CROWN CARE CONTRACT
BEFORE & AFTER SCHOOL PROGRAM 2024-2025

Child’s Full Name Birthdate Age

Mom'’s Name Phone #

Mom'’s Email Address

Dad’s Name Phone #

Dad’s Email Address

Please sign beside the selected program:

Before School $90/week Signature:
Before School w/ Transportation $105/week Signature:
After School $95/week Signature:
After School w/ Transportation $120/week Signature:
Before & After School $120/week Signature:
Before & After w/ Transportation S170/week Signature:
Home School Half Day Signature:
Home School Full Day Signature:
Aspiring Athletes Add-On: This is an $30/week Signature:
additional fee for sports training

A registration fee of $50/child will be charged upon receipt of this contract.
School Days Out/Closing Policy:

* Please check our Facebook page, website, or WBOC during inclement weather for delayed opening or
closings.

* When schools are closed for the day, Crown Care children may attend our School Days Out Camps at a
discounted rate. The additional cost will be as follows:
School Days Out Camps for child(ren) attending Before AND After Care: $15/full day, $10/half day
School Days Out Camps for child(ren) attending Before OR After Care: $25/full day, $20/half day
Payment Policy:

* Full tuition payments are required regardless of the child’s attendance. There will be no financial refund/credit
of tuition including but not limited to emergency closings, weather related closings, illness, holiday closings, sus-
pension/expulsions, unexpected withdrawals and/or family vacations.



*  Tuition payments are due on the Friday before your child attends. Parents are required to participate in our Tuition Express Program
through Procare which will automatically deduct the tuition from your checking account, savings account, or credit card(3% fee ap-
plied). Payments returned or rejected for uncollected and/or insufficient funds will be assessed a $35 fee, in addition to any bank
charges. Uncollected payments, including fees, must be satisfied before your child may return to care.

*  If early contract termination and/or a change to the contract is required, parent/guardian must complete and submit a Withdrawal/
Change Request Form to Crown Care giving 30 days advance notice. The thirty day advance notice will begin the date the Withdrawal/
Care Change request form is submitted to the Crown Care Director. If prior notice is not given prior to withdrawal, parent/guardian
WILL BE RESPONSIBLE FOR THE FULL TUITION PAYMENT for the next 30 days.

*  Contract will remain in effect for the entire school year, including Christmas and Easter Break.

*  The undersigned promises to pay all costs of collections(40%), including but not limited to court costs, attorney fees(15%), of any
amount due and owing.

| understand and agree to “Payment Policy” stated above. Initial
Sibling Discount:

*A sibling discount will be issued when siblings contract for Crown Care. Discount is applied at the rate $10 per week after one full price
tuition. Each sibling must be registered for both Before AND After Care.

Late Pick-Up Policy:

* Crown Care closes at 5:30pm. If you are late picking up your child, a late fee will be assessed at the rate of $2 for each minute you are
late. This fee will be assessed according to our clocks and your account will be billed on the next business day.

I understand and agree to “Late Pick-Up Policy” stated above. Initial
Personal Belongings Policy:

*  Child(ren) should not bring personal items/electronics to Crown Care. Crown Care/Crown Center LLC will not be held responsible for
lost, stolen, or damaged items (example: |-pads, Phones, Watches, etc)

| understand and agree to “Late Pick-Up Policy” stated above. Initial
Conduct and Discipline Policy:

*  Crown Care/Crown Center LLC are committed to providing a safe and positive environment for all children. To ensure this, children
and parents are expected to immediately report any personal offenses or threatening situations to Crown Care Director. The Code of
Conduct is included in the Crown Care handbook so that children and their families are informed of the behavior expected of all partic-
ipants for the safety, health and happiness of the participants and staff. Disciplinary measures may include: verbal warning, time-out,
loss of special event, phone call to parents, parent conference, suspension and/or immediate dismissal without a refund.

I'understand and agree to “Conduct and Discipline Policy” stated above. Initial

Crown Care reserves the right to cancel this contract at any time with or without prior notice. Initial

By signing below, | acknowledge that | have received a copy of the Crown Care Parent Handbook, Consumer Pampbhlet and Parent’s Guide
to Regulated/Licensed Child Care. | understand and agree to follow the Crown Care Policies and Procedures listed in this contract and in
the handbook.

Child’s Name

Signature of Parent/Legal Guardian

Parent/Legal Guardians Printed Name:

Date
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(hereinafter referred to as the/my “Child")

