
 
 
 

Easter Seals Child Development Center 
Private Pay Intake Packet 

 
These forms MUST be returned before a child can start in the center 

 
 Maryland State Department of Education Health Forms 
 -Health Inventory 
 -Immunization Record/schedule 
 -Blood Lead Screening 
 Maryland State Department of Education Emergency Form 
 Maryland State Department of Education All About My Child 
 Maryland State Department of Education Guide to Regulated Care 
 Easter Seals Childcare Application 
 Placement Agreement/Therapy Services 
 Easter Seals Meet My Child Form 
 Illness Policy 
 Parent Permission Form 
 Parent Handbook Acknowledgement 
 Resting Consent Form  
 Lunch Refrigeration Waiver  
 Acknowledgement of Notice Regarding Nut Allergies 
 HIPPA (Privacy Notice Consent Form) 
 Intake Packet Receipt/Completion Acknowledgement 
 Parent Financial Information Fact Sheet 
 Tuition Express Form 
 
 Easter Seals Center Closings (retain for reference) 
 Easter Seals CDC Handbook (retain for reference) 
 Easter Seals Inclement Weather Policy (retain for reference) 

 
Acknowledgment of Intake Packet Receipt/Completion 

 
 
I, ______________________________, with my signature below, acknowledge that I have received all of the 
  Parent Name (Please Print) 
 
documents outlined above, which are meant to inform me about my rights and responsibilities. 
 
X_____________________________________  _____________ 
  Parent Signature       Date 
 
 

Completion of Intake 
 
 

_____________________________________  X___________________________________________ 
Date Packet Completed       Director Signature 
 
 

 



 
 
 

Parent Financial Information Fact Sheet 
 

INTERGENERATIONAL CHILD DEVELOPMENT CENTER 
MONTHLY TUITION RATES 

 
Effective 1 September  2015 

 
Classroom Monthly Rate 

Poliwogs, Bumble Bee 1 $1907 
Frogs, Tadpoles, Bumble Bee 2 $1907 
Caterpillars, Butterflies $1638 
Ladybugs $1,491 
Grasshoppers $1,491 

 
NOTE: 

 
• Tuition is paid in advance of services, on the first of each month 
• Rates can change with a 30 day notice. 
• Tuition is reflective of staff- child ratios assigned in classrooms. 

NOTE:  Tuitions do not change on a child’s birthday. 
• If the center closes for facility,  weather related problems, parents 

are responsible for the full tuition. 
 
ADDITIONAL FEES: 
 
Waiting List Fee  $100 for one child                             

$25.00 each additional child 
Initial Registration Fee per child $100.00 
Tuition Deposit 50% of Tuition                                       

Applies to Last Month’s Tuition 
 
Families receiving a subsidy are 
subject to 25% deposit 

Annual Re-Registration per child $100 
Late Tuition Payment $25, to be applied after the 5th buisness 

day on non payment 
Late Pick- Up Fee $15 per 15 minute interval per child 
Returned Check/declined credit card $50 
Field Trip  Per individual field trip 
Hot Lunch provided by Good Foods $80 per month 

NOTE: After child is 12 months 
Spanish Classes $180 per 10 week session 



Power Tots $40 per  4 sessions/month; 
$10 reg. fee 

Drop – In Rate $100 per day 
 
NOTE: 

• Tuition Rates are subject to change annually 
• Families will be given a thirty day notice for tuition increase 
• All tuition is paid through Tuition Express via your credit card or electronic 

checking account withdrawal.  We accept Visa, MasterCard, American 
Express, or Discover credit cards. 

• If you prefer to pay by personal check, there will be an additional $15.00 
added to the tuition rate/fee. 

 
Notice of Withdrawal 
Parents must notify the Center in writing 30 business days before the child's last day.  
Tuition for the full month is charged for children who exit prior to the last day of the 
month when less than 30 business days notice is provided.  This includes children who 
are graduating from the center. 
 
Non-Refundable Initial and Annual Registration Fee: 
Due annually September 1: $100.00 per family 
For new enrollees registering in June, July and August, the $100.00 registration fee is 
waived until the September 2016.  
NOTE: Both Initial and Annual registration fees are non-applicable to 
tuition. 
 
