NEprAsKA HEALTH AND HUMAN SERVICES SysTR)

CHILDREN'S RECORD
Nebraska Health and Human Serwces System

+ EriiTmis b KEascaron A Lcinied » DNFRATAINT B Frmbhtd sag Bubts

Birthdate(s):

Child{ren)'s Name:_

Enroliment Date: Last Enroliment Date:

Parent or Guardian's Home Address and Employment Address:

FATHER {or Guardian):

Name: 'Employer:
Address: " Address:,
City: Phone: __ - ~ Gity: Phone:

‘MOTHER (or Guardian):

Name!

Clty - : Pssneé ) _ - -Cétyé ‘Phone:
Person(s) to Whom the Child_(_ren) may b_s Released by the Caregivsr:' (if no one, please writé “none")
Name: | -Nams: o _
Address: Adaress:

City: . Phone:” '_ S City: .- ,.LA‘- " F’hone

Perrson(s) Who wm Take Fiesponslbllity for the Ch:ld(ren) in. an Emergency When the Parent (or Guard|an) Cannot be
Reached (ONE NAME MUST BE GIVEN) S : T S : _

Name. o Namsi e : - _
Address; ) Address
City: . Phone: _ . City: Phone:
Consent to Contact P_hysici'an in Emergency:
In the event | cannot be reached o make.arrangements,.t hereby give my co‘nsen't fo S
. e - ) ' '_ L s i . -Garegiver. .. s
e i ot RS ontael Dootor
C e T ~ -Name of Physician
' Phone . . : Address City
ind, if necessary, take my chlld(ren) fo the foflowmg doctor{ ), clinics, or hospltal
Signature of Parent/Guardian Date
(Seeother side) .. - . GRED-0363 Rev. 8/05 (52042)

{Do Not use previous version)

Q?é printed on recyvled papar



Transportation Permission
permission {6 transport or

I hereby give .
' Name of Facility

arrange for transporiation of my child
Name of Child(ren)

I understand staff will insure that my child(ren) is placed in the appropriate safety restraint as indicaled by Nebraska law at all times the

vehicle is in motion.
Date

Signature of Parent/Guardian

Medication Competency Statement
have determined

1,
Parent th_zardian Name

competent to give or apply medication to my child{ren).

Provider/Director

Signature of Parent/Guardian Date

CHILD'S MEDICAL INFORMATION .

Any health problems which caregiver should know:

Medication, if any:

Allergies, if any:

Special Concerns: (Giasses, Hearing Aid, Crutches)

- Any activities child{ren) should NOT engage in;

Company providing h'e?!th and/or accident‘insurancé co{rerage: (Optional)

Certificate of Inmunizations .
' Month and Year of Each Dose

DraP1______ . |IPVi___ [HiB1 MMR 1__ HEPB 1 Vzvi____

DlaP2_ _ [IPV2 {HB2___ _ |[MMR2: HEP'B 2 VZV 2

DTaP 3 IPV 3 HIB 3 HEP B 3
DTaP3___ [iPva____ _ |HIB4_ e
DTaP 5

HiB — Haemophilus Influenzae Type B
MMR - Measles, Mumps, Rubella
Hep B — Hepatitis B

VZV - Varicella

DTaP - Includes DtaP and DTP (Diphtheria, Tetanus, Pertussis)
DT (Diphtheria, Tetanus—Pediatric)
Td (Tetanus, Diphtheria-Adult)

IPV — Includes OPV (Orai Polio Vaccine)
IPV (Injectable Polio Vaccine)

I certify that the above information is correct to the best of my knowledge.

Date

Signature of Parent/Guardian or Physician