Child’s Name
EMERGENCY TREATMENT AUTHORIZATION

1, » am the undersigned Parent/Guardian. | expressly acknowledge and agree by signing this Emergency Treatment
Authorization (this “Authorization”) | authorize the officers, directors, members, managers, Agents, representatives, employees and
volunteers of Crown Center, LLC (d/b/a “Crown Care”) (hereinafter “Crown Care”). To act for me (the undersigned Parent/Guardian)
according to their respective best judgement in the event of a medical emergency and/or routine medical care involving the Child. By
signing this Authorization, | hereby expressly waive, release and hold harmless Crown Care and all its officers, directors, members,
managers, agents, representatives, employees and volunteers from any and all liability for: (a) any injury(ies), death or iliness{es)
sustained and/or incurred by the Child while he/she is attending any Childcare Program(s) administered or provided by Crown Care;
(ii) using any facility(ides) maintained and/or managed by Crown Care., including, any facilities caomprising or being a part of “Crown
Center,” located at 28410 Crown Road, Fruitland, MD 21826, or (iii) participating in any activity(ies) or program(s) provided, Managed
or operated by Crown Care or otherwise performed or conducted at Crown Center. By my execution of this Authorization, | expressly
grant permission to all officers, directors, members, managers, agents, representatives, employees and/or volunteers of Crown Care,
any paramedic, or emergency services rescue squad, or any private physician and/or staff of a hospital or emergency health care
facility, to provide or otherwise administer emergency medical treatment and/or routine medical care for my child, if such person(s)
deem necessary. In the case of an emergency involving your Child which requires immediate attention, the Child will be taken to the
nearest hospital emergency room. Your signature below authorizes a representative of Crown Care to have the Child transported to
such hospital emergency room. Any such action will be taken in the best interest of the Child and will be reported to the undersigned
Parent/Guardian soon as possible. By executing this Authorization, | expressly waive and release Crown Center, LLC (d/b/a "Crown
Center”), and all officers, directors, members, managers, agents, representatives, employees and volunteers from any and all liability,
claims, damages, and/or financial responsibility of any kind whatsoever, including, but not limited to any medical expenses incurred
for medical treatment provided to the Child, which arise from any matter(s) relating to or in connection with the Child's participation
or enroliment in any program(s) and/or activity(ies) managed, provided or administered by Crown Center or otherwise conducted or
performed at Crown Center.

SIGNATURE OF PARENT/GUARDIAN DATE

ILLNESS

In the event the Child becomes ill during his/her participation in any Childcare Program administered or managed by Crown Care, you
will be contacted by a Crown Care representative as soon as possible. If You cannot be reached, Crown will notify the Child's emergency
contact regarding the Child's illness. It's your responsibility to arrange for the Child to be picked-up fram the Crown Center premises
as soon as possible. In the event the Child or anyone in the immediate household of the Child develops or is otherwise diagnosed with
a reportable communicable disease as defined by the State Board of Health, You must notify Crown Care within 24-hours or the next
business day in order for the proper action to be taken, except in the case of life- th reatening diseases which You must report
immediately to Crown Care.

SIGNATURE OF PARENT/GUARDIAN DATE
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Child’'s Name

MEDICATION

Only medication prescribed by a Physician will be administered to Child. If the Child needs to take medication during Crown Care
program hours, a Medication Authorization Form must be completed. The Medication Authorization Form includes space for Crown
Care staff to record administration of the medicine. Do not send medications with the Child, Medicine must be provided to a Crown
Care staff member by the Child's Parent/Guardian. All medicines will be kept by Crown Care staff in the designated, locked medicine
box. Children are not permitted to keep medications on their person or in their book bags, lunch box, cubby, or pockets.

SIGNATURE OF PARENT/GUARDIAN DATE

ALL PRESCRIFTION MEDICATIONS SHALL BE IN THE ORIGINAL CONTAINER AND LABELED WITH THE CHILD'S NAME, INSTRUCTIONS,
INCLUDING TIMES AND AMOUNTS FOR DOSAGES AND THE PHYSICIAN'S NAME. ALL NON-PRESCRIPTION MEDICATION SHALL BE IN
THE ORIGINAL CONTAINER AND LABELED BY THE PARENT(S) WITH THE CHILD’'S NAME AND INSTRUCITONS FOR ADMINISTRATRION,
INCLUDING TIMES AND AMOUNTS FOR DOSAGES. WE CANNOT ACCCEPT MEDICATION AUTHORIZATION FORMS FROM THE CHILD'S
SCHOOL OR OTHER PROGRAMS-ONLY THE CROWN FORMS INCLUDED IN THIS PACKET,

SIGNATURE OF PARENT/GUARDIAN DATE

PROGRAM ENROLLMENT AGREEMENT

Carefully read and sign below:

I understand that my child will not be released to any person(s) not listed on the enrollment form. In case of an emergency, an
emergency plan will be followed.
# |understand that my child will not be released to any person(s) who seem(s} to be under the influence of drugs or alcohal.
# | understand that my child must be signed in and/or out daily by myself or my designee
# If my child is experiencing problems in the program a conference will be arranged between the parent, staff and/or
Program Director/Coordinator.

# Crown Care reserves the right to terminate services if it is determined the placement is unsatisfactory.
#  All information provided at the time of enroliment is complete and accurate.
#  False or incomplete information may lead to termination of services,

SIGNATURE OF PARENT/GUARDIAN DATE
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Child's Name

