MARYLAND STATE DEPARTMENT OF EDUCATION
Office of Child Care

HEALTH INVENTORY

Information and Instructions for Parents/Guardians

REQUIRED INFORMATION

The following information is required prior to a child attending a Maryland State Department of Education licensed,
registered, or approved child care or nursery school:

¢ A physical examination by a health care provider per COMAR 13A.15.03.04, 13A.16.03.04, 13A.17.03.04, and
13A.18.03.04. A Physical Examination form designated by the Maryland State Department of Education and the
Maryland Department of Health shall be used to meet this requirement (See COMAR 13A.15.03.02, 13A.16.03.02,
13A.17.03.02 and 13A.18.03.02).

. Evidence of immunizations. The immunization certification form (MDH 896) or a printed or a computer-generated
immunization record form and the required immunizations must be completed before a child may attend. This form
can be found at: https://earlychildhood.marylandpublicschools.org/child-care-providers/licensing/licensing-forms
Select MDH 896.

* Evidence of Blood-Lead Testing for children younger than 6 years old. The blood-lead testing certificate (MDH
4620} or another written document signed by a Health Care Practitioner shall be used to meet this requirement. This
form can be found at:https://earlychildhood.marylandpublicschools.org/child-care-providers/licensing/licensing-forms
Select MDH 4620.

e Medication Administration Authorization Forms. If the child is receiving any medications or specialized health care
services, the parent and health care provider should complete the appropriate Medication Authorization and/or
Special Health Care Needs form. These forms can be found at: Select Forms OCC 1216 through OCC 1216D as
appropriate. https://earlychildhood.marylandpublicschools.org/child-care-providers/licensing/licensing-forms

EXEMPTIONS

Exemptions from a physical examination, immunizations, and Blood-Lead testing are permitted if the parent has an
objection based on their bona fide religious beliefs and practices. The Blood-Lead certificate must be signed by a Health
Care Practitioner stating a questionnaire was done.

Children may also be exempted from immunization requirements if a physician, nurse practitioner, or health department
official certifies that there is a medical reason for the child not to receive a vaccine.

The health information on this form will be available only to those health and child care providers or child care personnel
who have a legitimate care responsibility for the child.

INSTRUCTIONS

Part | of this Physical Examination form must be completed by the child's parent or guardian. Part Il must be completed
by a physician or nurse practitioner, or a copy of the child's physical examination must be attached to this form.

If the child does not have health care insurance or access to a health care provider, or if the child requires an
individualized health care plan or immunizations, contact the local Health Department. Information on how to contact the
local Health Department can be found here: https://health.maryland.gov/Pages/Home.aspx#

The Child Care Scholarship (CCS) Program provides financial assistance with child care costs to eligible working families
in Maryland. Information on how to apply for the Child Care Scholarship Program can be found here:
https:/fearlychildhood.marylandpublicschools.org/child-care-providers/child-care-scholarship-program
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PART | - HEALTH ASSESSMENT
To be completed by parent or guardlan

Child’s Name: Birth date: Sex
Last Flrat Middle Mo / Day f Yr
Address! ! MLIFL]
Number Sireat Aptit Clty State Zip
- ParentGuardlan Nama(s) Relationship Phone Number{s)
W: C: H:
W C: H:
Medical Care Provider ‘Health Care Specialist Dental Care Provider Health Insurance Last Thme Chlld Seen for
fome: Name? Nama: Oyes [ONo Physical Exam:
Address: Address: Address; Chilld Care Scholarship Rental Care;
Phone; Phones Phane: OYes [CONe Sneclallst;

ASSESSMENT OF CHILD'S HEALTH - To the best of your knowledge has your child had any preblem with the following? Cheok Yes or No and
provide a comment for any YES anawer,

Yes | No Comments [retuired for any Yes answar)

Allergles

Asthma or Breathing

ADHD

Autism Spactrum Disorder

Behavloral or Emotional

Blrth Defeot{s)

Bladder

Bleading

Bowels

Cerabral Palsy

Communication

Drevelopmental Delay

DHabetes Mellitus

Zars or Deafness

Eyes

Feeding/Special Distary Needs

Head Injury

| Heart

*l Hoapltalizatlon (When, Whare, Why)