Holiday Policy and Professional Development Days:            
Your tuition for child care services are computed on an annual basis and 
broken down into 12 monthly payments. Therefore, all holiday and center 
closings are taken into consideration when determining your fees and 
cannot be deducted off your tuition when they occur.  The center will be 
closed for all federal holidays and four (4) professional development days.  
Fees will not be reduced due to these closings. 
 
Child’s Name and Room 
Assignment_________________________________________________ 
 
I have read and understand the Parent Financial Information Fact 
Sheet. 
 
____________________________________   ___________________ 
Signature of Parent/Guardian       Date 
 
____________________________________  ___________________ 
Signature of Parent/Guardian       Date 
 
Please keep a copy and return a signed copy to the center. 



 
 

 
 

Parent Handbook Agreement 
 
I have received the Easter Seals Parent Handbook.  I understand and agree that it is my 
responsibility to read and familiarize myself with the policies and procedures of the Easter Seals 
Parent Handbook and to abide by them.  In addition, I understand that this handbook reflects 
organization-wide policies and that supplemental center and state specific policies may apply.   
 
I understand that it is my responsibility to go directly to center administrators with any questions 
I may have regarding the policies, procedures, and information contained in the Easter Seals 
Parent Handbook for further clarification 
 
Information contained in this guide may be subject to change based on revisions of licensing 
regulations, NAEYC standards and criteria and Easter Seals’ policies and procedures.  Parents 
will receive center-wide communication as this occurs. 
 
 
_______________________________________________ 
Parent/Guardian Signature 
 
_______________________________________________ 
Date 
 
 
_______________________________________________ 
Parent/Guardian Signature 
 
_______________________________________________ 
Date 
 
 
NOTE: 
This is a copy of the agreement you have signed and returned with your initial enrollment 
materials or annually at the time of revisions for the Parent Handbook.  The signed copy is 
located in your child’s file at the center. 

 
Parent Handbook Revised January 2015 



EMERGENCY FORM 
INSTRUCTIONS TO PARENTS: 
(1) Complete all items on this side of the form.  Sign and date where indicated. 
(2) If your child has a medical condition which might require emergency medical care, complete the back side of the form.  If necessary, have your child’s 

health practitioner review that information. 
 
NOTE:  THIS ENTIRE FORM MUST BE UPDATED ANNUALLY. 
 
 
Child’s Name ___________________________________________________________________________ Birth Date ___________________________ 
  Last     First 
 
Enrollment Date ______________________________  Hours & Days of Expected Attendance ____________________________________ 
 
Child’s Home Address __________________________________________________________________________________________________________ 
   Street/Apt.#    City    State  Zip Code 
 

Parent/Guardian Name(s) Relationship           Phone Number(s) 
  Place of Employment: 

___________________________ 
W:  

C:  H:  

  Place of Employment: 
___________________________ 
W:  

C:  H:  

 
 
 
Name of Person Authorized to Pick Up Child (daily) ___________________________________________________________________________________ 
      Last    First   Relationship to Child 
Address _____________________________________________________________________________________________________________________ 
  Street/Apt.#    City   State  Zip Code  
 
 
Any Changes/Additional Information_____________________________________________________________________________________________ 
 
 
__________________________________________________________________________________________________________________________ 
 
 
ANNUAL UPDATES _____________________ ______________________ ______________________ ______________________ 
    (Initials/Date)  (Initials/Date)  (Initials/Date)  (Initials/Date) 
 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 
 
 
When parents/guardians cannot be reached, list at least one person who may be contacted to pick up the child in an emergency: 
 
1.     Name _____________________________________________________________ Telephone (H) _________________ (W) __________________ 

 Last    First 
 
        Address _________________________________________________________________________________________________________________ 
  Street/Apt.#    City     State  Zip Code 
 
2.     Name ______________________________________________________________   Telephone (H) _________________ (W) __________________ 
  Last    First 
 
        Address _________________________________________________________________________________________________________________ 
  Street/Apt.#    City     State  Zip Code 
 
