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     REGISTRATION FORM 
9331 South Old State Road 
Lewis Center, Ohio 43035 
(614) 846-2429 

 
 
HOUSEHOLD/CONTACT INFO: 
 
Child’s Full Name ____________________________________Date of Birth ______________Age ________ 
   
Address ___________________________________________ City, State, Zip __________________________ 
 
Parents Name ________________________________Phone: H __________ W ___________ C__________ 
 
Address ___________________________________________ City, State, Zip __________________________ 
 
Parents Name _________________________________ Phone: H __________ W ___________ C__________ 
 
Address ____________________________________________ City, State, Zip _________________________ 
 
Email Address_____________________________________________________________________________ 
 
Child lives with:  Both parents _________ Mother ________ Father _________ Other ____________________ 
 
Marital Status:     Married ( )      Divorced ( )      Separated ( )     Single ( )        Widowed ( ) 
 
Are there any custody arrangements for your child?  No _________ Yes _____________ Pending ___________ 
(A court order with supporting documentation describing custody arrangements and restrictions must be provided.) 
 

Members in the household other than this child and parents:  
 
  Name   Sex   Birthdates (of children) 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
May we include your name, address and phone number in a parent roster to be given to parents of your child’s 
classmates only?  Yes ______________ No _____________ 
 

 
ENROLLMENT INFO: 
 
Preference of starting date _______________  Hours your child will attend:  From ________ to _________. 
 
My child will attend the following days:  (please circle)    M  T  W  R  F     

• There are limited part time spaces for children under age 36 months. 
• Standard PT slots are 3 days: M/W/F or 2 days: T/R.   
• We will try to accommodate other schedules as best we can. 
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If there are no openings at this time for your child’s age group do you want to be placed on a waiting list? 
Yes__________ No ___________ For how long? _________________________________________________ 
 
Has your child had other group experiences? ___________Please specify ______________________________    
__________________________________________________________________________________________ 
 
Where is your child currently receiving care?  ____________________________________________________ 
 

 
INDIVIDUAL CHILD INFO: 
 
Child’s primary language ________________________ Sleeping schedule _____________________________ 
__________________________________________________________________________________________ 
 
Toilet schedule (for children under 36 months) ____________________________________________________ 
 
What do you hope your child will gain from this group experience? ___________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Is there anything that we should know about your child to help him/her adjust to school? __________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

 
AUTHORIZED PICK UP INFO: 
 
Persons authorized to pick up your child other than parents:  (Please include name and relationship to child) 
1.________________________________________________________________________________________ 
2.________________________________________________________________________________________ 
3.________________________________________________________________________________________ 
4.________________________________________________________________________________________ 
Please note: anyone picking up your child must have your written authorization in advance, provide photo 
identification and signature. 
 
Is there anyone who may not pick up your child? __________________________________________________ 
 

 
Please include a non-refundable registration fee of $90 .00 per child, or $150 per family. 
 
 
Signature of Parent or Guardian ___________________________________  Date ______________________ 

 



JFS 01305 (Rev. 12/2016) 

Ohio Department of Job and Family Services 
CHILD MEDICAL STATEMENT FOR CHILD CARE 

 
 

Child’s Name (print or type) 
      

Date of Birth 
      

9 This above named child has been examined, the immunization status recorded, and the child is in suitable condition for 
participation in group care. 

9  This above named child has been immunized in accordance with the requirements of section 5104.014 of the Ohio 
Revised Code (please note any exceptions below). 

Signature of Examining Physician/Physician's Assistant/Advanced Practice Registered Nurse/Certified Nurse 
Practitioner 
 
 

Date of Examination 
      

Name of Physician/Physician's Assistant/Advanced Practice Nurse/Certified Nurse Practitioner 
      

Telephone Number 
      

Street Address 
      
City, State and Zip Code 
      

 

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD WITH DATES OF DOSES OF ALL IMMUNIZATIONS 

 

Exceptions to Immunization requirements pursuant to 5104.014 ORC (please include names of requirement diseases against which the 
child has not been immunized and whether it is because the immunization is medically contraindicated, not medically appropriate for the 
child’s age, or declined by the parent). 
      

 I have declined to have my child immunized against one or more of the diseases required by 5104.014 of the Ohio Revised Code. 
Please note disease above and sign.  