Lead Palsoning/Exposure

Life Threatening/Anaphylactic Reactlons

Limits on Physlonl Activity

Maningitls -

Moblitty-Asslative Devices If any

Prematurily

Selzures

Behaory Impairment

Sickle Cell Disoase

Speech/Language

Surgery

Vision

o o o o o
Ooooooo0Do oo oooo oo oo oo O oo oo oo oo

QOther

Does your child take medication {presaription or non-presciiptlon) at any time? andfer for angolng health condition?
I Mo [ Yes, if yes, altach the appropriste QGG 1216 form.

Does your chikl recelve any speclal treatments? (Nebulizer, EP[ Pan, Insulin, Blood Sugar chack, Nutition or Behavicral Health Therapy
/Coungelingeto.y  [IMNo  [] Yes ifyes, attach the approprate OGG 1215 form and Individuallzed Treatmant Plan

Does your chlld require any speelal procedures? (Urinary Catheterlzatlon, Tube feeding, Transfer, Ostomy, Oxygen supplemant, ste.}
[ Mo [ Yes, If yos, altach the approprists OCC 1248 form and Individuallized Treatment Plan

| GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART Il OF THIS FORM. | UNDERSTAND IT IS
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH NEEDS IN GHILD CARE,

| ATTEST THAT INFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE
AND BELIEF.

Printad Name and Slgnature of Parent/Guardlan Date
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PART Il - CHILD HEALTH ASSESSMENT
To be completed ONLY by Health Care Provider

Child's Name:

Birth Date:

Sex

Last

First

Middle

Month / Day / Year

MO FO

O No

1. Does the child named above have a diagnosed medical, developmental, behavioral or any other health condition?
[ Yes, describe:

[ No

2. Does the child receive care from a Health Care Specialist/Consullant?
[ Yes, describe

3. Does the child have a health condition which may require EMERGENCY ACTION while he/she is in child care? (e.g., seizure, allergy, asthma,
bleeding problem, diabetes, heart problem, or other problem) If yes, please DESCRIBE and describe emergency action(s) on the emergency

card,

[ONo [ Yes, describe:
4. Health Assessment Findings

Not

Physical Exam WNL ABNL Evaluated | Health Area of Concern NO | YES DESCRIBE
Head O ] ] Allergies [ ]
Eyes L] [ ] Asthma ] |
Ears/Nose/Throat O | ] Attention Deficit/Hyperactivity [m] O
Dental/Mouth O [l ] Autism Spectrum Disorder [H] ]
Respiratory ] O O Bleeding Disorder O O
Cardiac [l [} [} Diabetes Mellitus O O
Gastrointestinal L] ] ] Eczema/Skin issues O O
Genitourinary ] ] (] Feeding Device/Tube ] ]
Musculoskeletal/orthopedic O ] O Lead Exposure/Elevated Lead | [ O
Neurological L] O Mobility Device ] O
Endocrine ] [H] ] Nutrition/Modified Diet [} ]
Skin ] ] O Physical illness/impairment [} [
Psychosocial O ] Respiratory Problems [l [l
Vision ] ] ] Seizures/Epilepsy [l ]
Speech/Language O ] [l Sensory Impairment J [}
Hematology [ O ] Developmental Disorder O O
Developmental Milestones ] [l ] Other:
REMARKS: (Please explain any abnormal findings.)

5.  Measurements

| Results/Remarks

Tuberculosis Screening/Test, if indicated

Blood Pressure

Height

Weight

1 BMI % lile

Developmental Screening

6. Is the child on medication?
ONo [ Yes, indicate medication and diagnosis:
{OCC 1216 Medication Authorization Form must be completed to administer medication in child care).
https:/learlychildhood.marylandpublicschools.org/child-care-providers/licensing/licensing-forms

7. Should there be any restriction of physical activity in child care? T
[ONo [ Yes, specify nature and duration of restriction:

8. Are there any dietary restrictions?

O No [ Yes, specify nature and duration of restriction:

9. RECORD OF IMMUNIZATIONS — MDH 896 or other official immunization document (e.g. military immunization record of immunizations) is
required to be completed by a health care provider or a computer generated immunization record must be provided. (This form may be
obtained from: https://earlychildhood.marylandpublicschools.orgi/child-care-providers/licensing/licensing-forms Select MDH 896.)

