRY

CHILD'S PERSONAL RECORD FOR
CHILD CARE CENTERS, FAMILY CHILD CARE HOMES, AND
NON-PUBLIC NURSERY SCHOOLS AND KINDERGARTENS

ADDENDUM

Under Maryland law, a child under six years of age who is admitted to child care must have
appropriate screening for lead poisoning. Parents or guardians must submit evidence of this
screening to the child care provider within 30 days of admission to care.

To be completed by a HEALTH PRACTITIONER

CHILD'S NAME BIRTH DATE

has received appropriate screening and/or testing for lead poisoning.

Signature of Health Practitioner Date
Address . Phone
City : State Zip Code
Name of Parent or Guardian Date
Address ‘ Phone
City . State Zip Code

PLEASE RETURN THIS COMPLETED FORM TO:

Name of:
(Child Care Center, Family Child Care Home, School)
Address: |
Street
City ‘ State Zip Code
ATTENTION:

£TRNNE PADLL A4AV DT MIMNAYL 124 TEM A S ATPPRPTAL



MARYLAND DEPT. OF HEALTH AND MENTAL HYGIENE MARYLAND DiMUNIZATION CERTIFICA?
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CHILD'S NAME
LAST FIRST M
SEX: MALEQO FEMAIEQ BIRTHDATE
MO. DAY YR.
COUNTY SCHOOL GRADE
PARENT NAME PHONE NO.
OR
GUARDIAN  ADDRESS CITY wr
m e S e e
. RECORD OF IMMUNIZATION
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. MODAYAYR MODAYYR | MODAYYR | MODAYYR MODAYAR | Do MODAYTR MODAYAR | MODAYAR | MODA'

2 2
Veneaa T DR VAX CTREXVAX iyl
3 e MODAYTR MODAYYR | WMODAYAR | MDAl
4 L
R i
RN — : _ S
© Wovd fust vendonsion of immnrscy vd dom may be mamed i vy of mesinetion du -u..._u‘:’-—cﬁ—-'-uur NP clinenss Gus 10wy Se eotves 2 isw o
PHYSICUAN, TO THE BEST OF MY KNOWLEDGE,  Signed , .
HEALTRH OFFICIAL, THE VACCINES LISTED ABOVE WERE Tide (et sigmacurs awc vt
i

SCHOOL OFFICIAL, ADMINISTERED AS INDICATED.

OR DA
Y CARX PROVIDER Date
mmmmgmm&qu”muwmw) _

IhﬂﬁyuﬁﬂhhMMd&hdﬂdhﬂhl@WunW&
Signed

Parest or Guardiag
COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM IMMUNIZATION ON MEDICAL
TIONS THAT HAVE BEEN RECEIVED SHOULD BE ENTERED ABOVE.

RELIGIOUS GROUNDS. ANY IMMUNIZA

Date

MEDICAL CONTRAINDICATION:
MWM&md&mmhM&uMR&mmWﬁMaWmem
This is « parmanent condition 3 temporary condition O until _ '

MODAY/YR
Mmmh&mw:)mdm
Physician or Health OfSicial
o the parent/guardian of the child identified above, Bmofmybmﬁdcnﬁgimubcheﬁmdpmdca,hbjectwmymw
2g given to my child.
Signad__ Date

Parent or Guardian
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Immumization Scheduie)

SLLOMMINDYD SCHEDUY ADBREVIATIONS
A= Yacgine DTaP - Diphtheria and tetanus toxoids with
Birth HBV accliuiar pertisgis vaccine
2 mos. DTaP, Palic, Hib, HBY Polio - Polio vaccine, oral or injectable
4 mos, DTaP, Polio, Hib MMR - Measles, mumps, and rubella cambined vaccine
6 mos. DTaP, Hib, HBV Hib « Haemophilus influenzae type b vaccine
12 mos. MMR #1, Palia, Varicells A (Vacoins schediuie may vary depanding aa the smdactores
15 mos. - Hib,DTeaP HBV - Hepatitis B vaccine
4-6 yr3. . Peolio, MMR #2, DTaP Varicella - Chickenpax vaccine
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MARYLAND DEPARTMENT OF HUMAN RESOURCES