Signature of Parent 
 

Date of Signature 
      

Optional 
Recommended Assessments/Screenings 
Vision  Yes      No Lead  Yes      No 

Hearing  Yes      No Hemoglobin  Yes      No 
Dental  Yes      No Other       
Measurements Notes 

Height       

Weight       
  

BMI       



Ohio Department of Job and Family Services 
FAMILY INFORMATION 

FOR STEP UP TO QUALITY PROGRAMS (SUTQ) 
 
 

Child's Name  (Last) (First) Nickname (If any) 

By providing complete information about your child, you will be assisting staff in creating a positive experience for him/her while in 
care. List any information about your child's habits, abilities or personality that you feel will be helpful to the staff while caring for 
your child. 

Who is in the child's immediate family? 

Who lives at home with your child? 

What is the primary language spoken in your child’s home? 

Are there any special family arrangements, such as shared parenting, living in two homes, or custody specifications, etc.?  
Additional Details? 

Are there any changes or transitions that your child has recently experienced or is experiencing? (moved from crib to bed, 
divorce, new home, death of family member, friend or pet)  Additional Details? 

Are there any cultural or religious practices of your family we should be aware of? (Dietary restrictions, clothing, head coverings, 
etc.) 

Do you have any pets at home? If so, what are they and what are their names? 

Has your child had a previous care arrangement?   Yes or   No   Additional Details?  (Center based, in home, with family, 
with parents, etc.) 

My child drinks  milk,  formula,  juice or  water.  (Check all that apply) 
How much and how often? 

Does your child have any favorite foods? 

Does your child dislike any foods? 

Are there any foods your child should not be fed?  (Licensing requires documentation be completed for children with food 
allergies and/or dietary restrictions) 
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Please check all of the words that best describe your child’s personality and behavior 
 

 active     adventurous  affectionate   anxious   bossy  bright   busy   calm    cautious   cheerful  

 content  creative   curious  easily-angered   emotional   energetic  excitable   friendly  gives-in-easily 

 happy    hesitant  insecure   jealous   likes structure/routines   loud   loving    mellow    outgoing 

 prefers adult attention    quiet   sensitive  serious  shares-well  social   spontaneous   stubborn   tentative  

 other:   

Are there additional personality and behavior characteristics that would be useful to know about your child? 

Are there things that frighten your child? If so, how does he/she react and what do you do to comfort him/her? 

What routines/actions or items do you use to comfort your child? 

What causes your child to feel angry or frustrated? 

What methods do you use to respond to your child’s negative behavior? 

Does your child use any special comfort or support items that help him/her go to sleep?  If so, what? 

What is your child’s mood upon waking?  (happy, grouchy, clingy, slow to awaken)? 

My child sits in a  high chair,  booster,  child size chair or  adult size chair. (Check the one that applies.) 

Is your child toilet trained? If not, have you started the toilet training process?  Please explain the process used. 

Does your child need assistance when using the toilet?  If so, how? 

 What words, gestures or signs does your child use if he/she needs to use the bathroom? 

What time does your child normally go to bed at night and wake up in the morning? 

What time(s), and for how long, does your child usually nap? 
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Does your child have trouble sleeping (Night terrors, trouble going to sleep, etc.)?  Please explain. 

 What might you and/or your child be anxious about as he/she starts in this program? 

 What are you and/or your child excited about as he/she starts in this program? 

What are your expectations of this program? 

What other information would be helpful for the staff caring for your child to know? 

Parent/Guardian's Signature Date 
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Ohio Department of Job and Family Services 
CHILD MEDICAL/PHYSICAL CARE PLAN 

FOR CHILD CARE 
 

Child’s Name  
      

Date of Birth 
      

Special Health Conditions 
      

Symptoms to watch for and emergency action to be taken if the following symptoms occur 
      

Activities/foods/environmental conditions to avoid, if applicable 
      

Medical procedures to be followed and expected benefit of treatment, if applicable 
      

Are any medications required?  Yes  No (If yes, complete JFS 01217 "Request for Administration of Medication") 
If yes, what medications?       
In an emergency does this child require additional assistance (more than other children of the same age or in the same group) to evacuate? 

 Yes  No 
In the event that the child care program must be evacuated, are there medications or supplies that must be taken with this child? 

