
	
	

Welcome	to	Kiwanis	Day	Care	Center!	
	
Please	feel	free	to	visit	our	webpage,	KiwanisDayCare.com	and	our	Facebook	page	
Facebook.com/kiwanisdaycarecenter	for	up	to	date	information.	
	
The	following	documents	are	required	for	enrollment	and	admission	of	your	child	to	the	
Kiwanis	Day	Care	Center:	
	

Ø Physical	Examination	
Ø Current	Immunization	Record	
Ø Completed	Enrollment	Packet	
Ø Copy	of	Medical	Insurance	Card	
Ø Link	Certificate	for	eligible	families	
Ø One	Month	Proof	of	Income	(if	applying	for	sliding	fee	discount)	

	
Please	note	that	all	forms	with	all	required	documentation	must	be	completed	and	turned	in	
prior	to	your	child’s	first	day	of	attendance.	
	
Parents	are	also	required	to	send	your	child	with	the	following:	

Ø Change	of	clothes	
Ø Diapers/Pull-ups	and	wipes	(if	applicable)	
Ø Formula	(if	applicable)	and	baby	bottles	

	
If	you	have	any	questions	or	concerns,	please	stop	by	our	office	or	call	304.525.8701.	We	are	
glad	to	have	you	and	your	child	at	Kiwanis	Day	Care	Center!	



























	
	
	
	
Backpack	Program	
	
We	at	Kiwanis	Day	Care	Center	offer	a	“Backpack	Program”	that	supplies	families	with	food	if	they	present	a	
need.	We	know	that	it	can	sometimes	be	difficult	for	parents	to	buy	groceries	for	their	family	after	the	bills	are	
paid	and	pay	day	is	another	week	away.	This	program	benefits	children	and	helps	families	because	we	
understand	that	times	are	tough.	Food	is	placed	in	children’s	cubbies	on	the	majority	of	Fridays	throughout	
the	year.	If	you	would	like	to	be	added	to	or	removed	from	our	“Backpack	Program”	list,	please	return	the	
bottom	half	of	this	paper,	at	any	time,	to	your	child’s	teacher	or	to	Ms.	Brenda,	Ms.	Tiffany,	or	Ms.	Amy.	
	
--------------------------------------------------------------------------------------------------------------------------------------------------	
	
Your	name_________________________________________________________________________________	
	
Child(ren)’s	name	___________________________________________________________________________	
	
Number	of	family	members	___________________________________________________________________	
	
	 	 Addition	to	list?		 Yes		 	No	 	 Removal	from	list?	 Yes	 No	
	
Signature	___________________________________________________________	Date__________________	
	
	
	
	
	
Backpack	Program	
	
We	at	Kiwanis	Day	Care	Center	offer	a	“Backpack	Program”	that	supplies	families	with	food	if	they	present	a	
need.	We	know	that	it	can	sometimes	be	difficult	for	parents	to	buy	groceries	for	their	family	after	the	bills	are	
paid	and	pay	day	is	another	week	away.	This	program	benefits	children	and	helps	families	because	we	
understand	that	times	are	tough.	Food	is	placed	in	children’s	cubbies	on	the	majority	of	Fridays	throughout	
the	year.	If	you	would	like	to	be	added	to	or	removed	from	our	“Backpack	Program”	list,	please	return	the	
bottom	half	of	this	paper,	at	any	time,	to	your	child’s	teacher	or	to	Ms.	Brenda,	Ms.	Tiffany,	or	Ms.	Amy.	
	