3.     Name ______________________________________________________________   Telephone (H) _________________ (W) __________________ 
  Last    First 
 
        Address _________________________________________________________________________________________________________________ 
  Street/Apt.#    City     State  Zip Code 
 
Child’s Physician or Source of Health Care ___________________________________________________   Telephone ____________________________ 
 
Address _____________________________________________________________________________________________________________________ 
  Street/Apt.#    City     State  Zip Code 
 
In EMERGENCIES 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 _________________________________________________________ ___Date ___________________________________ 
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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: 
 
 ________________________________________________ ____________________________________ 
 Name of Health Practitioner      Date 
 
 
 _________________________________________________ (_____)______________________________ 
 Signature of Health Practitioner     Telephone Number 
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MARYLAND STATE 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://ideha.dhmh.maryland.gov/IMMUN/pdf/896_form.pdf 

 

•  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://apps.fcps.org/dept/health/MarylandDHMHBloodLeadTestingCertificateDHMH4620.pdf 

 
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 I of this Physical Examination form. Part II 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://www.marylandpublicschools.org/NR/rdonlyres/B0050A99-6B3C-4396-A996-
CC9405971A42/36556/1216_MedAuth_073013.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. 
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PART I - HEALTH ASSESSMENT 
 

 
To be completed by parent or guardian 

Child’s Name: Birth date: Sex 

Last First Middle Mo / Day / Yr M    F 
Address: 

 
Number Street Apt# City State Zip 

Parent/Guardian Name(s) Relationship Phone Number(s) 
W: C: H: 
W: C: H: 

Where do you usually take your child for routine medical care? Name: 
Address:  Phone Number: 

When was the last time your child had a physical exam? Month: Year: 

Where do you usually take your child for dental care? Name: 
 

Address: Phone Number: 
ASSESSMENT OF CHILD’S HEALTH - To the best of your knowledge has your child had any problem with the following? Check Yes or No and 
provide a comment for any YES answer. 

 
Allergies (Food, Insects, Drugs, Latex, etc.) 
Allergies (Seasonal) 
Asthma or Breathing 
Behavioral or Emotional 
Birth Defect(s) 
Bladder 
Bleeding 
Bowels 
Cerebral Palsy 
Coughing 
Developmental Delay 
Diabetes 
Ears or Deafness 
Eyes or Vision 
Head Injury 
Heart 
Hospitalization (When, Where) 
Lead Poisoning/Exposure 
Life Threatening Allergic Reactions 
Limits on Physical Activity 
Meningitis 
Prematurity 
Seizures 
Sickle Cell Disease 
Speech/Language 
Surgery 
Other 

Yes No Comments (required for any Yes answer) 

Does your child take medication (prescription or non-prescription) at any time? 
 

No Yes, name(s) of medication(s): 

Does your child receive any special treatments? (nebulizer, epi-pen, etc.) 

No Yes, type of treatment: 

Does your child require any special procedures? (catheterization, G-Tube, etc.) 

No Yes, what procedure(s): 
 

I GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART II OF THIS FORM. I UNDERSTAND IT IS 
FOR CONFIDENTIAL USE IN MEETING MY CHILD’S HEALTH NEEDS IN CHILD CARE. 

 

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

 
 

Signature of Parent/Guardian Date 
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PART II - CHILD HEALTH ASSESSMENT 
To be completed ONLY by Physician/Nurse Practitioner 

 
Child’s Name:      Birth Date:     Sex 

 Last First Middle   Month / Day  / Year  M F 
1. Does the child named above have a diagnosed medical condition? 

No Yes, describe: 
 

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

No Yes, describe: 
 

3. PE Findings 
 

Health Area   
WNL 

 
ABNL Not 

Evaluated 
 

Health Area   
WNL 

 
ABNL Not 

Evaluated 
Attention Deficit/Hyperactivity    Lead Exposure/Elevated Lead    
Behavior/Adjustment     Mobility       
Bowel/Bladder     Musculoskeletal/orthopedic    
Cardiac/murmur     Neurological     
Dental     Nutrition       
Development     Physical Illness/Impairment    
Endocrine     Psychosocial     
ENT     Respiratory     
GI     Skin       
GU     Speech/Language     
Hearing     Vision       
Immunodeficiency     Other:       
REMARKS: (Please explain any abnormal findings.) 