10. RECORD OF LEAD TESTING - MDH 4620 or other official document is required to be completed by a health care provider, (This form may be
obtained from: https://earlychildhood.marylandpublicschools.orgichild-care-providers/licensing/licensing-forms Select MDH 4620)
Under Maryland law, all children younger than 6 years old who are enrolled in child care must receive a blood lead test at 12 months and 24
months of age. Two tests are required if the 1st test was done prior to 24 months of age. If a child is enrolled in child care during the period
between the 1st and 2nd tests, his/her parents are required to pravide evidence from their health care provider that the child received a second
test after the 24 month well child visit. If the 1st test is done after 24 months of age, one test is required.

Additional Comments:

Health Care Provider Name (Type or Print):

Phone Number:

Health Care Provider Signature:

Date:

OCC 1215 Health Inventory - Revised February 2023 - Al previous editions are obsolete.
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MARYLAND DEPARTMENT OF HEALTH IMMUNIZATION CERTIFICATE

CHILD'S NAME
LAST FIRST MI
SEX: MALE[]  FEMALR [ BIRTHDATE / /
COUNTY SCHOQI, GRADE
PARENT NAME PHONE NO.
OR .
GUARDIAN ADDRESS CITY ZIP
Coea | DYP-DTaP-DY Polin Hib HepB POV Rolavirus MoV HPY Hap A MMR _ Vareolla Verlcola cOvID-19
# Mo/DayfYr WofDayfrr | MolDayfyr | bo/Dayfrr MofDayfrr WMofDayNr | MofDaynYr | Mo/DayYe | MoMayfYr | MoiDayfYe | Mo/Dayfyy Disenes Mo/Dayfyr
Mo Y]
1 Th T TR e NI Dy R RS [ OR TR [ R Mgy ! TR
T i it i e . i i
P [ERET the £ 5 i fan oy 15t IR _ At
. o ; » o
3 [ s (N RGN LT EERNIE Td Tdap Mang Ofher
. i i At ot ot Mo/Dayfvr | Mo/DayNr | MeiDayfyr | MolDayrvr
4 ey (R [iTARA LM v
o e
[ il
To the best of my knowledge, the vaccines Histed above were administered as indicated. Clinic / Office Name
Office Address/ Phone Number
1,
Stonature Title Duie
(Medieal provider, Toonl henlth depattmont offistal, sohool offiefal, or ¢hild care provider only)
2,
Signature Title Dafe
3
Slgnature Title Date

Lines 2 and 3 are for cottification of vaceines given afler the initial signature,

- alanm—

COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM VACCINATION ON MEDICAT,
OR RELIGIOUS GROUNDS, ANY VACCINATION(S) THAT HAVE BEEN RECEIVED SHOULD BE ENTERED ABOVE.

MEDICAL CONTRAINDICATION;

Please check the appropriate box to describe the medical coniraindieation,

Thigisa: [] Permanentocondiion QR [ Temporary condition until / /
Date

The above child hag a valil medical contraindiontion to being vacoinated at this time, Please indicate which vaceine(s) and the reason for the

contraindication,

Signed: Date
Medical Provider / LD Officlal

RELIGIOUS OBJECTION;
I nm the parent/guardian of the child identified above. Because of my bona fide religious beliefs and practices, T object to any vaccine(s)

beting ghven to my child, This exemption does not apply during an emergency or epidemic of diseasa.

Signed: Date:

WIDH Farin 896 (Formelly DRIVIH 396) LCenter for Tmmumization
Rew, 521 www.iealthaosryland.gov/nm




How To Use This Form

The medical provider that gave the vaccinations may record the dates (using month/day/year) directly on this form
(check marks are not acceptable) and certify them by signing the signature section. Combination vaccines should be
listed individually, by each component of the vaccine. A different medical provider, local health department official,
school official, or child care provider may transcribe onto this form and certify vaccination dates from any other record
which has the authentication of a medical provider, health department, school, or child care service.