--------------------------------------------------------------------------------------------------------------------------------------------------	
	
Your	name_________________________________________________________________________________	
	
Child(ren)’s	name	___________________________________________________________________________	
	
Number	of	family	members	___________________________________________________________________	
	
	 	 Addition	to	list?		 Yes		 	No	 	 Removal	from	list?	 Yes	 No	
	
Signature	___________________________________________________________	Date__________________	



      Attachment A 
 

GUIDELINES TO DETERMINE PARTICIPANT ELIGIBILITY 

FOR FREE AND REDUCED PRICE MEALS 

School Year 2017-2018 
 

ANNUAL FAMILY INCOME BEFORE DEDUCTIONS 

 

 

 

CONVERSION FACTOR 

 

Annual Income Conversion:  Weekly X 52, Every 2 Weeks X 26, Twice A Month X 24, Monthly X 12 

 
IncomeEligibilityGuidelines 

ELIGIBLE FOR FREE MEALS OR FREE MILK  ELIGIBLE FOR REDUCED PRICE MEALS 

HOUSEHOLD 

SIZE 
YEARLY MONTHLY 

TWICE PER 

MONTH 

EVERY TWO 

WEEKS 
WEEKLY  YEARLY MONTHLY 

TWICE PER 

MONTH 

EVERY TWO 

WEEKS 
WEEKLY 

ONE $15,678 $1,307 $654 $603 $302 
 

$22,311 $1,860 $930 $859 $430 

TWO 21,112 1,760 880 812 406 
 

30,044 2,504 1,252 1,156 578 

THREE 26,546 2,213 1,107 1,021 511 
 

37,777 3,149 1,575 1,453 727 

FOUR 31,980 2,665 1,333 1,230 615 
 

45,510 3,793 1,897 1,751 876 

FIVE 37,414 3,118 1,559 1,439 720 
 

53,243 4,437 2,219 2,048 1,024 

SIX 42,848 3,571 1,786 1,648 824 
 

60,976 5,082 2,541 2,346 1,173 

SEVEN 48,282 4,024 2,012 1,857 929 
 

68,709 5,726 2,863 2,643 1,322 

EIGHT 53,716 4,477 2,239 2,066 1,033 
 

76,442 6,371 3,186 2,941 1,471 

  

 

 

FOR EACH ADDITIONAL FAMILY 

MEMBER, ADD  

  

 

  5,434 453 227 209 105  7,733 645 323 298 149 







West Virginia Child Care Centers 

Immunization Guidelines 
 

 

The Bureau for Public Health recommends the following minimum requirements in accordance with ACIP age appropriate             

recommended vaccines. The vaccines listed are a guide for child care centers, family child care centers and in-home child care 

for evaluating children and their immunization records. 

 

Age Hep B DTaP Hib* Polio MMR Varicella Prevnar* Hep A* Rotavirus 

2-3 
months 

1st dose 1st dose 1st dose 1st dose   1st dose  See Note 

4-5 
months 

2nd dose 2nd dose 2nd dose 2nd dose   2nd dose   

6-14 
months 

2nd dose 3rd dose 3rd dose 2nd dose   3rd dose   

15-17 
months 

2nd dose 3rd dose 3rd dose 2nd dose 1st dose 1 dose or 
history 

3rd dose 1st dose  

18 mo. - 
5 years 

3rd dose 4th dose 4th dose 3rd dose 2nd dose  4th dose 2
nd 

dose  

 

Note: Rotavirus vaccine series must be initiated between 6 weeks and 14 weeks, 6 days of age. 

If not, the series should not be started at all.  Subsequent doses should be administered at 4 to 10 week intervals. 

No dose should be given after the end of 7th month of age. 

 

 

   Hep A 

 

Hepatitis A –  a serious liver disease 

 

   Hep B 

 

Hepatitis B –  a serious liver disease 

 

   DTaP 

 

  Diphtheria, tetanus (lockjaw) and          

 pertussis (whooping cough) 

 

   Varicella 

 

  Chickenpox – an itchy rash of spots that look      

  like blisters 

 
   Hib 

Haemophilus influenzae  type b 

(bacterial meningitis), a serious brain, 

throat and blood infection 

 
   PCV 

 

Prevnar, pneumococcal conjugate vaccine protects 

against a serious blood, lung and brain infection. 