4. RECORD OF IMMUNIZATIONS – DHMH 896/or other official immunization document (e.g. military immunization record of immunizations) is 
required to be completed by a health care provider or a computer generated immunization record must be provided. (This form may be obtained 
from: 
h t t p : / / m a r y l a n d p u b l i c s c h o o l s . o r g / M S D E / d i v i s i o n s / c h i l d _ c a r e / l i c e n s i n g _ b r a n c h / d o c s / D H M H _ 8 9 6 _
r e v F e b 2 0 1 1 . p d f )  
 

RELIGIOUS OBJECTION: 
 

I am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and practices, I object to any immunizations being 
i  t   hild  Thi  ti  d  t l  d i     id i  f di  

 

   
5. Is the child on medication? 

No Yes, indicate medication and diagnosis: 
(OCC 1216 Medication Authorization Form must be completed to administer medication in child care). 

6. Should there be any restriction of physical activity in child care? 
No Yes, specify nature and duration of restriction: 

 
7. Test/Measurement   

Results      
Date Taken   

Tuberculin Test 
Blood Pressure 
Height 
Weight 
BMI %tile 
Lead Test Indicated: Yes No 

 
(Child’s Name) has had a complete physical examination and any concerns have been noted above. 

 
Additional Comments: 

 
Physician/Nurse Practitioner (Type or Print): Phone Number: Physician/Nurse Practitioner Signature: Date: 
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CHILDREN WHO ARE REQUIRED TO RECEIVE LEAD TESTING 
 

Under Maryland law, children who reside, or have ever resided, in any of the at-risk zip codes listed below must receive a blood lead test 
at 12 months and 24 months of age. Two tests are required if the 1st test was done prior to 24 months of age. 

 
If a child is enrolled in child care during the period between the 1st and 2nd tests, his/her parents are required to provide 
evidence from their health care provider that the child received a second test after the 24 month well child visit. If the 1st test is 
done after 24 months of age, one test is required. 

 
The child's health care provider should record the test dates on page 3 of this form and certify them by signing and stamping the signature 
section of the form. All forms should be kept on file at the facility with the child's health records. 

 
AT RISK AREAS BY ZIP CODE 

 
 

Allegany 
ALL 

 
Anne Arundel 

20711 
20714 
20764 
20779 
21060 
21061 
21225 
21226 
21402 

 
Baltimore 

21027 
21052 
21071 
21082 
21085 
21093 
21111 
21133 
21155 
21161 
21204 
21206 
21207 
21208 
21209 
21210 
21212 
21215 
21219 

 
Baltimore (cont) 

21220 
21221 
21222 
21224 
21227 
21228 
21229 
21234 
21236 
21237 
21239 
21244 
21250 
21251 
21282 
21286 

 
Baltimore City 

ALL 
 

Calvert 
20615 
20714 

 
Caroline 

ALL 
 

Carroll 
21155 
21757 
21776 
21787 
21791 

 
Cecil 
21913 

 
Charles 
20640 
20658 
20662 

 
Dorchester 

ALL 
 

Frederick 
20842 
21701 
21703 
21704 
21716 
21718 
21719 
21727 
21757 
21758 
21762 
21769 
21776 
21778 
21780 
21783 
21787 
21791 
21798 

 
Garrett 

ALL 
 

Harford 
21001 
21010 
21034 
21040 
21078 
21082 
21085 
21130 
21111 
21160 
21161 

 
Howard 
20763 

 
Kent 
21610 
21620 
21645 
21650 
21651 
21661 
21667 

 
Montgomery 

20783 
20787 
20812 
20815 
20816 
20818 
20838 
20842 
20868 
20877 
20901 
20910 
20912 
20913 

 
Prince George’s 

20703 
20710 
20712 
20722 
20731 
20737 
20738 
20740 
20741 
20742 
20743 
20746 
20748 
20752 
20770 
20781 

