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CHILD DEVELOPMENT CENTER LICENSING REQUIREMENTS CHECKLIST

	1.
	Attend the child development center licensing orientation.  Attending an orientation program is required in order to apply for a child care license (see 29 DCMR  306.1).  A copy of your certificate must be submitted with your application.  Certificates will only be given to those individuals who complete the session.
	 FORMCHECKBOX 


	
	
	

	2.
	Select a location and obtain a Certificate of Occupancy from the Department of Consumer and Regulatory Affairs (DCRA), Building and Land Regulation Administration, Zoning Division at 1100 4th Street, SW, 2nd Floor (see 29 DCMR  304.1).  Your Certificate of Occupancy should include the following information; Use must indicate child care center, the maximum number of infants and children to be cared for, hours of operation and, number of staff   Note:  If you apply for a 24-hour child development center license, you must inform the Zoning Division when you apply for the Certificate of Occupancy
	 FORMCHECKBOX 


	
	
	

	3. 
	To Get Started Submit the following document to the Office of the State Superintendent of Education, Office of Early Childhood Education, Child Care Licensing Unit (CCLU):
	

	
	A:     Submit a Child Development Center Application, application fee and all applicable forms (see 29 DCMR  306.2, 306.3 and 307.2), forms include; background check and clearance for applicant, Clean Hands Act Certification, qualifications of the Director (if hired by time of application), proof of liability insurance, and a pre-inspection fee of $75.00 (made payable to DC Treasurer) to the CCLU. Note:  If you plan to be incorporated, you must submit an original Certificate of Good Standing (valid for 30 days) from the DCRA, Corporation Division at 1100  4th Street, SW, 2nd Floor.
	 FORMCHECKBOX 


	
	
	

	
	B:     Submit a copy of the Certificate of Occupancy and Orientation Certificate
	

	
	
	

	
	C:     Develop and submit your program and policy statement to the CCLU for review and approval 

(see 29 DCMR, 306.3j, 324.9, 326, 329.1 and 330.1)  Talk with your Licensing Specialist about the additional requirements if you plan to do evening, nighttime and/or 24-hour child care (see 29 DMCR 360).
	 FORMCHECKBOX 


	
	
	

	
	The following items can be submitted with your application or during the initial inspection:
	

	
	D:     Develop an Emergency Contingency Plan in the event you need to evacuate the premises. The owner of your approved alternate location must sign the plan.  Update Annually.  (Official form is available)
	 FORMCHECKBOX 


	
	
	

	
	E:     Submit a sample 5-day menu following the USDA Child and Adult Care Food Program Meal Pattern to the CCLU for review and approval (see 29 DMCR 372 and DC Food Code Title 25)   You must include additional meals and snacks for evening, nighttime, and/or a 24-hour child care.
	 FORMCHECKBOX 


	
	
	

	4.
	The Licensing Specialist will call you within ten (10) business days of receiving the application from the Supervisor and schedule an appointment to conduct the first initial onsite inspection.  At this time you will receive additional licensure requirements and a written report of deficiencies to be corrected.  
	 FORMCHECKBOX 


	
	
	

	5.
	After your first inspection, the Licensing Specialist will make a referral for a DCRA Fire Protection inspection by the DCRA, Building and Land Regulation Administration, Fire Protection Division (see 29 DCMR  305). A representative from DCRA will call you to set up an appointment to conduct an on-site fire prevention inspection and fire evacuation plan review.  A copy of the approved fire evacuation plan must be submitted to the licensing specialist prior to license approval.  You are responsible for contacting DCRA to schedule any needed follow-up fire inspection, and for picking-up the fire evacuation plan when it is approved by DCRA.  