 

IPV/Polio 
 

Polio, a serious paralyzing disease 

 

   MMR 
 

Measles, mumps and rubella 

 

 Rotavirus 
 

  Rotavirus is a virus that causes severe diarrhea, usually with fever and vomiting. 

 

 

 Rules for Hib doses: if #1 was given at 12-14 mo., give a booster dose in 8 wks.; give only 1 dose to unvaccinated children > 15 mo.  

and < 5 yrs of age.  
 

 Rules for HibTITER and ActHib: #2 and #3 may be given 4 wks after previous dose. If #1 was given at 7-11mo., only 3 doses are    

Needed.  #2 is given 4-8 wks after #1, then boost at 12-15 mo.  
 

 Rules for PedvaxHiB and Comvax: #2 may be given 4 wks after dose #1.  
 

 Prevnar: minimum interval between doses for infants <12 mo. of age is 4 wks. For > 12 mo. of age is 8 wks. For infants 7-11 mo. of 

age:  if unvaccinated, give dose #1 now, give #2 dose 4-8 wks later, and boost at 12-15 mo. For children 12-23 mo. 1) If not previously    

vaccinated or only one previous dose before 12 mo., give 2 doses > 8 wks. apart. 2) If child previously had 2 doses, give booster dose 

>8 wks after previous dose.  
 

  Rule for Hep A: 1st dose at 12-23 months of age. 2nd dose 6 months after the 1st.  
 

 Influenza Vaccine:  recommended for all 6 -59 month olds annually. 

 

  West Virginia Division of Immunization Services 

  350 Capitol Street, Room 125  

  Charleston, WV 25301   Sept 2014 

  (304) 558-2188 or 1-800-642-3634          IPDCG-0210 



Revised August 2017 

 

1900 Kanawha Boulevard, East, Building G • Charleston, WV 25305 

Steven L. Paine, Ed.D., State Superintendent of Schools 

wvde.state.wv.us 

 

Children with Disabilities and Special Dietary 

Needs 
Schools participating in a federal school meal program (National School Lunch Program, School 
Breakfast Program, Fresh Fruit and Vegetable Program, Special Milk Program, and Afterschool Snack Program) 
are required to make reasonable accommodations for children who are unable to eat the school meals 
because of a disability that restricts the diet. 

1. Licensed Medical Authority's Statement for Children with Disabilities 
U.S. Department of Agriculture (USDA) regulations at 7 CFR Part 15b require substitutions or modifications in 
school meals for children whose disabilities restrict their diets. School food authorities must provide 
modifications for children on a case-by-case basis when requests are supported by a written statement from a 
state licensed medical authority. 

The third page of this document ("Medical Plan of Care for School Food Service") may be used to obtain the 

required information from the licensed medical authority. For this purpose, a state licensed medical authority 

in West Virginia includes a: 

• Physician, (MD or DO) 

• Physician assistant, 

• Certified registered nurse practitioner, or 

• Dentist. 

The written medical statement must include: 

• An explanation of how the child's physical or mental impairment restricts the child's diet; 

• An explanation of what must be done to accommodate the child; and 

• The food or foods to be omitted and recommended alternatives, if appropriate. 

2. Other Dietary Needs 

School food service staff may make food substitutions for individual children who do not have a medical 

statement on file. Such determinations are made on a case-by-case basis and all accommodations must be made 

according to USDA's meal pattern requirements. Schools are encouraged to have documentation on file when 

making menu modifications within the meal pattern. 

3. Rehabilitation Act of 1973 and the Americans with Disabilities Act 
Under Section 504 of the Rehabilitation Act of 1973, the Americans with Disabilities Act (ADA) of 1990 and the 
ADA Amendments Act of 2008, a person with a disability means any person who has a 

physical or mental impairment that substantially limits one or more major life activities or major bodily functions, 
has a record of such an impairment, or is regarded as having such an impairment. A physical or mental 
impairment does not need to be life threatening in order to constitute a disability. If it limits a major life activity, 
it is considered a disability. 



