
Child's Full Name

Mom's Name

CROWN CARE CONTRACT

BEFORE & AFTER SCHOOT PROGRAM 2024.2025

Eirth d ate

Phone #

Phone #

Age-

Dad's Email Address

Please sign beside the selected program:

Before School SiBnature:

S105/week Signature

After School S95/week

After School w/ Transportation 5120/week Signature:

Before & After School S12olweek Signature

Before & Aft er w/ Transportation S170lweek Signaturet

Signature

Home School Full Day

AspirinB Athletes Add-On: This is an

additionalfee for sports training

S3o/week Signature:

A retistration fee of s50/chird wi, be charged upon receipt ofthis contract.

School Days Out/Closing policy:

* Please check our Facebook page, website, or wBoc during increment weather for derayed 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 Davs out Camps for child(ren) attending Before AND After care: S15/full day, gr6/half day

School Davs out camps for child(ren) attending Eefore oR After care: S25full day, g2glhalf 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.

Mom's Email Address_

Dad's Name

Before School w/ Transportation

S9o/week

Signature:

Home School Half Day

Signature:



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 535 fee, in addi6on to any bank

charges. Uncollected payments, including fees, must be satisfied before your child may return to care.

r, lf 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 adva nce notice. The thirty day advance notice will begin the date the Withd rawal/

Care Change request form is submitted to the Crown Care Director. lf prior notice is not given prior to withdrawal, pa rent/guardian

WILL BE RESPONSIBLE FOR THE FULL TUITION PAYMENT for the next 30 days.

i. Contract will remain in effect for the entire schoolyear, 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%1, ol any

amount due and owing.

I understand and agree to "payment policy" stated above. lnitial

SiblinB Discount:

'A sibling discount will be issued when siblings contract for crown care. Discount is applied at the rate S10 per week after one full price

tuition. Each sibling must be registered for both Before AND After Care.

Late Pick-Up Policy:

I crown ca re closes at 5:3opm. lf you a re late picking up you r child, a late fee will be assessed at the rate of 52 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:

'i child(ren) should not bring personal items/electronics to crown care. crown care/crown center LLcwill notbeheld responsible for
lost, stolen, or damaged items (example: l-pads, phones, Watches, etc)

I understand and agree to ,,Late pick-Up policy,,stated above. lnitial

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. Thecodeof
conduct is included in the crown care handbook so that children and their families are informed of the behavior expected of a ll partic-
ipantsforthesafety,healthandhappinessoftheparticipantsandstaff. Disciplinary measures may include: verbalwarning, 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 policv,,stated above. lnitial

Crown Care reserves the right to cancel this contract at any time with or without prior notice. lnitial_
By signing below, I acknowledge that I have received a copy of the crown care Parent Handbook, consumer pamphlet and parent,s Guide
to Regulated/Licensed child care. I 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



t,

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

Child's Na me

EMERGENCY TREATM ENT AUTHORIZATION

am the undersigned Parent/Guardian. I expressly acknowledge and agree by signing this Emergency Treatment
Authorization (this "Authorization") I 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.iudgement in the event of a medical emergency and/or routine medical care involving the Child. By

signing this Authorization, I 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 illness(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 comprising 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, I expressly

Srant 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. ln 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, I 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 enrollment 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

1,

s

ILLNESS

ln 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. lf You cannot be reached, crown will notify the Child,s emergency
contact regarding the child's illness. lt's your responsibility to arrange for the child to be picked-up from the crown center premises
as soon as possible. ln 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- threatening diseases which you must report
immediately to Crown Care.

SIGNATURE OF PARENT/GUARDIAN DATE



UU

Child's Name

MEDICATION

ALL PRESCRIPTION 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 INSTRUC ONS 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 fE

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. ln case of an emergency, an
emergency plan will be followed.

> I understand that my child will not be released to any person(s) who seem(s) to be under the influence of drugs or alcohol
> I understand that my child must be signed in and/or out daily by myself or my designee
> lf my child is experiencing problems in the pro8ram 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 enrollment is complete and accurate.
> False or incomplete information may lead to termination ofservices.