	 FORMCHECKBOX 
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	6.
	Your licensing specialist will make a referral for a Lead-Based Paint inspection after your first inspection if your facility does not require any structural improvements (you will be notified on your statement of deficiencies of these requirements).  If improvements are required, a referral for Lead-Based paint inspection will be submitted after the improvements are complete. Lead-Based paint inspectors may require additional improvements beyond those required by your specialist.  A Lead-Based paint certification is required for application and licensure approval 

(see 29 DMCR  306.3k)
	 FORMCHECKBOX 


	
	
	

	7.
	Recruit staff; submit to the CCLU complete health certificates, appointment forms, resumes, and credentials for review and approval. Official transcripts for director and teachers must have the college or university’s seal.  All credentials (including CDA certificates) must be verified. (see 29 DCMR  332, 334 and 336).  You must submit a staffing pattern for evening, nighttime and/or 24-hour child care.
	 FORMCHECKBOX 


	
	
	

	8.
	Obtain and submit First Aid and CPR Certification information to the CCLU.   Staff certified in First Aid and CPR must be present with the children at all times. (See 29 DCMR  369.1 and 369 .6)  Purchase sufficient first aid supplies for the number of children to be served and for off-site trips (see 29 DCMR  369.2, 369.3 and, 369.5)
	 FORMCHECKBOX 


	
	
	

	9.
	E:  Obtain and submit a Certified Food Protection Manager Certificate picture identification card to prepare and serve foods (see 29 DCMR  372.2, 373, 374, and 375).  Information is available from the Department of Health, Food Safety and Hygiene Inspection Services Division, 825 North Capitol St. NE, 8th Floor, 202-535-2180.  A Certified Food Protection Manager must be present whenever meals and/or snacks are prepared and served.
	 FORMCHECKBOX 


	
	
	

	10.
	Purchase developmentally-appropriate toys, manipulatives, equipment, cots/cribs (see 29 DCMR  362, 363, and 365).  The Facility must have adequate supplies for the number of children enrolled
	 FORMCHECKBOX 


	
	
	

	11.
	Identify individual storage space for children and set up program learning/activity areas for children (see 29 DCMR  344)
	 FORMCHECKBOX 


	
	
	

	12.
	Obtain complete copies of applicable forms for children and maintain in individual files including but not limited to; Registration Record, Authorization for Emergency Medical Treatment, current immunizations and a Child Health Universal Certification (see  29 DCMR 324 and 325).
	 FORMCHECKBOX 


	
	
	

	13.
	Obtain complete copies of applicable forms for staff and maintain in individual files including but not limited to the Health Record, Federal (using fingerprints) Criminal and Background History checks (if applicable), and credentials or transcripts, (see 29 DCMR 29, 327 and 328).
	 FORMCHECKBOX 


	
	
	

	14.
	Correct all deficiencies that were given during inspections.
	 FORMCHECKBOX 


	15.
	An appointment to conduct a follow-up inspection within 60 days will be set up to ensure that all requirements are met.


	 FORMCHECKBOX 
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SECTION I PROPERTY OWNERSHIP 

Name of Legal Owner

Physical Street Address of the Owner

City & State 

Zip code +4

SECTION II ADDITIONAL INFORMATION 

Please answer all of the following questions by placing an “X” in the appropriate boxes. If you answer “No” to question A or “Yes” to any of questions 1 through 5 below, you must provide full information and complete details on a separate sheet of paper and attach with this application form.
1. Have you ever voluntarily surrendered a license after formal charges have been filed against you or while under investigation?

 FORMCHECKBOX 
YES FORMCHECKBOX 
NO
2. Have you ever been convicted of a crime (other than minor traffic violations) not previously reported to the CCLU? 

 FORMCHECKBOX 
YES FORMCHECKBOX 
NO
3. Are you now or have you ever been licensed in DC or any other state/jurisdiction? (If "Yes," be sure to complete the section below.)

 FORMCHECKBOX 
YES FORMCHECKBOX 
NO
(a) Name on the previous license or certificate

License/Certificate Number & State

(b) Address on the previous license or certificate:

Year(s) of operation:

4. Has any authority taken adverse action against your license or privileges or informed you of any pending charges not previously reported to this CRCFD?