MEDICAL ENMERGENCY PLAN
THE HEALTA CARE PROVIDER CCMPLETES THIS FORYM IF CHILD HAS A MFDICAL CONDITION THAT MAY REQUIRE EMERGINCY CAS
AS RECTIRED TY COMAR 07.04.02.35.
Child’s Name: Date of Birth:
Medical Probiem(s):
Allerpies/Reacti
EMERGENCY INSI'RI_ICI'IONS:

A) Sigaw/dympeoms © look for:

» Whea sigus/symptosss appesr do this:

TO PREVENT INCIDENTS:

DHR/CCA 1230 (797) Side |

OTEER SPECIALIZED MEDICAL/HYGIENE PROCEDURES THAT MAY BE NEEDED:

COMMENTS:
Piyeision Sigeanun. Piysisian Puns Nember.
Pysrton Nems (Prims. Sigmase of Pesa/Ganiion.

DHR/CCA 1230 (7/92) Side 2



Child's Name

: EMERGENCY INFCRMATICN ;
FOR CEILD CARE CENTEIRS, FAMILY CHILD CARE HOMES, »
NON-PUBLIC NURSERY SCHOOLS AND XINDERGARTENS g

R R I T R D D T o R

BimthDate____ EnrolimentDate

Hrs. & Days Of Expecied Attendance

Child's Home Address
SueevApt. # City Swate Zip Code Tewepe
Mother's Name
Last First
Mother's Employer or School
Busincss Address
Street Cay State Zip Ca
Business Telephone Hrs. of Work Days Off
Father's Name -
Lan First
Father's Employer or School
Business Address : .
Sieet Ciry Stase Zip Co
Business Telephone Hrs. of Work Days off
Name of Person Other than Pa:éms Authorized to Pick up Child
Lau First Reisuonship t
Address
SireevApL # Ciry State Zip Code Telepix

DHR/CCA 1214 (Revised 3/95) Side 1

When parents cannot be reached, list at least one person who may be contacted to pick up the child in an emerg,

1. Name
: = — Telephone
Address _
StreevApL # City Stme Zip Cou
2. Name
— — Telephone
Address -
StesVApL. # City Stae Zip Con
3. N
ame — — Telephone
Address
StresvAp. § Ciy Stme Zip Cx
Child's Physician or Source of Heaith Care » ' Telephone
Address
Street Caty Sume Zp Cod

In EMERGENCIES requiring immediate medical attention, your child will be taken to the NEAREST HOSPITAL EMERG
ROOM. Your signature authorizes the responsible person at the child care facility to have your child transported to that hospit

Signature of ParenvGuardian

UPDATES: (InitiaisiDate)

DHR/CCA 1214 (Revised 3/93) Side 2



MARYLAND DEPARTMENT OF HUMAN RESOURCES
Child Care Administration

HEALTH INVENTORY

CHILD'S PERSONAL RECORD FOR
CHILD CARE CENTERS, FAMILY CHILD CARE HOMES, AND
NON-PUBLIC NURSERY SCHOOLS AND KINDERGARTENS

Child's Name: Birth Date:
Last First Midcie
Name of ParenvGuardian: Relatonship:
Home Address:
Street City State Zip Code
Home Telephane:
v Parent/Guardian:

Evaychﬂdshouhhanmedialmddennlhal&mvisimpaiodiaﬂyﬁomb&ﬁmagel& Even healthy children should see a doctor
dentist at regular intervals. mwmwmmwmmmmwwmmmmywchﬂd
of communicable disease. '

Maryhndlawreqnixsywtombmitpmofofage-lppmpﬁmhnmnninﬁonsontheMmyhndhnmuninﬁonCetﬁﬁa:e(DHMHS%)tomew
home, or school. This must be done before your child can be admitted.

‘This form requests heaith information from you (Part I) and from your child's Health Practitioner (Part II). The section you complete will be hel|
to the Heaith Practitioner in his evaluation of your child,

IfismythaxywakopmvidehfmnionforFGmDHR/CCAlzm This is the Emergency Information Form for Child Care Centers, Fan
Child Care Homes, and Non-public Nursery Schools and Kindergartens.

PLEASE RETURN THIS COMPLETED FORM TO:

Name of:

Child Care Canter, Family Child Care Home, School

8



PART I: CHILD'S INFORMATION

To be completed by PARENT/GUARDIAN

'PORTANT: COMPLETE PART I BEFORE THE HEALTH PRACTITIONER EXAMINES YOUR CHILD. TAKE T,
FORM WITH YOU TO THE HEALTH PRACTITIONER.

