SCHOOL

Motivade - Insiruc - Nupéure

Dear MDS Preschool Families,

Thank you for your interest in Madonna del Sasso Preschool. In order to complete your
registration, the following forms are- needed. All of the forms need to be retumed to the school
“office on or before June 1st. These forms must be in place i in order for your child to be allowed
to attend the first day of school

Erhe_rgenc’yz Information
Consent for Medical Treatment
Physidan’s Report

Child's Health History
Personal Rights

Parent’s Rights

[ I = I = = Y w R R

Copy of Immunization Record

If you have any questions, please feel free fo contact the school office at 831-424-7813 or email
information@mdsschool.corm.

Blessings,
Brenda Politron
Preschool Director

20 Santa Teresa Way
Salinas, CA 93908
{831) 424-7813
vy mdsschool.com
information@mdsschool.com
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TATE OF CALFGRNIA
ZALTH AND AUMAN SERVICES AGENCY

DENTIFICATION AND
MERGENCY INFORMATION

CALIFORMIA DEPARTMENT OF 80CIAL SERVICES
COMMUNITY CARELICENSING DIV!S]ON

This lnfonnatfon is required under-hé H & 8 Code gnd the regulations
-Of the Department fo be mamtamad on avery person admitfed fo a.
community pare facrlrty fo be rsadny ava.v!abls to the person n charge
buit not accessible fo tnauthotized persons, M Information must be
Kept current. See other side for add:ﬁona! m{ormat:an required for'

. -resrdentia! facflmes for ch.'ldren

. ALL FAC]L]TIES

[EXCEPT CH]LD CARE CENTER]FAMILY CHILD CARE HOME COMPLETES LlC 700]

aﬁﬁ?ﬁ?ﬁﬁ’tﬁm 'WW "AG‘E T
RESPONSIELE PEBSQN bﬂPLAcEM;ﬁf-AéEgdv = ' ,gqpftsé_s'-'- N
NN;AEOFNEAH.E.S'{-HEJ.AHVE}QF;TI(:)NA-!.)l' A.HELATI:Ol.NSﬁIl;'-'_ — -AIZ‘)FT)BESIS — Sri:"u”;.|=l-|.c!)i\|}.=. i
DA'i;EADMH'FEDT;()Fé?lEﬁ'Y = 'Anﬁsr_i%s,ﬁﬁg‘cia;pnz;;vi153|c& ( B ).
SREET FORARDNG FEbESs

RERSONS FOR LERVING FAGIETY )

PEF!SON(S) RESPONSIBLE FOR FINANCIAL AFFAIRS PAYMENT FOH CARE LEGAL GUARD]AN IF ANY

NAME ADDRESS TELEPHONE
G-
( )_ :
. ( }
_ OTHER PEHSONS TO BE NOTIFIED IN EMERGENCV
T " NAME ADDRESS " TELEPHONE
TPRVAIGIAN - = == =
. R 14 )
T MENTAL HEALTH FAOVIDER, IF ANY
‘ ( )
~DENTIST
‘ ( )
i RELAvES)
( )
i FRICND(E) i
( )
a. . S . MERGENCY HOSPITAL[ZATION PLAN
VAME OF HOSPIALTO BE JAKENIN AN EMERGENGY ADDWWY
WEDIGAL FLAN MEDICAL PLAN IDENTIFIGATION ROWBER
NAME OF DENTAL PLAN (F ANY) DENTAL PLAN NUMBER (F ANY)
10 7 ' OTHER REQUIRED INFORMATION
3. AMBULATORY STATUS : T o
b, RELIGIOUS PREFERENGE 477 AND ADDRESS OF GLERGYHAN O FELTGIOUS ADVISOR, IF ANY TELEPHONE
{ )
11, COMMENTS
SIGNATURE OF RESIDENT BIGNATURE OF PERSON COMPLETING FORM e DATE



B. RESIDENTIAL FACILITIES FOR CHILDREN

1. MAWNE OF CHILD

l(Addi{iopaf _info;matt_‘on_ is required by regyla_'tioh‘ for residential facllities for children.)