 FORMCHECKBOX 
YES FORMCHECKBOX 
NO
SECTION III AGREEMENTS AND AUTHORIZED SIGNATURE   (Read each statement and sign at the bottom.)
Please answer all of the following questions by placing an “X” in the appropriate boxes. If you answer “No” to question A or “Yes” to any of questions 1 through 7 below, you must provide full information and complete details on a separate sheet of paper and attach with this application form.
1. I/we understand the requirements to report known or suspected child abuse.

 FORMCHECKBOX 
YES FORMCHECKBOX 
NO
2. I/we shall obtain approval from the licensing agency before making changes in our license capacity, or to our home.
 FORMCHECKBOX 
YES FORMCHECKBOX 
NO

3. I/we have a valid lease and permission from the owner/landlord to operate a Child Development Facility on the premises.
 FORMCHECKBOX 
YES FORMCHECKBOX 
NO

4. I/we shall notify the licensing agency when we want to discontinue our license.
 FORMCHECKBOX 
YES FORMCHECKBOX 
NO

5. I/we have read the laws and regulations governing the operation of this licensed facility and it is the intention of this applicant to comply.  I/We understand that I/we are responsible for meeting and maintaining compliance with all applicable child care licensing laws and regulations at all times. 
 FORMCHECKBOX 
YES FORMCHECKBOX 
NO
6. I/we understand that a new application may take up to 90 days for processing by Office of the State Superintendent of Education, Division of Early Childhood Education, Compliance and Integrity Division, Child Care Licensing Unit (CCLU), once CCLU receives a complete application.
 FORMCHECKBOX 
YES FORMCHECKBOX 
NO
7. I/we attest, under penalty of perjury, that to the best of my (our) knowledge, that the information provided in this application is true and correct. 
 FORMCHECKBOX 
YES FORMCHECKBOX 
NO
Signature of Owner/Agent

Date

ROMISSORONLY

RETURN TO:  
The Office of the State Superintendent of Education, Division of Early Childhood Education, Compliance and Integrity Division, Child Care Licensing Unit, 810 First Street, NE, 4th Floor, Washington, DC  20002 Phone:  202.442.5929
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CLEAN HANDS CERTIFICATION

TO THE APPLICANT: PLEASE READ CAREFULLY AND COMPLETELY BEFORE SIGNING.  A FALSE STATEMENT ON THIS CERTIFICATION REQUIRES THAT THE DEPARTMENT PROCEED IMMEDIATELY TO DENY THE LICENSE FOR WHICH YOU ARE NOW APPLYING, OR REVOKE A LICENSE WHICH YOU ALREADY HAVE, AND FINE YOU $1,000.00.  THIS CERTIFICATION IS REQUIRED BY THE “CLEAN HANDS BEFORE RECEIVING A LICENSE OR PERMIT ACT OF1996” (EFFECTIVE MAY 11, 1996, D.C. LAW 11-118, D.C. CODE§47-861 et seq.).

I,

____________________________,

certify that as of

_________________

I do not owe more

PRINT NAME CLEARLY

DATE

than $100.00 to the District of Columbia as a result of:

1.

Fines, penalties or interest assessed pursuant to the Litter Control Administration Action of 1985, effective March 25, 1986 (D.C. Law 6-100; D.C. Code § 6-2901 et seq.);

2.

Fines, penalties or interest assessed pursuant to the Illegal Dumping Enforcement Act of 1994, effective May 20, 1994 (D.C. Law 10-117; D.C. Code § 6-2911 et seq.);

3.

Fines, penalties or interest assessed pursuant to the Department of Consumer and Regulatory Affairs Civil Infractions Act of 1985, effective October 5, 1986 (D.C. Law 6-42; D.C. Code § 6-2701 et seq.); or

4.

Past due taxes.