Major life activities include, but are not limited to: caring for oneself, performing manual tasks, seeing, hearing, 

eating, sleeping, walking, standing, lifting, bending, speaking, breathing, learning, reading, concentrating, 

thinking, communicating, and working. A major life activity also includes the operation of a major bodily 

function, including but not limited to: functions of the immune system; normal cell growth; and digestive, bowel, 

bladder, neurological, brain, respiratory, circulatory, endocrine, and reproductive functions. 

4. Individuals with Disabilities Education Act 

A child with a disability under Part B of the Individuals with Disabilities Education Act (IDEA) is described as 

a child evaluated in accordance with IDEA as having one or more of the recognized thirteen disability 

categories and who, by reason thereof, needs special education and related services. The Individualized 

Education Program (IEP) is a written statement for a child with a disability that is developed, reviewed, and 

revised in accordance with the IDEA and its implementing regulations. When nutrition services are required 

under a child's IEP, school officials need to ensure that school food service staff is involved early in 

decisions regarding special meals. If an IEP or 504 plan includes the same information that is required on a 

medical statement (see section 1, above), then it is not necessary to get a separate medical statement. 

School Nutrition Program Contact 
For more information about requesting accommodations to school meals and the meal service for students 
with disabilities in Ohio County Schools, please contact: Renee Griffin, MS, RD, LD, 304-243-0477. 

USDA Nondiscrimination Statement 
In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations 

and policies, the USDA, its Agencies, offices, and employees, and institutions participating in or administering 

USDA programs are prohibited from discriminating based on race, color, national origin, sex, disability, age, or 

reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA. 

Persons with disabilities who require alternative means of communication for program information (e.g. Braille, 

large print, audiotape, American Sign Language, etc.), should contact the Agency (State or local) where they 

applied for benefits. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA 

through the Federal Relay Service at (800) 877-8339. Additionally, program information may be made available in 

languages other than English. 

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, 

(AD3027) found online at: http://www.ascr.usda.gov/complaint_filing cust.html, and at any USDA office, or 

write a letter addressed to USDA and provide in the letter all of the information requested in the form. To 

request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by: 

1. (mail: U.S. Department of Agriculture 
Office of the Assistant Secretary for Civil Rights 
1400 Independence Avenue, SW 
Washington, D.C. 20250-9410; 

2. fax: (202) 690-7442; or 

3. email: program.intake@usda.gov. 

This institution is an equal opportunity provider. 
 

 

 

 



Medical Plan of Care for School Food Service 
Please read pages 1 and 2 before completing this form. 

Revised August 2017 

Student's Name Date of Birth Grade Level/Classroom 

Name of School/Site/County WVEIS Number 

Name of Parent/Guardian Phone Number of Parent/Guardian 

Signature of Parent/Guardian Date 

1 Provide an explanation below of how the student's physical or mental impairment restricts the student's diet: 

2. Describe the specific diet or necessary modifications prescribed by the state licensed medical authority to 
accommodate the student's needs: 

3.List the food or foods to be omitted (please be specific) and recommended alternatives, if appropriate. 
Foods to be omitted: 

Suggested substitutions: 

4.0ther Restrictions: 

5. Indicate texture modifications, if applicable: o 
Chopped/Cut into bite-sized pieces Diced/Finely 
Ground o Pureed o Other: 

 

6.List any required special adaptive equipment: 

Name of Physician/Medical Authority & Title (Please Print) Provider Phone Number 

Signature of Physician/Medical Authority Date 

Signing the following section is optional, but may prevent delays by allowing the school to speak with the physician/medical authority. 
Health Insurance Portability and Accountability Act Waiver 
In accordance with the provisions of the Health Insurance Portability and Accountability Act of 1996 and the Family 
Educational 
Rights and Privacy Act, I hereby authorize  (medical authority) to release 
such protected health information of my child as is necessary for the specific purpose of Special Diet information to 

