
CHILD HEALTH REPORT 
(55 PA CODE §§3270.131, 3280.131 AND 3290.131) 
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DATE OF BIRTH: HOME PHONE: ADDRESS: 

CHILD CARE FACILITY NAME: 

FACILITY PHONE: COUNTY: WORK PHONE: 

� I authorize the child care staff and my child’s health professional to communicate directly if needed to clarify information on this form about my child. 

PARENT’S SIGNATURE: 
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DO NOT OMIT ANY INFORMATION 
This form may be updated by a health professional. Initial and date any new data. The child care facility needs a copy of the form. 

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY): 
� NONE 

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A 
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY. 
� NONE 

CHILD’S ALLERGIES (DESCRIBE, IF ANY): 
� NONE 

LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO 
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF, 
EQUIPMENT AND PROVISION FOR EMERGENCIES. 
� NONE 

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR 
COMMUNICABLE DISEASES? 
� YES � NO IF NO, PLEASE EXPLAIN YOUR ANSWER: 

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE 
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE 
HEALTH CARE SERVICES CURRENTLY RECOMMENDED 
BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE 
SCHEDULE AT WWW.AAP.ORG) 

� YES � NO 

NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF 
THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND 
INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD 
CARE FACILITY. 

VISION (subjective until age 3) 

HEARING (subjective until age 4) 

LEAD 

RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD’S IMMUNIZATION RECORD 

IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS 

HEP-B 

ROTAVIRUS 

DTAP/DTP/TD 

HIB 

PNEUMOCOCCAL 

POLIO 

INFLUENZA 

MMR 

VARICELLA 

HEP-A 

MENINGOCOCCAL 

OTHER 

MEDICAL CARE PROVIDER: 

ADDRESS: 

PHONE: 

SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN’S ASSISTANT 

TITLE: 

LICENSE NUMBER: DATE FORM SIGNED: 

CD 51 09/08 





 
 
 

Payment Policy 
Effective July 23, 2010 

 
Tuition Rates 

 
Pre School age Children 

3 – 12 years of age 
Pre School – 4 hours  
3-4 year old programs 

$28 a day 
5 or more hours of service 

$12 a day 

$16 a day for less than 5 hours of service  
** Second Child Half Price 

School Age Programs – Before / After School Care 

 
Before School Care  

$4 per Child 

Half Day of School  
 

  $12 a day for the First Child 
 

Full Day of School 
 

$10 a day for the First Child 
    $5 a day for each additional Child  

PAYMENT POLICY 
 

•  The $25 registration fee for new students is due when you register you child.    
•  Payments are to be made weekly, unless you have special arrangements with the director.                                             

If your bill exceeds $150, you will be unable to bring your child back until that balance is paid 
in full.   

• Arrival and Departure Times for children may vary provided you notify the center of your 
child’s schedule in advance. 

• Children will ONLY be released to those persons authorized by the parent on the Emergency 
Contact Form.   

• A late fee of $5.00 per every 15 minutes a child is not picked up after 6pm will be added to 
your bill.   

• Any child not picked up by 7:00 pm will be reported to the authorities as abandoned. 
•  This policy will be strictly enforced.   And is to be updated every Six months. 

 
Family Name___________________________________             Start Date:___________ 
 

Child Name: _________________________  _______________    Birth Date: ________ 

Child Name: __________________________________________   Birth Date:  _______   

Child Name: ___________________________________ ______    Birth Date: ________ 

** I have examined the payment policy and agree to abide by the policy as explained. 
 
Parent’s Signature______________________________________   Date___________ 
 
Operator’s Signature____________________________________   Date:___________ 

115 Bigham Street * Pittsburgh, PA 15211 * Phone 412-431-4144 


	Registration_Packet.pdf
	CY51.pdf
	CY867

	Updated20Payment20Policy.pdf

