BREA OLINDA UNIFIED SCHOOL DISTRICT
DEPARTMENT OF CHILD DEVELOPMENT SERVICES
(714) 990-7527

Dear Parents,

Enrollment is now open for BOUSD Summer Camp 2017 and for all Child Development
programs for the 2017-2018 school year. Summer Camp will operate June 19th-August 18th.
CAMP IS CLOSED TUESDAY, JULY 4TH. ALL PROGRAMS WILL BE CLOSED AUGUST 21-28 IN
PREPARATION FOR THE FALL. Child Development centers will re-open on August 29, 2017, for
the first day of school.

Fee-based Preschoo!l Camp will be held at MARIPOSA. You will find all of the registration
materials enclosed. Preschool Summer Camp registration will ONLY be accepted at our main
office located at Arovista Elementary School in Room 28. Registration will begin on Monday,
April 17th at 9am - first come, first served. We have a limited number of spots available per
week.

Your registration is not complete unless you have completed all registration materials, and
have included the non-refundable holding deposit for each week of camp.

Summer Camp registration will close to current families on Friday, May Sth. We kindly request
that you turn these documents in on time so that we may plan accordingly. New family
registration will begin in mid May 2017, and we want to ensure that your child will have a spot
in our program.

If you have any questions, please call the Child Development Services main office at
714-990-7527,

We look forward to having you and your child as a part of our program this upcoming year.

Sincerely,

e (ludes

Penny Andrews
Coordinator, Preschool Programs
Child Development Services

pandrews@bousd.us




Brea Olinda Unified School District
Preschool Summer Camp 2017

Our preschool summer

camp promotes 21st

Century Learning by

incorporating STEAM

(science, technology,

engineering, the arts, (s Guessvﬁ'laf sea anlm
and mathematics) i ,lf@ ISh

activities throughout

the day.

For more information contact the Child
Development Administrative Office at 714) 990-7527.
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BREA OLINDA UNIFIED SCHOOL DISTRICT
CHILD DEVELOPMENT SERVICES

PRESCHOOL REGISTRATION PACKET

v\ Early Learning Centers

g\)?"wﬁ

) .. . :'

Q Mariposa
*Mm&wmmﬁﬂmmmmmmmm*

Rats Sheet MEDICAL FORMS

Admission Agreement —.__Birth Certificate

Registration Form (ALL lines Consent for Emergency Medical
completed) Treatment

—BOUSD Date Enrollment Forrn Parants’ Health History

BOUSD Language Physiclan’s Report (MUST be
Questionnaire within 12 months of school entry)

—Off Campus Permission Immunization Record (MUST be

Photo Release ofﬁcial copy)

_Identification & Emergancy Student Health Survey
Information Screening Consent Form

Personal Rights Participant Authorization Form

Parent's Rights

Registration Fee IE NEEDED:;

Tuitlon Fee Medication Administration Form (if

needed during schoal hours)
Medication brought to School
Readiness Nurse before 1st day of class

ADMINI IVE .OFFIC
Arovista Elementary School - Room 28
(714) 990-7527

Department Director: Chris Becerra
Administrative Assistant: Kayleen Farrer
Program Technician: JoAnne Warren
State Preschool Coordinator: Penny Andrews
Early Learning Specialist: Amy Shultz
School Readiness Nurse: Theresia Guillow

**Reglstration materials must be received a minimum of two
business days prior to the start of the program



BREA-OLINDA UNIFIED SCHOOL DISTRICT
Department of Child Development Services
Preschool Summer Admission Agreement

As the parent or legal guardian of the below named child, I understand, agree to and/or acknowledge the following:

A. T acknowledge that I have reviewed a copy of the Parent Handbook and will comply with the policies set forth (handbook Is
available on the BOUSD website).

B. Field trips, either by walking or in BOUSD vehicles or chartered buses, are a part of Child Care program activities. No additional
permission slips will be required.

C. BOUSD staff and volunteers are not allowed to baby-sit or transport children at any time outside of the BOUSD program.

D. I am not to leave my child at the BOUSD Program Center unless a BOUSD staff or volunteer is there to receive and supervise
tay child.

E. Should a person arrive to pick up my child who appears to ba under the Influence of drugs or alcohol, for the child’s safety, staff
may have no recourse but to contact the police. (Please do not put staff in a position where they have to make this judgment call.)

F. BOUSD is mandated by state law to report any suspected child abuse or neglect to the appropriate authorities for investigation.