 (school/program) and I consent to allow the physician/medical authority 
to freely exchange the information listed on this form and in their records concerning my child with the school program as 
necessary. I understand that I may refuse to sign this authorization without impact on the eligibility of my request for a 
special diet for my child. I understand that permission to release this information may be rescinded at any time except 
when the information has already been released. My permission to release this information will expire on

 (date). This information is to be released for the specific purpose of Special Diet information. 

The undersigned certifies that he/she is the parent, guardian or representative of the person listed on this document and 
has the legal authority to sign on behalf of that person. 

Parent/Guardian Signature: Date: 











 
Insect Repellent Permission Form 

 
 
Name of child: ____________________________ Date of Birth: _________________ 
 
Name of insect repellent: ________________________________________________ 
 
 
 
_____ I will provide insect repellent and give permission for my child’s teachers to 
  apply it to bare surfaces including the face, neck, bare shoulders, arms,  
  legs, and feet before outdoor activities.  Insect repellent will not be applied 
  to any broken skin or if a skin reaction has been observed.  Any skin  

reaction observed by a staff will be reported promptly to the 
parent/guardian.  It is the parent’s responsibility to provide insect repellent 
with DEET, it is recommended that a concentration containing between 
10% and 30% DEET be used with children. 

 
 
_____ I do not want my child to use any insect repellent.  I recognize that insect  

bites pose a risk of an allergic reaction and disease.  I understand that my 
child will be taken outside on a daily basis, weather permitting. 

 
 
 
 
I will not hold Kiwanis Day Care Center liable for any insect bites, reactions to insect 
bites or repellant, or disease related to insect bites. 
 
 
 
 
 
 
_______________________________ 
 Parent/Guardian Name 
 
 
 
_______________________________    _______________________ 
  Parent/Guardian Signature        Date 
 



Revision Date 12/15                                                                                                                      Guidance Memo 12C, Infants Section 
http://dpi.wi.gov/community-nutrition/cacfp/child-care/memos 

Infant Meal Notification  

Child Care Center Name: 

 

Iron-fortified Infant Formula offered by Center:  

 

 

All children enrolled in this center, including infants, are eligible for meals through the United States 

Department of Agriculture (USDA) Child and Adult Care Food Program (CACFP). Child care centers in 

the program are reimbursed to help with the cost of serving nutritious meals to enrolled children. The 

meals must meet CACFP nutrition guidelines for children and infants. To meet CACFP requirements this 

center will provide formula and other foods for infants.  

To help provide the best nutritional care for your infant, please complete the following information and 

return it to the center: 

Infant’s First and Last Name: 

 

Infant’s Date of Birth: 

 

I understand that the child care center will supply the above iron-fortified infant formula for infants 

according to the CACFP requirements. *Note: Child care centers may request parents to supply 

clean, sanitized, and labeled bottles on a daily basis. 

If you formula-feed your infant, place a check mark () by only ONE of the following: 

 I prefer to have the child care center supply formula.  OR 

 I will supply formula for my infant. 

If you breastfeed your infant, place a check mark ()  by only ONE of the following: 

 I will supply breast milk.  OR  

 I will supply breast milk and have the child care center supplement formula if necessary.    

OR 

 I will supply breast milk and/or formula.   

I understand the child care center will supply infant cereal and other foods for infants 4 months and older 

as they are developmentally ready according to the CACFP requirements. Infant foods include 

fruits/vegetables, meat/meat alternates, enriched bread or snack crackers, and 100% full strength juice that 

are creditable to the USDA Infant Meal Pattern. 

Place a check mark () by only ONE of the following: 

 I prefer to have the child care center supply infant cereal and infant foods. OR 

 I will supply infant cereal and infant foods for my infant. 