 
Prince George’s 

(cont) 
20782 
20783 
20784 
20785 
20787 
20788 
20790 
20791 
20792 
20799 
20912 
20913 

 
Queen Anne's 

21607 
21617 
21620 
21623 
21628 
21640 
21644 
21649 
21651 
21657 
21668 
21670 

 
Somerset 

ALL 

 
St. Mary's 

20606 
20626 
20628 
20674 
20687 

 
Talbot 
21612 
21654 
21657 
21665 
21671 
21673 
21676 

 
Washington 

ALL 
 

Wicomico 
ALL 

 
Worcester 

ALL 
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DHMH Form 896                                          Center for Immunization 

Rev. 2/14                                                      www.dhmh.maryland.gov 

MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE IMMUNIZATION CERTIFICATE 
 

 

CHILD'S  NAME__________________________________________________________________________________________    
                                                                LAST                                                                       FIRST                                            MI 

SEX:      MALE □       FEMALE □                  BIRTHDATE___________/_________/________ 

 

COUNTY _________________________________  SCHOOL_______________________________________ GRADE_______   

 

  PARENT      NAME ______________________________________________        PHONE NO. _____________________________ 

      OR 

GUARDIAN  ADDRESS ____________________________________________       CITY ______________________ ZIP________   
 

 

To the best of my knowledge, the vaccines listed above were administered as indicated.                                        Clinic / Office Name 
                                                                                                                                                                                            Office Address/ Phone Number 

1. _____________________________________________________________________________ 

     Signature                                                        Title                                                  Date 
     (Medical provider, local health department official, school 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. 

RECORD OF IMMUNIZATIONS (See Notes On Other Side) 

Vaccines Type 
Dose # DTP-DTaP-DT 

Mo/Day/Yr 
Polio 

Mo/Day/Yr 
Hib 

Mo/Day/Yr 
Hep B 

Mo/Day/Yr 
PCV 

Mo/Day/Yr 
Rotavirus 
Mo/Day/Yr 

MCV 
Mo/Day/Yr 

HPV 
Mo/Day/Yr 

Dose 
# 

Hep A 
Mo/Day/Yr 

MMR 
Mo/Day/Yr 

 

Varicella 
Mo/Day/Yr 

History of 
Varicella 
Disease 

1         1    Mo/Yr 

2         2    

3              Td  
Mo/Day/Yr 

____

____

____ 
 

Tdap 
Mo/Day/Yr 

____

____ 

FLU 
Mo/Day/Yr 

____

____ 

   Other 
Mo/Day/Yr 

_____

_____ 
4         

5         

 

 

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. 

This is a:  □  Permanent condition                   □    Temporary condition until _______/________/________        

                                                                     

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:   _____________________________________________________________________     Date _______________________ 
                   Medical Provider / LHD Official 

 
 
 

 
RELIGIOUS OBJECTION: 
I am the parent/guardian of the child identified above.  Because of my bona fide religious beliefs and practices, I object to any vaccine(s) 

being given to my child. This exemption does not apply during an emergency or epidemic of disease.  

 

Signed:   _____________________________________________________________________     Date: _______________________

Date 

OR 
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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: 

 

1. 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 DHMH 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); 

(e) 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 DHMH COMAR 10.06.04.03 are available at www.dhmh.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.dhmh.maryland.gov. (Choose Immunization in the A-Z Index) 
 

http://www.dhmh.maryland.gov/
http://www.dhmh.maryland.gov/


 
Intergenerational Center 

EASTER SEALS CHILD DEVELOPMENT CENTER  
1420 Spring Street Silver Spring MD 20910 

 
 

Acknowledgement of Notice Regarding Nut Allergies 
 

I,_________________________________, parent of _______________________________________, 
   Name of Parent (please print)           Name and Age of Child (please print) 

 
understand that, due to the seriousness and frequency of nut allergies, IGC Easter Seals Child Development Center 
has requested that I not send in any item containing products that are made with nuts/nut oils/nut products, or have 
been processed on machines or in factories that process nuts or nut products.  I also understand that this request 
applies to both foods that I send in for my child’s personal consumption, and to foods that are to be shared with other 
children. 
 