Only a medical provider, local health department official, school official, or child care provider may sign
‘Record of Immunization’ section of this form. This form may not be altered, changed, or modified in any way.

Notes:

1. When immunization records have been lost or destroyed, vaccination dates may be reconstructed for all vaccines
except varicella, measles, mumps, or rubella.

2. Reconstructed dates for all vaccines must be reviewed and approved by a medical provider or local health
department no later than 20 calendar days following the date the student was temporarily admitted or retained.

3. Blood test results are NOT acceptable evidence of immunity against diphtheria, tetanus, or pertussis
(DTP/DTaP/Tdap/DT/Td).

4. Blood test verification of immunity is acceptable in lieu of polio, measles, mumps, rubella, hepatitis B, or
varicella vaccination dates, but revaccination may be more expedient.

History of disease is NOT acceptable in lieu of any of the required immunizations, except varicella.

w

Immunization Requirements

The following excerpt from the MDH Code of Maryland Regulations (COMAR) 10.06.04.03 applies to schools:

“A preschool or school principal or other person in charge of a preschool or school, public or private, may not

knowingly admit a student to or retain a student in a:

(1} Preschool program unless the student's parent or guardian has furnished evidence of age appropriate immunity
against Haemophilus influenzae, type b, and pneumococcal disease;

(2) Preschool program or kindergarten through the second grade of school unless the student's parent or guardian has
furnished evidence of age-appropriate immunity against pertussis; and

(3) Preschool program or kindergarten through the [2th grade unless the student's parent or guardian has furnished
evidence of age-appropriate immunity against: (a) Tetanus; (b) Diphtheria; (c) Poliomyelitis; (d) Measles (rubeola);
(e) Mumps; (f) Rubella; (g) Hepatitis B; (h) Varicella; (i) Meningitis; and (j) Tetanus-diphtheria-acellular pertussis
acquired through a Tetanus-diphtheria-acellular pertussis (Tdap) vaccine.”

Please refer to the “Minimum Vaccine Requirements for Children Enrolled in Pre-school Programs and in
Schools™ to determine age-appropriate immunity for preschool through grade 12 enrollees. The minimum vaccine
requirements and MDH COMAR 10.06.04.03 are available at www.health.marvland.gov. (Choose Immunization in the
A-Z Index)

Age-appropriate immunization requirements for licensed childcare centers and family day care homes are based on the
Department of Human Resources COMAR 13A.15.03.02 and COMAR 13A.16.03.04 G & H and the “Age-
Appropriate Immunizations Requirements for Children Enrolled in Child Care Programs” guideline chart are
available at www.health.maryland.gov. (Choose Immunization in the A-Z Index)

MDH Form 896 (Formally DHMH §96) Center for Immunization
Rev. 05/21 www.health.maryland.gov/Imm



MARYLAND DEPARTMENT OF HEALTH BL.OOD LEAD TESTING CERTIFICATE
For a copy of this form in ancther language, please contact the MDH Environmental Health Helpline at (866) 703-3266.

CHILD’S NAME:
LAST FIRST MI
SEX: MALE O FEMALE [ BIRTHDATE:
MM/DD/YYYY
PARENT/GUARDIAN NAME: PHONE NO.:
ADDRESS: ' CITY: ZIP:
Test Date Type of Test Result

{mm/dd/yyyy) (V = venous, C = capillary) | (ng/dL) | Comments
Select a test type.

Select a test type.

Select a test type.

Health care provider or scheol health professional or designee only: To the best of my knowledge, the blood lead {ests
listed above were administered as indicated. (Line 2 is for certification of blood lead tests after the initial signature.)

L. — .
1
Name Tide Clinic/Office Name, Address, Phone
Signature Date
2,
Name Title
Signature Date

Health care provider: Complete the section below if the child’s parent/guardian refuses to consent to blood lead testing
due to the parent/guardian’s stated bona fide religious beliefs and practices:

Lead Risk Assessment Questionnaire Screening Questions:
Yes{J Nold 1. Does the child live in or regularly visits a house/building built before 19737

Yes[] Wold 2. Has the child ever lived outside the United States or recently arrived from a foreign country?