I understand that if I knowingly falsify this Certification, the Department will move to revoke the license or permit for which I am applying, and fine me $1,000.00.  I further understand that the Department may conduct an investigation to ascertain the veracity of this certification.

I understand that this Certification is now required as documentation to accompany my application for a license or permit, and that by completing this Certification, I am not guaranteed that my license or permit will be approved.

SIGNATURE OF APPLICANT

TITLE

RETURN WITH THE APPLICATION TO: The Office of State Superintendent of Education, Division of Early Childhood Education, Compliance and Integrity Division, Child Care Licensing Unit, 810 First  Street, NE, 4th Floor, Washington, DC  20002   Phone (202) 442‑5929.

YOU CAN MAKE A DIFFRENCE!  Report Violations of fraud, waste, abuse, and mismanagement in DC Government to the Office of the Inspector General (OIG) by FAXING the OIG at (202) 727-9846 or calling the 

OIG HOTLINE at (202) 727-0267.  All calls are CONFIDENTIAL. 

[image: image4.png]* k Kk
B Office of the State Superintendent of Education
_ }DAIASVTORRI CA‘D Roer Nc ?HL uF”é :IIY:




Applicants for Child Development Facility licensure, who are incorporated or who are with an association, must complete the following information pursuant to Title 29 DCMR, Chapter 3, Child Development Facilities, Section 306.3 (b)

Pursuant to 29 DCMR 306.3b - “Each application shall contain the following: The name(s) and address(es) of the person or persons making the application; or, in the case of a corporation or association, the tax identification number of the entity and the names and addresses of at least three primary officers, directors or partners”

1.

Full Name of the Corporation/Association:

2.

Tax ID:                                                                                         

3.

Address:

Number                                                                  Street                                                                              City                                                                State                ZIP Code

4.

Telephone Number:

Fax Number:

Area Code

Area Code

5.

Names and Addresses of at least three (3) primary Officers, Directors, or Partners:

Name

Address

Occupation

RETURN with the License Application, applicable license fee, original Certificate of Good Standing, and the Clean Hands Act Certification. PLEASE RETAIN A COPY FOR YOUR RECORDS    
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Dear Applicant:

Enclosed please find an initial application for a Child Development facility.  Please complete and return the application with the $75.00 initial application fee to this office.  The initial application fee entitles you to one (1) initial inspection and one (1) follow-up inspection.  If additional inspections are needed due to unmet licensure requirements, an additional re-inspection fee(s) will be assessed. 

Failure to return the application with the initial application fee in the form of check or money order will result in your application not being processed.  All checks or money orders must be made payable to the “D.C. Treasurer.”

When you met all licensure requirements, a child development center license will be issued after a payment of the licensure fee.  The hours of operation and the number and ages of children to be cared for will be issued according to your request on the application.  The center’s licensure fee depends on the licensed capacity of the center.

	INITIAL APPLICATION FEE FOR CENTER AND HOME 
	    $75.00

	ANNUAL FEES

(a) Child Development Homes     
	   $75.00

	
	
	

	(b) CENTER LICENSE 
	
	

	
	
	

	1-50 Children
	
	$200.00

	
	
	

	51-100 Children
	
	   $300.00

	
	
	

	101-175 Children
	
	$400.00

	
	
	

	Over 175 Children
	
	$500.00

	REPLACEMENT FEE
	                                                      
	        $25.00


All fees must be paid prior to release of the license.  Should you have any questions or require assistance, please contact this office on (202) 442-5929.

Sincerely,
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Valerie A. Ware

Program Manager
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ANNUAL EMERGENCY CONTINGENCY PLAN

1.
In the event of emergency closure, due to any reason that will prohibit the facility from caring for the children 

Temporarily, the following plan will be in effect:


CONTACT PERSON:


Name of Provider:  ________________________________________________________________________


Address: ________________________________________________________________________________


Telephone:     _____________________                           Pager:   __________________________

                                     (Area Code)                                                                                            (Area Code)

Cell Phone:    _____________________


Fax:
__________________________

                                     (Area Code)                                                                                            (Area Code)

2.
The Office of the State Superintendent of Education, Division of Early Childhood Education, Compliance and Integrity Division, Program Monitoring Unit, if applicable and parents/guardians will be notified immediately by telephone and in writing.