G. BOUSD may terminate my child’s enroliment for any of the following reasons:
0 Ermnergency names and phone numbers are incorrect

0 Parent is late picking up child after Program Center closes

0 Non/late/NSF payment of fees

O Failure to adhere to the sign-infsign-out policies

0 Failure to notify the BOUSD Program Center that child will be absent

0 Child leaving the Program Center without authorized written permission

0 Behavior that Is continually disruptive or dangerous to others and/or self

O Behavior that is destructive to property and/or refusal to replace said property

0 Any single incident that is deemed by the Program Center Director to be dangerous, harmful or disruptive

B Harassment, violent behavior or threat of such behaviors against a staff person or other
member by parent/guardian or persons associated to the chitd (family member, family friend etc.)

H. Program participation requires 8 BOUSD tuition in good standing and that non-payment of fees will result in my child not being
allowed to participate in the program and could result in legal referral with additional costs to myself. I further understand there
is an administrative processing fee for any payment returned by my bank or credit account. Refunds and/ar credits are not given
for any day in which a child does not attend the program including school closures and seasonal breaks.

1. BOUSD and the staff employed by the BOUSD will not become Involved in any custodial disputes between parent/guardian.
If BOUSD documents are requested, the court must request them. The staff's responsibility is to provide a safe environment for
children.

J. T understand that I am required to give 30-day written notice when terminating from the BOUSD Child Care Program. If 30-day
written notice is not given, I will not receive a refund or credit. Registration fees are non-refundable.

K. The Community Care Licensing Division of California Departrent of Social Services (Section 101200) has the authority to
interview children or staff and to inspect and audit child or facility records without prior consent. The licensee shall make
provisions for private interviews with any child(ren) or any staff member and for the examination of all records relating to the
operation of the facility. The licensing agency has the authority to observe the physical condition of the child(ren), including
conditions that could indicate abuse, neglect, or inappropriate placement.

Child’s Name School

Parent/Guardian Signature Date

BOUSD Representative Signature Date



I | BREA OLINDA UNIFIED SCHOOL DISTRICT Spaces mus
- " CHILD CARE REGISTRATION FORM ke completed!
sifcle one)
iICHOOL: (Preschool ACHLM/O) A CH F L M O TC GRADE: BIRTHDATE:
:HILD'S NAME 0 Male 0O Female
{LAST) (FIRST) (MI) (NICKNAME)
FATHER'S MOTHER'S

‘AMILY SURNAME 15T NAME 15T NAME
\DDRESS : CITY ZIP CODE

CHILD'S LEGAL MARITAL
IOME # GUARDIAN STATUS
‘ATHER'S ' MOTHER'S E-MAIL
ELL# CELL # ADDRESS

hild lives with: O Father O Mother 0O Guardian O Stepparent

re there any legal or custodial restrictions of which we need to be aware? OYes [ No it yes, pleass attach a copy of the current custody order.
fould you like to be included in aur Parent Diractory? Yos No

ATHER'S EMPLOYER ADDRESS

VORK HOURS _ TO TELE # EXT

IOTHER'S EMPILOYER ADDRESS

JORK HOURS TO TELE # EXT

ERSON TO CA[.L IN CASE OF EMERGENCY TELE # hm
IOTE: We always call the parents first, please list a “next best’ person) cell
ELATIONSHIP TO CHILD '

AMES OF PERSONS AUTHORIZED TO TAKE YOUR CHILD HOME FROM CENTER - INCLUDE THREE PERSONS [N

DDITION TO THE PARENT(S) (must be over 18 years of age) Your child will not be permitted to leave with any person without written
ithorization of parent or guardian. :

AME ADDRESS ’ TELEPHONE #
AME ) ADDRESS ' TELEPHONE #
AME ADDRESS TELEPHONE #

:EASE NOTE} In case of illness or accident at school when you are unable to contact me by telephone, | give my legal
nsent to have my child taken to the following physician:

amily Physician; Phone Number;

IFORMED CONSENT: BREA OLINDA UNIFIED SCHOOL DISTRICT IS EXTREMELY PROUD OF ITS INSTRUCTIONAL PROGRAM IN ATHLETICS,
YSICAL EDUCATION AND ACTIVITIES. EVERY PRECAUTION AND SAFEGUARD IS TAKEN TO INSURE THE SAFETY OF OUR STUDENTS.

DISASTER EVACUATION INSTRUCTIONS
he event of a disaster, state law authorizes school autharities to release students to parents/guardians or other aduils as approved by parents, Telaphones
/ be useless in a disaster such as an earthquake, and you may be unable to come to school to obtain the release of your child. Therefore, please list other

its {neighbors, friends, etc.) who could coms to school for your child. This list will ONLY be used In the event of a disaster evacuation. In a disaster
cuatlon, my daughter/son may be releasad to any adult listed below.

NAME RELATIONSHIP TELEPHONE #

10 of out-of-state contact:

ent Signature:



bln..'

