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irning Center
Start Date: Approved by: (staff initials)
Xtreme Child Care Center
A Division of Montgomery County OIC
1101 Arch Street
Norristown, PA 19401
Telephone: 610-279-9700 Fax: 610-279-9705

Child Name Birthdate: Age:
Address: Gender:

City/Zip: Home Phone:

Parent's name: Work Phone:

Parent’s name: Work Phone;

E-Mail Address: Print Clearly

Does/will child have any siblings enrolled in one of our other programs? Yes_  No__

If Yes please list them by name:

Pleas check one of the following options. All fees are based on a weekly or monthly schedule.
Choose your options carefully. The plan you choose will remain in effect for the year. Price
listed may be subject to revision. If you have two or more children enrolled in our programs,
please note that there will be at least a 10% discount for your older child(ren).

Day Weekly 5-day | Weekly 4-day | Monthly 5-day | Monthly 4-day
Preschool (37 $175 $150 $580 $480
months & over)

Before/After Care $125 $100 $475 $375

Required for Registration:
$25 non-refundable deposit along with one week deposit
All enclosed forms except for health assessment. (Health Assessment is due within 30
days from registration date.)

I (parent/guardian) have read and understand the payment procedures and policies. I
understand that my child will not be allowed to attend the program if payment has not been
received by the OIC prior to my child attending care. I agree to update the emergency
contact/parent consent form and agreement form whenever changes occur or every six months

at a minimum.

I give my permission for the OIC to use pictures of my child for advertising and PR.

Parent/ Guardian Signature: Date:
Parent/Guardian Signature (at 6 month review): Date:
Operator Signature: Date:

For Office Use only;

Staff Initials Date of Registration




AGREEMENT

556 PA CODE CHAPTERS 3270.123 &.181(C); 3280.123 8.181(c); 3290.123 &.181(c)

{NAME OF CHILD

FEE AMOUNT PER-DAY-WEEK DAY PAYMENT TO BE MADE

$

Services to be provided as part of the day care fee (examples; transportation, care, meals, eto.)

CHILD'S ARRIVAL TIME CHILD'S DEPARTURE TIME. PERSON(S) DESIGNATED BY PANENT TO WHOM CHILD MAY BE RELEASED
LATE FEE PER MIN-HR

Extra services to be provided at an additional fee if applicable

I, the parent/guardian;

received coimplete written program information at the time of enroliment. (§ 3270.121,
D 3280.121, 3290.121)

D agree to update the emergency contact/parental consent form information whenever
changes occur or every 6 months at a minumum. (§ 3270.124, 3280.124, 3290.124)

SIGNATURE-OPERATOR DATE SIGNATURE-PARENT OR GUARDIAN DATE

DATE OF CHILD'S ADMISSION

DATE OF WITHDRAWAL

SIGNATURE-PARENT OR GUARDIAN DATE

03892A CY 321 - 12/99



Authorization for Emnergency Hospital or Medieal 'I'veatment

In case of an emergency due to iliness or accident, when it is thought advisable to have
immediate medical attention for my child, T herby authorize the Montgomery County
OIC Child Care Center to send my child to the nearest hospital (usually Einstein

Montgomery or Suburban Community).

T agree to meet the OIC Staff Member at the hospital as soon as possible after being
notified. :

Tunderstand that I must bear all expenses involved, including those incurred to transport
my child to the hospital.

In the event of a minor injury, I authorize the Montgomery County OIC Child Care
Center to administer minor First Aid to my child.

Parent/Guardian Signature:

Date:

Relationship to Child:

Name of Child:




Parent/Provider fill in this part.

; health professional should verify and complete alj data,

Parents may write immunization dates.

CHILD HEALTH REPORT

{55 PA CODE §§3270,131, 3280.131 AND 3290.131)

CHILEYS NAME: (LAST) {FIRST) PARENT/GUARDIAN:
DATE CF BIRTH; HOME PHONE; ADDRESS!:

CHILD CARE FACILITY NAME:

FACILITY PHONE: COUNTY: WORK PHONE!

E1 Tauthorize the chlid care staff and my child's health professtonal to communicate directly if needad to clarify Informatlon en this form about my child.

PARENT'S SIGNATURE:

PO NOT OMIT ANY INFORMATION
This form may be updated by a health professienal, Initlal and date any new data, The child care facility needs a copy of the forn.

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY):
0 NONE

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET, ALL MEDICATIONS A
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE, ATTACH ADDITIONAL SHEETS IF NECESSARY.

1 NONE

CHILD'S ALLERGIES (DESCRIBE, IF ANY):
7 NONE

HIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOGLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF,

EQUIPMENT AND PROVISION FOR EMERGENCIES,
0O NONE

IN YOUR ASSESSMENT, IS THE CHILD ABLE TQ PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR

COMMUNICABLE DISEASES?
0O YES O NO IF NO, PLEASE EXPLAIN YOUR ANSWER:

FAS THE CHILD RECEIVED ALL AGE APPROPRIATE | NOTE BELOW IF THE RESULTS OF VISION, HEARING OR L.EAD SCREENINGS WERE ARNORMAL. 1F
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE | THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND
HEALTH CARE SERVICES CURRENTLY RECOMMENDED [ INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD
BY THE AMERTCAN ACADEMY OF PEDIATRICS? (SEE | CARE FACILTTY.
SCHEDULE AT WWW.AAR.ORG) VISION (subjective until age 3)
0O YeS O NO HEARING {subjective until age 4)
LEAD
RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD'S IMMUNIZATION RECORD
IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS
HEP-B
ROTAVIRUS
DTAPDTPITD
e
PNEUMOCQCGAL
POLIO
INFLUENZA
MMR
VARICELLA
HEP-A
MENINGOGOCCAL
OTHER
MEDICAL CARE PROVIDER: SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN'S ASSISTANT
ADDRESS:
TITLE:
PHONE: LICENSE NUMBER: DATE FORM SIGNED:

€D 51 02/08



EMERGENCY CONTACT / PARENTAL CONSENT FORWN

55 PA CODE CHAPTERS 3270.124(a)(b), 3270.1B1 & i82; 3280 124 {a)(b). 3280.18% & .182: 3290.124 {a}(b), 3290.181 & .182

: ﬁ:HrLD's NAME

BiRTHDATE

ADDRESS

MOTHER'S NAME/LEGAL GUARDIAN

HOME TELEPHONE NUMBER

ADDAESS

BUSINESS NAME

BUSINESS TELEPHONE NUMBER

ADDRESS

HOME TELEPHONE NUMBER

FATHER'S NAMELEGAL GUARDIAN

ADDRESS

BUSINESS NAME

BUSINESS TELEPHONE NULBER

ADDRESS
EMERGENCY CONTACT PERSON(S) NAME TELEPHONE NUMBER WHEN CHILD IS IN CARE
PERSON(S) TO WHOM CHILD MAY BE RELEASED NAME . ADDRESS TELEPHONE NUMBER WHEN CHILD 1S IN CARE

NAME OF CHILD'S PHYSICIAN/MEDICAL CARE PROVIDER

TELEPHONE NUMBER

ADDRESS

SPECIAL DISABILITIES (IF ANY)

ALLERGIES (INCLUDING MEDICATION REACTION)

MEDICAL or DIETARY INFORMATION NECESSARY IN AN EMERGENCY SITUATION

FAEDICATION, SPEGIAL CONBITIONS

ADDITIONAL INFOAMATION ON SPECIAL NEEDS OF CHILD

HEALTH INSURANCE COVERAGE FOR CHILD or MEDICAL ASSISTANCE BENCFITS

POLICY NUNMBER (REQUIRED)

MIN. OF MINOR FIRST - AID PROCEDURES

WALKS AND TARIPS

SWIMMING

TRANSPORTATION BY THE FACILITY

WADING

PERIODIC REVIEW

DATE

SIGNATURE OF PARENT or GUARDIAN

DATE

SIGNATURE OF PARENT or GUARDIAN
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