CALIFORNIA DEPARTHENT OF S0CIAL SERVICES

STATE OF CALIFORIIMA
COMMUNITY CARE LICENSIHG DMISION

REALTH AND HULAN SERVICES AGENCY

IDENTIFICATION AND EMERGENCY INFORMATION
CHILD CARE CENTERS/FAMILY CHILD CARE HOMES

To Be Completed by Parent or Authorized Representative

GHILD'S NALE LAST MIDDLE FRST sFX TELEPHONE
ADDRESS HULEER STREET crY STATE 27 ;Emmnmg)
FATHER 3/GUARDIAN S/7FATHER'S DGIESTIG FARTHERS NENE  LAGT IRIDDLE ARST BUSINESS TELEFHONE
HCHE ADDFESS U5ER _STREET oY STATE E }(-101.!5 TELiPHONE
MOTHER S/IGUARDIAN S/ OTHER S DOMESTIC PARTNERS NAME  LAST MIDDLE FIRST éusmEss)TELEFHONE
1HONE ADDRESS {i0nBER STREET oy STATE &P }E’QUETELiPHQN £
PERSON RESFONSTELE FCH CHILD LAST NANE 1iDoLE FIRST HOME TELEPHONE éusmEss)TELEPHo,\-E
{ ) { )
ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY
NAME ADDRESS TELEPHONE HELATIONSHIP

PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY

PHYSICIAN ADDRESS MEDICAL PLAN AND NUMBER TELEPHOMNE
DENTIST ADDHESS WEDICAL PLAN AND NUMBER TELEPHOHE

IF PHYSICLAMN CANMOT BE REAGHED, WHAT ACTION SHOULD BE TAKEN7

D CALL EMERGENCY HOSPTAL D GTHER EXPLAK:

NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY
{CHIDWILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN AUTHORIZATION FROM PARENT OR AUTHORIZED REFR ESENTATIVE)

NAME RELATIONSHIP

TIIE CHILD WILL BE CALLED FOR

SIGNATURE OF PARENT/GUARDIAN OR AUTHORIZED REPRESENTATIVE DATE

TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY CHILD CARE HOMES LICENSEE
DATE OF ADMISSION DATE LEFT

LG 700 (808){CONFDENTIAL)






STATE OF CALIFORNIA-HEALTH AND HUMAN SERVICES AGENCY

CHILD'S PREADMISSION HEALTH HISTORY-—PARENT’S REPORT

CALIFORNIA DEFARTMENT OF SOCIAL SERVICES
CONAUNITY CARE LICENSING

CHIELD'S HAME

SEX  |BIHTH RATE

FATHER'S/FATHER'S DOMESTIC PARTNER'S MAME

DOES FATHERFATHER'S DOJESTIC PARTNER LIVE IV HOME YATH CHILD?

NOTHER'BMOTHER'S DOMESTIC PARTHER' S NAME

DOES MOTHERMOTHER'S DOMESTIC PARTNER LIVE IN HOME WITH CHILD?

15 /HAS CHILD BEEN LDER REGULAR SUPERVISION OF PHYSICIAN?

DATE OF LAST PHYSICALAZEDICAL EXAMINATION

TEVELOPMENTAL HISTORY [*For infanis and Ppreschool-age Thifdren omy)

WALRED ATx BEGAN TALRING AT TOLET TRAMNING BTARTED AT+
LIONTHS ONTHS KONTHS
PAST ILLMESSES — Check illnesses that child has had and specify approximate dates of ilinesses:
DATES DATES DATES

O Chicken Pox

0 Asthma

0 Rheumatic Fever
T Hay Fever

{1 Diabstes

1 Epifepsy

[ Whooping caugh
0O

Mumps

DO roliomyelitis
0 Ten-Day Measles

O Three-Day Measles

(Rubeola)

{Rubelia)

SPECIFY ANY OTHER SERIQUS OR SEVERE ILLNESSES OR ACCIDEHTS

DOES CHILD HAVE FREQUENT COLDS?

[ ves

HOW MANY INLAST YEAR?

O ne

LIST ANY ALLERGIES STAFF SHOLALD BE AWARE OF

DAILY ROUTINES (*For infants end preschioel-age children oniy)

WHAT TIME DOES CHILD GET UP7*

WHAT TItiE DDES GHILD GQ TO BED?*

DOES CHIED SLEEP WELL?+

DOES CHILD SLEEP DURING THE DAY?*

VWHEN?*

HOW LONG?*

WHAT ARE USUAL EATING HOURS?
BREAKFAST
LUNCH
DINNER

DIET PATEERN; BREAKFAST

(What does child usually

eat for these meals?) LUNGH
DINNER

ANY FOOD DISLIKES?