. Grade Level
) BREA OLINDA UNIFIED SCHOOL DISTRICT DATA ENROLLMENT FORM
Legal First Name Middie Name
Ciy ) Home Phone
|Wcuy Birth Stala Birth Country
Fﬂ. Datas Enrolled
& - i
Prior Attandance in Brea Olinda Unified School Distict?  Yes (] No [ IWEWMFB_OUT:::
US EntyDais First USA School Enter Dale Firet Californla School Enter Date

Child Is living with: ﬁ Father Mother [ Legal Guardian/Foster Parent ] Authorized Caregliver

ark Appropriale Box: Father Stepfather Appropriate Box: Mother Stepmother
Cllegal Guardian [ FosterParent [ cCaregiver Cliegel Guardlan O FostarParent [ Caregiver
Namas

Addreas

HomePhone | ( ) { )

Call Phane ( ) ()

WorkPhone | () ( )

Parent’s E-Mall

O {1) Not a high school graduate (L.ess than 12th grada) a (1) Not a high achool graduate (Less than 12th grade)
m
[ (2) High achool graduata {Completed 12th grade) (M| {2) High achaol graduate (completed 12th grada)
E;f;:a';n O  (3) Some calisge O (3) Som colege
Level | OJ (4) College graduata O] ) college graduate
| {5) Graduate schooliPost graduats tralning (W] (5) Graduate school/Poat graduats Imm
3 (0) Peclina to state O (8 Declne to atata

Ethnlcity: .

Is student Hispanlc or Latino? [ Yes O o

Please select race from the list below (check all that apply/must salect at Jeast one)

American Indlan/Alaska Native (100)  [J Chinese (201) [ Japanese (202) [J Korean (203) ] Vietnamase (204)
Aslan Indlan (205) . ] Laotian (208) [] cambodlan (207} [] OtherAsian (209)) ] Hawailan {301)
Guamanlan (302) [J samoan (203) O vahitian (304) [ other Pactfic islender (358)
African-Amarican (800) ] whits (700) £ Fiipine (400)

If multiple races, please identity primary race;

My child raceives the following services (check af that apply} Ratention: 1
Speclal Education (IEP) [ 504 Plan L[] Yea {grade level___)
DIResourca Spaciatist Program (RSP)  [] Speclal Day Class [ English Leamer (EL) Ono
[JSpesch and Lengvags _EI Other C]eaTE

Language child first spoke: Language adult uses to speak to chil;

Language child uses at homs; Language spokan by adulta In home:

Currant court papers {Custedy, Resiraining Ordars, sic.) must ba on flle In the school office, Does thia apply fo your child?
SCHOOL USE ONLY - DO NOT WRITE BELOW THIS LINE

Blrihdatas Verlflad; Verification of Address; Msthod;

C1Yes CINo

Birth Certificate Number: Dats Entarad: Date Withdrawn:
School: Grade: Teachar:
Parent/Guardian Signature; Date:

8 158-2-92 Whils; Schoa! Office Canary: Bilngual Coordinator



BREA OLINDA UNIFIED SCHOOL DISTRICT

LANGUAGE QUESTIONNAIRE

LANGUAGE OTHER THAN SPANISH
(To Be Placed in Student's CUM LEP File)

Student's Name ID Number 0oB
Primary Language Birthplace US Enter Date

YES

NO

1. Has student been In school in anather country?

if yes, how long?

2. Ifyes, In what language was student being Instructed?

3. Has student been enrollad In anather school (Include pra-school) in the U.8,7?
If yes, what was the language of instruction?

4. Ara there any older brothers or sisters living with studsnt at home?
If yes, indicate primary language spoken,

5. Can the student read, write, and do math In his/her primary language?
If yes, at what estimated lavel?

6. Are books, magazines and/or television at home avallable in the primary languagae?

If yes, does the studant enjoy lacking at them or reading them?

7. Are there books, magazines and/or television at home avallable in Engtish?

If yes, does the student enjoy looking at them or reading them?

8. What language does student use when Interacting/soclalizing with others who speak
the same primary language?

9. Did your child take the CELDT this year?
Do you have the resulls?

The questions can be answered through the use of a translater that parents or school provides,

58 270-2-08




- 0 )

" STATE OF CALFORNIA CALIFORMIA DEPARTMENT OF SOCIAL BERVICES
COMMUNITY

. HEALTH AND HUMAN BERVICEA AQENCY

IDENTIFICATION AND EMERGENCY INFORMATION

CHILD CARE CENTERS/FAMILY CHILD CARE HOMES
To Be Complated by Parent or Authorized Representative

