MARYLAND STATE DEPARTMENT OX EDUCATION — Office of Child Care
GACFP Enrollment: Yes:  Noi___ |
Meals your ohild will racelva while In care:
: BR__IM__SU AMSnk _ PMSnk__ Evng Snk___
ENMERGENCY FORM

INSTRUCTIONS TO PARENTS! '

(1) Complele all ltems on this side of the form, Sign and date where Indlcated. Please mark "NIA" i an item s not applicable,

(@) I your ohild has & madicst cordillon which might require erergsnoy medical care, complsts the back side of the form, If nacessary, have your chiid's
health practittonar revlew that Informallon,

NOTE: THIS ENTIRE FORM MUST BE UPDATED ANNUALLY,

Chlld's Name Blrth Dste
Last Flrst
Enrolimeni Dale Hours & Dayas of Expeoied Altendanoe
Chlld's Home Address
StreelApl. # Clly ) Stafe Zip Code
Pa!‘t‘a"ﬂﬂﬁi}ﬂfﬂ!ﬁﬁ Nafia(s) . Ralatlonship Cohtaot TRfermution’ T
Emall; G . W
H: Employer:
Ermnali; &) W,
H: Employar:

Name of Persan Authorized lo Plck up Child (dafy)

Last Flrst ' . Refallonship o Chlld
Address ‘
Strael/Apt, # Cliy Glale Zlp Code
Any Changes/Addltional Information
ANNUAL UPDATES

{inftlals/Date) {Initals/Dals) {inftfals/Date) {initiais/Dale)

When parenls!guardlans cannot ba reachad, list al least one peraon who may be coniactad to plck Up the chlld In an emergency:

1. MNaime i Talaphona (H) Wy
Last . First
Address ' '
SlreetiApt, it Cily Slals Zln Code
2. Name i‘elephune {H) W)
last First ,
Address
StreeliApt, City Siata 2ip Coda
3, Name Tataphone (H} W
Lagt Flrst
Address : ) '
Slreat/Apl, # Clly : Slale Zlp Coda
Chlld's Physlclai or Source of Health Gare ' Teiephons .
Address
SirealApl, # Cily Slate Zip Code

In EMERGENGIES requlring Immadiale medleal allenlion, your chilid wil] be laken {o lhe NEAREST HOSPITAL EMERGENCY ROOM. Your signalure
authorizas {he responsible person at tha child cara faclilly to have your child fransported fo that hospltal,

Slgnalure of Parent/Guardlan ) Dt
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MARYLAND STATE PEPARTMENT OF EDUCATION —~ Office of Child Caxe

INSTRUCTIONS TQ PARENT/GUARDIAN:
{1) Complets the following tems, as appropriate, if your child has a condltion(s) which might retjuire emargency meadical

care.
(2) !f necessary, have your child's health practitioner review the Information you provide below and sign and date where
Indicated;
Child's Name: S Date of Blrth:

Medieal Condition(s):

Madications currently heing taken by your child:

Date of your child's last tetanus shot:

Allergles/Reactions:

EMERGENCY MEDICAL INSTRUCTIONS:
(1) Slgnsisymptoms tolook for:

(%) If slgns/symploms appear, do this

{8) To pravent incldents:

et et Beek et Yot et bt e St St ek St Nt S [ ot Ay Ao ot pt Yt et Frn T bt Ward 7 e Peica Pam e e e et b Bt by ok bk At ht o At At At bk et b bt At At b b d b

OTHER SPECIAL MEDICAL PROGEDURES THAT MAY BE NEEDED:

COMMENTS:

Nofe to Health Practitioner;

If you have reviewed the above information, please complete the following:

Name of Health Practiifoner Dala

Slgnalure of Heallh Praolitionar Telophohe Number

. Pepe 2 of 2
OGG 1214 (Revisad 01/2022) - Al provios adlfions ang ohsolele,