2. NAME AND AUGRESS OF PERSON 10 GONTAGT, IF AUTHORIZED REFRESENTATIVE 16 NOT AVALABLE

SPECIEY RELATIONGHE

TELEPHONE NUMBER

5. ~TAMIE AN ADDHESS OF PAHENT(S)PARENTS DOMESTIC PARTNER, IF RNGWH | TELEPHONE NUMBER + -

RIS GOURT STATUS (A TACH CUSTORY OFDERS AND NGFEEHENTS TiTTH PAEIENT(S), OF PERSON(E) FAVIN LEGAL CUSTODY, NOTE: OPTIONALFOH EMALL FAMILY AND FOSTER FAMILY HONES)

s B ' PEBSON(S) WITH WHOM can HAS BEEN mea (IF KNOWN)

_NANE AND RELATIONSHIP _ADDRESS _ . JELEPHONE
()

s - VISITATION RESTRICTIONS (BY COURT ORDER OR AUTHORIZED REPRESENTATIVE} ' .

_PERSON(S) NOT AUTHORIZED YO VISIT CHILD _ ~__PERSON({S) NOT AUTHORIZED T0 VISIT CHILD

' NAME L RELATIONSHIP NAME kN ) F{ELATIONSHIP
7. | R FAMILY RESIDENCE VISITATION RESTRICTIONS
BPECIFY, IF ANY
5 " a ALL PERSONS AUTHORIZED TO REMOVE CHILD FROM HOME
NAME | , ‘ RELATIONSHIP SPECIFY CONDITIONS
o | ' "~ TELEPHONE ACCESS
. IF NQ. SF‘ECIFYF[ESTF\[C’T[_GNS ‘
MAKE AND RECEIVE CONFIDENTIAL CALLS §
(1 YES [l NO (BY COURT ORDER)

10, GOMMENTS
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. s?ATE'OF' CALII”-‘QF]NIA ~HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

C@NSENT F@R EMEHGENC‘V MEDICAL TREATMENTL
Chaﬁd @aa“@ Cen‘i@a’s @a’ Fas‘mﬂy @haﬁd Care H@mes

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

 TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE

" FACILITY NAME

PRESCRIBED BY A DULY LICENSED PHYSIGIAN (M.D.) OSTEOPATH (D.O) OR DENTIST (D.D.8)) FOR

"NANE

. . THIS CARE MAY BE GIVEN UNDER

WHATEVER GONDITIONS ARE NEGESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHILD

NAMED ABOVE.

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:

DATE PARENT OR AUTHORIZED REPRESENTATIVE SKINATURE

TIOME ADDRESS

HOME PHONE WORK PHONE

C . ()




STATE OF dALIFOHNIA - ' ’ CALIFORMIA DEPAATMENT OF S0CIAL SERVICES
HEALTH AND HUMAN SERVICES AGENCY ’ ) . COMMUNITY CARE L[CENSING

PHYSICIAN'S REPORT—CHILD CARE CENT EES
(CHILD'S PRE—ADMISSION HEALTH EVALUATION). -

PART A PARENT’S CONSEN‘T (TO BE COMPLETED BY PARENT)

- - ‘ - born _ S rs berng studred for readrness to enter
(NAME OF CH[LD) : - - (BIRTH DATE} : N : _

. This Child Care Centet/School provrdes a program which extends from

. . .

~ (NAME F CHILD GARE CENTER/SCHOOL)

am/pm.to.

amip. m _ days a week

Please prov;de a report on above-named chrld using the form below. I hersby authorrze release 0f medrcai anformatron contarned in thrs
report to the above-named Child Care Ceénter.

GIGNATUNE OF PARENT, GUAFDIAN, OF CHILD'S AUTHORIZED REFRESENTATVEY (TODAY'S DATE)

PART B — PHYSICIAN'S REPORT (70 BE COMPLETED BY PHYSICIAN) _

“PidHienis of which you should be aware:

'Hé_aring: — — " e = Altarére-s;mrédrcrrr_e:,
Vision B — — " Insect sings: .
bevelbpméﬁrar:' — . T T T Food
'Larrgﬁage!Speach: ' - o ' g Astrrma:

Dental - - .

OftRat (include bérrairibral GONGASy.

Commentstxplanaﬁcns

MED]CATION PHI:bCF{IBED}SPECIAL HOUTINESIHEb 1 HICTIONS FOF‘\ THIS CH]LD:

TNMUNIZATION HISTORY: (Eill out or enclose Calfiornia Immunization Record, PM-298.)

"VACC]NE ' - —DATE EACH DOSE WAS GIVEN, — _
Tst . oad | 3 Ath . 5t
POLIO {OP\f oR lPV) / , / . / , / / / ' / / ’ / . /
IPHTHERIA, NUS AND .
ik . /] /] /]l [
MMR (MEASLES, MUMPS, AND RUBELLA) / / / /
i MENIGITIS | BAMOPRLISS) /| A, [
HEPATTISE o [ ] [ [/
VAH!CELLA .. (CHICKENPOX) . / / / /

SCREENENG OF TB RISK FACTORS (lrs’r[ng or reverse srde)
[} Risk factors not present; TB skin test Aot required.

{71 Risk factors present; Mantoux TB skin test performed (unless

previous postive skin test docurnented).
____ Communicable TB disease ndt present.

| have 1] " have not !f“r 'review-ed the above information with the parent/guardian.
Physician: Date of Physical Exam:
Address: Date This Form Completed:
Telephone: Signature

M Dhwsminiam M Blwciciane foeictant | 1 Niraa Praciifioner



HISK FACTORS FORTB IN CHILDREN:

+*

&

*

Have a famlly merniber or contacts with a history of confirmed or suspected TB

Are in forelgn—born famrhes and from h:gh preva[ence countries (Asna Afrlca Cen’(ral and South Amenca)
Live in ou’{-of-home placernents. ‘

Have of are suspected to have HIV lnfectlon

Live with an adult with HIV seroposxtmty A

Live with an adult who has been mcarcerated in the last five years.

Livé among, or are frequenﬂy exposed to, indlwduale who are homeieee mlgrent farm workers users of street drugs, or residents in
nursing hotmes.

Have abnormalities on chest X-ray suggestive of TB.

Have cliniea[ evidence of TB.

Corisuft with your local healih departmerits TB control program ofi any aspects of TB prevention arid treatment,




- State of California — Health and Human Services Agency

California Department of Social Services

CHILD’S PREADMISSION. HEALTH HEST@RY PARENTTAUTH@REZE D
REPRESENTATHVE REP@RT '
CHILD'S NAME . SEX | BiRTIjl'DAT.E; T

PARENT /AUTHORIZED REPRESENTATIVE NAME

"I DOES PARENT / AUTHORIZED
| REPRESENTATIVELIVE IN
| HOME WITH GHILD?

PARENT / AUTHORIZED REPRESENTATIVE NAME

| DOES PARENT / AUTHORIZED

| REPRESENTATIVE LIVE IN
HOME WITH CHILD? ~ -

IS  HAS CHILD BEEN UNDER REGULAR SUPERVISION OF
PHYSICIAN?

“TDATE OF LAST PHYSICAL/
MEDICAL EXAMINATION

DEVELOPMENTAL HISTORY (*For infants and preschool—age ch;!dren only) -

WALKED AT* - BEGAN TALKING AT*
_MONTHS | _ ____ MONTHS.

[TOILET TRAlNING STARTEDAT"
_MONTHS -

PAST BLL&\EESSES Ghe@k ilinesses Ehaﬁ: chﬁﬂd has had an@l spemfy appr@mma‘t@ da“ies @’f

illnesses: _ o _
DATES DATES DATES
1 Chicken Pox |3 Diabetes 1 Poliomyelitis
O Asthma O Epilepsy O Ten-Day
. i : Measles
O Rheumatic I Whooping :
Fever Cough (Rub;eoia)
1 Mumbs O Three-Day
0 Hay Fever P Measles
(Rubelia)

SPECIFY ANY OTHER SERIOUS OR SEVERE ILLNESSES OR ACCIDENTS

DOES CHILD HAVE FREQUENT ; HOW MANY IN LAST YEAR?
COLDS?OYES OINO

LISTANY ALLERGIES STAFF
SHOULD BE AWARE OF




State of California — Health and Human Services Agency

" e

California Department of Social Services

DAILY RQUTINES, (*For infants-and presghool-age children only)

WHAT TIME DOES CHILD GET | WHAT TIME DOES CHILD GO | DOES CHILD SLEEP WELL?*
uP?* TO BED?* |
DOES GHILD SLEEP DURING | WHEN?* HOW LONG?*
THE DAY?*
DIET PATTERN: BREAKFAST
(What does child usually eat for
these meals?) LUNCH
DINNER:
WHAT ARE USUAL EATING BREAKFAST
HOURS? -
LUNCH
DINNER

ANY FOOD DISLIKES?

ANY EATING PROBLEMS?

IF YES, AT WHAT

S GHILD TOILET TRAINED?* ARE BOWEL MOVEMENTS | WHAT IS USUAL
OYES DOINO STAGE: REGULAR?* TIME?*

| o OYES ONO
WORD USED FOR “BOWEL MOVEMENT"* WORD USED FOR URINATION*

- PARENT/ AUTHORIZED REPRESENTATIVE EVALUATION OF CHILD'S HEALTH

IS CHILD PRESENTLY
UNDER A DOCTOR’S CARE?
OYES O NO

IF YES, NAME OF
DOCTOR:

DOES CHILD TAKE
PRESCRIBED
MEDICATION(S)?
OYES ONO

IF YES, WHAT KIND
AND ANY SIDE
EFFECTS:

DOES CHILD USE ANY
SPECIAL DEVICE(S):
OYES O NO

IF YES, WHAT KIND: | DOES CHILD USE ANY

SPECIAL DEVICE(S) AT
HOME?
AJHRYES ONO

IF YES, WHAT KIND:

PARENT/ AUTHORIZED REPRESENTATIVE EVALUATION OF CHILD'S PERSONALITY




. :State of California — Health and Human Services Agency California Department of Social Services

HOW DOES CHILD GETALONG WITH PARENT / AUTHORIZED REPRESENTATIVE, BROTHERS,
SISTERS AND OTHER CHILDREN?

HAS THE CHILD HAD GROUP PLAY EXPERIENGES?

DOES THE CHILD HAVE ANY SPECIAL PROBLEMS/FEARS/NEEDS? (EXPLAIN.)

WHAT IS THE PLAN FOR CARE WHEN THE CHILD IS [LL?

REASCN FOR REQUESTING DAY CARE PLAGEMENT

PARENT/AUTHORIZED REPRESENTATIVE S]GNATU RE DATE
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STATEQF CEAL'::OFIN[A - HEAL.TH ANT HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

PERSONAL RIGHTS

Child Care Centers

Personal Rights, See Section 101223 for waiver conditions applicable to Child Care Centers.
{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) To be accorded dignity in his/her personal telationships with staff and other persons.