**This facility has not requested or required me to provide infant formula or food for my infant. I 

understand that I have the choice of having my infant participate in the CACFP.  

 

Parent/Guardian Signature     Date 

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, offices, and 

employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national origin, sex, disability, 

age, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA. Persons with disabilities who require alternative 

means of communication for program information (e.g. Braille, large print, audiotape, American Sign Language, etc.), should contact the Agency (State or local) 

where they applied for benefits.  Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 

877-8339.  Additionally, program information may be made available in languages other than English. 

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at: 

http://www.ascr.usda.gov/complaint_filing_cust.html, and at any USDA office, or write a letter addressed to USDA and provide in the letter all of the information 

requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by:  

(1) Mail:  U.S. Department of Agriculture  

Office of the Assistant Secretary for Civil Rights  

1400 Independence Avenue, SW  

Washington, D.C. 20250-9410;  

(2)   Fax:   

  (202) 690-7442; or  

 

(3)  Email: 

program.intake@usda.gov 

 

This institution is an equal opportunity provider.           

http://www.ocio.usda.gov/sites/default/files/docs/2012/Complain_combined_6_8_12.pdf
http://www.ascr.usda.gov/complaint_filing_cust.html


Revision Date 12/15                                                                                                                      Guidance Memo 12C, Infants Section 
http://dpi.wi.gov/community-nutrition/cacfp/child-care/memos 

 
 
 

CACFP Infant Meal Pattern Requirements (Birth through 11 Months) 

 

To comply with the CACFP regulations, it is the responsibility of child care centers caring for infants to 
purchase all required meal components on the Infant Meal Pattern according to the different age groups 
in care.  

The infant meal must contain each of the following components in at least the amounts listed for the 
appropriate age group in order to qualify for reimbursement. Food within the meal pattern should be 
the texture and consistency appropriate for the development of the infant and may be served during a 
span of time consistent with the infant's eating habits; for example, the food items for lunch might be 
served at two feedings between 12 noon and 2 p.m. Foods should be introduced gradually to infants 
when developmentally ready and instructed by the parent.  

Within the meal chart below, food components marked with “” MUST be offered to the infant in 
order to claim reimbursement for that meal. Food components listed under “When developmentally 
ready” must be offered as part of the meal only when the infant is developmentally ready to accept 
them. 

Birth through 3 months 4 through 7 months 8 through 11 months 

Breakfast 

 4–6 fl oz formula1 or  
breast milk2, 3 

 

 4–8 fl oz formula1 or  
breast milk2, 3 

When developmentally 
ready 

 0-3 T infant cereal1 

 6–8 fl oz formula1 or breast milk2, 3 and 

 1–4 T fruit or vegetable or both and 

 2–4 T infant cereal1 

Lunch/Supper 

 4–6 fl oz formula1 or  
breast milk2, 3 

 

 4–8 fl oz formula1 or  
breast milk2, 3 

When developmentally 
ready 

 0–3 T infant cereal1 

and/or 

 0–3 T fruit or vegetable 
or both 

 

 6–8 fl oz formula1 or breast milk2, 3 and 

 1–4 T fruit or vegetable or both and 

 2–4 T infant cereal1 and/or  
meat/meat alternates as follows: 
o 1–4 T meat, fish, poultry, egg yolk, 

cooked dry beans or peas; or  
½–2 oz cheese; or  
1–4 oz (volume) cottage cheese; or  
1–4 oz (weight) cheese food/spread 

Snack 

 4–6 fl oz formula1 or  
breast milk2, 3 

 

 4–6 fl oz formula1 or  
breast milk2, 3 

 

 2–4 fl oz formula1 or breast milk,2, 3 or  
fruit juice4 

When developmentally ready 

 0–½ slice crusty bread5 or 

0–2 crackers5 
1Infant formula and dry infant cereal must be iron-fortified. 
2Breast milk or formula, or portions of both, may be served; however, it is recommended breast milk be 
served in place of formula from birth through 11 months. 