ANY EATING PROBLEMS?

13 CHILD TOILET TRAINED7*

[ ves O wo

IF YES, AT WHAT STAGE: »

ARE BOWEL MOVEMENTS REGULAR? ™

1

00 wo

WHAT 1S USUAL TIME?™

\WORD USED FOR "BOWEL MOVEMENT™®

WORD USED FOR URINATION®

FARENT'S EVALUATION OF CHILD'S HEALTH

13 CHILD PRESENTLY UNDER A DOCTOR S CARE?

| YES 0 NO

FYES, NANE OF DOCTCR!

O

DOES CHILD TAKE PRESCRIBED MEDICATION(S)?

I

IFYES, WHAT KiIND AND ANY SIDE EFFECTS:

DOES GHILD USE ANY SPECIAL DEVICE(S):

O ves O wno

F YES, WHAT KIND:

Ll

tl NG

DOES CHILD USE ANY SPECIAL DEVICE(S) AT HOME? IFYES, WHAT KiND:

PARENT'S EVALUATION OF CHILD'S PERSONALITY

HOW DOES CHILD GET ALGNG \WITH PARENTS, BROTHERS, SISTERS AND OTHER CHILDREN?

HAS THE CHIiLD HAD GROUP PLAY EXPERIENCES?

DOES THE CHILD HAVE ANY SPEGIAL PROBL EMS/TEARSNEENS? (EXPLAIN}

VWHAT IS THE PLAN FOR GARE WHEN THE GHILD IS ILL7

REASON FOR RECQUESTING DAY CARE PLACEMENT

PARENTS SIGNATURE

DATE

LIC 702 [8/08) (COWFDENTIAL)






STATE OF CALIFORMNIA—HEALTH AND HUN AN SERVICES AGENCY CALFORINNA DEPARTHENT OF SQCIAL SERVICES

CAREGIVER BACKGROUND CHECK PROCESS
CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

The California Department of Social Services works to protect the safety of children in child care by
ficensing child care centers and family child care homes. Our highest priority is to be sure that
children are in safe and healthy child care settings. California law requires a background check for
any adult who owns, lives in, or works in a licensed child care home or center. Each of these aduits
must submit fingerprints so that a background check can be done o see if they have any history of
crime. If we find that a person has been convicted of a crime other than a minor traffic violation,
he/she cannot work or live in the licensed child care home or center uniess approved by the
Department. This approval is called an exemption.

A person convicted of a crime such as murder, rape, torture, kidnapping, crimes of sexual violence or
molestation against children cannot by jaw be given an exemption that would allow them to own.
live in or work in a licensed child care home or center. If the crime was a felony or a serious
misdemeanor, the person must leave the facility while the request is being reviewed. If the crime is
less serious, hefshe may be allowed to remain in the licensed child care home or center while the

exemption request is being reviewed.
How the Exemption Request is Reviewed

We request information from police departments, the FBI and the courts about the person’s record.
We consider the type of crime, how many crimes there were, how long ago the crime happened and
whether the person has been honest in what they fold us.

The person who needs the exemption must provide information about:

* The crime

* What they have done to change their life and obey the lfaw

* Whether they are working, going to school, or receiving training

+ Whether they have successfully completed a counseling or rehabilitation program

The person also gives us reference letters from people who aren't related to them who know about
their history and their life now.

We look at all these things very carefully in making our decision on exemptions. By law this information
cannot be shared with the public,

How to Obtain More Information

As a parent or authorized representative of a child in licensed child care, you have the right to ask
the licensed child care home or center whether anyone working or living there has an exemption. If
you request this information, and there is a person with an exemption, the child care home or center
must tell you the person’s name and how he or she is involved with the home or center and give you
the name, address, and telephone number of the local licensing office. You may also get the person’s
name by contacting the local licensing office. You may find the address and phone number on our
website. The website address is http:/fccl.dss.cahwnet.gov/RegionalOf_1829.htm

LIC 995 E (6/05)






STATE OF CALIFORMIA - HEALTH AND HUNAN SERVICES AGENGY

PEHSONAL RIGHTS
Child Care Centers

Personal Rights, See Section 101223 for waiver conditions applicable to Child Care Genters.
(a) Child Care Centers. Each child receiving services from a Child Care Center shall have rights which include, but are
not limited to, the following:

(1)
(2)

(3)

(©)
()

To be accorded dignity in his/her personal relationships with staff and other persons.