3.
The children will be relocated to the following location: (If more than one (1) location is used please indicate 

             On the back and check this block):  □

Emergency Provider’s Name:  _________________________________________________


Address:    _______________________________________________________________________________

Telephone:___________________________


Pager:
________________________

                                           (Area Code)                                                                                                                        (Area Code) 


Cell Phone:___________________________


Fax:
________________________

                                            (Area Code)                                                                                                                   (Area Code)

4.
The children will be transported by:    □   Foot
□   Bus    Car/Van
□   Other  ___________________


Any cost involved in transporting the children will be paid by:


□   Provider
□   Parent
□   Not Applicable
5.
In the event of emergency closure due to any reason that will prohibit the facility from caring for the children 

Permanently; the children will be referred to other licensed child development facilities.

            _______________________________________

______________________________

                                  Signature of Provider                                                                            Date

6.
I have read this agreement and grant the provider named above permission to use my facility in case of 

emergency evacuation of the provider’s facility.

_______________________________________

______________________________

                          Signature of Emergency Provider



              Date

PLEASE RETAIN A COPY FOR YOUR RECORDS
GOVERNMENT OF THE DISTRICT OF COLUMBIA

Office of the State Superintendent of Education (OSSE)
 Division of Early Childhood Education (ECE)

INSTRUCTIONS FOR COMPLETING

THE UNUSUAL INCIDENT REPORT (UIR) FORM 

Completed forms should be faxed to the Compliance and Integrity Division (CID) at   202 -727-7295.

Unusual incidents can also be reported via hotline at 202-727-2993 or emailed to OSSE.ChildcareComplaints@dc.gov  

Definition: An “Unusual Incident” is any event that is not ordinary to the regular or established procedure that may adversely affect the health, safety or well being of any child or children in the child care facility.
Examples include, but are not limited to: accident or injury; physical, sexual, or verbal abuse of a child by staff or other child (ren); staff negligence; communicable disease occurrence; facility / property issues, including building security, theft, arson, bomb, fire threats, false alarms; and request for information or access to the participation from the press, attorneys, government officials outside OSSE/OECE; or persons other than those authorized by the parent.
UIR Forms must be filled out completely and accurately.

PART I – REPORTING INDIVIDUAL - Enter required information
PART II – INCIDENT INFORMATION - Enter required information
NOTE:  Upon completion of item #7, if there are no other persons involved and no witnesses, skip to PART III and complete the details of the incident.
PART III – DESCRIPTION AND DETAILS OF INCIDENT

Enter complete information on who was involved, what occurred, where the incident occurred and how it occurred. List first and last names of everyone involved.

PART IV – WHAT ACTIONS WERE TAKEN AND BY WHOM

Enter any actions that were taken in response to the incident, such as police or family notified, medical treatment provided, etc.  Also indicate corrective measures taken to prevent reoccurrence, including administrative, managerial or disciplinary actions taken and by whom.  

SIGNATURE REQUIREMENT

The reporting person’s signature and date of signing is required.
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	COMPLIANCE AND INTEGRITY DIVISION 

PHONE:  (202) 727-2993
FAX:  (202) 727-7295
	UNUSUAL INCIDENT REPORT FORM
	MAILING ADDRESS:

810 First Street, NW
4th Floor
Washington, DC  20002


                                                     
	PART I - REPORTED BY

	1. PERSON REPORTING INCIDENT TO CID
	FACILITY NAME:

	TITLE/POSITION
	ADDRESS

	Home Telephone Number (with area code):