I understand that ALL foods brought in for celebrations or other activities within the classroom must be commercially 
prepared and packaged with an ingredients label clearly visible.  This applies to cut fruits and vegetables as well. 
 
I understand that if my child consumes any foods containing nuts or traces of nuts prior to coming to the Center, I will 
thoroughly clean my child’s hands and face prior to my arrival. 
 
I also understand that IGC Easter Seals Child Development Center itself does not provide food containing nuts or nut 
products, and that: 
• children’s allergy information will be clearly posted by staff; 
• all parents will be informed and reminded about food allergies; 
• teachers will remind children that food sharing is prohibited, as I am myself as a parent encouraged to remind my 

own child; 
• children will be asked to wash their hands upon arrival at the Center, before and after school mealtimes; and that 
• staff are trained in recognizing signs of anaphylaxis, emergency protocols, and the use of epinephrine pens. 
 
I further understand that, despite their best efforts, IGC Easter Seals Child Development Center cannot ensure that 
every family will read every label or that a child will come to school without nut products on their face and hands. 
 
 
Signature of Parent_____________________________________Date________________________ 
 
 
Signature of Teacher____________________________________Date________________________ 



 
 
 
 

 
INTERGENERATIONAL CENTER 

EASTER SEALS CHILD DEVELOPMENT CENTER  
1420 Spring Street, Silver Spring MD 20910 

 
COT RESTING CONSENT FORM 

 
 
I, ___________________________________, parent of_______________________________________ 
   Name of Parent (please print)                                        Name & Age of Child (please print) 
 
give permission for my child to sleep on a cot once he/she turns 1 year old.  I hereby give my permission and 
consent for the above named child to sleep on the cots provided by the Center.  I also understand that it is 
my responsibility to provide sheets for the cot and that I will be responsible for taking home my child’s cot 
sheets to wash on a weekly basis and that I will return clean ones to be used by my child the following week. 
 
 
Signature of Parent_____________________________________Date________________________ 
 
 
Signature of Teacher____________________________________Date________________________ 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 

 

FORM L 



MARYLAND STATE DEPARTMENT OF EDUCATION 
Office of Child Care 

ALL ABOUT: ______________________________ 
Child’s First Name or Nickname 

 
 
Child’s Name:          Birthdate:    
 
Parent/Guardian:     Home Phone:   Work Phone:    
 
Address:          Zip Code:    
 
Provider/Center:         Phone:     
 
Address:          Zip Code:    
 

The information contained herein is for CONFIDENTIAL USE ONLY. 

 
THINGS MY CHILD DOES WELL 

 
 
 
 
 
 
 
 

 
WHAT MY CHILD LIKES AND DISLIKES 

 
 
 
 
 
 
 
 

 
THINGS I AM WORKING ON WITH MY CHILD 

 
 
 
 
 
 
 
 

 
MY CHILD ENJOYS THESE PHYSICAL ACTIVITIES 

 
 
 
 
 
 
 
 
 
 
OCC 8506 (Revised 7/05)  -  All previous editions are obsolete.           Page 1 of 2 



 
 

MY CHILD HAS DIFFICULTY WITH THESE ACTIVITIES 
 

 
 
 
 
 
 
 
 

MY CHILD WILL NEED THE FOLLOWING EQUIPMENT AND/OR ROUTINES 
 

 
 
 
 
 
 
 
 

THINGS MY CHILD MIGHT NEED HELP WITH 
 

 
 
 
 
 
 
 
 
 
 
 

WHAT SPECIAL ADAPTATIONS WILL THE PROGRAM MAKE AT THIS TIME? 
(For the use of the Child Care Facility when needed.) 

 
 
 
 
 
 
 
 
This information is intended for use by the child care provider, developed in cooperation with the parents.  THIS IS NOT 
INTENDED TO BE A LEGALLY BINDING CONTRACT. 
 