 Yes  No 
Training Instructions  (Trainer must be a parent or certified professional) 
      

Signature of Trainer 
      

Date 
      

Signature of trained providers, substitutes or child care staff members who have been made aware of the condition. 
(There must always be a trained caregiver present when the child is present) 
Signature 
      

Date 
      

I have been 
 Informed 

I have been 
 Trained 

Signature 
      

Date 
      

I have been 
 Informed 

I have been 
 Trained 

Signature 
      

Date 
      

I have been 
 Informed 

I have been 
 Trained 

Signature 
      

Date 
      

I have been 
 Informed 

I have been 
 Trained 

(Only trained providers, substitutes or child care staff members shall be permitted to perform medical procedures listed above.) 

Additional services (educational/therapeutic) child is receiving 
      
Who provides the above services? 
      
Name 
      

Phone Number 
      

May we contact? 
 Yes  No 

Name 
      

Phone Number  
      

May we contact? 
 Yes  No 

I give my permission for the staff listed above to perform the procedures in my child’s Medical/Physical Care Plan. 

Parent Signature 
      

Date 
      

Administrator/Provider Signature 
      

Date 
      

 
Note:   A separate plan must be written for each condition that requires different actions to be taken 



This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the 
last administration of the medication or product.  One form must be used for each medication. 
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Ohio Department of Job and Family Services 
REQUEST FOR ADMINISTRATION OF MEDICATION 

FOR CHILD CARE 

Box 1 Box 1             The following section must always be completed by the parent/guardian. 

Check all that apply and complete all of the information. 

 Prescription Medication  Nonprescription Medication  Food Supplement 

 Topical Product or Lotion  Refrigeration Required  Modified Diet 

Name of Child Date of Birth Weight 

Name of Medication Exact Dosage 

To be administered at the following times For the following period of time 

 I understand that my child must receive one dose of medication before arriving at the program (unless the 
medication is used for emergencies). 

Signature of Parent/Guardian Date 

  Box 2   The following section must be completed by a licensed physician, licensed dentist, advanced practice 
registered nurse or certified physician's assistant. 

1. The medication contains codeine or aspirin.
2. A physician's instruction is needed for a nonprescription medication (e.g. child does not meet minimum age or

weight requirements as listed on the label instructions).
3. It is a sample medication without a prescription label.
4. The nonprescription medication is to be given longer than three consecutive days within a fourteen day period.
5. The topical product or lotion and the physician’s instructions exceed the manufacturer's instructions or use.

Name of child Name of medication, vitamin, diet, supplement 

Dosage Possible side effects to watch for are 

Expiration date   

(May not exceed twelve months from the date of this request for medications of food supplements). 

Instructions 

This child is under my care and should receive the above medication as written. 

Signature of physician, dentist, advanced practice registered nurse or certified physician's assistant 

Date of signature Phone number 

Name of child Name of medication, vitamin, diet, supplement 



This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the 
last administration of the medication or product.  One form must be used for each medication. 
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Box 3 The following section must be completed by the center, family child care provider or in-home aide for the 
child listed on page one of this form.  All medication must be documented when administered. 

Date Time Dosage Signature of Designated Person Administering Medication 



Ohio Department of Job and Family Services 
CHILD ENROLLMENT AND HEALTH INFORMATION 

FOR CHILD CARE 
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This form shall be completed prior to the child's first day of attendance and updated annually and as needed. 

 
Child’s Name 
      

Date of Birth 
      

First Day at Program/Home 
      

Home Address 
      

City 
      

State 
      

Zip Code 
      

Home Telephone Number 
      

Parent/Guardian Name 
      

Relationship to Child 
      

Home Address 
      

Home Telephone Number 
      

City 
      

State 
       

Zip 
       

Email  Address (if applicable) 
      

Cell Phone 
      

Parent's Work/School Telephone Number 
      

Parent's Work/School Name 
      

Parent's Work/School Address 
      

City 
      

Please indicate if this name should be released if a parent/guardian, of a child attending the center/home, requests contact information 
for other parents/guardians.   Yes   No  
If you answered yes, please indicate which number(s) above to include on the list   Work #  Cell #  Home #  Email 
Where can you be reached while your child is in this program/home? 
      