Yes[1 NoO 3. Does the child have a sibling or housemate/playmate being followed or treated for ledad poisoning?

YesCl Noll 4. Does the child frequently put things in his/her mouth such as toys, jewelry, or keys, or eat non-food items (pica)?

Yes[1 Noll 5. Does the child have contact with an adult whose job or hobby involves exposure to lead?

Yes( Nell 6. Is the child exposed to products from other countries such as cosmetics, health remedies, spices, or foods?

Yes[D Noll 7.Is the child exposed to food stored or served in leaded crystal, pottery or pewter, or made using handmade
cookware?

Provider: If any responses are YES, T have counseled the parent/guardian on the risks of lead exposure.
Provider Initial

Parent/Guardian: | am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and
practices, I object to any blood lead testing of my child and understand the potential impact of not testing for lead
exposture as discussed with my child's health care provider.

Parent/Guardian Signature Date

MDH 4620 Environmental Health Bureau
Revised 07/23 mdh.envhealth@maryland.gov



MARYLAND DEPARTMENT OF HEALTH BLOOD LEAD TESTING CERTIFICATE
For a copy of this form in another language, please centact the MDH Environmental Health Helpling at (866) 703-3256,

How To Use This Form

= A health care provider may provide the parent/guardian with a copy of the child’s blood lead testing
results from ImmuNet as an alternative to completing this form (COMAR 10.11.04.05(B)).

Maryland requires all children to be tested at the 12 and 24 month well-child visits (at 12-14 and 24-26 months oid
respectively), and both test results should be included on this form (see COMAR 10.11.04). If the test at the 12-month
visit was missed, then the results of the test after 24 months of age is sufficient, A child who was not tested at 12 or 24
menths should be tested as early as possible.

A parent/guardian and a child’s health care provider should complete this form when enrolling a child in ¢hild care, pre-
kindergarten, kindergarten, or first grade. Completed forms should be submitted by the parent/guardian to the
Administrator of a licensed child care, public pre-kindergarten, kindergarten, or first grade program prior to entry. The
child’s health care provider may record the test dates and resylts directly on this form and certify them by signing or
stamping the signature sections. A school health professional or designee may transcribe onto this form and certify test
dates from any other record that has the authentication of a medical provider, health department, or school. All forms are
kept on file with the child’s school health record.

Erequently Asked Questions

1. Who shkould be tested for lead?
All children in Maryland should be tested for lead poisoning at 12 and 24 months of age.
2. What is the blood Jead reference value, and how is it interpreted?

Maryland follows the CDC blood lead reference value, which is 3.5 micrograms per deciliter (ng/dL). However,
thete is no safe level of lead in children.

3. Ifacapillary test (finger prick or heel prick) shows elevated blood lead levels, is a confirmatory test requifed?

Yes, if'a capillary test shows a blood lead level of 3.5 pg/dL, a confirmatory venous sample (blood from & vein) is
needed. The higher the blood lead level is on the initial capitlary test, the more urgent it is to get a confirmatory
venous sample. See Table | (CDC) for the recommendsd schedule.

4. What kind of follow-up or case management is required if a child has a blood lead level above the CDC blood
lead reference valne?

Providers should refer to the CDC’s Recommended Actions Based on Blood Lead Level
(https://wmv.cdc.qov/nceh/lead/advisory/acclnn/actions-blls.htm‘J.

3. What programs or resources are available to families with a child with lead exposure?

Maryland and local jurisdictions have programs for families with a child exposed to lead:
* Maryland Home Visiting Services for Children with Tead Poisoning
* Maryland Healthy Homes for Healthy Kids — no-cost program to remove lead from homes

Fer more information about these and other programs, call the Environmental Health Helpline at (866) 703-3266 or
visit: https://health. maryland. gov/phpa/OBHFP/EH/Pages/Lead.aspx.