PARTICIPATION WAIVER

|, understand that Crown Center, LLC (d/b/a “Crown Care”) and each and every of its officers, directors, members, managers, agents,
representatives, insurers, assigns, attorneys, contractors, parents, subsidiaries, successors, affiliates, principals, employeas and
volunteers (each a "Releasee”, and collectively the “Releasees”), assumes no responsibility whatsoever for any injury or illness, of any
kind, any athletic activity, sports program, child daycare program, sports class, arcade activity, Clip n Climb activity, laser tag activity,
the use of any equipment or in the performance of any exercise or activity administered or provided by Crown Care or conducted at
the Crown Center facilities located at 28410 Crown Road, Fruitland, Maryland 21826 (collectively the “Released Activities”]. By my
execution of this Participation Waiver, | expressly acknowledge on behalf of myself, my spouse, the Child and all of My SUCCessors,
heirs, representatives and assigns (collectively the “Releasors”), that | assume all risk for any and all injuries and illness which may be
sustained or otherwise suffered by the Child arising from which may result from his/her participation in any of the Released Activities
and, furthermore, | hereby release and discharge the Releasees from any and all claims of injury, illness, death, loss or damage which
my child my suffer or sustain as a result of his/her participation in any of the Released Activities. | HEREBY RELEASE, DISCHARGE,
COVENANT NOT TO SUE, AND AGREE TO INDEMMIFY AND SAVE AND HOLD HARMLESS EACH AND EVERY OF THE RELEASEES FROM
ANY AND ALL LIABILITY, CLAIMS, DEMANDS, LOSSES AND/OR DAMAGES SUFFERED BY OR ON ACCOUNT OF MY CHILD WHICH MAY BE
CAUSED OR ALLEGED TO BE CAUSED IN WHOLE OR IN PART BY THE ACTS OR OMMISSIONS OF ANY RELEASEE(S), INCLUDING ANY
RESCUE OPERATION{S) CONDUCTED, OVERSEEN OR MANAGED BY ANY RELEASEE(S), REGARDLESS OF NEGLIGENCE OR THEABSENCE
THEREQOF ON TH EPART OF ANY RELEASEE. | FURTHER EXPRESSLY ACKNOWLEDGE AND AGREE: IF, DESPITE THIS RELEASE AND THE
TERMS OF THE AGREEMENT SET FORTH HEREINABOVE, THE CHILD (AS IDEMTIFIED ABOVE), OR ANY PERSON(S) ACTING ON BEHALF
OF SUCH CHILD, MAKES A CLAIM AGAINST ANY RELEASEE(S), I, AT MY SOLE COST AND EXPENSE, SHALL INDEMMIFY, SAVE AND HOLD
HARMLESS EACH AND EVERY OF THE RELEASEES FROM ANY AND ALL LITIGATION EXPENSES, ATTORMNEY FEES, LOS5, LIABILITY,
DAMAGE, OR COST ANY RELEASEE(S) MAY INCUR AS A RESULT OF ANY SUCH CLAIM. | EXPRESSLY ACKNOWLEDGE AND AGREE THE
CHILD IDENTIFIED HEREIN ABOVE SHALL BE DEEMED AND OTHERWISE CONSTRUED TO CONSTITUTE A “RELEASOR” OF THE RELEASEES;
NOT WITHSTANDING ANY TERM TO THE CONTRARY SET FORTH IN THIS “PARTICIPATION WAIVER,”

IN THE EVENT OF ANY CONFLICT BETWEEN THE TERMS OF THIS “PARTICIPATION WAIVER" AND ANY OF THE TERMS COMNTAINED
ELSEWHERE IN THIS CROWN CARE REGISTRATION PACKET, THER TERMS CONTAINED IN THIS PARTICIEATION WAIVER SHALL GOVERN
THE UNDERSIGNED MINOR'S PARENT AND/OR LEGAL GUARDIAN, THE CHILD IDENTIFIED HEREINABOVE, AND ALL RELEASEES (AS
DEFINED HEREINABOVE) WITH RESPECT TO ANY AND ALL MATTERS REFERENCED IN THIS FARTICIPATION WAIVER. | recognize that
Crown care will make every reasonable effort to minimize exposure to known risks associated with the Childcare Program({s) managed
and provided by Crown Care. | understand that whether Crown Care is not, nor is any other Releasee, responsible for any personal
property which becomes lost, stolen, or destroyed while Childcare Program participants are using the Crown Center facilities. | hereby
expressly permit and authorize Crown Care to use, without limitation or obligation, photographs and/or film footage of my child's
image or voice for purpose of promoting or interpreting Crown Care programs. BY MY EXECUTION OF THIS PARTICIPATION WAIVER, |,
ON HEHALF OF MYSELF AND ALL RELEASORS, EXPRESSLY ACKNOWLEDGE AND AGREE: | HAVE READ THIS PARTICIPATION WAIVER, |
FULLY UNDERSTAND ALL TERMS CONTAINED HEREIN, | FULLY UNDERSTAND THAT I, ON BEHALF OF MYSELF AND ALL REALSORS, HAVE
GIVEN UP SUBSTANTIAL RIGHTS BY SIGNING THIS PARTICIPATION WAIVER, AND | HAVE SIGNED THIS PARTICIPATION WAIVER FREELY
AND WITHOUT INDUCEMENT OR ASSURANCE OF ANY NATURE, AND | INTEND THIS PARTICIPATION WAIVER TO BE A COMPLETE AND
UNCONDITIONAL RELAEASE OF THE REALEASEES OF AND FROM ANY AND ALL LIABILITY OF ANY KIND WHATSOEVER, TO THE GREATEST
EXTENT ALLOWED BY LAW.,

SIGNATURE OF PARENT/GUARDIAN DATE

PRINTED NAME OF PARENT/GUARDIAN DATE
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Child's Name

REGULARLY SCHEDULED OUTINGS

PERMISSION SLIP

My Child has my permission to participate in the activities listed below transported by
Crown Center, LLC (d/b/a “Crown Care”) staff to the following activities and places:

Arcade located inside of Crown Sports Center

Clip n Climb located inside of Crown Sports Center

Crown Room located inside of Crown Sports Center

Outdoor sport fields located at the North end of Crown Sports Center
Outdoor woods located at Morth of the outdoor fields

All indoor fields and sports court

U R

SIGNATURE OF PARENT/GUARDIAN DATE

PERMISSION TO TRANSPORT FORM

| (Parent/Guardian Printed Name) authorize Crown Center,
LLC (d/b/a “Crown Care”) to transport my child (Child’s Name) to
and from (Name of Child’s School) as

well as field trips, special events and in the event of any emergency, weather or biohazard etc.,
that may occur during the 2024-2025 school year.