PLEASE CHECX CORRECT ANSWERS TO THE FOLLOWING QUESTIONS IN COLUMNS ON T
RIGHT. Explanation, if needed, can be given in the space provided for "REMARKS".
YES NO

1. Are you concerned about your child's geieral health {eating, sieeping habits, posture, teeth, skin, menstruation,
weight, bowellbladder, eic.)?

2. Does your child have any eye probiems (difficulty seeing, crossed eyes, frequentty reddened or watery eyes)?
Date of last eye examination: — Doctor's Name:
Results:
Does your child wear giasses?

Contact lenses?
3. Does your child have any ear or hearing problems (frequent earaches, difficulty hearing, etc.)?

Date of last hearing evaluation —_—d Doctor's Name:
Resuits:

Does your chijld use a hearing aid?

4. Does your child have any speech probiems (difficulty having speech understood, scammering, delayed speech
+ development, erc.)? ' -

Does your child have any allergies? If YES, please state what kind of allergies:
B Mymmmmmmmmqwmmm?n_mmmm

(a) Dosdziscondiﬁmmquhemyspeddhalthweinthechﬂdmfacﬂityorschod?

®) Hsymchﬂdmivedwﬂuaﬁomwﬁchmﬁhlpthechﬂdmmﬁdermwhuhm&ﬁnghw
heaith ar educational needs? If YES, give details under “Remarks”
(¢©)  Does your child require any adaptive equipment?
7. Doywhanmabanymchﬂfsbehavhrwmodoml‘nu-behgwmmecﬁhmmidea
school shouid know about? If YES, give details under "Remarks”.
RMRKS(CIarﬁy«_my'YES’mwm):

I GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART Il OF THIS FORM. I UNDERSTAND IT I
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH AND EDUCATIONAL NEED IN DAY CARE OR SCHOOL.

Please All in if child is school are:

I give my permission to School 1o release
Name of Schoot Narmne of Chid

health information to

mammmwwmmwww

. +TEST THAT INFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE ANL
BELIEF.

‘S-i;namm of Parmnt/linardian



PART II: MEDICAL EVALUATION

To be completed by a HEALTH PRACTITIONER
CHILD'S NAME:
Pesitive

Negatve

Date of this child's most recent tuberculin test: / /. . Result
2 This child has the following which may significantly affect his/ber child care or educational experience:

COMMENTS
2 Vision problem Cyes Onwo
b. Hearing problem Ovyes Ono
C. Speech or language problem Olyes Ono
d. Other physical illness or impairment Clyes Owo
e. Mennl emotional or behavior problems [JYES  [INO
f. Developmental delays Clvyes Cno
8. Allergies Ovyes Ono

Significant physical findings, comments and recommendations:

3. Ihischﬂdhsahulthcondiﬁonwhichmyrequhemoremexgcncyacﬁonwhﬂenchﬂdwdschooh —YES ——NO

Please specify (e.g., seizures, bee sting allergy, diabetes, etc.):

. Recommendations:
4. mmﬂdeuahmmeﬁammmbhmmwmwthMmachﬂdcatefaahtyorschool.
— YES ——NO  IfYES, please specify:
Thischilquuiresamodiﬁeddialndlaspecialfeedingm — YES —NO
" - K YES, please specify:
ANSWER THE FOLLOWING QUESTIONS ONLY IF RELEVANT:
6. Hchﬂdmﬁﬂypmﬁdmhaﬂmofdaymmmwhtmshouﬂbeﬁmmdmm:omithis/hermds?

7. Does child's physical activity need tobe restriced? ___YES  ___NO
If YES, specify: ’
8. Does this child require any specialized treament? ___YES ___ NO
K YES, specify:
9. Does this child require any adapive equipment (Braces, cruiches.e2)? ____YES  ____NO
If YES, please specify type: :
Special instructions for use:
10.  Additional comments:

ucted a physical examination of the above-named child on and find that he/she IS / IS NOT medically ciesred to amer
care or school. (Date) (Circie one)

C )
Name of Heaith Practitioner (Please Print) . Telephone Number

Signanure of Heaith Prartitinnse



PART III - ADDITIONAL COMMENTS

This page is to used by child care personrei to record signs of illness or accidents observed by the staff and to record when the T
"as notified.

« may be used to reccrd reasons for absences and other informaticn related to the child's hezith starus.

Wrinten recommendaticns by health practiticner or parents following absences may be attached to this record.