Maryland Department of the Environment Center for Childhood Lead Poisoning Prevention:
https://mde.maryland.gov/pro,cr,ramstAND/LeadPoisonin,czPreventioana,rzes/index.aspx

Families can also contact the Mid-Atlantic Center for Children’s Health & the Environment Pediatric Environmental
Health Specialty Unit — Villanova University, Washington, DC.,
Phone: (610) 519-3478 or Toll Free: (833) 362-2243
Website: hitps://wwwl villanova edw/university/nursing/macche. html
MDH 4620 ' Environmental Healih Bureau
Revised 07/23 mdh.envhealth@maryland gov




23-24 CA-CCC
Child Care Centers

Meal Bunafit Application
July 1, 2023 - June 30, 2024
Complata one application per household, For more Information, read Instructions for Completing or call 301-378-8140
| Step1 | vistailenrolled children (1f more spaces are requlred for addItional names, attach another sheet of paper)

Childran Ir Foster Cara and children who maet the definition of Homeless, Migrant, Runaway, Head Start, Early Head Start or Even Start are eliglble for free meals, IF ALL
children listed are foster, homelass, migrant, runaway ok In Head Start, Early Head Start or Even Start, skig to Step 4.

' ~ Check all that apply:

' r-irst‘ nd I.aFt Namgs of Alf EI_\JR'OLLED Hond Start

. Foster Child Homeless |~ Migrant RUaway . [ oo b Head Start

‘ E\(enStart

. ‘Do any Househokl Members {including you) currently parttcipata in the Supplemental Nutritlon Assistanica Program (SNAP) or Temporary Cash Assistanca
Step? (TcA)? Circle Oné: Yes  No L L L ' - :
If you answered NO, complete Step 3, Case
If you answered YES, provide a case number then go to Step 4 Number:

, Step 3 | ‘Reportincoma for ALL Household fMembers (skip this step if you answered Yes'toStep2) L ) ] ] ‘
List all Household Members (including yourself) even If they do not recaive Income. Fer each Household Member listed, if they receive Incoma, report total gross

Thcome {hefore taxes) for each source in whole dollars only. If they do not recelve Income from any source, enter ‘0°, If you enter O or leave any flelds blank, you are
certlfying {promising) that there Is no Income to report.

How Often = Weekly, Every 2 Weeks, Monthly, twice a Month or Yearly

- . . ] L - Child Support, Atimony, - - Pensjons, Retlrament, Other
. . e . ings fi Woark A . . ! s
Flrst and Last Namas of ALL Household Members Farnings from Wor . Publlc Assistanca . Income.
. . Income How Often? | - Income . | How Dften? income .| How Often?
) ) | Last Four Diglts of Social Security Niember (SSN) of Primary Check 1f
Total Household Members (Children and Adufts): Wage Earner or Other Adult Househeld Member: No SSN:

Step 4 | Contact Information and Adult Signatura

I certify (promise) that all information on this application is trie, and that all income s reported. | understand that this Information Is ghven in connectlon with the receipt of
Fedaral Junds, and that officlals may vertfy {chack) the information, | am aware that If | purposely give false Informaticn, | may he prosacuted under applicable Stete and Federal
laws, | understand my chil's ellglbillty status may be shared as sllowead by law,

Printed Name: | Signature: J
Street Adgress:
Dates | Phohe #; |

| Step 5 | opTioNAL Chikiren's Recial and Ethnic Identities
We are roquired to ask for Information about your childven's race and ethniclty. This information Is important and helps to make sure we ate fully serving our community.
Ethnlclty {Checlk Ong}t Race (Check ane o more):
Hispanle or Latine American Indlan or Alaskan Native Black or African American D White
Net Hispanle or Latine Asian Natlve Hawallan or Other Paclfic Islander

DO NOT FILL OUT THIS SECTION. CENTER USE ONLY .

Annual Ineorme Conversion: Weekly x 52, Every 2 Weaks x 25, Twice a Month x 24, Monthly x 12

Total Income (Children and Adults): § I:_I Weekly I:| Evary 2 D Twice a Month l__-l Manthly |:| Yearly

Weeks
Eligihility: I::I Free D Categorically ]:I Reduced D Paid
Eliglble
Determinlng Officlal's Signature: Date:

Date Withdrawn:




