


Attach a copy of the child's immunization record. An immunization record or exemption is obtained 
prior to the first day of attendance and is to be updated when the child receives additional vaccines. 
Parent/guardian must provide a copy of the current updated immunization record to the child 
care program. Refer to Appendix II, Immunizations, in Requirements for Child Care Programs for 
immunization and exemption procedures. 

Child's physician or clinic Phone 

Oklahoma 
Street address 

�-------

City State ZIP 

D 
I understand that a signed parent/guardian permission is obtained prior to administration of any 
medication to any child. 

Does your child have any specific needs involving routine care, behavior modification, 
communication, eating, or sleeping activities? When yes, describe: 

Does your child have any known allergies? 

When yes, list: 

OYes ONo 

Does the known allergy require special precautions, actions, or medications? 

When yes, describe: 

OYes ONo 

Describe any special precautions for diet, medication, or activity, when applicable: 

Are there any other special considerations that would assist this program in providing care to your 
child? When yes, describe: 

Will your child receive any specialized services from professionals outside of this 
OY . es 

program's personnel? 

D When yes, I understand that a signed and dated parent permission is required. 

ONo 

I give permission for program personnel to consult with specialized personnel 
regarding the needs of my child? 

OYes ONo 
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D I do not give permission to transport my child. 

D 
I give permission for my child to be transported by this program under the following 
circumstances: 

Select all that apply: 

D When an emergency occurs and I cannot be reached 

D Field trips 

D To and from home 

Drop-off time: Pick-up time: 

Specific plan for transfer and supervision: 

D To and from home 

Drop-off time: · Pick-up time:

Specific plan for transfer and supervision: 

D Other, specify: 

Pick Up Permission 

Individuals who have permission to pick up my child: 

Name 
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HAPPY FACES 

First Christian ·child Care Center, 

Photographs are taken on different occasions such as birthdays, holidays, outings and special 
occasions. We use these pictures in our child care center for teaching arts and crafts, albums and 
various other things. I understand that these photographs will not be sold, or distributed without 
my permission. (May be used on FCC CCC website) 

Date: 

__ I give FCCCCC permission to take and use my child's picture. 

__ I do not want my child's picture taken while at FCCCCC. 

---- ----

Child's Name: --------- --

Parent Signature: _________ _ 











.Medication Permission and Administration 
for Child Care Programs 

This form is for child care centers, day camps·, drop-in progra·ms,.-·o�t-of-school time programs, part-
day programs, and programs for sick children. ·· 

I, authorize the designated personnel of 
=--...,.-.---,--..,.------,-,----- =---------Parent or legal guardian name Program name 

to administer the supplied medication listed below to 
-�-----------

Chi Id Is name 
Medication to be administered*: 

------------------------

8 e I e ct if medication is for chronic and/or life-threatening condition: 
D Chronic D Life-threatening 

Note: Permission is granted for up to 12 mohths for chronic or life-threatening conditions 
Permi_ssio�. end date (up to 12 months for chronic or life-threatening conditions): 

-------

Instructions (must be saine as the container, or include a licensed physician's written statement for 
over-the-counter medication when instructions differ from container instructions): 

Reason for medication: 

Medication storage instructions: 
------------------------

I under�tand this form is supplied by the Oklahoma Department of Human Services (OHS) and no 
way imposes any responsibility or obligation upon OHS. It serves as a convenience to the child care 
program with safe medication administration. 

Parent or legal guardian signature Date 

Date Time dispensed Amount dispensed Designated personnel signature 

( 

.. 

' 

*oral medications are administered with ·a measuring device designed for medication
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LETTER TO THE HOUSEHOLD 

Dear Parent/Guardian: 

This letter is intended for parents or guardians of children enrolled in a child care center. (Name of Center) _________ offers healthy 
meals to all emolled children as part of our participation in the United States Department of Agliculture (USDA) Child and Adult Care Food Program 
(CACFP). The CACFP provides reimbursements for healthy meals and snacks served to children emolled in child care. Please help us comply with 
the requirements of the CACFP by completing the attached CACFP Family-Size and Income Application (FSIA). In addition, by filling out this 
application, we will be able to determine if your children qualify for free or reduced-price meals. 

1. Do I need to fill out an FSIA for each of my children in day care? You may complete and submit one FSIA for all children enrolled in
child care in your household ONLY if the children in child care are enrolled in the same center. We cannot approve an FSIA that is not com­
plete, so be sure to read the instructions carefully and fill out all required information. Return the completed FSIA to: (Name of Center)

_________ , (Address) __________ , (Phone Number) ________ _

2. Who can get free meals without providing income information? Children in households getting Supplemental Nutrition Assistance Program
(SNAP), Temporary Assistance to Needy Families (TANF), or Food Distribution Program on Indian Reservations (FDPIR) can get free meals.
Foster children and children enrolled in Head Start are also eligible for free meals. Children in households participating in Women, Infants, and
Children (WIC) MAYbe eligible for free meals.

3. Who can get reduced-price meals? Your children can get low-cost meals if your household income is within the reduced-price limits on the
Income-Eligibility Guidelines, shown on the application. Children in households participating in WIC MAYbe eligible for reduced-price meals.

4. May I fill out an FSIA if someone in my household is not a United States (U.S.) citizen? Yes. You or your children do not have to be U.S.
citizens to qualify for meal benefits offered at the child care center.

5. Who should I include as members of my household? You must include all people in your household (such as grandparents, other relatives, or
friends who live with you). You must include yourself and all children who live with you. You also must include foster children who live with
you.

6. How do I report income information and changes in employment status? The income you report must be the total gross income listed by
source for each household member received last month. If last month's income does not accurately reflect your circumstances, you may provide
a projection of your monthly income. If no significant change has occurred, you may use last month's income as a basis to make this projection.
If your household's income is equal to or less than the amounts indicated for your household's size on the attached Income-Eligibility Guide­
lines, the center will receive a higher level of reimbursement. Once properly approved for free or reduced-price benefits, whether through in­
come or by providing a current SNAP, TANF, or FDPIR case number, you will remain eligible for those benefits for the cunent fiscal year. You
should notify us, however, if you or someone in your household becomes unemployed and the loss of income causes your household income to
be within the eligibility standards.

7. What if my income is not always the same? List the amount that you normally get. For example, if you normally get $1000 each month but
you missed some �ork last month and only got $900, put down that you get $1000 per month. If you nonnally get ove1iime, include it, but not
if you only get it sometimes.

8. What if I have foster children? Foster children who are under the legal responsibility of a foster care agency or court are eligible for free
meals. Any foster child in the household is eligible for free meals regardless of income. Households may include foster children on the FSIA
but are not required to include payments received for the foster child as income.

9. We are in the military; do we include our housing and supplemental allowance as income? If your housing is part of the Military Housing
Privatization Initiative and you receive the Family Subsistence Supplemental Allowance, do not include these allowances as income. Also, in
regard to deployed service members, only that portion of a deployed service member's income made available by them or on their behalf to the
household will be counted as income to the household. Combat Pay, including Deployment Extension Incentive Pay (DEIP) is also excluded
and will not be counted as income to the household. All other allowances must be included in your gross income.

This institution is an equal opportunity provider. 