To be accorded safe, healthful and comfortable accommodations, furnishings and equipment to meet his/har
needs.

To bae free from corporal or unusual punishment, infliction of pain, humiliation, intimidation, ridicule, coercion,
threat, mental abuse, or other actions of a punitive nature, including but not fimited to; interference with daily
living functions, including eating, sleeping, or toileting; or withholding of shelter, clothing, medication or aids to
physical functioning.

To be informed, and to have his/her authorized representative, if any, informed by the ficensee of the
provisions of law regarding complaints including, but not limited to, the address and telephone number of the
complaint receiving unit of the licensing agency and of information regarding confidentiality.

To be free to attend religious services or activities of hisfher choice and to have visits from the spiritual advisor
of hislher choice. Attendance at religious services, either in or ouiside the facility, shall be on a completely
voluntary basis. In Child Care Centers, decisions concerning attendance at religious services or visits from
spiritual advisors shafl be made by the parent(s), or guardian(s) of the child.

Not to be locked in any room, building, or facility premises by day or night.

Not to be placed in any restraining device, except a supportive restraint approved in advance by the licensing
agency.

THE REPRESENTATIVE/PARENT/GUARDIAN HAS THE RIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS, WHICH IS:

COMMUNITY CARE LICENSING

ADDRESS

2580 NORTH 18T STREET, SUITE 307

cITY ZIP CODE AREA CODE/TELEPHONE NUMBER
SAN JOSE, CA . 95131 (408) 324-2148
DETACH HERE
TO: PARENT/GUARDIAN/CHILD OR AUTHORIZED REPRESENTATIVE: PLACE IN CHILD'S FILE

Upon satisfactory and full disclosure of the personal rights as explained, complete the following acknowledgment:

ACKNOWLEDGMENT: |/We have been personally advised of, and have received a copy of the personal rights contained in the
California Code of Regulations, Title 22, at the time of admission to:

(PRINT THE NAME OF THE FACILITY}

ROSA ELENA CHILDCARE CENTER

(PRiNT THE ADDRESS OF THE FAGILITY)

2380 ENBORG LANE, SAN JOSE, CA 95128

{PRINT THE NARE OF THE CHILD)

(SIGNATURE OF THE REPBESENTATIVE/FARENT/GUARDIAN)

(TITLE OF THE REPRESENTATIVE/PARENT/GUARDIAN) (DATE)

LIG B13A (8/08)

CALHORNIA DEPARTIIENT OF SOCIAL SERVICES






STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORMIA DEFARTHENT OF SOCIAL SERVICES

CONSENT FOR EMERGENCY MEDICAL TREATMENT-
Chiid Care Ceniers Or Family Chiid Care Homes

AS THE PARENT OR AUTHORIZED REPRESENTATIVE, | HEREBY GIVE CONSENT TO

ROSA ELENA CHILDCARE CENTER TO OBTAIN Al.L EMERGENCY MEDICAL OR DENTAL CARE

FACILITY NAME

PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEQPATH (D.0.) OR DENTIST (D.D.S.) FOR

. THIS CARE MAY BE GIVEN UNDER

NARE
WHATEVER CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMR OR WELL BEING OF THE CHILD

NAMED ABOVE.

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:

DATE PARENT OR AUTHORIZED REPRESENTATIVE SIGNATURE

HOME ADDRESS

HOME PHONE | WORK PHONE

() ()

LIG 627 (2/08) {CONFIDENTIAL)






STATE OF CALIFORIMA—HEALTH AND KUMAN SERVICES AGENCY CALIORINA DEPARTMENT OF SQCIAL SERVICES
CONMPUNITY CARE LIGENSING DIVISION

CHILD CARE CENTER
NOTIFICATION OF PARENTS’ RIGHTS

PARENTS' RIGHTS
As a Parent/Authorized Representative, you have the right to:

1. Enter and inspect the child care center without advance notice whenever children are in care.

2. File a complaint against the licensee with the licensing office and review the licensee’s public file
kept by the licensing office.