Parent/Guardian Name 
      

Relationship to Child 
      

Home Address 
      

Home Telephone Number 
      

City 
      

State 
      

Zip 
      

Email Address (if applicable) 
      

Cell Phone 
      

Parent's Work/School Telephone Number 
      

Parent's Work/School Name 
      

Parent's Work/School Address 
      

City 
      

Please indicate if this name should be released if a parent/guardian, of a child attending the center/home, requests contact information 
for other parents/guardians.   Yes   No  
If you answered yes, please indicate which number(s) above to include on the list   Work #  Cell #  Home #  Email 
Where can you be reached while your child is in this program/home? 
      

Emergency Contacts:  Parents cannot be listed as emergency contacts.  List the name of at least one person who can be contacted 
in the event of an emergency or illness if you cannot be reached.  Any person listed should be able to assist in contacting you.  At least 
one person listed must be within one hour of the center/home, able to take responsibility for the child in case the parent/guardian cannot 
be contacted and should be at least 18 years of age. 

Name 
      

Name 
      

City 
      

State 
      

City 
      

State 
      

Telephone Number 
      

Relationship to Child 
      

Telephone Number 
      

Relationship to Child 
      

Other numbers where emergency contact can be reached (if 
applicable)       

Other numbers where emergency contact can be reached (if 
applicable)       

Name of Physician or Clinic/Hospital 
      
Street Address 
      
City 
      

State 
      
 

Telephone Number 
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Child’s Name 

Allergies, Special Health or Medical Conditions, and Food Supplements 
Fill in this section accurately and completely.  Please note that if your child has a current health or medical condition requiring child care 
staff to perform child specific care, such as: to monitor the condition, provide treatment, care, or to give medication, the JFS 01236 
"Medical/Physical Care Plan" or equivalent form and/or the JFS 01217 "Request for Administration of Medication" must be completed 
and be kept on file at the center or family child care home. 
Does your child have any food, medication or environmental allergies?  (check all that apply) 

 No 
 Yes - check all that apply   Food  Medication   Environmental Please list and explain: 

Does your child’s allergy/allergies require child care staff to monitor your child for symptoms, take action if a reaction occurs, or give 
emergency medication to your child? (check one) 

 No 
 Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a JFS 01217 

"Request for Administration of Medication" must be completed. 
Does your child have a special health or medical condition? (check one) 

 No 
 Yes - please explain  

Does the special health or medical condition require child care staff to perform a procedure, or perform child specific care such as: to 
monitor your child for symptoms or administer medication during child care hours? (check one) 

 No 
 Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a JFS 01217 

"Request for Administration of Medication" must be completed. 
Is your child currently using any medication, food supplement or medical food (such as electrolyte solution)? (check one) 

 No 
 Yes - please explain  

If yes, does this medication, food supplement, or medical food need to be administered at the child care center/type A home? 
 No 
 Yes - a JFS 01217 "Request for Administration of Medication" must be completed and kept on file for each medication,   food 

supplement or medical food. 
 N/A - program does not administer any medications. 

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one) 
 No 
 Yes - please explain  

Does this dietary restriction require a modified diet that eliminates all types of fluid milk or an entire food group? 
 No 
 Yes - written instructions from the child's health care provider must be on the JFS 01217 "Request for Administration of 

Medication." 
 N/A - child does not attend a full time program. 
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Emergency Transportation Authorization 

Give Permission to Transport 

OR 
 

Do 
not 
sign 
both 

 

Do Not Give Permission to Transport 
Program or Home Name 
      

Program or Home Name 
      

has permission to secure emergency transportation for my 
child in the event of an illness or injury which requires 
emergency treatment.  The emergency transportation 
service will determine the facility to which my child will be 
transported. 

does not have permission to secure emergency 
transportation for my child in the event of an illness or injury 
which requires emergency treatment.  I wish for the following 
action to be taken: 
 
 
 

Parent's Signature  Date Parent's Signature Date 

 
Note: This is a prescribed form which must be used by child care providers to meet the requirements to rules 5101:2-12-15 and 5101:2-13-15.  This form 

must be on file at the program or home on or before the child’s first day of attendance and thereafter while the child is enrolled. 

Child's Name 
       
List any history of hospitalization, outpatient surgery, or previous health concerns that would be needed to assist the staff or medical 
personnel in an emergency situation.        