CARE LICENSING DIVISION

CHID'S MR Dot WL FIRBT I Y )
ADGRERS TWARER - STRERT anv BTATE w gwmum)
FATHEF S/OUARDIANGIFTHER DOMESTIC PARTNENS NAME  LAGT MIDOLE FIRET BUGINESS TELEPHONE
HOWR ADORERS  WUMBER STREET oY S0E 2 gmmipm
MOTHER S/GUARDUAN UMOTHES DOMESTIC PARTNERS NAME  LAGT MIDOLE FRAGT ;mmza.mom
HOWE ADDRESS WUMBER STAEET oY — sAm g r(meralmnra
'PEREON RESPONSIELE FOR CHILD LAST HAME MIDDLE ~ FRAT HOME TELEPHONE gusmas)'ra;moug
ADDITIONAL PERSONS WHO MAY BE CALLED IN AN (EMEH;ENCY ( )
NAME ADDRESS TELEPHONE RELATIONSHIP
- PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY _
PHYBICAN ADORESE WEDICAL FLAN AND RUMBER TELEPHONE
CENTET ADORESS MEDICAL PLAN AND NUNBER ia.emon)s
( )

IF PHYSICIAN CANNOT 82 REACHED, WHAT AGTYON BHOULD BE TAKEN?

DCN.I.E’JEHGWHOM DG’I‘HE! EXPLAR:

NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY

(CHLD WALL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN AUTHORIZATION FROM FARENT OR AUTHORIZED REPRESENTATIVE)

NAME RELATIONSHIP

TIME CHILD WILL 8E CALLED FOR

SIGNATURE OF PARENT/GUARDIAN OR AUTHORIZED REFAESENTATIVE

TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY CHILD CARE HOMES

OATE

————

LICENSEE

DATE OF ADMISSION l DATE LEFT
T T T T T LS

LUC700 (B08}CONFIDENTIAL)



STATE OF CALIFORMIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF 50CIAL SERVICES

PERSONAL RIGHTS
Child Care Centers

Personal Rights, See Sectlon 101223 for waiver conditions applicable to Child Care Centers.

(a) Child Care Centers. Each child receiving services from a Child Care Center shall have rights which include, but are
not limited to, the following:

(1) To be accorded dignity in his/her personal relationships with staff and other persons.

(2) To be accorded safe, healthfut and comfortable accommodations, fumishings and equipment to meet his/her
needs,

(3) To be free from corporal or unusual punishment, infliction of pain, humiliation, intimidation, ridicule, coercion,
threat, mental abuse, or other actions of a punitive nature, including but not limited to: interference with daily

living functions, Including eating, sleeping, or toileting; or withholding of shelter, clothing, medication or aids to
physica! functioning.

(4) To be informed, and to have his/her authorized repressntative, if any, informed by the licensee of the
provisions of law regarding complaints including, but not limited to, the address and telephone number of the
complaint receiving unit of the licensing agency and of information regarding confidentiality.

(5) Tobe free to attend religious services or activities of histher cholce and to have visits from the spiritual advisor
of hisher choice. Attendance at religious services, either in or outside the facility, shall be on a completsly
voluntary basis. In Child Care Centers, decisions conceming attendance at religlous services or visits from
spiritual advisors shall be made by the parent(s), or guardian(s) of the chiid.

(6) Notto be locked in any room, bullding, or facility premises by day or night.

(7) Not to be placed in any restraining device, except a supportive restraint approved in advance by the licensing
agency.

THE REPRESENTATIVE/PARENT/GUARDIAN HAS THE RAIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS, WHICH IS:

NAME
Community Care Licensing
ADDRESS
750 The City Drive, Suite 250
CITY 2P CODE AREA CODE/TELEPHOME NUMBER
Orange 92868 714) 703-2800
DETACH HERE
TO: PARENT/GUARDIAN/CHILD OR AUTHORIZED REPRESENTATIVE: PLACE N CHILD'S FILE

Upon satisfactory and full disclosure of the personal rights as explained, completa the following acknowladgment:

ACKNOWLEDGMENT: |/Ws have been personally advised of, and have received a copy of the personal rights contained in the
Califomia Code of Regulations, Tille 22, at the time of admission to:

{PAINT THE NAME OF THE FACILITY) {PRINT THE ADDRESS OF THE FACILITY)

(PRINT THE NAME OF THE CHILD}

(SIGNATURE OF THE REPRESENTATIVE/PARENT/GUARDIAN}

(TITLE OF THE REPAESENTATIVE/PARENT/GUARDIAN) (DATE)

LIC 612A {8/08)



----------

STATE OF CALIFORNIA—HEALTH AND HUMAN BERVICES AQENCY CALIFORNIA DEPARTMENT OF SOCIAL SEAVICES
COMMUNITY CARE LICENSING CIVISION

CHILD CARE CENTER
NOTIFICATION OF PARENTS’ RIGHTS

PARENTS’ RIGHTS
As a Parent/Authorized Representative, you have the right to:

1. Enter and inspact the child care center without advance notice whenever children are in care.

2. File a complaint against the licensee with the licensing office and review the licensee's public file
kept by the licensing office.