3. Review, at the child care center, reports of licensing visits and substantiatéd complaints against the
licensee made during the last three years,

4, Complain to the licensing office and inspect the child care center without discrimination or retaliation
against you or your child,

5. Request in writing that a parent not be allowed 1o visit your child or take your child from the child
care center, provided you have shown a ceriified copy of a court order.

8, Recelve from the licenses the name, address and telephone number of the local licensing office.
Licensing Office Name: COMMUNITY CARE LICENSING
Licensing Office Address: 2580 NORTH FIRST STREET, STE 307, SAN JOSE, CA 85131

Licensing Office Telephone #: _(408) 324-2148

7. Be informed by the licensee, upon request, of the name and type of association to the child care
center for any adult who has been granted a criminal record exemption, and that the name of the
person may also be obtained by contacting the local licensing office.

8. Receive, from the licensee, the Caregiver Background Check Process form.

NOTE: CALIFORNIA STATE LAW PROVIDES THAT THE LICENSEE MAY DENY ACCESS TO THE CHILD CARE CENTER TO A
PARENT/AUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE PARENT/AUTHORIZED REPRESENTATIVE
POSES A RISK TO CHILDREN IN CARE.

For the Depariment of Justice “Registered Sex Dffender’database, go fo www.megansiaw.ca,gov

LiC 995 (9/08) (Detach Here - Give Upper Portion ta Parents)

ACKNOWLEDGEMENT OF NOTIFICATION OF PARENTS’ RIGHTS
(Parent/Authorized Representative Signature Required)

1, the parent/authorized representative of , have
received a copy of the “CHILD CARE CENTER NOTIFICATION OF PARENTS' RIGHTS” and the
CAREGIVER BACKGROUND CHECK PROCESS form from the licensee.

ROSA ELENA C HILDCARE CENTER
MName of Ghild Cara Center

Signature (ParentAuthorized Represeniative} Date

NOTE:  This Acknowledgement must be kept in child’s file and a copy of the Notification given to
parent/authorized representative.

For the Department of Justice “Registered Sex Offender’database go to www.megansiaw.ca.gov

L1C g85 (8708}






(Lore) 9982 Mg

a1y sweN

"dr-mo[j0] sposnN 1ae] sup o
3080p arow nq ‘slep-ol-dn Apuannsy g |
Aeg TN

Jaw ale spuoirannbaz [y v [
AULNT TOVES Wy I
S9ag [BU0sId H [
Awmrodmay—suoseay [Eapaiy ¢ O
JUSUBIIIJ—SuOSBY JetpelN ‘D [
103 paruesd sem wondiusxyg
"GR-M010] SpaeN Iafe| onp op
§250p orow 3ng ‘prep-o)-dn Apwauny g g
e
oW e sjeawaimbar [y v 5}
SINITWIUUOTY 40 SNAVLS I
‘Ar100dg
PI0931 UONEZIMWW] 19RQ [T}
P10321 [00Y0S DEIsFo-ug [5
P3009Y W[ 2IWIOJHED MO [T]

HONYYE NOLLYZINOWIN
$E2IANIS HITYEH 40 LNIWLHYEIC—YINYOATIYD 40 JUWLS

O R

[HELTT [ peuwueu 1 sogssoadwy

ISISOPAYIIOS ATQUIELAKItUGS JO DIIF O LD

(asisod psv) upys
Bt AressaaN)”

AVIX LSAHD

IIEP wg

Justrtlag oy jusor Aq papmcad uondaIxe I XUojuLyy 3 IRty Lo 1001133 a0y paapabag jy,

Jan a
sog 17

200 [
Xuout-qId

MuZ_U

2ue ] SisEL
MoweWradd 31 Npus

uorssaaduuy

Anpuy e

Ll S wad Aug peliry ) ar.

sem pajuosad proosay

(eoduayory3)  VETADIAVA

d SILLIIVdAEH

(g snydowaeh)  SLLIONINAM 9iH
{(tooyasoud puy 2xva ppys Lo Luo paxmboy)

(e1[equr pue ‘sdumuu ‘sa[sesiy) TN

amyuudg
BHT

[sormppaoe] pue snumssy ‘Tuoyydic)