Signatures: 
 
Parent/Guardian:          Date:    
 
Provider:           Date:    
 
Updates: 
 
Parent/Guardian:   Date:   Parent/Guardian:   Date:   
 
Provider:       Provider:       
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MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE BLOOD LEAD TESTING CERTIFICATE 
 

 

 
CHILD'S  NAME_______________________________________/_______________________/___________________________   
                                                                 LAST                                                          FIRST                                            MIDDLE 
CHILD’S ADDRESS ____________________________________/______________________/______________/_____________ 
                                                             ADDRESS                                                      CITY                               STATE                        ZIP 
 
SEX:      MALE       FEMALE            BIRTHDATE___________/_________/________ 
 
COUNTY ________________________________  SCHOOL________________________________________ GRADE________   
 
 
PARENT       ______________________________/_______________________/__________________/____________________   
OR                                LAST                                                          FIRST                                            MIDDLE                   PHONE 
GUARDIAN  ________________________________________/_______________________/______________/______________ 
                                  ADDRESS                                                                               CITY                               STATE                        ZIP 
          

 
CERTIFICATION INFORMATION 

 
The following applies to blood lead testing requirements and the duties of health care providers, parents/guardians, and the public 
schools: 

1. The health care provider for a child who resides in an at-risk area, or has ever resided in an at-risk area as designated by the 
Maryland Targeting Plan for Childhood Lead Poisoning, shall administer a blood test for lead poisoning during the 12-month 
visit and again during the 24-month visit. At-risk areas by Zip Code are listed on the back of this form. 

2. Beginning not later than September 2003, the parent or guardian of a child who currently resides, or has ever resided, in an at-
risk area, shall provide to the designated administrator of the child’s school or program, evidence that the child has had blood 
lead testing, on entry into a Maryland public pre-kindergarten program or Maryland public school system at the level of pre-
kindergarten, kindergarten or first grade. 

3. Evidence of blood testing for lead poisoning sent to or received by a program or school shall be documented on a form approved 
by the Department that includes the following: name of the child, address of the child, date of the blood test(s) for lead 
poisoning, and the signature of the child’s health care provider or designee, or school health professional or designee that 
transcribed the information onto the approved form. 

4. A list of children (including home contact information) whose parent/guardian does not comply with the requirement to provide 
evidence of blood lead testing, must be forwarded to the Local Health Department in the jurisdiction where the child resides.  

 
RECORD OF BLOOD LEAD TESTING 

 
 Test #1. ___________     Test # 2. ___________             Comments: _______________________________________________ 
                     Date                                        Date 
                                                                                                                                               
Signature ___________________________________________________________/__________ 

         Health Care Provider or Designee OR School Health Professional or Designee             Date 
 

RECORD OF BLOOD LEAD TESTING EXEMPTION 
 
I, _______________________________ certify that my child does not AND has never resided in an at-risk area.                                       
     Parent or Guardian (Print) 
         
Signature__________________________________________________            / __________ 
                       Parent or Guardian                                                                                      Date 

COMPLETE THE SECTION BELOW IF THE CHILD IS EXEMPT FROM LEAD TESTING ON RELIGIOUS GROUNDS. ANY LEAD TESTS 
THAT HAVE BEEN ADMINISTERED SHOULD BE ENTERED ABOVE. A LEAD RISK ASSESSMENT QUESTIONNAIRE MUST BE 
ADMINISTERED BY A HEALTH CARE PROVIDER IF THE CHILD IS EXEMPT FROM LEAD TESTING ON RELIGIOUS GROUNDS. 

 
RELIGIOUS OBJECTION: 

 
1. I am the parent/guardian of the child identified above.  Because of my bona fide religious beliefs and practices, I object to any blood lead  
       testing of my child.    Signed  __________________________________________ / ___________ 

                                                             Parent or Guardian                                              Date 
2. Lead Risk Assessment Questionnaire Administered:  YES    NO    Signed__________________________________/_______   

                                                                                                                                       Health Care Provider                                  Date 
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HOW TO USE THIS FORM 

 
The documented tests should be the tests at 12 months and 24 months of age. Two test dates are required if the 1st test 
was done prior to 24 months of age.  If the 1st test is done after 24 months of age, one test date is required. The child’s 
primary health care provider may record the test dates directly on this form (check marks are not acceptable) 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 
department, or school.  All forms are kept on file with the child’s school health record. A list of children (including 
home contact information) whose parent/guardian does not comply with the requirement to provide evidence of blood 
lead testing, must be forwarded to the Local Health Department in the jurisdiction where the child resides.  