3For some breastfed infants who regularly consume less than the minimum amount of breast milk per 
feeding, a serving of less than the minimum amount of breast milk may be offered with additional 
breast milk offered if the infant is still hungry. 

4Fruit juice must be full-strength. 
5A serving of this component must be made from whole-grain, enriched meal or flour.  







KIWANIS	DAY	CARE	CENTER	
71	Washington	Avenue	
Huntington,	WV	25701	

	
	
	
	
	
Please	list	the	names,	school	attending,	and	telephone	number	of	the	school	for	all	“School-Age	
Children”	in	the	family:	
	
	
	
Name	 	 	 Age	 	 	 School	 	 	 	 Phone	Number	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	







Kiwanis Day Care Center 
71 Washington Avenue      Phone (304) 525-8701 
Huntington, WV 25701-1124         Fax  (304) 525-4422 
 
 
 
 
 
 
 
 
 
 
Dear Parent: 
 
The teachers will be taking the children for walks when the weather is nice on various 
days. 
 
If you want your child to be on these walks, please sign the permission form below. 
 
 
 
YES, I __________________________________ GIVE MY PERMISSION FOR MY  
 
CHILD __________________________________ TO GO FOR WALKS WITH THE 
 
KIWANIS DAY CARE STAFF AND CHILDREN. 
 
 
 
NO, I __________________________________ DO NOT WANT MY CHILD  
 
__________________________________ TO GO FOR WALKS WITH THE OTHER  
 
CHILDREN OR STAFF OF KIWANIS DAY CARE AT ANY TIME. 
 
 
 
 
 
PARENT’S SIGNATURE:  ________________________________________________ 
 
 
CHILD’S NAME ________________________________________________________ 



West Virginia Department of Health and Human Resources

Date Of Exam ____/____/______

Date of Last Dentist’s Exam 

 CHILD HEALTH ASSESSMENT 

Child’s Name ___________________________________________

DOB ____/____/________ Home Phone  _____________________

Child Care Facility/School _________________________________

Child Care Facility/School Phone  ___________________________

Parent/Guardian _________________________________________

Address  _______________________________________________

______________________________________________________

Work Phone ____________________________________________

Note: A copy of the Health Check exam report attached to a copy of the child’s immunization record may be substituted for this form. 

Health history and medical information pertinent to routine child care and emergencies:

Allergies to food or medicine:

 

Length/Height
___________in/cm  %ile __________

Weight
___________in/cm  %ile __________

Head Circumference
___________in/cm  %ile __________

Blood Pressure
___________in/cm  %ile __________

Physical Examination Normal Abnormal/Comments

Head/Ears/Eyes/Nose/Throat

Teeth

Cardiorespiratory

Abdomen/GI

Genitalia/Breasts

Extremeties/Joints/Back/Chest

Skin/Lymph Nodes

Neurologic/Tone

Developmental (e.g. ddst)

Immunizations Birth to 1 Month 2 Month 4 Month 6 Month 12-18 Month 4-6 Yrs

DTP/DTaP

Polio

HIB

HEP B

MMR

Varicella

Other  (PCV7)

Note: Ages and number of boosters may vary when immunizations start at older ages.

Screening Tests
(If completed)

Date Normal Abnormal/Comments

Lead

Anemia (HGB/HCT)

Urinalysis (UA)

Tuberculosis (TB)

Hearing

Vision

Note: Age appropriate health services and immunizations must follow the schedule recommended by AAP 

Health Problems or Special Needs Recommended Treatment/Medications/Special Care (Attach additional sheets if necessary)

Medical Care Provider

Address

Phone

ECE-CC-3

12/04

MD
DO
PA

CRNP
________________________________________________________________________________

Date                                        Signature of Physician or CRNP                                       
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