Parent Signature: Date:

Parent Printed Name:
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Child's Name

ENROLLMENT MEDICAL NEEDS

Does your child have any health concerns such as:

Allergies YES NO Medication required
Asthma YES NO Medication required
Diabetes YES NO Medication required
Seizures YES MO Medication required
Other Medication required

If you have circled YES to any of these concerns, you will need to complete an action plan. You may obtain the form from our
website, office, or health packet.

SIGNATURE OF PARENT/GUARDIAN DATE

SUNSCREEN and INSECT REPELLENT POLICY

Parent Permission Form
Camp Crown does not provide sunscreen or insect repellent for participants.

e Sunscreen/insect repellent should be applied in the morning before your child
arrives at Camp Crown.

s Sunscreen/insect repellent should be in the original container only.
e Sunscreen/insect repellent must be clearly labeled with the child’s name.
e Sunscreen/insect repellent will be stored in camper’s classroom.
¢ Please make sure the sunscreen/insect repellent you provide has been
used previously on your child with no adverse reactions.
s School age students will reapply their own sunscreen before outdoor activities, if
needed.
e If your child should require assistance applying sunscreen/insect repellent,
you must give permission below.
e Please make sure that you purchase clear spray sunscreen.
¢ Under No Circumstances are campers allowed to apply sunscreen/
insect repellent to another camper.
71 | authorize the staff at Camp Crown/Crown Center, LLC to apply sunscreen/insect
repellent to my child.
' Do not apply sunscreen/insect repellent to my child. This means that you do not
want counselors to help with the application of sunscreen.

Signature of Parent/Guardian Date




MARYLANDSTATE DEPARTMENT OF EDUCATION
Office of Child Care

HEALTH INVENTORY

Information and Instructions for Parents/Guardians

REQUIRED INFORMATION

The following information is required prior to a child attending a Maryland State Department of Education licensed,
registered or approved child care or nursery school:

* A physical examination by a physician or certified nurse practitioner completed no more than twelve months prior to
attending child care. A Physical Examination form designated by the Maryland State Department of Education and the
Department of Health and Mental Hygiene shall be used to meet this requirement (See COMAR 13A.15.03.02, 13A.16.03.02

and 13A.17.03.02).

* Evidence of immunizations. A Maryland Immunization Certification form for newly enrolling children may be obtained from the
local health department or from school personnel. The immunization certification form (DHMH 896) or a printed or a computer
generated immunization record form and the required immunizations must be completed before a child may attend. This form

can be found at:
http://earlychildhood.marylandpublicschools.org/system/files/filedepot/3/maryland_immunization_certification _form _dhmh 896
-_f 4_pdf

L]

Evidence of Blood-Lead Testing for children living in designated at risk areas. The blood-lead testing certificate (DHMH
4620) (or another written document signed by a Health Care Practitioner) shall be used to meet this requirement. This form can
be found at: http://earlychildhood.marylandpublicschools.org/system/files/filedepot/3/dhmh 4620 bloodleadtestingcertificate 2016.

EXEMPTIONS

Exemptions from a physical examination, immunizations and Blood-Lead testing are permitted if the family has an
objection based on their religious beliefs and practices. The Blood-Lead certificate must be signed by a Health Care
Practitioner stating a questionnaire was done.

Children may also be exempted from immunization requirements if a physician, nurse practitioner or health department
official certifies that there is a medical reason for the child not to receive a vaccine.

The health information on this form will be available only to those health and child care provider or child care personnel
who have a legitimate care responsibility for your child.

INSTRUCTIONS

Please complete Part | of this Physical Examination form. Part Il must be completed by a physician or nurse practitioner,
or a copy of your child's physical examination must be attached to this form.

If your child requires medication to be administered during child care hours, you must have the physician complete a
Medication Authorization Form (OCC 1216) for each medication. The Medication Authorization Form can be obtained at

http://earlychildhood.marylandpublicschools.org/system/files/filedepot/3/occ1216-medicationadministrationauthorization.pdf

If you do not have access to a physician or nurse practitioner or if your child requires an individualized health care plan,
contact your local Health Department.

OCC 1215 - Revised June 2016 - All previous editions are obsolete Page 1 of §



PART | -HEALTH ASSESSMENT
To be completed by parent or guardian

Child's Name: Birth date: Sex
Laat First Middla Mo/ Day | Yr MOCIFOD
Address:
Furmbar Siroat ApkE Gy Stata _p
Parent/Guardian Name{s) Ralationship PhoneMNumber{s)

W C: H:

W C; H:
Your Child's Routine Medical Care Provider Your Child's Routine Dental Care Provider Last Time Child Seen for
MNamae: Nama: Physical Exam:
Address: Address: Dental Care:
Phona # Phone Any Specialist :

ASSESSMENT OF CHILD'S HEALTH - To the best of your knowledge has your child had any problem with the foliowing? Check 'es or No and
provide a comment for any YES answer,

Comments (required for any Yes answer)

Allergies {Food, Insacts, Drugs, Latex, etc.)