	DIRECTOR/ OWNER



	DATE REPORTED
	TIME  REPORTED
	OFFICE #
	CELL #

	PART II -INCIDENT INFORMATION

	2. Date of Incident:
	3. Time of Incident:  
	4. Date of Report:  

	5. Type of Incident:

(accident, injury or unusual occurrence)

	6. Incident Location Address:

  

	7.  Person Involved  (Adult  FORMCHECKBOX 
  Child  FORMCHECKBOX 
)   Age ______

NAME:_____________________________________________

                Last

First

Middle
	8.  Person Involved  (Adult  FORMCHECKBOX 
  Child  FORMCHECKBOX 
)  Age______

NAME:_____________________________________________

                Last

First

Middle

	Home Telephone Number (with area code):


	Home Telephone Number (with area code):



	9.  Person Involved  (Adult  FORMCHECKBOX 
  Child  FORMCHECKBOX 
)

NAME:_____________________________________________

                Last

First

Middle
	10.  Person Involved  (Adult  FORMCHECKBOX 
  Child  FORMCHECKBOX 
)

NAME:_____________________________________________

                Last

First

Middle

	   Home Telephone Number (with area code):


	        Home Telephone Number (with area code):

	Additional persons involved attach a separate sheet.
	

	11.  Witness 1: 

NAME:_____________________________________________

               Last

First

Middle
	12.  Witness 2: 

NAME:_____________________________________________

               Last

First

Middle

	11a.  Home Telephone Number (with area code):
	12a.  Home Telephone Number (with area code):



	13.  Witness 3: 

NAME:____________________________________________

               Last

First

Middle
	14.   Witness 4: 

NAME:____________________________________________

             Last

First

Middle

	13a.  Home Telephone Number (with area code):


	14a.  Home Telephone Number (with area code):



	Additional witnesses attach a separate sheet.
	


	PART III -DESCRIPTION AND DETAILS OF INCIDENT

	16.  Who, What, Where and How: (If necessary, attach a separate sheet for additional information)
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

PART IV - WHAT ACTIONS WERE TAKEN AND BY WHOM
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Signature _________________________________________
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Please Print or Type

REGISTRATION RECORD FOR CHILD RECEIVING CARE AWAY FROM HOME

	Child:
	
	
	                 Sex:   FORMCHECKBOX 
  Male    FORMCHECKBOX 
  Female

	
	Last                                     First                                  M.I.
	
	

	
	Date of Birth:
	
	Home #
	
	 Language Spoken At Home _____________ 

	
	
	
	
	

	
	Home Address:
	

	
	
	
	
	

	Father:
	
	
	Home #
	

	
	Last                                     First                                  M.I.
	Business #
	

	
	Home Address:
	

	
	
	Number                  Street                                                                                                                                                  Apt. #                       State                 ZIP

	
	Business Address:
	

	
	
	Number                  Street                                                                                                                                                  Apt. #                       State                 ZIP

	
	
	
	
	

	Mother:
	
	
	Home #
	

	
	Last                                     First                                  M.I.
	Business #
	

	
	Home Address:
	

	
	
	Number                  Street                                                                                                                                                  Apt. #                       State                 ZIP

	
	Business Address:
	
	
	

	
	
	
	Home #      
	

	Relative or Guardian:
	______________________________________________
	
	

	
	Last                                     First                                  M.I.
	Business #
	

	
	Home Address:
	

	
	
	Number                  Street                                                                                                                                                  Apt. #                       State                 ZIP

	
	Business Address:
	

	
	
	Number                  Street                                                                                                                                                  Apt. #                       State                 ZIP

	Person to be contacted in case of an emergency (other than parent/guardian):
	

	
	
	
	
	

	
	
	
	Relationship to child:
	

	
	Last                                     First                                  M.I.
	
	

	
	Address:
	

	
	
	Number                  Street                                 Apt. #                       State                 ZIP                                                                    Phone #

	Designated individual authorized to receive child at end of session:

	
	

	
	Last                                                                                                                        First                                                                                                       M.I.