SIGNATURE OF PARENT/GUARDIAN DATE

2

-

only medication prescribed by a Physician will be administered to child. lf 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



UU

Child's Name

PARTICIPATION WAIVER

l, understand that Crown center, LLc ldlbla "Crown care") and each and every of its officers, directors, members, managers, agents,
representatives, insurers, assigns, attorneys, contractors, parents, subsidiaries, successors, affiliates, principals, employees 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, I expressly acknowledge on behalf of myself, my spouse, the Child and all of my successors,
heirs, representatives and assigns (collectively the "Releasors"), that I 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, I 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. I HEREBy RELEASE, DISCHARGE,

COVENANT NOT TO SUE, AND AGREE TO INDEMNIFY 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 ALTEGED TO BE CAUSED lN WHOLE OR rN PART By rHE ACTS OR OMM|SS|ONS OF ANy RELEASEE(S), |NCLUDING ANy
RESCUE OPERATION(S) CONDUCTED, OVERSEEN OR MANAGED BY ANY RELEASEE(S), REGARDLESS OF NEGLIGENCE OR THEABSENCE

THEREOF ON TH EPART OF ANY RELEASEE. I FURTHER EXPRESSLY ACKNOWTEDGE AND AGREE: IF, DESPITE THIS RELEASE AND THE

TERMS OF THE AGREEMENT SET FORTH HEREINABOVE, THE CHILD (AS IDENTIFIED ABOVE), OR ANY PERSON(S) ACTING ON BEHALF

OF SUCH CHILD, MAKES A CTAIM AGAINST ANY RETEASEE(S), I, AT MY SOLE COST AND EXPENSE, SHALL INDEMNIFY, SAVE AND HOLD
HARMLESS EACH AND EVERY OF IHE RELEASEES FROM ANY AND ALL L IGATION EXPENSES, ATTORNEY FEES, LOSS, LIABILIW,
DAMAGE, OR COST ANY RELEASEE(S) MAY INCUR AS A RESULT OF ANY SUCH CLAIM. I 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 CONTAINED
ELSEWHERE IN THIS CROWN CARE REGISTRATION PACKEI THER TERMS CONTAINED IN THIS PARTICIPATION WAIVER SHALL GOVERN
THE UNDERSIGNED MINOR'S PARENT AND/OR LEGAL GUARDIAN, THE CHILD IDENTIFIED HEREINABOVE, AND ALL RELEASEES (AS

DEFINED HEREINABOVE) WIIH RESPECT rO ANY AND ALL MATTERS REFERENCED lN TH|S PARTICIPATTON WAIVER. I 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. I 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. I 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 EXEcuTloN oF THts pARTlctpAIoN wAlvER, t,

ON HEHALF OF MYSELF AND ALL RELEASORS, EXPRESSLY ACKNOWLEDGE AND AGREE: I HAVE READ TH|S PARICIpATION WAIVER, I

FULLY UNDERSTAND ALL TERMS CONTAINED HEREIN, I FULLY UNDERSTAND THAT I, ON BEHALF OF MYSELF AND ALL REALSORS, HAVE

GIVEN UP SUBSTANTIAL RIGHTS BY SIGNING THIS PARTICIPATION WAIVER, AND I HAVE SIGNED THIS PARTICIPATION WAIVER FREELY

AND WITHOUT INDUCEMENT OR ASSURANCE OF ANY NATURE, AND I INTEND THIS PARTICIPATION WAIVER TO BE A COMPLETE AND
UNCONDITIONAL RELAEASE OF THE REALEASEES OF AND FROM ANY AND ALL LIABILITY OF ANY KIN D WHATSOEVER, TO THE GREATEST

EXTENT ALLOWED BY LAW.

SIGNATURE OF PARENT/GUARDIAN TE

PRINTED NAME OF PARENT/GUARDIAN DAT F

-
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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/bla "Crown Care") staff to the following activities and places

t. Arcade located inside of Crown Sports Center

2. Clip n Climb located inside of Crown Sports Center

3. Crown Room located inside of Crown Sports Center

4. Outdoor sport fields located at the North end of Crown Sports Center

5. Outdoor woods located at North of the outdoor fields

6. All indoor fields and sports court

SIGNATURE OF PARENT/GUARDIAN DATE-

PERMISSION TO TRANSPORT FORM

I (Parent/Guardian Printed Name) authorize Crown Center,

toLLC (dlbla "Crown Care") to transport my child (Child's Name)

and from (Name of Child's Schoo!) as

well as field trips, special events and in the event of any emergency, weather or biohazard etc.,

that may occur during the2024-2025 school year.

