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E I consent to the enrollment of the child listed above in this facility and have been advised of the policies regarding administration of
g medications, fees, transportation, and the services provided by the facility, and the Office of Children and Family Services regulations under
g which it operates.
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b= No
g In case of accident or injury, Iauthorize any and all emergency medical, dental, and/or surgical care and hospitalization advised by the
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FEMALE ONLY
Has this person menstruated?
O Yes O No
If Not, has she been told about it?
O Yes O No
If so, is her menstrual history normal?
O Yes O No
Special consideration

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

DAY CARE REGISTRATION

Child’s Full Name:

Does your child have allergies? O Yes O No
If Yes, what is your child allergic to?

Children who have special health care needs are those who have chronic physical, developmental, behavioral or emotional
conditions expected to last 12 months or more and who also require health and related services of a type beyond that required
by children generally. If your child does have special health care needs please discuss these with your child-care provider.

Child’s Source of Medical Care/Primary Care Physician’s Name: Telephone Number:
Child’s Source of Dental Care/Dentist’s Name: Telephone Number:
Name of Medical Care Facility/Hospital: Telephone Number:

Would you like information on Child’s Health Plus? (3 Yes (J No

Marital Status: (3 Single 0 Married O Separated 0 Divorced
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