List any additional information about your child that would be useful for staff to know, such as fears, eating or sleeping habits, or 
special routines.  This information should not be medical or health related, as that information should be included on the previous 
page.      

 
Diapering Statement 

Is your child toilet trained?   Yes (If yes, skip to Emergency Transportation Authorization section)  No (If no, fill out the 
following) 
 
The program's policy is to check diapers every             hours.  Please indicate if you want your child's diaper checked 
according to the program's policy or another: 
 

  I agree with the program's schedule   I do not agree, please check my child's diaper every             hours.    

Acknowledgement of Policies and Procedures 
I have reviewed and received a copy of the program's or home's policies and procedures/handbook.  Yes  No 

(check one) 

This form, after being completed and signed by the parent/guardian, must be reviewed for completeness and signed by the 
administrator/designee prior to the child receiving care.   

Parent/Guardian Signature(s) Date 

Administrator/Designee Signature Date 

 

The form is to be initialed and dated, at least annually, after it has been reviewed by the parent/guardian.  This is to indicate all 
information has stayed the same or changes have been noted.  If significant changes are needed, please complete a new form. 

Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review 

Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review 

Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review 



VIDEO SURVELLAINCE / PHOTOGRAPHIC POLICY 

 

CCTV: 
The center utilizes a closed circuit television monitoring system for the safety and 
security of the children and staff.  The purpose of the system is to assist with security of 
the facility and may also be utilized by management for classroom reviews, teacher 
observations and child development observations and assessments.  Parents may also 
utilize the system to view live data feed of their child.  By signing the handbook 
agreement you are agreeing to allow your child to be viewed and/or recorded on our 
security system.  The current system is a loop system and continuously records over 
itself.  Recordings are not kept for any extended period of time and are not available for 
review.  Any and all DVR recordings are private property and are the sole property of the 
owner’s of CDP.  No persons, other than the management team of CDP may view 
recorded data from the DVR without express written consent from the owner.   
 
PHOTO: 
In order to avoid undue disruption of students, as they are involved in learning and to 
protect the privacy and individual rights of all persons, it is necessary that we ask your 
full cooperation in adhering to our photography policies and procedures. CDP employees 
may take photos of children for classroom projects, gifts for the child’s parents or 
relatives or other school related activity.  This form gives CDP permission to take 
pictures of your child for classroom displays, art projects, field trip ID tags and potential 
marketing displays.  
 
 
Childs Name: _______________________________________ 
 
Parents Name: ______________________________________ 
 
Parent Signature: ________________________________________  
 
Date: ____________________________________ 

 



We are excited to offer the safety, convenience and ease of Tuition Express® — a payment processing system that allows secure, 
on-time tuition and fee payments to be made from either your bank account or credit card. 

 
ELECTRONIC FUNDS TRANSFER AUTHORIZATION FOR BANK ACCOUNT and CREDIT CARD

I (we) hereby authorize (business name) ________________________________________  to initiate credit card charges to 
the below-referenced credit card account (Section A) OR, initiate debit entries to my (our) checking or savings account, 
indicated below (Section B). To properly affect the cancellation of this agreement, I (we) are required to give 10 days written  
notice. _____ (initial) Credit union members: please contact your credit union to verify account and routing numbers for automatic 
payments. Check with the center for accepted credit card types.

COMPLETE ONE SECTION ONLY

SECTION A (Credit Card)

_______________________________________________________________________________________________________
Cardholder Name        Phone #   

_______________________________________________________________________________________________________
Cardholder Address        City    State Zip  
 
_______________________________________________________________________________________________________
Account Number        Expiration Date

_________________________________________________________________________________________________________________________________           
Cardholder Signature           Date

SECTION B (Bank Account)

_______________________________________________________________________________________________________
Your Name        Phone #   

_______________________________________________________________________________________________________
Address         City    State Zip

_______________________________________________________________________________________________________
Bank or Credit Union Name  Bank or Credit Union Address    City    State Zip  

_______________________________________________________________________________________________________
Routing Transit Number (see sample below)    Account Number (see sample below)  

_______________________________________________________________________________________________________
Authorized Signature           Date

Automated Payment Processing
 Safe – Convenient – Easy

For Official Use Only

Date Received

________________________

Employee Signature

________________________

A service of 

Checking     Savings 
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