Parent Signature:

4

Parent Printed Name:

Date:



UU

Child's Name

ENROLLMENT MEDICAL NEEDS
Does your child have any health concerns such as

Allergies YES NO

Asthma YES NO

Diabetes YES NO

Seizures YES NO

Other Medication required

lf 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/GUARD!AN

SUNSCREEN and INSECT REPELLENT POLICY

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

Medication required

Medication required

Medication required

Medication required

5

Signature of Parent/Guardian Date

-r]

o Sunscreen/insect repellent should be applied in the morning before your child

arrives at Camp Crown.

o Sunscreen/insect repellent should be in the original container only.

o Sunscreen/insect repellent must be clearly labeled with the child's name.

o Sunscreen/insect repellent will be stored in camper's classroom.

o Please make sure the sunscreen/insect repellent you provide has been

used previously on your child with no adverse reactions.

o School age students will reapply their own sunscreen before outdoor activities, if
needed.

o lf your child should require assistance applying sunscreen/insect repellent,

you must give permission below.

o Please make sure that you purchase clear spray sunscreen.

o Under No Circumstances are campers allowed to apply sunscreen/

insect repellent to another camper.

n I authorize the staff at Camp Crown/Crown Center, LLC to apply sunscreen/insect

repellent to my child.

tr Do not apply sunscreen/insect repellent to my child. This means that you do not

want counselors to help with the application of sunscreen.



MARYLAN D S1'AI'E DEPARTMENI' OF EDUCATION
Officc of Child Carc

HEALTHINVENTORY

REOUIRED 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 ceiified nurse practitionet completed no more than twelve months priorto
attending child care. A Physical Examination form designated by the Maryland State Depaftment of Education and the
Depaiment of Health and MentalHygiene shallbe usedto meetthis requirement (See COMAR 13A.15.03.0?, 13A.16.03.02
and 134.17.03.02).

' Evidence of immunizatlons. A Maryland lmmunization Certification form for newly enrolling children may be obtained from the
local health depadment or from school personnel. The immunization ceftification form (DHMH 896) or a printed or a computer
genented immunization record form and the required immunizations must be completed before a child may attend. This form
can be found at:
httoi//earlvchildhood.marvlando ublicschools.oro/svstem/files/filedeoot/3/marvland immunizati n certification form dhmh 896
- february 2014.pdf

lf 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 June2016 - Allpta'ious cditions are obsolete Page I ofs

lnformation and lnstructions for Parents/Guardians

Evidence of Blood-Lead Testing fot childrcn living in designated at risk areas. The blood-lead testing ceftificate (DHMH
4620) (or another written document signed by a Health Care Practitioner) shall be used to meet this requirement. This form can
be found ar: http://earlvchildhood.marvlandou blicschools.orslsvstem/files/filedepot/3/dhmh 4620 bloodleadtestinrcertificate 2O16.pdf

EIEUEIIONJi

Exemptions from a physical examinalion, immunizations and Blood-Lead testlng 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.

INJIIEUGIIANS

Please complete Part I of this Physical Examination form. Part ll must be completed by a physician or nurse practitioner,
or a copy of your child's physical exam ination must be attached to this form.

lf 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 medicalion. The Medication Authorization Form can be obtained at

http;//earlvchildhood.marvlandpublicschools.orslsvstem/files/filedeoot/3/occ1216-medicationadministrationauthorization.pdf



PART I. HEALTH ASSESSMENT

To be com eted or uardian
Birth date:Child's Name:

Midd e

Address:

City state zip

Sex

MtrFtr

Parenucuardian Name(s) Relationshlp PhonoNumber(s)
Hc:

C: H

LaslTlme Chlld Seen for

Phyllcal€ram:

DentalCare:

AnySpeclalist:

Your chlldt Routlne M€dlcalCare Provider

a,lame:

Addressi

Phone It

Your Chlld's Routine DentalCare Provider

Name:

Address:

Phone

ASSESSMENTOF CHILO'S HEALTH -To the best of your knowledgo has your child had any problem with the following? Ch6ck Yos or No and

0tovlde a comm€nt foranvYES answ€r.

