
 

School Year Here 

 

 

 

"Walking" Trip Permission Slip 

Routine Trip Destination(s): Walking trips that take place in the area of the preschool and Under the 

Willow Preschool Property:  

I grant permission for my child to participate in the routine field trips described above.  

Child's Name ____________________________    Parent's Name ________________________ 

Parent Signature _________________________________ Date __________________________ 

 

Photograph Waiver 

I hereby grant Under the Willow Preschool permission to take photographs, video and audio recordings 

of my child. These pictures will be used for teaching and training purposes. We will request your 

permission if we want to use any of them for our website or other promotional purposes for the 

preschool. 

Child's Name ____________________________    Parent's Name ________________________ 

Parent Signature _________________________________________ Date __________________ 

 
Permission for Medication 

 
Please mark the items below you do give permission for __________________________ (child’s name) 
to receive: 
 
Homeopathic Remedies (None of the products listed contain peanut oil) 

 Nelson’s Arnica Cream (for bumps and bruises) 

 Weleda Arnica Tablets (taken orally, for bruising and muscle soreness) 

 Weleda Burn-Care (for burns and sunburn) 

 Boericke and Tafel Sting Stop Gel (for insect bites and stings) 

 Weleda Wound-Care (for cuts, abrasions, and slow healing wounds) 

 Distress Remedy (taken orally for emotional distress due to minor accidents/injuries) 

 Apis Mell (taken orally for stings, bites, and swelling) 
 
Over-the-Counter Remedies 

 Acetaminophen or Ibuprofen (children 's and junior 's available) 

 Triple-Antibiotic Cream (for cuts and abrasions) 

 Peroxide (for cleaning cuts and abrasions) 

 Eye-wash (saline solution) (to remove dirt or other particles from the eye) 

 Caladryl or Calamine lotion (itch reliever) 



EMERGENCY CONTACT PARENTAL CONSENT FORM 
55 PA CODE CHAPTERS 3270.124(a)(b), 3270.181 & 182, 3280.124(a)(b), 3280.181 & 182, 3290.124(a)(b), 3290.181 & 182

CHILD’S NAME

MOTHER’S NAME/LEGAL GUARDIAN

FATHER’S NAME/LEGAL GUARDIAN

NAME OF CHILD’S PHYSICIAN/MEDICAL CARE PROVIDER

EMERGENCY CONTACT PERSON(S)

PERSON(S) TO WHOM CHILD MAY BE RELEASED

BIRTH DATE

HOME TELEPHONE NUMBER

MOBILE TELEPHONE NUMBER

MOBILE TELEPHONE NUMBER

HOME TELEPHONE NUMBER

TELEPHONE NUMBER

ALLERGIES (INCLUDING MEDICATION REACTIONS)

POLICY NUMBER (REQUIRED)

SWIMMING

WADING

ADMIN. OF MINOR FIRST - AID PROCEDURES

MEDICATION, SPECIAL CONDITIONS

BUSINESS TELEPHONE NUMBER

BUSINESS TELEPHONE NUMBER

TELEPHONE NUMBER WHEN CHILD IS IN CARE

ADDRESS

ADDRESS

E-MAIL ADDRESS

E-MAIL ADDRESS

ADDRESS

ADDRESS

ADDITIONAL INFORMATION ON SPECIAL NEEDS OF CHILD

ADDRESS

ADDRESS

MEDICAL OR DIETARY INFORMATION NECESSARY IN AN EMERGENCY SITUATION

NAME

NAME                ADDRESS              TELEPHONE NUMBER WHEN CHILD IS IN CARE

BUSINESS NAME

BUSINESS NAME

SPECIAL DISABILITIES (IF ANY)

HEALTH INSURANCE COVERAGE FOR CHILD OR MEDICAL ASSISTANCE BENEFITS

WALKS AND TRIPS

TRANSPORTATION BY THE FACILITY

SIGNATURE OF PARENT OR GUARDIAN

SIGNATURE OF PARENT OR GUARDIAN

DATE

DATE

03891A CY 867   -   1/93

OBTAINING EMERGENCY MEDICAL CARE

PERIODIC REVIEW

ORIGINAL

PARENTS SIGNATURE IS REQUIRED FOR EACH ITEM BELOW TO INDICATE PARENTAL CONSENT



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

CHILD CARE FACILITY NAME: 

FACILITY PHONE: COUNTY: WORK PHONE: 

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

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

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

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

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

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

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

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

� YES � NO 

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

VISION (subjective until age 3) 

HEARING (subjective until age 4) 

LEAD 

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

IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS 

HEP-B 

ROTAVIRUS 

DTAP/DTP/TD 

HIB 

PNEUMOCOCCAL 

POLIO 

INFLUENZA 

MMR 

VARICELLA 

HEP-A 

MENINGOCOCCAL 

OTHER 

MEDICAL CARE PROVIDER: 

ADDRESS: 

PHONE: 

SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN’S ASSISTANT 

TITLE: 

LICENSE NUMBER: DATE FORM SIGNED: 

CD 51 09/08 
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