3. Review, at the child care center, reports of licensing visits and substantiated complaints against the
licensee made during the tast three years.

4. Complain to the licensing office and inspect the child care center without discrimination or retaliation
against you or your child.

5. Request in writing that a parent not be allowed to visit your child or take your child from the child
care center, provided you have shown a cartified copy of a court order.

6. Receive from the licensee the name, address and tslephone number of the local licensing office.
Licensing Office Name: Community Care Licensing
Licensing Office Address: 750 The City Drive, Suite 250, Orange C'A 92868

Licensing Office Telephone #:  _714) 703-2800

7. Be informed by the licensee, upon request, of the name and type of association to the child care
center for any adult who has been granted a criminal record exemption, and that the name of the
person may also be obtained by contacting the local licensing office.

8. Receive, from the licensee, the Caregiver Background Check Process form.

NOTE: CALIFORNIA STATE LAW PROVIDES THAT THE LICENSEE MAY DENY ACCESS YO THE CHILD CARE CENTER TO A
PARENT/AUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE PARENT/AUTHORIZED REPRESENTATIVE
POSES A RISK TO CHILDREN IN CARE.

For the Dapartment of Justice “Registerad Sex Offender"database, go to www.megansiaw.ca.gov

LIC 995 (8/00)

ACKNOWLEDGEMENT OF NOTIFICATION OF PARENTS’ RIGHTS
(Parent/Authorized Representative Signature Required)

|, the parent/authorized representative of , have
received a copy of the “CHILD CARE CENTER NOTIFICATION OF PARENTS' RIGHTS" and the
CAREGIVER BACKGROUND CHECK PRQCESS form from the licensee.

Nama of Child Care Canter

Signatura (Parant/Authorized Representative) Date

NOTE: This Acknowledgement must be kept In child's file and a copy of the Notification given to
parent/authorized representative,

For the Department of Justice “Reglstered Sex Offender"database go to www.megansiaw.ca.gov

LIC 895 {004}

------ LL T b L e L L L L L L L N LTI T Y T YL I L



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

CONSENT FOR EMERGENCY MEDICAL TREATMENT-
Child Care Centers Or Family Child Care Homes

AS THE PARENT OR AUTHORIZED REPRESENTATIVE, | HEREBY GIVE CONSENT TO

TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE

FACILITY NAME
PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEOPATH (D.0.) OR DENTIST (D.D.S.) FOR
. THIS CARE MAY BE GIVEN UNDER

NAME
WHATEVER CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHILD

NAMED ABOVE.

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:

DATE PARENT OR AUTHORIZED REPRESENTATIVE SIGNATURE

HOME AODRESS

HOME PHONE WORK PHONE

() ()

LIC 827 {9/08) (CONFIDENTIAL)




* 9TTE OF CALITORNUA-HEALTH AND HUMAN BERVICES AGENCY

CHIL

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING

D'S PREADMISSION HEALTH HISTORY—PARENT'S REPORT

CHAD'S NAvE

[757] Ialnmm

FATHER G/FATHER'S DOMESBTIC PARTNER'S NAME

mmmsmmmmmmmm

MOTHEFT&/MOTHER'S DOMESTIC PAATHER'S MAMS

mmmmnommmmnmwmm

18443 CHILO BEEN UNDER REGLLAR SUPERVIHON OF PHYSICIAN?

[DATE OF LAST PHYBICAL/MEDICAL EXAMINATION

DEVELOPMENTAL HISTORY (oFor iHanis ard prschadiags vaan o
(]

WAKED W TEHLET TG GTARTED ATe—
MONTHO MONTHS MONTHS
PAST ILLNESSES — Check liineeses that child has had and spscify approximate dates of llineases:
DATES DATES DATES

B3 Chicken Pox O Diabetes O Pollomyelitis
(] Epi O Ten-Day Measles

Asthma O Epilepsy (Ribeola)
O Rheumatic Faver [0 Whooping cough O Three-Day Megsies
O Hay Fever O Mumps (Rubella)

SPECTFY ANY OTHER SERIOUS OR SEVERS KLNESSES OR ACCIOENTS

DOEBCHLDHAVEFRECUENTCOWS? L ve8 L[] mo |"°W""“"‘"“‘“"'E*“"