Allergies (Seasonal)

Asthma or Breathing

Behavioral ar Emotional

Birth Defect|s)

Bladder

Bleeding

Bowels

Cearabral Palsy

Coughing

Communication

Davelopmental Delay

Diabates

Ears or Deafness

Eyes or Vision

Feeding

Head Injury

Heart

Hospitalizalion (When, Where)

Leaa Poison/Exposure  complete DHMH4620

[ Life Threalaning Allargic Reactions

Limits on Physical Activity

Maningitis

Mobility-Assistive Devices if any

Prematurity

Seizures

Sickle Cell Diseasa

Spaach/Language

Surgery

OOoooooogooooooooqodooooooooooa §
oooOooOooooooooooooooooooooooooc =

Other

Doas your child take medication (prescription or non-prascription) at any time? andior for ongeing health condition?
O Mo [ Yas, name(s) of medication(s):

Doas your child receive any spacial treatments? (Mebulizer, EFI Pen, Insulin, Counseling alc,)
OMe O Yes, type of treatmant:

| Does your child require any speclal procedures 7 (Urinary Cathetenzation, G-Tube feeding, Transfer, elc.)
O Mo [ Yes, what procedura{s):

| GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TG COMPLETE PART Il OF THIS FORM. | UNDERSTAND IT IS
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH NEEDS IN CHILD CARE,

| ATTEST THAT INFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE
AND BELIEF.

Signature of Parent/Guardian Date

0C0C 1215 - Revised June 2006 - AN previeus sditions are abolets, Page 2 of 5



PART Il - CHILD HEALTH ASSESSMENT

To be completed ONLY by Physician/Nurse Practitioner

Child's Name:

Birth Date:

Last

First

Meddie

Month [ Day [ Year

ML FO

COMNa [ Yes, describe:

1. Does tha child named above have a diagnosed medical condition?

COnNo [ Yas,describe:

2, Daes the child have a health condition which may require EMERGENCY ACTION while hefshe is in child care? (e.g., selzure, allergy, asthma,
bleeding problem, diabetes, heart problem, or other problem) If yes, please DESCRIBE and describe emergency action(s) on the emergency card.

3. PE Findings
Heats Arss_ WSL AEEINIL Sialeaic | Health Area WAL A% i
ttention Deficit/Hyperactivity Lead E ra/El gad

BehavierAdjusiment O m) 0O I'-:uhilllt;pnsu oy E O
BowelBladdar O [m] ] Musculoskelelaliorhopedic m] 0 [
Cardiac/mummur O =] ] Neurclogical O O O
Dental O [m] O Mutrition ] O O
Davelopment [m] = Physical lliness/impairment m] ] =
Endocrine |m] ] | Psychosocial ] =] ]
ENT O m] 0O Respiratory m] O m|
Gl O 0 ] Skin =] m]
GU ] ] | SpeechiLanguage O ]
Hearing [ | | O Vision O ] ]
Immunodeficiency O o O Dther. O o

REMARKS: [Pleaze explain any abnormal findings. )

RELIGIOUS OBJECTION:

Parent/Guardian Signatura;

4. RECORD OF IMMUNIZATIONS — DHMH 896/or other official immunization document (e.g. military Immunizalion record of mmunizations) is required
to be completed by a health care provider ar a computer generated immunization record must be provided. (This form may ba obtained from:
hitp Nearlyehildhood marylandpublicschonls gargfsystem/filasifiledepot/d'maryland immunization cartifical lgn_form dhmb 888 - february 2014 pdl

| am the parent.l'guafdia.n of the chil identified above. Because of my bona fide rall
to my child. This exempticn does not apply during an emergency or epidemic of disease.

gious bellefs and practicas, | abject to any immunizations being given

Date:

5. |5 the child on madicaticn?
O Mo

O Yes. indicate medication and diagnosis:
(OCC 1216 Medication Authorization Form must be completed to administer medication in child cara).

[ No

6. Should there be any rastriction of physical activity in child care 7
[ Yes, specify nature and duration of restriction;

7. TestMeasurament

Resulls

Date Taken

Tuberculin Test

Blood Pressure

Height

Weight

BMI %itile

LeadTest Indicated: DHMH 4620 [ Yes W0

Test #1

TestR2

Test 1

Test 42

(Child’s Name)

Additional Comments:

has had a complete physical examination and any concerns have been noted above.

Physician/Nurse Practitioner (Type or Print):

Phone Number:

Physician/Murse Practittoner Signature:

Date:

OCC 1215 - Revised June 2016 - Al previows vditions gre obsolee

Page3of 5



MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE BLOOD LEAD TESTING CERTIFICATE

Instructions: Use this form when enrolling a child in child care, pre-kindergarten, kindergarten or first grade. BOX A is to be
completed by the parent or guardian. BOX B, also completed by parent/guardian, is for a child born before January 1, 2015 who does
not need a lead test (children must meet all conditions in Box B). BOX C should be completed by the health care provider for any

| child bom on or after January 1, 2013, and any child born before January 1, 2015 who does not meet all the conditions in Box B. BOX
| D is for children who are not tested due to religious objection (must be completed by health care provider).