If you have other questions or need help, call (Phone Number) _________ _ 

Sincerely, 

(Signature) _________ _ 












	Child1s name: 
	Gender: 
	Date of birth: 
	Home streetaddress: 
	City: 
	Mailing address: 
	City_2: 
	Finding directions: 
	ZIP: 
	County: 
	Parent or guardian name adult whom child lives with: 
	Phone: 
	AltErnate phone: 
	Place of employment: 
	Business phone Email: 
	undefined: 
	Parent or guardian name adult whom child lives with_2: 
	Phone_2: 
	Alternate phone: 
	Place of employment_2: 
	Business phone Email_2: 
	undefined_2: 
	NameRow1: 
	 PhoneRow1: 
	NameRow2: 
	 PhoneRow2: 
	NameRow3: 
	 PhoneRow3: 
	NameRow4: 
	 PhoneRow4: 
	NameRow5: 
	 PhoneRow5: 
	07LC038E: 
	112016: 
	Page 1 of 4: 
	Childs physician or clinic: 
	Phone_3: 
	Street address: 
	City State: 
	ZIP_2: 
	07LC038E_2: 
	Page 2 of4: 
	Dropoff time: 
	Pickup time: 
	Dropoff time_2: 
	Pickup time_2: 
	NameRow1_2: 
	PhoneRow1: 
	NameRow2_2: 
	PhoneRow2: 
	NameRow3_2: 
	PhoneRow3: 
	07LC038E_3: 
	112016_2: 
	Page 3 of 4: 
	Date child withdrawn: 
	undefined_3: 
	I do not want my childs picture taken while at FCCCCC: 
	Date_3: 
	undefined_4: 
	undefined_5: 
	IWe do not know of any allergies myour child has to the supplied sunscreen: 
	Initial: 
	For medical or other reasons please do not apply sunscreen to my child: 
	Initial_2: 
	Childs Name_2: 
	Date_4: 
	Childs Name_3: 
	Date_6: 
	to administer the supplied medication listed below to: 
	Medication to be administered: 
	Permissio end date up to 12 months for chronic or lifethreatening conditions: 
	Reason for medication: 
	Medication storage instructions: 
	Date_7: 
	DateRow1: 
	Time dispensedRow1: 
	Amount dispensedRow1: 
	Designated personnel signatureRow1: 
	DateRow2: 
	Time dispensedRow2: 
	Amount dispensedRow2: 
	Designated personnel signatureRow2: 
	DateRow3: 
	Time dispensedRow3: 
	Amount dispensedRow3: 
	Designated personnel signatureRow3: 
	DateRow4: 
	Time dispensedRow4: 
	Amount dispensedRow4: 
	Designated personnel signatureRow4: 
	Name_2: 
	Date_11: 
	Name_3: 
	Date_12: 
	is in good health and is able to: 
	No: Off
	Agree: Off
	yes: Off
	no: Off
	emergency: Off
	field trips: Off
	Text17: 
	home: Off
	Text19: 
	other: Off
	Text21: 
	Yes: 
	Text28: 
	Text29: 
	Check Box31: Off
	Check Box32: Off
	Participant: 
	Birth Date: 
	Participant_2: 
	Birth Date_2: 
	Participant_3: 
	Birth Date_3: 
	ParentGuardian Name Print: 
	Date: 
	EMERGENCY CONTACT: 
	Classroom: 
	Childs Name: 
	Childs Age: 
	Parents Name: 
	Parents Phone Number: 
	Parents Email Address: 
	Description of childs special dietary needs that restrict the childs diet: 
	List a milk substitution: 
	List any other Foods to be omitted 1: 
	List any other Foods to be omitted 2: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Signature9_es_:signer:signature: 
	Meals Normally Eaten Circle all that apply: 
	Participants Last NameRow1: 
	Participants First NameRow1: 
	Birth DateRow1: 
	Normal Times in CareBAM L PM S LPM: 
	SNAP TANF orFDPIR List CASE: 
	Participants Last NameRow2: 
	Participants First NameRow2: 
	Birth DateRow2: 
	Normal Times in CareB AM L PM S LPM: 
	SNAP TANF orFDPIR List CASE_2: 
	Participants Last NameRow3: 
	Participants First NameRow3: 
	Birth DateRow3: 
	Normal Times in CareBAM L PM S LPM_2: 
	SNAP TANF orFDPIR List CASE_3: 
	Participants Last NameRow4: 
	Participants First NameRow4: 
	Birth DateRow4: 
	Normal Times in CareBAM L PM S LPM_3: 
	SNAP TANF orFDPIR List CASE_4: 
	Participants Last NameRow5: 
	Participants First NameRow5: 
	Birth DateRow5: 
	Normal Times in CareBAM L PM S LPM_4: 
	SNAP TANF orFDPIR List CASE_5: 
	Participants Last NameRow6: 
	Participants First NameRow6: 
	Birth DateRow6: 
	Normal Times in CareBAM L PM S LPM_5: 
	SNAP TANF orFDPIR List CASE_6: 
	PART 1 PARTICIPANTS ETHNIC AND RACIAL IDENTITIES OPTIONAL: 
	Mark one or more racial identities: 
	PART 2 INCOME APPLICATION HOUSEHOLD MEMBERSAND INCOME: 
	B GROSS INCOME AND HOW OFTEN PAID: 
	Earnings From Work Before Deductions: 
	1: 
	fill_43: 
	fill_44: 
	fill_45: 
	fill_46: 
	2: 
	fill_48: 
	fill_49: 
	fill_50: 
	fill_51: 
	3: 
	fill_53: 
	fill_54: 
	fill_55: 
	fill_56: 
	4: 
	fill_58: 
	fill_59: 
	fill_60: 
	fill_61: 
	tLastfour digits of social security number: 
	Date_2: 
	How often Paid circle one Weekly EvefY 2 weeks Twice a month: 
	Signature10_es_:signer:signature: 