LIST ANY ALLERGIES BTAFF BHOULD BE AWARE OF

DAILY ROUTINES _(*For infents and preschoot-age children

WHAT TIME DOES GHILD GET OFTe WHAT FIME DOES CHILD GO TO BEDT® [DOES CHILE StEEP WeLLTe
'DOEA CALD GLEEP DURING THE DAVF® ENTe HOW LONGT*
DIET PATTERN: BREAKFAST WHAT ARE UBUAL EATING HOURST
{Whai doas child usually BREMGRAST
aat for thess maals?) LuneH LUNCH,
OINNER

DINNER
ANY FOOD DISLIKEG? ANY EATING PROBLEMS?
18 CHILD TOLET TRAINEDT» IR YES, AT WHAT STAQE:« ARE DOWEL MOVEMENTS REGULAR?" WHAT (8 USUAL TIME?*
O v 0O m O ves O w
WORD USED FOA "BOWEL MOVEMENT's WORD UBED FOR UANATION®
PARENT'S EVALUATION OF CHILD'S HEALTH
18 CHILD PRESENTLY UNDER A DGCTORS CARE? |F VES, FAME OF COGTOR:
O vw 0O w
OOES CHILD USE ANY BFECIAL DEVICE(D); VES, WHAT KING:
0O w 0 w

PARENT'S EVALUSTION OF CHRDYS PERSONALITY

mmmwmmmmﬂmmmammmmm

HAS THE CHILD HAD GROUP PLAY EXPERIENCES?

DOES THE CHED HAVE ANY SFECIAL FROBLENSIFEARSINGEDST (EXPLAIN)

WHAT 19 THE FLAN FOR CARE WHEN THE CHALD 15 L7

—

—
REASON FOR REQUESTING DAY CARE FLACEMENT

PARENT'Y SIGNATURE

L3 702 (m08) (CONFIDENTIAL)



Lt
5

BINE OF CAI:lFQHNIA CAUFORNIA DEPARTMENT OF BOCIAL BERVICES

* HEALTH AND HUMAN SERVICES AGENCY COMMUNITY CARE LICENSING
PHYSICIAN’S REPORT—CHILD CARE CENTERS
{CHILD'S PRE-ADMISSION HEALTH EVALUATION)
PART A - PARENT’'S CONSENT (TO BE COMPLETED BY PARENT)
, born is belng studied for readiness to enter
(NAME OF CHILD} {BIRTH DATE)
BOUSD - Olinda Early Leamning Center + This Child Care Center/School provides a program which extends from _7__: 00 _
{NAME QF CHALD CARE CENTER/SCHOOL)

am/pm.to 800 amippm. .5 _  daysaweek

Please provide a report on above-named chiid using tha form below. | hersby authorize release of medical information contalned In this
report to the abovae-named Child Care Centsr.

(8IGNATURE OF FARENT, GUARDIAN, GF CHILD'S AUTHORIZED AEPRESENTATIVE) {TODAY'S DATE)

PART B - PHYSICIAN'S REPORT (T0 BE COMPLETED BY PHYSICIAN)

Froblems of which you should Be aware;

Heaaring: erples:medicina:
“Vishn: Tisect stings:
“Uevelopmanial: Food:
“Tanguaga/Speech: Asthma;
“Dontal
“Uiher {Includs behavioral concarnsy:

“Comments/Explanations;

"MEDICATION PHESCHIBED/SPECTAL HOUTINES/AESTRICTIONS FOR TRIS CHICD:

IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.)

VACCING DATE EACH DOSE WAS GIVEN
1st 2nd 3rd 4th 5th
POLIO (OPY OR IPV) !/ P !/ !/ / /
OTP/DTaP! (DIPHTHERIA, TETANUS AND
OUd__ mwowmemaonen | ] I/ !/ /1 I
MMR (WEASLES, MUMPS, AND RUBELLA) I / I ,
{REQUIRED FOR CHILD CARE ONLY)
HIB MENINGTIS . (AEMOPRLUSB) i !/ ! /!
HEPATITIS B /1 [/ {1/
VARICELLA __(cHicKenral) [ I _ !
SCREENING OF T8 RISK FACTORS (fisting on reverss side)
[ Risk factors not prasent; TB skin test not required.
L] Risk factars prasent; Mantoux TB skin test performed (unless
previous positive skin test documented).
—— Communicable TB disease not prasent.
I have (J have not [J reviewed the above informatlon with the parent/guardian.
Physlctan; Date of Physical Exam:
Address: Data This Form Completed:

Telephone: Slgnaturs

Physician Physlcian’s Assistant [/ Nurse Practitioner
T C TySclansAssistant vl Nurse Practitioner
€ 701 (08} (Conidantah PAGE 1 OF 2




BREA OLINDA UNIFIED SCHOOL DISTRICT
Preschool Student Health Survey

Child’s Name: Date of Birth:

Sex; School;

Any medication used during school hours will be kept locked in the classroom and must be in
the original container with a medication form filled out by physician and parent. Forms and
medication must be brought to the School Readiness Nurse in the Child Dévelopment Services
office. All medication forms can be found on the school district website or in our office.