	
	

	
	                                        Last                                                                                                                         First                                                                                                        M.I.

	
	

	
	                                        Last                                                                                                                        First                                                                                                        M.I.

	Signature:
	
	Relationship to child:
	
	Date:
	

	TO BE COMPLETED BY THE FACILITY_________________________________________________________________
Date of Admission: _________________________________            Date of Withdrawal: _______________________             

Reason:  ________________________________________________________________________________________


PLEASE RETAIN A COPY FOR YOUR RECORDS
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AUTHORIZATION FOR CHILD’S EMERGENCY MEDICAL TREATMENT

Please Type or Print

If my child _________________________________________, date of birth ______________________,










                        month/day/year

becomes ill or involved in an accident and I cannot be contacted, I authorize the following hospital or Health Provider

to give the emergency medical treatment required:

	
	Hospital:
	
	

	
	
	
	

	
	Address:
	
	

	
	or:
	
	

	
	
	
	

	
	Health Provider:
	
	
	Telephone No:
	
	

	
	                                                     M.D./C.N.P.
	
	(Area Code)
	

	
	Address:
	
	


I give permission to ___________________________________________________________, located at 
                                                                                  Name of Facility or Caretaker
___________________________________________________________, to take my child for treatment.

I accept responsibility for any necessary expense incurred in the medical treatment of my child, which is not covered

by the following:   

	
	Health Insurance Company:
	
	

	
	
	
	
	
	

	
	Name of Policy Holder:
	
	Relationship to Child:
	
	

	
	
	
	
	
	

	
	Policy Number:
	
	Coverage:
	
	

	
	
	
	
	
	

	
	Medicaid Number:
	
	State:
	 FORMCHECKBOX 
  DC      FORMCHECKBOX 
  MD      FORMCHECKBOX 
  VA
	

	
	
	

	
	Child’s Known Allergies or Health Conditions:
	           Yes   FORMCHECKBOX 
         No   FORMCHECKBOX 
  
	

	
	(If yes, explain here:
	
	

	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	Home Address:
	
	

	
	
	Street
	     City/State
	             Zip Code
	

	
	Area Code/Telephone 
	
	
	
	
	
	

	
	
	                Home
	
	                   Business 
	
	             Pager/Cell Phone
	

	
	
	

	
	Signature:
	
	
	
	

	
	
	
	
	
	
	

	
	Relationship to Child:
	
	
	
	
	

	
	
	
	
	

	
	Date:
	
	
	
	


                                          PLEASE RETAIN A COPY FOR YOUR RECORDS
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TRAVEL AND ACTIVITY AUTHORIZATION

 FORMCHECKBOX 
  Special 1-time permission for this activity only 

 FORMCHECKBOX 
  Blanket permission for all given activities

I, _________________________________________________________ parent/guardian of

Name of Parent/Guardian

_______________________________________________________________give my permission to

                 Name of Child
_____________________________________________________________________for my child to participate in the following activities:

Trips in the van/automobile (facility or parent -owned)

_______________________________________________________________________________________________

Explain planned activity — where and when

Field trips away from the facility

_______________________________________________________________________________________________

Explain planned activity — where and when

I understand that the facility will use the appropriate child restraint devises and abide by all District of Columbia safety rules when my child is transported in a vehicle. The facility will also notify me each time that my child is to participate in an activity that would involve transportation.

In addition, if the facility has planned activities outside the fenced area of the facility,

 FORMCHECKBOX 
  I will allow my child to play outside the fenced area; or _______

 FORMCHECKBOX 
  I will not allow my child to play outside the fenced area.

This authorization is valid from      ______/______/______      to        ______/______/______

_____________________________________________         ________________________

Parent/Guardian Signature 




   Date Signed

NOTE:    Place on file in child’s folder/record
PAGE  
1