 
     Maryland Childhood Lead Poisoning Targeting Plan  

 At Risk Areas by Zip Code  
 

Allegany Baltimore Co.  (Cont.) Frederick . (Cont) Montgomery (Cont) Queen Anne’s
ALL 21239 21757 20812 21607 

 21244 21758 20815 21617 
Anne Arundel 21250 21762 20816 21620 

20711 21251 21769 20818 21623 
20714 21282 21776 20838 21628 
20764 21286 21778 20842 21640 
20779 Baltimore City 21780 20868 21644 
21060 ALL 21783 20877 21649 
21061  21787 20901 21651 
21225 Calvert 21791 20910 21657 
21226 20615 21798 20912 21668 
21402 20714  20913 21670 

              Garrett   
Baltimore Co. Caroline ALL  Somerset

21027 ALL  Prince George’s ALL 
21052               Harford 20703  
21071 Carroll 21001 20710 St. Mary’s
21082 21155 21010 20712 20606 
21085 21757 21034 20722 20626 
21093 21776 21040 20731 20628 
21111 21787 21078 20737 20674 
21133 21791 21082 20738 20687 
21155  21085 20740  

              21161 Cecil 21130 20741  
              21204 21913 21111 20742 Talbot

21206  21160 20743 21612 
21207 Charles 21161 20746 21654 
21208 20640  20748 21657 
21209 20658             Howard 20752 21665 
21210 20662 20763 20770 21671 
21212   20781 21673 

              21215 Dorchester                Kent 20782 21676 
              21219 ALL 21610 20783  
              21220  21620 20784  
              21221 Frederick 21645 20785  
              21222 20842 21650 20787 Washington
              21224 21701 21651 20788 ALL 
              21227 21703 21661 20790  
              21228 21704 21667 20791 Wicomico
              21229 21716  20792 ALL 
              21234 21718 Montgomery 20799  
              21236 21719 20783 20912 Worcester
              21237 21727 20787 20913 ALL 

 
Maryland Department of Health and Mental Hygiene Blood Lead Testing Certificate             http://www.fha.state.md.us/och/html/lead.html

http://www.fha.state.md.us/och/html/lead.html

	CDC Form 10-Financial Information Fact Sheet 15-16 - IGC
	Parent Financial Information Fact Sheet

	CDC Form 12-Intake packet cover and acknowledgement of completion
	CDC Form 14-Parent Handbook Agreement
	Parent Handbook Agreement

	CDC Form 3-MSDE Emergency Form
	Child’s Name: ___________________________________________________ Date of Birth: _______________________
	Medical Condition(s): _________________________________________________________________________________

	CDC Form 4-MSDE Guide to Regulated Care
	CDC FOrm 5-MSDE Health Inventory
	CDC Form 6-MSDE Immunization Certificate
	CDC Form 7-Acknowledgement of Nut Allergies
	CDC Form 8-ES COT Resting Consent Form
	FORM L

	CDC Form1-MSDE All About Me
	CDC Form2-MSDE Blood Lead Testing Certificate
	CERTIFICATION INFORMATION
	RECORD OF BLOOD LEAD TESTING

	RECORD OF BLOOD LEAD TESTING EXEMPTION
	HOW TO USE THIS FORM
	Maryland Childhood Lead Poisoning Targeting Plan
	At Risk Areas by Zip Code
	Allegany
	Baltimore Co.  (Cont.)
	Frederick . (Cont)
	Montgomery (Cont)
	20812
	21607
	Anne Arundel
	21251
	20714
	20838
	20764
	Baltimore City
	ALL
	21649
	21787
	21651
	Calvert
	20912
	21668
	Baltimore Co.



	ALL




	Somerset
	ALL
	Prince George’s
	ALL
	Harford
	Carroll
	St. Mary’s
	20628
	20674



	20687
	Cecil
	Talbot
	Charles



	21161
	Howard
	20662


	20763
	Kent

	ALL
	Frederick

	ALL
	21667
	Montgomery