Does your student currently have: (Please mark EACH item)
YES |NO YES | NO

Environmental Allergies Severe Allergy (requiring Epi-Pen)
Please list: Please list:
Asthma or breathing problems Hospitalizations (specify)
Attention-Deficit/ Hyperactivity Physical problems
Disorder (limited physical activity)
Diabetes Seizures/Epilepsy
Hearing problems Surgeries

|
Heart problems Vision problems

Does your student have any life threatening allergies that requires medication at school? If yes, please
list condition(s), medication(s) and doses:

Ifyour child is allergic to any medications, please list below:

Are there any other physical conditions that the school should be aware of?

Has your student ever had serious illnesses or injuries other than those already noted that would affect
performance/activities at school? What? When? Explain;

Are there any special things you want us to know about your child? (i.e., fears, eating likes/dislikes,
social/emotional difficulties, etc.)

Parent Signature: Date:




Brea Olinda Unified School District
Child Development Services — School Readiness Program

Child’s Name Date of Birth

Parent’s Name Phone

Parent Consent for School Readiness Health Screening

Brea Olinda Unified School District is providing the following services through the School Readiness Program. The screenings
provided will assist School Readiness Nurses in identifying children who may need referrals for intervention. Your written consent is
required for the nurses to conduct any of these screenings with your child. The School Readiness Nurse is also available to assist you
if you are in need of health insurance and/or other community services, This screening is not intended to replace any medical
evaluation. It has a limited scope and is not designed to uncover all problems. Brea Olinda Unified School District is not responsible
for treatment or therapy for conditions uncovered by this screening,

Circle “yes” if you give consent for the screening or “no” if you do not consent for the screening,

e Hearing Screening Yes No
¢ Dental Screening Yes No
® Vision Screening Yes No

o Height, Weight and Body Mass Index Yes No

¢ Health information may be shared with appropriate school personnel, Yes No
¢  Health information concerning my child may be released to the appropriate agencies assisting in the care of my child and the
school my child will be attending after preschool. Yes No

With my signature below, I give my consent for each of the screenings circled “yes” above. Iunderstand that I will be provided with a
written report if there are any concerns with the results of the screenings.

Parent Signature Date

Does your child have any health concern and/or allergies?  Yes No
If yes, please list:

Does your child have a regular doctor or a “medical home™? Yes No
Does your child have medical insurance or medical coverage? Yes No

If yes, type of insurance:

If no, may we help you apply for medical insurance by sharing your contact information with a Medi-Cal Certified Application

Assistant? Yes No
Does your child have a regular dentist or a “dental home”?  Yes No
Does your child have dental insurance or dental coverage? ~ Yes No
If yes, type of insurance;

Are your child’s immunizations up-to-date? Yes No

If unsure of your child’s immunization status, please call us and we can review the immunization record,

If you have any questions, please call our School Readiness Nurse at 714-990-7581

#
4 The School Readiness Program is funded by a grant provided by
’? 3 The Children & Families Commission of Orange County.

Children & Famities
nrmission of Orange County

REV 09/12mip
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Participant Authorization Form - Primary Caregiver and Child

As the parent or legal guardian of
(Child’s name as listed on birth certificate) (Firsf) (Middle) (Last)

| agree to allow (BOUSD) to share information about me and my child with the Children and Families Commission of
Orange County, trusted organizations that are partners with the Commission, and Commission representatives. The
information will be used to help the Commission leam how the services it funds help children prepare for school and to
help plan for future services.

The information about both me and my child may include the following:

o Name, date and place of birth, gender, ethnicity, primary language, current address, services we received,
results of the services received

o Medical information (medical/dental care utilization, birth weight, immunizations, etc.)

o Educational information (preschool services, special needs services, etc.)

o Developmental information (developmental screening, assessment, and services)

SPECIFIC AUTHORIZATIONS:

The following information will not be released unless you specifically authorize it by marking the box below: .
[] 1 specifically authorize the release of information pertaining to mental health diagnosis or treatment or

psychological information (Welfare & Institutions Code §5328, et seq)

| understand that:

> | should answer only those questions with which | am comfortable — I do not have to answer every question asked;

> Providing the information may involve a 10-minute interview when | start the program, when | complete the program
and annually while | am receiving services from this program;

> Reports prepared from this information will not identify me or my child in any way;

> My approval to share this information will end on my child's nineteenth {19) birthday, and the information will be
removed from the computer system. 1 also understand that | may cancel this authorization at any time by
submitting a Request to Remove Confidential Information Form or by writing to (BOUSD) or the Children and
Families Commission of Orange County at 17320 Red Hill Avenue, Suite 200, Irvine, California, 92614. My child
may also cancel this authorization in writing when he/she is at the age in which the law allows him/her to act on
his/her own;

> Signing this Authorization is voluntary; if | choose not to sign this Authorization, my child and | will still receive
services from (BOUSD).