{(Aquo cuayydip pue snuts Yo

srssmad PL/LQ/ABLOQ/d L

il

‘Ageinoon
3t POQUIOSUR PUl SUOHBZIURWIWI §,pIYD

{AdI 40 AJO) OI'I04

$IU3 20 PLOJaI © P2MAALAST T 18yl Kjmo0 | 1500g

e Py Pg pug 181
i ANIIOVA
NOLIVINTNAD O T NIAID SVA SO HOVE LIVQ
nnnnuuﬂu.o D
ey Uyl swpldng
dIZ L1 uedsiyy m suoydapay,
-orurdsTy Jou ‘ong Ay 5
S30IpPY gy sy UBIPITNS) 10 JUIE] JO SWLN]
g Jo sderg sITpYIg 4 QW o8 IWEN FUapnis

"SUOIDNLSUY 0] IPIS I5I0ADL 09§ "wIPALNS 10 Jussed Lq popraoxd prodax

UOHEZIUGWIME ue ooy [puuosiad 9aus ppys pur [oords £q pezerdumod 3G ISNW PAOIDL SII]

"SQUIBY 2400 ABp djunf pup *Sanon 2400 Py

‘SJOOYDS U} PA0OAL SIEf7 OF SS9 DADYY [JOUS STp i dap
2POD HONLINPT 41 [0 990Gk oS U paulfep spfiapiof sanomnia) pA028. JuaunUtiad §

YIB2MY (0307 P00 I0UE LM A2[SUD; [IDYS pur
Iuapis oy fo jind 1 paooas siyy

THOOHY NOLLVZINWIAI TOOHIS VINHOATTVD



INSTRUCTIONS FOR SCHOOL OFR CHILD CARE STAFF

HOom:.&mwmoEE.mmemmumm&&dmmE..H.,oa.BmmosmmcmcFoH.mmw parent or guardian ko complete this section only. (This form is not to be sent home or given to
parents to complete.)

2. School or child care personnel then fill in date (month/day/year) of each immunization the student has received from the Immunization Record presented by

the parent or gnardian. {If the date consists only of month and year for some doses, fill in month/xvyear; however, if either measles, rubella or mumps (or
MMR; was received in the month of the first birthday, month/day/year is required.)

3. Determine if immunization requirements have been met, using the California “Immunization Requirements for Grades K~12,” or “Immunization Reguirements
for Child Care,” (available from Immunization Coordinators in local health departments), or other requirements guide.
4. Complete the Documentation and Status of Requirements box.
A. Fill in date and your signature as the staff
which type of record was presented.
B. Ifthe child has met all immunization requirements, check box A and write in date.

C. If the child has not met all requirements, check box B. Child can be admitted only if up-to-date, ¢
followed up as indicated in the “Guide to Immunization Requirements.”

D. 1If a child is to be exempted for medical reasons, a doctor’s written statement is required; the statement must include which immunizaton(s} is to be exempted
and the specific nature and probable duration of the medical condition. If the medical exemption is permanent, the requirement for the designated
immunization(s) is met: check box A and box C.* If the medical exemption is temporary, check box B and box ID; this child must be followed up.®

m.Hmmorbn:mﬂo?wmxmgmﬁm&mowqmmmobmo.moﬂmosm_wmﬁmmm.mpm parent or guardian must sign and date the affidavit belaw.
affidavit. All requirements are met; check WOM A and box E*

member who reviswed and transcribed the imraunization record presented by the parent or guardian. Check

.£., 0O immunizations due currently. The child must be

No other parents should sign this

PERSONAL BELIEFS AFFIDAVIT TO BE SIGNED BY PARENT OR GUARDIAN-IMMUNIZATION

I Lereby request exemption of the child, named on the front, from the immunization requirements for school/child care entry because all or some immunizations ave contrary
to my beliefs. I understand that in case of an outbreak of any one of these diseases, the child may be temporarily excluded from attending for histher protection.

CREENCIAS PERSONALES: ESTA DECLARACION JURADA DEBE SER FIRMADA POR EL PADRE O LA MADRE O EL GUARDIAN

Solicito por la presente la dispensa de mwi hijo, nombrado en el reverso, de los requisitos para vacunas de Ja entrada a la escuela/muarderia ya que algunas o todas de las

vacunas son opuestas a mis erecncias. Comprendo que en caso de un brote en la communidad de alguna de estas enfermedades, mi hijo puede ser excluido temporalmente
de la escuela/guarderia por su propia proteccién.

Signature (Firma) Date (Fecha)

Applicable only in those jurisdictions where the Tuberculosis Assessment is required for school entry

Personal Beliefs Affidavit to be Signed by Parent or Guardisn—Tuberculosis

I hereby request exempiion of the child named on the front from the huberculsis assessment requirement for school/child care center entry because this procedure(s) is contrary o my beliels.
I understand that should there be cause to believe that my child is infected with active tuberculosis or sheuld there be a tuberenlosis outhreak, my child may be temporurily excluded [rom school.

Greencias Personales: Declaracion Jurada Debe ser Firmada por el Padre o la Madre o el Guardian

Solicito por la presente la dispensa de mi hijo, nombrade en el reverso, de los requisitos para la evatuacitn de I tubereulosis (Hsis) de lo entrada a I escucla ya que esta evaluacidn os opuesta a wis
ereencias. Comprendo que si hay razsn paxa sospechar que mi hijo sulra de la tuberculosis activa o si bay un brote de Ia mbereulosis, mi Lifjo puede ser excluido e I aseuela.

Signature (Firma} Date {Fecha)

* Names of all children who are exempt should be maintained on an exempt roster for immediate identification in case of discase outbreak in the community.



STATE OF CALIFORMHIA CALIFCRIA DEPARTIAENT OF SCCIAL SERVICES
HEZLTH AND HUMAN SERVICES LGEIICY CORLIGITY CARE LICENSING

PHYSICIAN'S REPORT-—CHILD CARE CENTERS
(CHILD'S PRE-ADMISSION HEALTH EVALUATION)
PART A ~ PARENT'S CONSENT (70 BE COMPLETED BY PARENT)

, born is being studied for readiness 1o enter
(NARE OF GHILD) {BIRTH DATE)
Rosa Elena Childcare Center - This Child Care Centar/School provides a program which extends from 7+ 30
{MAME OF CHILD CARE CENTER/SCHOOL)
am/pm.to 550 amipm., 5 days a week,

FPlease provide a report on above-named child using the form below, | hereby autherize release of medical information contained in this
report to the above-named Child Care Center.

Eéiéfx'ATUHE OF FARENT, GUARDIAN, OR CHILD'S AUTRORIZED REPRESENTATIVE) {TODAY'S DATE}

PART B — PHYSICIAN’S REPORT (TO BE COMPLETED BY PHYSICIAN)

Problems of which you shotld te awars:

Rearing: Allergles: mediche:
Viston; Insect stings:
Developmental Food:
Language/Speech: Asthma:

Dental:

Other {Include behavioral concerns):

Comments/Explanations;

HEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTIONS FOR THIS CHILD:

IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.)

VACCINE DATE EACH DOSE WAS GIVEN
ist 2nd 3rd 4th 5th
POLIO (OPV OR IPV) . /] / /7 / /
{INPHTHERTA, TETANUS AND
DTP/DTaP! i s
DTTd D b e 08 TETANY /] ;) /) / / /
R (MEASLES, LIPS, AND RUBELLA} / / / /
(REQUIRED FOR CHLD CARE UNLY)
HIB MENINGITIS  (HAEMOPHILUS b) A /o [ !/
HEPATFTIS B /] /! /!
VARICELLA [CHCKENPOX) JA | FA)

SCREENING OF TB RISK FACTORS (listing on reverse side)
[} Risk factors not present; T8 skin test not required.

[1 Risk factors present; Mantoux T8 skin test performed (unless

previous positivs skin test documented).
- Communicable T8 disease not present,

I have [] have not [} reviawed the above information with the parent/guardian,
Physician: Date of Physical Exam:
Address: Date This Form Completed:
Telephone: Signature
V1 Physician Physician’s Assistant [# Nurse Practitioner

LIC 701 (8408} {Confid=ntialy FACE { OF 2




RISK FACTORS FORTE IW CHILOREN:

* Have a family membsr or contacts with a history of confirmed or suspected TB.

* Are in forelgn-born families and from high-prevalence countries (Asia, Africa, Central and South America).
*  Live in out-of-home placements.

*  Have, or are suspected to have, HIV infaction,

* Live with an adult with HIV seropositivity.

*  Live with an aduft who has been incarceraied in the last five years,

*  Live among, or are frequenily expesed 1o, individuals who are homeless, migrant farrm workers, users of strest drugs, or residents in
nursing homes,

' Have abnormalities on chest X-ray suggestive of TB.

*  Have clinical evidence of TR.

Consuit with your local health dspartment’s T8 conlrel program on any aspects of TB prevention and treatment.

LIC 701 (8/08) (Configantz)) PAGE 2 of 2



