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Forned fom Sisis Form T8 (708

ﬁ F R | E N D S E AR I.Y Child Physical Health Examination

I allow my physician to release information about
LEARNING CENTER my child's health to Friends School and Day Care .
Parent Signature:

Fax (574) 271-1885

Patient Information
Mam (Last, First, Middle Fnifialy Dirto of Birth Diarta of B
Address [City, Staba, Fap}
Chld Lives TWeth: Mama: Fhoma:
Medical History
Communirable Trizease MonthYear Condition Explain if present:
Meailas Allorgies
Mg -
Scariet Fowar Crihar-
Whooping congh S
Hapatitis B
Crthi-
Physical Examination
Drate of Exam: Ape of Child
Sion Abdoanan
Lymph Modes Canitalia
By Ekaledom.
Eam Haart
MHaopkarymx Lamgz
Testh & Mouth Crthar
Note ooy mmsual fndings:
Diogs this chdld have ay bealth condition that would be herardous to bimvhemalf or to other childres i 2 group setting a5 2 reselt of normal activities
{Inchiding sports)? Yes Na K “YES™ what modification of normeal acthvities wonld be secesary to profect the child and bivhar classmates?
Hawu cibed amy medications or special routings which should be mchnded in the canter’'s fior s, chald"s actieitien? Yis Ha
PS5 please axplain i plant
Immunization History
CHaPDT! oPvY, PV Hihb Hopatitis B Maales Mlummps Euball Varicalla BCVT Hap A
T4TD

Phoysiciam's Mama (Pleass Prizd): Plrysicion’s Signamm:
Phone Munsber:
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Ratrfing Numilber

- 9
#
ll&ll -
5 6 !
6 # 2
B $ 6
1
B
B *
2 16 4

John Sample
Mary Sample
123 Nice Street
Anytown, USA

Pay to the
order of:

C ¢t =@ T+ (

BANK OF THE WEST
555=-555=5555

Attach Voided Check Here

Deposit slips not accepted

I:lZB—'}EE.?B‘:'*I:‘

Dollars

9 <=
16
I#*( x

804# 5
1 1
/
' 6 4

Ageaumi Momilar Chheel: Mk

415
@!

D1 ¢

#
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2016 Friends Closures

Erid April 15 Staff Training [
Monday, May 30 Memorial Day
Monday, July 4 Independence Day

Monday, September 5 Labor Day

Thursday, November 24  Thanksgiving Day

Friday, November 25 Thanksgiving Day Observance
Friday, December 23 Christmas Eve Observance
Monday, December 26 Christmas Day Observance

Monday, January 2 New Year's Day 2017

Late fees are $25.00 per increment on Fridays and days prior to holidays.

*Should you have any questions regarding vacation or rates please refer to the

School Policies. There will be no reduction in tuition for holi or days dosed.

**When you choose to use your vacation wesk, written notification of the time off is

requredturenewew.lru'edltan:l ur tuition balance must be at $0 for the week

m the requested vacation week. Forms are available in the hallway of eadh
Ing.

FRIENDS EARLY

A\-"dLEARNING CENTER



RECORD OF MEDICATION ORDER

State Form 45877 (R2 /7-00) 1 BCD 0054

CHILDCARE HEALTH SECTICN
BUREAU OF CHILD DEVELOPMENT
DIVISION OF FAMILY AND CHILDREN

All medications, medicinal products, physician's sample medications, and medicinal skin care products given or used at a child care center
must include the exact name of medication, dosage 1o be given, time to be given and reason for use. (If used for fever, the degree of temperature

must be stated.) A physician’s order is valid for ane year.

3 Name of chid

Dosage to be given

Exact name of medication

Reason for use:

Time lo be given (frequency)

Sgnature of physician

2 Name of chikd

Date (month, day. yeany

Exact name of medication

Dosage to be given

Time to be given (frequency)

Reason for use:

Sygnature of physician

Date (month, day. yean

3. Name o! child

Exact name of medication

Dosage to be given

Reason for use:

Time to be given (frequency)

Smgnature of physician

4. Name of child

Date (maonth, day, year)

Exact name of medication

Dosage to be given

Reason for use:

Time to be given (frequency)

Saggnature of physician

Date {month, day, year}

5. Name of child Exact name of medication
Dosage o be given Time to be given {frequency)
Reason for use:

Sagnature of physician

Date (moath, day, year)




FRIENDS EARLY .

\dLEARNING CENTER
What to bring to School £

¢ At least 1 complete change of weather-oppropriate clothing (Shirt, pants, underwear, socks)
+ Inwinter, 1 pair of waterproof snowpants, boots, mittens and hat. NO SCARVES, please.
In summer, sun hat, bathing suit, towel and water shoes/sandals. SANDALS SHOULD NOT BE WORN
TO 5CHOOL. PLEASE WEAR WELL-FITTIMNG TEMMNLS SHOES OR DRESS SHOES AND 50CKS.
1 crib-size blanket (no larger than 3" x 47)
1 crib size sheet (optional, to be ploced on cot)
1 small pillow (no larger than 12" x 157)
2 boxes of Kleenex and a few plastic shopping bags
Children's Sunscreen (at least SPF 45) and Permissicn Slip
Unopened package of Disposable Diapers/Pull-Ups and Unscented Wipes, if not in un-
derwear (Friends Does Mot Accept Cloth Diapers)
If your child is in diapers, please provide 2 unopened packoges of unscented wipes
+ Enrollment forms as indicated below:
+ Signed and Completed Enrollment Record
Autherization for Transportation/ Sunscreen
1 Copy of Child's Official Birth Certificate
Signed Birth Certificate Consent Form
Emergency Information Sheet
Emergency Medical Authorization
Emergency Health Information and Medical Plan
Child Physical Health Form and Immunization Records Signed by physician

L '| .
wimr o b A note about snacks and special treats.....

W .¢ Thn:lughuut the schoel year we schedule holiday parties for the children fo enj

The; hnlldu',.-'s and celebrate birthdays and special occasions. It is important to ﬂ:lllnw Q¥IE
'Fnllnwmg delines so that all children may enjoy snocks or treats that you wish to bri
school. gh.en the situation arises for you to bring a treat fo school. please discuss pre erem':e.s
with your child's teacher. We prefer healthy and safe snacks and treats to round cut or nutri-
tion program. If you have any special needs, requests, or concerns please contact your child's
teacher. It isentirely your choice to send a special snack/treat for your child's birthday, it is
not a requirement and the day will be no less spe.cml m’rhnm‘ it. Also, state low requires that all
food items be store-bought, unopened and packa?l . Any food items that are
not brought according to guidelines cannot be. ser"u'ed to the children.