> This Authorization does not include sharing information that may identify me or my child related to participation in
alcohol or drug treatment programs or criminal amests or convictions. Such information may only be shared if | sign
a separate, specific written consent form;



Participant Authorization Form - Primary Caregiver and Child (con't) 2

> The security and pratection of my private information are very important to (organization). The only people who will
be able to see my personal identifying information are those that provide me services and the Commission’s
computer consultants, who need this information in order to delete andfor correct records. The Commission's staff
and its pariners who have access fo our personal identifying information have signed an agreement to maintain its
privacy.

> After some health information is shared it may no longer be protected by the Federal Privacy Rule, but may still be
protected by other state and federal laws.

> A copy of this consent form will be as good as the original, 1 know that | have a right to get a copy of this form if |
ask for one.

Signature of parent or legal guardian:
Date:

Please print name clearly:
Relationship to child:
Child's birth date:

OR

(] 1do not want to share information about me and my child with the Children and Families Commission of Orange
County, trusted organizations that are partners with the Commission, and Commission representatives. (Please
check the box and fill out information below).

Signature of parent or legal guardian;
Date:

Please print name clearly:
Relationship to child:
Child’s birth date:

Thank you!

W)

Chvidenn & Funitey
Convmston of Ordnge County Revised 72012

900 Eadington Drive, Room 28 - Brea, CA 92921 - (714) 990-7581 - Fax (714) 990-7528



BREA OLINDA UNIFIED SCHOOL DISTRICT

OFF CAMPUS TRIP PERMISSTION FORM

I hereby give my consent for the student named below to participate In off campus
sports/activities sponsored by the Brea Olinda Unifled School District. In case this student
becomes Ill or is injured, you are authorized to have the student treated and I authorize the
medical agency to render treatment. In addition, I am aware of Education Code Section 35330,
which provides that all persons making a fleld trip or an excursion are deemed to have waived
all claims against the district for injury, accident, liiness or death occurring during or by reason
of the trip or excurslon. -

In addition, I hereby waive all claims against the Brea Olinda Unifled School District or the State
of Callfornfa for Injury, accident, lliness, or death occurring during or by reason of the fleld trip
or excursion, whether or not such injury, accident, iliness, or death Is caused by negligence,

NOTE TO PARENTS: Students riding the school bus to an activity are expected to return by bus,
Any deviation from this rule must be approved by parent and sponsoring teacher prior to the
event, Although most activity transportation Is done by bus, some events and groups require the
use of private cars. The Brea Olinda Unifled School District does not carry medical or dental
insurance for students Injured on school premises while under school jurisdiction or through
school district actlvities,

Name of Student School of Attendance

Address City

Home Phone Grade Blrthdate

Father's Wk # Cell # Mother's Wk # Cell #
Emergency Name | Telephone #

Doctor’'s Name Telephone #

Does the student have any Injury or physical condition that should be watched?

YES NO Please explain:

Parent/Guardian Signature Date:

IS 361-5-06



BREA OLINDA UNIFIED SCHOOL DISTRICT
PHOTO RELEASE FORM
A request has been made to have your student photographed by BOUSD Department
of Child Development Services for pictures of activities for Summer 2017 and School
Year 2017-2018.

Please complete and sign the form below.

AW e dedrdrde A dr v A e b kR AR R AR A AR AR AR AR RARAN A AN AR AT h Ak hdhhhddd ki ehhd AR dd R d b rd e rrddikhtid

(PLEASE RETURN THIS PORTION TO
THE BOUSD DEPARTMENT OF CHILD DEVELOPMENT SERVICES)

I give my permission for

to have his/her picture taken for pictures of activities

for Summer 2017 and School Year 2017-2018

"I do not give my permission for

to have his/her picture taken for pictures of activities

for, Summer 2017 and School Year 2017-2018

*If you choose not to let your child be photographed, please be sure to make your child
aware of your decision.

Parent/Guardian Signature

Student Name

School of Attendance

1S 944-7-11
Child Development



BREA OLINDA UNIFIED SCHOOL DISTRICT

TRANSPORTATION PASSENGER PROFILE

Participant’'s Name:

Site/Location Name:

Sex: Male Female Height:

Birthdate:

Age:

For identification purposes, please attach a recent photo of your child:




