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Foothllis Christlan Preschool & Kindetgarten
8100 South Devinney Way Litlleton, Colorado 80927
303-072-3162 or preschool@dfbe.ory

www.fepk.org
IDENTIFICATION & ENIERGENCY INFORMATION
Chiid's Namo Phone
Nameo to ba called at scheol . Blrth dale Sex: Male/Femala
Addrass
Slrant Clly Zip

Maln Grossroads

Father's Infoymation Mother's Information
Name Name
Home Phone _.. Homs Phong
Coll Phone __ Geli Phone
E-Mall Address E-Mall Address__
Employer Employer,
Employer Address Enployer A'ddress
Bustnoss Phone EXT Business Phone ' EXT
Qooupation .. Ocaupallon

Siblings (Narmas, Male/Female und Ageu):

Medical Professionals Who May Be Called In an Emergency
*WE ARE REQUIRED BY LICENSING T0O HAVE ALL THE FOLLOWING [NFORMATION
ALL LINES MUST BH GOMPLETED,*

Physklan's Name Address Phone
Dentist's Name Address Phone
Hospltal preference Address Phone
Insurahce Company ' I3 number

Liat any eflorglos, medioat condilfons or physlcal restriclions:

STATEMENT OF AUTHORIZATION

l, . 88 parent or legal guardlan of salt chlld, , heraby glve my pemmission to
Faolhills Chrlsllan Preschool & Kindergarton Lo oalf a doclor, dentlst or 877 should an emergency sltitalion arlse. Permission is
also grantad for those emergency, madleal, or hospllal personnal fo parform necessary care In e event It Is not possible to
looete us, Wa agias o accept all expenses inourred.

Parent or Guardian's Signalure Pate




Foothills Christian Preschool & Kindergarten
6100 South Devinney Way
Littleton, CO, 80127
303-972-3162
preschool@4fbe.org
www.foothillshiblechurch,org

CHILD PICK-UP
AUTHORIZATION FORM

Child’s Name

Name Three People (besides parents) who may be called and who can pick-up your child
in case of an Emergency

H

Name Relationship Phone Number

Other people who have permission to pick up my child from FCP&K.,

Naine Relationship Phone Number

5.

6.

Parent Sighature Date




PERSONAL & FAMILY HISTORY

Child's Namo Nlekname Blith Date
Ave both pacoats living In the home? Yes No Divorced? Sopneated?
Legal Custodion Numbset of other ohticdren In the family?

List natnio, age and sox of other childven in family:

Home ohuvehy

Does chlld havoe any allorgles? Explalng .

Ate theve miy special foods ap eating Instructions?

Was your ohitd all term o1 premature?

List any medioal probloms of whioh we should be awaro of;

Haos your child had any serlous acoldents, ithioss, ox suigery? Explah

Ta your child poity tralned? Yeg Mo (3’s & aldoy must Le polty faingd)

‘What words does 1he child nse for tolleting?

Proes chiltd have any bowel or bladder fereguluslties?

Has ehitd had provious praselool or group experlence? Yoy Ne
Whore/Whe

What aspects of our program made you selgot FCPEIT

PARTNT'S/GUARDIAN'S SIGNATURT; DATE:

116




PERSONAL HISTORY
Child"s Nuee:

What ave your expeclations for this yent?

Tho best way to deserlbe my child fs:

My ohlid’s strengthia:

My oblld's wenknesses)

My ehild enfoys:

My bipgest concern for my child fs:

Ts ohdlt tdght or foft-handed?

Sowne of the (hlngs X would ke to see the class do ave!

Sotie of the ways I would Hke to help the clasy are;

How does ¢hild vespond to changes oy emergenoy sitnations:

Daos child have any feats? Bxplnin

Doss child enjoy bulug hold ot enddled?

Doos child havo a favorite song, slory, eto, that they find comfbrting or relaxing?

Does hefshe speak plaloly so that ofhers (besides those athoms) ean understand?

Ate any forolpn languages spoken In the ome?

Is there anything clse you would like us1o know aboubyour ohild?

What Is your paventing and dlsclpiine styloe at home?

PARENT'S/GUARDIAN'S SIGNATURE: DATE:

e




GENERAL HEALTH APPRAISAL FORM

TV plodse complets, date, and SIGN.

Child’s Naime! Birthdate:
Aliergles:  [] None OR[_] List food/medication: .
Diet: ] Breastfed [ ] Age appropriate {71 special-Describe:

Skin Care: [ ] Sunscreen/creams may be applied as requested In writing by parent unless skin is broken or bleeding,
Sleep: Your healthcare provider recommends that all Infants less than 1 year of age be placed on thelr back for sleep,

 Blve permission for my child’s healthcare provider to share this

?
form and applicable attacliments with my chlld’s school, childcare, or camp. Contact Informatlon for the person to recelve this form:

Name; Fax: Emall:

Parent/Guardian Slgnatiura: Date:
MEALTH CARE PR_OVi DER Please complete after parent sectlon hos been completed,

Date of most recent health appraisal; Age: Welght:

Physical Exam: [_] Normal [_] Abnormal-describe:

Allergies: [ ] None OR [7] List food/medication: Type of Reaction

Current Medications: || None OR [ ] List:
A separate medication authorlzation form (link} is required for madications given In school, childcare, or camp,

Current Diet: [_] Breastfed [_] Age appropriate [ Special-describe:;
A separate diet statement (fink) Is required for food provided at school, childcare, or cam p.

Health Concerns: [] Severe Allergles [] Asthma [] Selzures [ ] blabetes [] Hospltailzatlons || Behavior Concerns
[ pevelopmental Defays [ Vision [_] Hearing {_] Oral Health [ ] Under/Gverwelght [ ]other:
Explain above concerns (If necessary, Include Instructions to care providers):

Immunizations: | _] See attached immunization record or official exermption form [_] Next vaccine due date:

Plg&se complete {f appropriate, This Information Is required by Early Head Start and
HEALTH CARE PROVIDER Head Start Programs per the State EPSDY Schedule,

Helght: B/P: Head Clrcumference {up to 12 months): HCT/HGB:
Lead Level: [_] Not at risk OR [ ] Lead leve: T8: [ Not at risk OR Tast Result: [ Normal [”] Abnormal
Screens Performed: [ 1Vision: [[] Normal [_] Abnormal [ Hearlng: [7] Normal [} Abnormal
[] Oral Heaith: [] Normal [ ] Abnormal  Developmental Screen: [ ] AsQ [ ] PEDS [] other:
Bevalopmental Concerns: Recommended Follow-up:

PROVIDER SIGNATURE OFFICE STAMP

- Or wilte Name, Address, Phone Number, Emall
Next Well Visit: ] Per AAP Guldellnes* or [ Age: !

This child is healthy and may participate tn all routine
activities Ih school, childcare, or camp. Any concerns or
exceptions are ldentifled on this form,

Slgnature of Healthcare Provider (certifying form reviewed)

[ate
*The AAP recommends Well Child Visits at 2, 4, 6, 9, 12, 15, 18, 24, and 30 months, and annually after 3 years,

The form was created by the American Academy of Pediatrics, Colorado Chapter and Healthy Child Care Colorado to satisfy
childcare and Head Start requirements In Colorado, While accepted by most schools, childcare programs and camps, this s not an
officlal government forim, Updated 01/2021,




COLORADO

Department of Public
Health & Environment

COLORADO CERTIFICATE OF IMMUNIZATION

cdpha.colorade.gov/immunization

This form is to be completed by a health care provider {physician [MD, DO}, advanced practice nurse [APN] or delegated physician’s assistant [PA)) or school health
autharity, Scheot-required immunizations fellow the Advisary Committee on Immunization Practices (ACIP} schedule. If the student provides an immunization record in
any other format apart from this Certificate or an Approved Alternate Certificate {details found at cdphe.colorado.gov/immunization/forms), the school health
authority must transcribe the record onto this form. Note: Final doses of DTaP, IPY, MMR and Yaricella are required prior to kindergarten entry. Tdap is required at
sixth grade entry,

Student Name: Date of birth:

Titer bate*

Required Vaccines Immunization date{s) MM/DD/YY oD

HepB Hepatitis B

MMR Measles, Mumps, Rubelia 3

Measles

Varicefla Chickenpox

Varicella - positive screen *The shaded area under "Titer Date™ indicates that a titer is
Varicella - date of disease nol acceptabte proof of immunity for this vaccine,
date

in several instances, laboratory confirmation of positive titers are an acceptable altemative ta wiritten decumentation of vaccination, A positive laboratory Liter report must be provided to the schaol to document
fmmunity. Meore information on titers can be found within the Cotorado Beard of Health rule & CCR 1009-2.

1 For DTaP and Tdap, bolk the diphtheria and tetanus titers must be positive. A titer Is never acceptable to demonstrate Immundty to pertussis,

§ {aboratory confirmation of positive titers are an accéptable altemative to the MR vaccine only when titers for all three components (ineasies, mumps, and rubella) are positive,

Recommended Vaccines immunization date(s) MM/DD/YY

HPY Human Papiliomavirus

MenB Meningococcal |
HepAlepatitis A S R .....................................................
(Flutfluenza il ........................................................
COVID-19 5 i :
other i o A o
Health care provider printed name/signature: / Date:
Student is current on required immunizations for age {circte one); OR Yes No

Immunization record transcribed/reviewed by school health authority:

School health authority signature or stamp: Date:

{Optional) | authorize my/my student’s school to share my/my student’s immunization records with state/local public health agencies and the
Colorado Immunization Information System, the state’s secure, confidential immunization registry.

Parent/Guardian/Student (emancipated or over 18 yis old) signature: Date:

Last Reviewed: May 2023