No Commgnls ulrod fot Yes

lnsscts, Drugs, Latex, etc. tr D
AIIergies (Seasonal) tr D
Asthma orBreathing n tr
Behavioral or Emotional tr n
BlrthOofoct(s tr tr

flBladder D
Bleeding tr tr
Bowels ! tr
Cerebral Palsy tr tr
Coughing D tr
communication tr D
Developmental Delay tr tr
Diabetes tr !
Ears or Deafness tr tr
E]€s orVision tr D
Feeding tr tr

tr tr
Heart tr D
Hospitalization (Wh€n, Where) tr tr

Lead Poisor/Exposure completeDHMH,l620 tr tr
Ljfe Threatening Allorgic Reactlons tr tr
Limits on Physical Activity tr D
Moningitis n tr
Mobility-Assistlve Devices lf any tr D
Prematurity tr D
Seizures tr tr
Sickle Cell Disease a n
Speecl/Language tr tr
Surgery tr tr
Other tr tr
Does yourchlH tak6 medlcatlon (proscrlptlon or non.proscrlptlon) at 6ny tlme? and/or ,or ongoing health condition?

D No E] Yes, name(s) ofm€dication(s):

Does llourchlld recolw any spocialtroatments? (Nebullzer, E P I Pen, lnsulln, Counsellng etc.)

E No E Yes, ttpe of treatmenl:

Does yourchlld requlre any apeclal procoduros? (U.inary Cathotsrization, G-Tubefeeding, Transfor, etc.)

E No E Yos, 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 ParenVGuardian Date

-

ry

OCC 1215 - Revised June20l6 -Allprcrious editioLt areobsolae. Page2 of 5



PART I! . CHILD HEALTH ASSESSMENT
To be completed OA/LYby Physician/Nurse Practitioner

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

Additional Comments:

Child's Name:

Month / / Year

Sex

First Nliddle

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

E tto ! 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) lf yes, please DESCRIBE and describe emergency action(s) on the emergency card.

E No fl yes, describe:

3. PE

WN Atea
Attention DeficiUHyperactivity tr ! tr Lead Exposure/Elevated Lead n tr tr
Behavior/Ad.justment tr tf tr Mobility U tl tr
Bowel/Bladder tr n fI Musculoskeletal/orthopedic tr tr tr
Cardiac/murmur tr U D Neurological U tr tr
Dental tr tr U Nutrition fl E U
Development tr n D Physical lllness/lmpairment U tr tr
Endocrine tr tr U Psychosoclal tr U tr
ENT tr U U Respiratory U tr tr
GI ! tr U Skin tr U U
GU U tr D Speech/Lanouaqe tr tr U
Hearing D n U Vision U tr tr
mmunodeficiency tr n U Other: U il

any

RELIGIOUS OBJECTION:

I am the parenUguardian of the child identified above. Because of my bona fide religious beliefs and practices, I object to any immunizations being given
to my child. This exemption does not apply during an emergency or epidemic of disLase.

Date:

4. OFRECORD other896/or document m(e.g ilitary ISimmunizations)
to be a carehealthcompleted by provider immunization mustrecord beofa computer generated form be fromobtainedprovided (This may

ParenUGuardian

to administer medication in td

5. ls the on

1216 Medication A.rthorization Form must be
6. Should there be any of physical activity

No nature and

E No I Yes, indicate medication and diagnosis:

7 Results Date Taken

Blood Pressure

Height

BMI

Leqd Tesr I ndicared : D HM H 4-r0EI ye-.EN" -
Test fl1 Testfl2 Test # I Test f2

Physician/Nurse Practitioner (Type or Print): Phone Number: Physician/Nurse Practilioner Signature : Date:

OCC 1215 - Revised June20I6 - All previous ulitions urc obsolete. Page 3 of 5



Manvr,axn DsrlnrMsxr or Hnalru lNu MnNrn r. Hycrnivr Br,ooo Lnao Tpstnvc CnRrrrrclm

Instructions: Use this forrn 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 parenUguardian, is for a child bom before January 1 , 2015 who does
not need a lead test (children must meet all conditiorx in Box B). BOX C should be completed by the health care provider for any
child born on or after January l, 2015, and any child bom before January 1,2015 who does not meet all the conditioas 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+arentlGuardia:r Completes for Child Enrolling in Child Care, Pre.I(lndergarten, Kindergarten, or First Grade

CHILD'S

LAST FIRST MIDDLE

CITY STATE ZIP

PHONE

PARENT
CUARDTAN LAST FIRST MIDDLE

STREET ADDRESS (witb Apartment Number)

SEX: [Male 0Female BIRTHDATE I I

BOX B - for a Child lVho Does Not Need a Lead Test (Comptete and sign if child is NOT enrolled in Medicaid Alr{D the

answer to EYERY question below is NO):

Was this child bom on or after January l, 2015?

Has this child gver lived in one ofthe areas listed on the back ofthis folm?
Does this child have any known risks for lead exposure (see questions on reverce offornt and

talk with your chitd's health care provider ifyou are unsure)?

trYEs n No
DYES tr No

trYEsONo

Ifsll answers are NO, sign below and return this form to the child care provider or school.

Parent or Guardian Name (Prht): Jignature: _Date:

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

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

Test Date

Comments:

Person completing form: IHealth Care Provider/Designee OR [School Health Professional/Designee

Providcr Name:

Datel Phone:

Office Address:

BOX D -rona fide Religlous Beliefs

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

blood lead testing of my child.

Parcnt or Guardian Name (Print): Signature: I)ate:

Thls part ofBOX D must be completed by child's health care provlderl Lead risk poisoning risk assessment questionnaire done: n YES O NO

Provider Narne:

T")etp' Phone:

Office Address:

DHMHFORM462O REVISEDsDArc REPLACES ALL PREVIOUS VERSIONS

OCC 1215 -June 2106 PaBe 4 of 5

Tvne fV=venous. C=canillarv) Result (mcs/dl'l Comments



HOW TO USE THIS FORM

The documented tcsts should be the blood lead tests at l2 months and 24 months of age. 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 afrer 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 olto this form and certify
test dates ltom any other record that has the authentication ofa medical provider, health department, or school, All forms are

kcpt on file with the child's school health record,

At Risk Areas by ZIP Code from the.2004 Tarsetins Plan (for children born
BEFORE January 1.2015)

Allesany
AI,L

Baltimore Co.
(Continued)

2t212

212t5

21219

21220

2t221
21222

2t224
21227

2t228

21229

21234

21236

21237

21239

2t244

2t250
21251

21282

21286

Baltimore Citv
ALL

Calvert
206t5

20714

Caroline

ALL

Carroll
2115s

21757

21776

21787

2t79t

Frederick
20842

2t70r
2t703
21i04
2t716
2t'118

21719

21727

21757

21758

21762

21769

Frederick
(Continued)

21776

21778

21780

21183

2t787

21791

2t'198

Garrett

ALL

Prince Georeets
(Continued)

20737

20738

20740

20741

20742

20743

20746

20748

207s2

20774

20781

20782

20783

20784

2078s

20787

20788

20794

20791

20792

20799

209t2
20913

Queen Anne's
(Continued)

21640

2t644

2t649

21651

21657

21668

2t670

Somerset

ALL

SL Marv's

20606

20626

20628

20674

20687

Anne Arundel

2071'l
20'114

20764

20179

21060

21061

21225

2t226

21402

Baltimore Co.

2t027

21052

21071

21082

21085

2t093
2r1t1
2tt33
2l 155

2tL6t
2t2M

21206

2t207

21208

21209

2t2t0

Cecil

zl9t3

Charles
20il}
20658

20662

Dorchester

ALL

Montqomerv

20783

20787

20812

2081s

20816

20818

20838

20842

20868

20877

20901

209t0

209t2
20913

Kcnt
21610

2t620

2t64s

21650

2t6s1
21661

21667

Earford

21001

21010

21034

2t040
21078

2t082
21085

21130

2tnt
2t160
2tt6t

Talbot
21612

21654

21657

2166s

2t67t
21673

21676

Howard

20763

Prlnce George's

20703

207t0

20712

20722

20731

Queen Anne's

21607

21617

21620

21623

2t628

Washinetoa

ALL

Wicomico
ALL

Worcestcr

ALL

Lead Risk Assessment Questionnaire Screening Questions:

l. Lives in or regularly visits a ?rouse/building built before 1978 with peeling or chipping paint, recent/ongoing renovation or

remodeling?

2. Ever lived outside the United States or recently arrived from a foreign counhy'/

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

4. Ifborn before l/11201 5, lives in a 2004 "at risk" zip code?

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

6. Contact with an adult whosejob or hobby involves exposure to lead?

7. Lives near an active lead smelter, battery recycling plant, other lead-related industry, 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 serye food in leaded crystal, pottery or
pewter.

DHMH FORM 4620 REVISED 512016 REPLACES ALL PREVIoUS VERSIoNS
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Child's Name

MARYLAND STATE DEPARTMENT oF EDUCATION * office of child care

T::.il":::#ff:"*:H,I;F
EMERGENCY FORM

erCl rryElsuEl AM sr*If, pM sndf Evng sn <E

Birth DateLast First

Enrollment Date Hours & Days of Expected Attendance

Child's Home Address

(1)

(2)

NOTE:THIS ENTIRE FORM MUSI BE UPDATED ANNUALLY.

Complete all items on this side of the form. Sign and date where indicated. Please mark "N/A' if an item is not applicable.
lf your child hss a medical condilion which mighi require emergency medical care, complete the back side of the iorm. lf necessary, have your child,s
health practitioner review lhal information.

# Slate Codo
ParenUGuardian Name(s! Relationship Contact !aformation

Email: C:

H:

W:

Employer:

Email: C:

H:

W:

Employer:

Name of Person Authorized to Pick up Chnd {daily)

Address
Last First Relationship to Child

StreeUApl # City State Zip Code

Any Changes/Additional

ANNUAL UPDATES

(lnitials/Date) (tnitials/Date) (lnitlaldDatQ (lnitial{Date)

When parents/guardians cannot be reached, list at least one person who may be contracted to pick up the child in an emergency:

1. Name Telephono (H) _ (W)
Last First

Address

2. Name

StreeUApt. # City State Zip Code

Telephone (H) (w)
Last First

Address

3. Name

StreeUApt. # City State Zip Code

Telephone (H) (w)
Last First

Address
StreeUApt. #

Child's Physician or Source of Health Care

Address

City State Zlp Code

Telephone

StreeUApt. #

In EMERGENCIES requiring immediate medical attention,

authorizes the responsible person at the child care facility

City State Zip Code

your child will be taken to the NEAREST HOSPITAL EMERGENCY ROOM. Your signature
to have your child transported to that hospital.

Signature of ParenUGuardian Date

Page 1 of 2

OCC 1214 (Revised 01/2022) - All provrous editlons are obsalete.



MARYLAND STATE DEPARTMENT OF EDUCATION - OIIice 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) lf necessary, have your child's health practitioner review the lnformation you provids below and sign and date where
indicated.

Child's Name:

Medical Condition(s):

Medi6ations currently being taken by your child:

Date of your child's last tetanus shot:

Allergies/Reactions:

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

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

(3) To prevent incidents

OTHER SPECIAL MEDICAL PROCEDURES THAT MAY BE NEEDED

COMMENTS:

Note to Health Practitioner:

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

Daie

Signature of Health Practitioner

OCC 1214 (Rovised 01/2022) - N prcvlous edilions are obsolete.

Tolephone Numbor

Page 2 ol2

Date of Birth:

Name of Health Practitioner

()



MARYLAND DEPARTMENT OF HEALTH IMMUNIZATION CERTIFICATE

CHILD'S NAME
LAST FIRST MI

BIRTHDATE / /

ScHooL GRADE_

SEX: MALE fI FEMALE X

COI.INTY

PARENT NAME
OR

PHONE NO

CITYGUARDIAN ADDRESS ZTP

Doso

#

DTP-DTaP.DT

MolDayNr

Pollo

MolDayl/r
Hib

MolDayfYr
H.p B

Mo/Day/Yr

PCV

[to/Dayl/r
Rolavirus

Mo/Day/Yr
tltcv

Mo/Day^/r

HPV
tvlo/Day/Yr

Hsp A
Mo/DsyfYr

MMR

Mo/Day/Yr

Vrrislla
i\,lo/Day/Yt

Varicolla

Dlsea6e

Mo/Yr

covtD-19
t\4o/Daylyr

1
,,r l.:

2

:

i_r1 r :.

J :14. r.' Td

tolo/Dayf/r

Tdap
Mo/Dayffr

MonB
Mo/Day^f.

Other
lrlo/DayfYr

4

5

To the best of my knowledge, the vaccines listed above were administered as indicated.

l.

Clinic / OffrceName
Oflice Address/ Phone Number

Signature Title
(Medical provider, locat heatth department oficial, school ofrcial, or child crc provirler only)

Date

2,

Signahrre Title Date

3

Signature Title Date

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

COMPLETE THE APPROPRIATE SECTION BELOW IT'THE CIIILD IS EXEMPT FROM VACCINATION ON MEDICAL
oR RELIGTOUS GROIINIIS. ANY VACCTNATTON(S) Tlr.AT HAVE BEEN RECEMD SHOULD BE ENTERTD ABOVtr.

MEDICAL CONTRAINDICATION :

Please check the appropriate box to describe the medical contraindication.

This is a: E Permanent condition OR tr Temporary condition luntil I I
Date

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 Piotadei /tHD Ofncial

R]ILIGIOUS OBJECTION:
I am the parent/guardian ofthe child identified above. Because ofmy 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:

Center for ImmunlzotlonMDH Form 696 (FormlUy DHMI{ E96)

Rev.5/2l

Date:

www,health.maryland.govAmm



How To Use This Form

The medical provider that gave the vaccinations may record the dates (using month/daylyear) directly on this form

(check marks are not acceptable) and certify them by signing the sigrrature section. Combination vaccines should be

listed individually, by each component ofthe 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 ofthis form. This form may not be altered, changed, or modified in any way.

Notes:

I . 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.

s. History ofdisease is NOT acceptable in lieu ofany of the required immunizations, except varicella.

Immunization Requirements

The follorving 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 ofa preschool or school, public or private, may not
knowingly admit a student to or retain a student in a:

(l) Preschool program unless the student's parent or guardian has furnished evidence ofage 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

fumished evidence of age-appropriate immunity against pertussis; and
(3) Preschool program or kindergarten through the l2th grade rnless the student's parent or guardian has fumished

evidence of age-appropriate immunity againsr: (a) Tetanus; (b) Diphtheria; (c) poliomyelitis: (d) Meastes (rubeola);
(e) Mumpst (f) Rubella; (g) Hepatitis B; (h) Varicella; (i) Meningitis; and O Tetanus-diphtheria-acellular pertussis

acquired through a Tetanus-diphtheria-acellular pertussis (Tdap) vaccine."

Please refer to the "Minimum Vaccine Req uirements for Children Enrolled in Pre-sc hool Proqrams and in
Schools" to determine age-appropriate immunity for preschool through grade l2 enrollees. The minimum vaccine

requirements and MDH COMAR 10.06.04.03 are available at www.health.maryland.eov. (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 134.15.03.02 and COMAR 13A.16.03.04 G & H and the ..Ag!L

Appropriate Immunizations Requirements for Children Enrolled in Child Care Proqrams" guideline chart are

available at www.health.marvland.sov. (Choose Immunization in the A-Z lndex)

C.nt.r ao. lnmuniz.laonIllDll fo.n E95 (form.lly DtliUlI 896)

$ nn.herlth.m{ryland.govflmm



Do you receive o childcore subsidy from the State of Moryland? YES NO

Automated Payment Processing ($) Procare

Child's Nam A EmailAddress

SOLUTIONS

Safe. Convenient. Easy.

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, I (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

sEcTloN A (credit cardl By using a credit card, a 3% will be charged to your account.

Cardholder Name phone #

Cardholder Address City

Account Number Expiration Date

Cardholder Signature Date

SECTION B (Bank Account/ACH draft)

Your Name Phone #

Address ciiy

Bank or Credit Union Name Bank or Credit Union Address City

Routing Transit Number (see sample below) Account Number (see sample below)

Authorized Siln"trr" Date

State zip

State

State

zip

zip

Checking 
;Savings

0001

*)

ATTACH VOIDED CHECK HERE $

3!hg. grrt
Aiy Straot A^ylow^
r{r {001 | 555 55t5

Your l{ama
Any Slrcet Anytown
Tel (00r)555.0000

A 535.00 NSF fee will be charced for
anv returned pavments.

n

t I I I