BOX A-Parent/Guardian Completes for Child Enrolling in Child Care, Pre-Kindergarten, Kindergarten, or First Grade

CHILD'S NAME . _ /
LAST FIRST MIDDLE
CHILD'S ADDRESS / / /

STREET ADDRESS {with Apartment Number) CITY STATE ZIP

OFemale BIRTHDATE / f PHONE

SEX: OMale

PARENT OR . !
GUARDIAN LAST FIRST MIDDLE

i i

BOX B - For a Child Who Does Not Need a Lead Test (Complete and sign if child is NOT enrolled in Medicaid AND the
answer to EVERY guestion below is NO):

Was this child bom on or after January 1, 201 57 O YEs O NO
Has this child ever lived in one of the arcas listed on the back of this form? O vES O NO
Dres this child have any known risks for lead exposure (see questions on reverse of formy, and

talk with your child's health carc provider if you are unsure)? O yeEs O nNO

If all answers are NO, sign below and return this form to the child eare provider or school.

Signature: Date;

Farent or Guardian Name (Prnt);

If the answer to ANY of these questions is YES, OR if the child is envolled in Medicaid, do not sign
Box B. Instead, have health care provider complete Box C or Box D.

BOX C - Documentation and Certification of Lead Test Results by Health Care Provider

Test Date Type (V=venous, C=capillary) Result (meg/dL) Comments

Comments:

| Person completing form: O Health Care Provider/Designee OR QSchool Health Professional/Designee

Provider Name:

Date:;

Office Address:

BOX D - Bona Fide Religions Beliefs

1 am the parent/guardian of the child identified in Box A, above. Because of my bona fide religious beliefs and practices, | object to any

blood lead testing of my child.

Parent or Guardian Name (Print): Signature: __ Dae:
P T TP TP T TR TR R R P R PR P P T T T PR T PP P PR PR SR PR R P e P e o s s e s 2222 R 222 P LR TR R R L R LA LR R Dbl 2ttt e bl

This part of BOX D must be completed by child’s health care provider: Lead risk poisoning risk assessment questionnaire done: O YES O NO

Provider Name: __ Signature;

Phone:

Date;

Office Address;

REVISED 5/2016 REPLACES ALL PREVIOUS VERSIONS

| DHMH Form 4620

Pagedof 5
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HOW TO USE THIS FORM

The documented tests should be the blood lead tests at 12 months and 24 months of ape. Two test dates and results are required
if the first test was done prior to 24 months of age. If the first test is done after 24 months of age, one test date with result is
required. The child's primary health care provider may record the test dates and results directly on this form and certify them
by signing or stamping the signature section. A school health professional or designee may transcribe onto this form and certify
test dates from any other record that has the authentication of a medical provider, health depariment, or school, All forms are
kept on file with the child's school health record.

4 rge

I

Baltimore Co Frederick Prince George's  Queen Anne's
Allegany {(Continued) Carroll {(Continued) Kent (Continued) (Continned)
ALL 21212 21155 21776 21610 20737 21640
21215 21757 21778 21620 20738 21644
Anne Arundel 21219 21776 21780 21645 20740 21649
20711 213220 21787 21783 21650 20741 21651
20714 21221 21791 21787 21651 20742 21657
20764 21222 21791 21661 20743 21668
20779 21224 Cecil 21798 21667 20746 21670
21060 21227 21913 20748
21061 21228 rret Maonigomery 20752 Somerset
21225 21229 Charles ALL 20783 20770 ALL
21226 21234 20640 20787 20781
21402 21236 20658 Harford 20812 20782 St Mary's
21237 20662 21001 20815 20783 200606
Baltimore Co. 21239 21010 20816 20784 20626
21027 21244 Dorchester 21034 20818 20785 20628
21052 21250 ALL 21040 20838 20787 20674
21071 21251 21078 20842 20788 20687
21082 21282 Frederick 21082 20868 20790
21085 21285 20842 21085 20877 20791 Talbot
21093 21701 21130 20901 20792 21612
21111 Baltimore City 21703 2111 20910 20799 21634
21133 ALL 21704 21160 20912 20012 21657
21155 21716 21161 20913 20913 21665
21161 Calvert 21718 21671
21204 20615 21719 Howard Prince George's Queen Anne's 21673
21206 20714 21727 20763 20703 21607 21676
21207 21757 20710 21617
21208 aroline 21758 20712 21620 Washington
21209 ALL 21762 20722 21623 ALL
21210 21769 20731 21628
Wicomico

ALL

oreester
ALL

Lead Risk Assessment Questionnaire Screening Questions:

1. Lives in or regularly visits a house/building built before 1978 with peeling or chipping paint, recentfongoing renovation or
remodeling?

2. Bwver lived outside the United States or recently arrived from a foreign country?

3. Sibling, housemate/playmate being followed or treated for lead poisoning?

4. 1fborn before 1/1/2015, lives in a 2004 “at risk” zip code?

5. Frequently puts things in lis/her mouth such as toys, jewelry, or keys, eats non-food items (pica)?

6

1)

Contact with an adult whose job or hobby involves exposure to lead?
Lives near an active lead smelter, battery recycling plant, other lead-related indusiry, or road where soil and dust may be
contaminated with lead?
8. Uses products from other countries such as health remedies, spices, or food, or store or serve food in leaded crystal, pottery or
pewter.

R.I.-'.'I-"!.‘.D 5/2016 : BEPLACES ALL PREVIOUS VERSIONS

| DHMH Form 4620
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MARYLAND STATE DEPARTMENT OF EDUCATION — Office of Child Care
CACGFP Enrollment: ‘raszm No:[__]
Meaig % child wall recelve while in care:
ex[] enJsul ] an s vt sk ] Evng sk
EMERGENCY FORM

INSTRUCTIONS TO PARENTS:
EH Emnp!e;:a isl:jim'ns Td IIhISI slde of the form. Sign and date where indicated, Please mark “N/A" if an item |s nat applicable,
your as @ madical condition which might require emergency medical care, compiete the back sida of the f f
health practitioner review that information. ’ i iy

NOTE: THIS ENTIRE FORM MUST BE UPDATED ANMUALLY,

Child's Nami = = Birth Date
Enroliment Data Hours & Days of Expactad Attendanca
Child's Home Address
Street/Apt. # City State Zip Code
Parent/Guardian Name(s) Relationship Contact Information
Email: C: W
H: Employer:
Email: C: W
H; Employer:

MName of Persan Authorized to Pick up Child (dafy)

Last First Rafationship to Child
Addrass v
StreetfApt. # City State Zip Code
Any Changesfadditional Infarmation
ANNUAL UPDATES
{Initials/Dats) (InitialsDate) (InitialsDate) (Initiais/Data)

e — S S e e —— —— — — — e e e e s m ———— i — . e e e e mmm m—

When parenisiguardians cannot ba reached, list at least one person mhu may be contacted to plek up the child in an emergency:

1. Name Telephene (H) W)
Last First
Addross
StreatiApt, # City State Zip Code
2. Mama Telephone (H) ]
Last First
Addreas
Strest/Apt. # City Stata Zip Code
3. Name Telephona {H) W)
Last Firat
Address
Straat/Apt. # City State Zip Cade
Child’s Physician or Source of Health Care Telephona
Address
SireelfApl. # City Stale Zip Coda

In EMERGEMCIES requiring Immediate medical attention, your child will be taken to the NEAREST HOSPITAL EMERGENCY ROOM, Your signature
authorizes the responsible person at the child care facility to have your child transported to that hospital.

Signature of Parent/Guardian Dale

Page 102
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MARYLAND STATE DEPARTMENT OF EDUCATION — Office of Child Care

INSTRUCTIONS TO PARENT/GUARDIAN:
(1) Complete the following items, as appropriate, if your child has a condition(s) which might require emergency medical

care.
(2} If necessary, have your child's health practitioner review the information you provide below and sign and date where
indicated.
Child's Name: Date of Birth:

Medical Condition(s):

Medications currently being taken by your child:

Date of your child's last tetanus shot;

Allergies/Reactions:

EMERGENCY MEDICAL INSTRUCTIONS:
(1) Signs/symptoms to look for:

(2) If signs/symptoms appear, do this:

(3) To prevent incidents:

OTHER SPECIAL MEDICAL PROCEDURES THAT MAY BE NEEDED:

COMMENTS:

Note to Health Practitioner:

If you have reviewed the above information, please complete the following:

Mamea of Health Practitionar Data

( )
Signature of Health Practitioner Talephone Number

Paga2of2
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MARYLAND DEPARTMENT OF HEALTH IMMUNIZATION CERTIFICATE

CHILD'S NAME

1

Signature Title Date
(Medicnl provider, local health department official, schoo! official, or child care provider only)
2.
Signature Title Date
3.
Signature Title Date

Lines 2 and 3 are for certification of vaccines given after the initial signature.

LAST FIRST Ml
SEX: MALE[] FEMALE [ BIRTHDATE / /
COUNTY SCHOOL GRADE
PARENT NAME PHONE NO,
OR
GUARDIAN ADDRESS a CITY ZIP
Dawn | OTP-OTaP-OT Pl Hit Hap B PV Rotavinia = HFY Fiap & MR Varicalla Varizalla COVID-18 |
# Mo ThaYr MoDay's | MoDayhir | MaDayir MalDay¥y MoDayr | MoDayyr | MoDey¥r | MoDewYe | MoDawyr | MoDawtr Dimn?aTm M Dhanyr
T
1
2 [ T
3 Td Tdap Mong Other
MoDeyve | MoDaw'vr | Moayvr | Mo/Day'vr
]
5
To the best of my knowledge, the vaccines listed above were administered as indicated. Clinic / Office Name
Office Addreas’ Phone Number

COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM VACCINATION ON MEDICAL
OR RELIGIOUS GROUNDS, ANY VACCINATION(S) THAT HAVE BEEN RECEIVED SHOULD BE ENTERED ABOVE.

MEDICAL CONTRAINDICATION:
Please check the appropriate box to describe the medical contraindication.

Thisisa: [] Permanentcondition (OR [ Temporary condition until

/

f

Drate

The above child has a valid medical contraindication to being vaccinated at this time. Please indicate which vaccine(s) and the reason for the

contraindication,

Signed:

Medical Provider / LHD Official

RELIGIOUS OBJECTION:

Date

I am the parent/guardian of the child identified above, Because of my bona fide religious beliefs and practices, [ object to any vaccine(s)
being given to my child. This exemption does not apply during an emergency or epidemic of disease.

Signed:

MIH Form &9 (Farmally DHMH 8596)
Hev, 5121

Date:

Cember for Inemmnieatian
www.health.maryland.gov/Imm




How To Use This Form

The medical provider that gave the vaccinations may record the dates (using month/day/year) directly on this form
(check marks are not acceptable) and certify them by signing the signature section. Combination vaccines should be
listed individually, by each component of the vaccine. A different medical provider, local health department official,
school official, or child care provider may transcribe onto this form and certify vaccination dates from any other record
which has the authentication of a medical provider, health department, school, or child care service.

Only a medical provider, local health department official, school official, or child care provider may sign
‘Record of Immunization’ section of this form. This form may not be altered, changed, or modified in any way.

Notes:

[. When immunization records have been lost or destroyed, vaccination dates may be reconstructed for all vaccines
except varicella, measles, mumps, or rubella.

2. Reconstructed dates for all vaccines must be reviewed and approved by a medical provider or local health
department no later than 20 calendar days following the date the student was temporarily admitted or retained.

3. Blood test results are NOT acceptable evidence of immunity against diphtheria, tetanus, or pertussis
(DTP/DTaP/Tdap/DT/Td).

4. Blood test verification of immunity is acceptable in lieu of polio, measles, mumps, rubella, hepatitis B, or
varicella vaccination dates, but revaccination may be more expedient.

5. History of disease is NOT acceptable in lieu of any of the required immunizations, except varicella.

Immunization Requirements
The following excerpt from the MDH Code of Maryland Regulations (COMAR) 10.06.04.03 applies to schools:

“A preschool or school principal or other person in charge of a preschool or school, public or private, may not

knowingly admit a student to or retain a student in a:

(1) Preschool program unless the student's parent or guardian has furnished evidence of age appropriate immunity
against Haemophilus influenzae, type b, and pneumococcal disease;

(2) Preschool program or kindergarten through the second grade of school unless the student's parent or guardian has
furnished evidence of age-appropriate immunity against pertussis; and

(3) Preschool program or kindergarten through the 12th grade unless the student's parent or guardian has furnished
evidence of age-appropriate immunity against: (a) Tetanus; (b) Diphtheria; (c) Poliomyelitis; (d) Measles (rubeola);
(¢) Mumps; (f) Rubella; (g) Hepatitis B; (h) Varicella; (i) Meningitis; and (j) Tetanus-diphtheria-acellular pertussis
acquired through a Tetanus-diphtheria-acellular pertussis (Tdap) vaccine.”

Please refer to the “Minimum Vaccine Requirements for Children Enrolled in Pre-school Programs and in
Schools” to determine age-appropriate immunity for preschool through grade 12 enrollees. The minimum vaccine
requirements and MDH COMAR 10.06.04.03 are available at www.health.maryland.gov. (Choose Immunization in the
A-Z Index)

Age-appropriate immunization requirements for licensed childcare centers and family day care homes are based on the
Department of Human Resources COMAR 13A.15.03.02 and COMAR 13A.16.03.04 G & H and the “Age-

Appropriate Immunizations Requirements for Children Enrolled in Child Care Programs” guideline chart are

available at www.health.maryland.gov. (Choose Immunization in the A-Z Index)

MDH Form 896 (Farmally DHMH 896) Center for Immunization
Rev. 05121 www.health.maryland.gov/Tmm



Child’s Name

Email Address

Do you receive a childcare subsidy from the State of Maryland? YES NO

Automated Payment Processing

Safe. Convenient. Easy.

(@) Procare

SOLUTIONS

We are excited to offer the safety, convenience, and ease of Tuition Express®—a payment processing system that
allowssecure, on-time tuition and fee payments to be made from either your bank account or credit card.

ELECTRONIC FUNDS TRANSFER AUTHORIZATION FOR BANK ACCOUNT AND CREDIT CARD

I (we) hereby authorize The Crown Center to initiate credit cardcharges to the below-referenced credit card account
(Section A) OR, initiate debit entries to my (our) checking or savings account, indicated below (Section B). To properly
affect the cancellation of this agreement, | (we) are required to give 10 days written notice. Credit union members: please
contact your credit union to verify account and routing numbersfor automatic payments. Check with the center for

accepted credit card types.

COMPLETE ONE SECTION ONLY

SECTION A (Credit Card) By using a credit card, a 3% will be charged to your account.

Cardholder Name

Cardholder Address

Account Number

Cardholder Signature

SECTION B (Bank Account/ACH draft)

Your Name

Address

Bank or Credit Union Name

Routing Transit Number (see sample below)

Authorized Signature

Bank or Credit Union Address

Your Name
Any Sireat Anytown
Tel {001) 555-0000

= ATTACH VOIDED CHECK HERE

wr T
DL 0

DEPOSIT SLIPS NOT ACCEPTED

Savings Bank
Any Stroal Anylawn

BANK  Tel (001) 555 8555

0001

Phone #

City State Zip

Expiration Date

Date
Phane #
City State Zip
City State Zip
Account Number (see sample below) ] Checking DSavings
Date

A $35.00 NSF fee will be charged for
any returned payments.