(2) To be accorded safe, healthful and comfortable accommodations, furnishings and equipment to meet his/her
needs, ' '

(3) To be fres 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 limited to: interference with daily
living functions, including eating, sleeping, or toileting; or withholding of shelter, clothing, medication or alds fo
physical functioning. ' ' '

(4) To be informed, and to have his/her authorized representative, if any, informed by the licensee of the
provislons of law regarding complaints including, but not fimited to, the address and telephone number of the
complaint receiving unit of the licensing agency and of information regarding confidentiality. _

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

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

(7} Not to be placed in any restraining device, except a supportive restraint appfoved 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 [S: '

NAME )
DEPARTMENT OF SOCIAL SERVICE
ADDRESS '
2580 N. FIRST STREET #300
CITY ’ . ZIP GODE - AREA CODEMTELEPHONE NUMBER
SAN JOSE, CA 95113 408-324-2148
B BETACH HERE ' '
TO: PARENT/GUARDIAN/CHILD OR AUTHORIZED REPRESENTATIVE: . PLAGECHILD'S

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

ACKNOWLEDGMENT: 1/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 admisslon to:

(PRINT THE NAME OF THE FACILETY) (PRINT THE ADDRESS OF THE FACILITY)

(PRINT THE NAME OF THE CHILD)

{SIGNATURE OF THE REFRESENTATIVE/PARENT/GUARDIAN)

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

LIG 513A {8/0B)



.
* STATE OF CALIFCRANIA—HEAITH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF S0CIAL SERVICES
. COMMUNITY CARE LICENSING DIVISION

FAMILY CHILD CARE HOME
NOTIFICATION OF PARENTS’ RIGHTS
PARENTS’ RIGHTS :

As a Parent/Authorized Representative, you have the right to:
1. Enter and inspect the family child care home 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 family ,chiid care home, reporis of licensing visits and substantiated complaints
against the licensee made during the last three years.

4. Complain to the licensing office and inspect the family child care home without discrimination or
retaliation against you or your child. -

5. Be notified and receive, from the ficensee, a writien notice that lists the name of any person not
alfowed in the family child care home while children are present. (MOTE: This notice is only
réguired when the Depariment has, in writing, excluded someone from the family child care
home on or after January 1, 2001).

6. Requiest in writing that a parent not be allowed to visit your child or take your child from the family
child care home, provided you have shown a certified copy of a court order.

7. Recelve from the licensee the name, address and telephone number of the local licensing office.

Licensing Office Name: ~ DEPARTMENT OF SOCIAL SERVICES

2580 N. FIRST STREET #300 SAN JOSE, GA 95113

Licensing Office Address: :
Licensing Office Telephone #: 408-324-2148
8. Be infornﬁed by the licenses, upon ret]uést, of the name and type of association to the farhily child

care home 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. B

9. Recelve, from the licensee, the Caregiver Background Check Process form.

10. Be informed, by the licensee, that the facility has or does not have liability insurance (or a bond) that
covers injury to clients due to the negligence of the licensee or employees of the facility.

NOTE: CALIFORNIA STATE LAW PROVIDES THAY THE LICENSEE MAY DENY ACCESS TO THE FAMILY CHILD

CARE HOME TO A PARENT/AUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE
PARENT/AUTHORIZED REPRESENTATIVE POSES A RISK TO CHILDREN IN CARE.

For the Department of Jusiice “Registered Sex Offender”database, go o ywww.meganslaw.ca.gov

LIC DO5A (8/08) {Detach Hare - Give Upper Portion to Parenis))

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

, the paren’t/auﬂ’uoriied representative of , have received a copy of the “FAMILY
CHILD CARE HOME NOTIFICATION OF PARENTS' RIGHTS”, the CAREGIVER BACKGROUND CHECK PROCESS
and the FAMILY CHILD CARE CONSUMER AWARENESS INFORMATION form from the
licensee.

Natne of Farrily Child Care Home

Signature (Parant/Authorized Representative} : ' Date

NOTE: This Acknowiedgement must be kept in child's file and a copy of the Notification given to the
parent/authorized represeniative.

For the Department of Justice “Registered Sex Offender”dalabase, go io www.meganslaw.ca.gov



