
South Carolina Department of Social Servrces
Child Care Regulatory Services

General Record and
Admission

Statement of
to Child Care

Child's Health for
Facility

This form is to be completed for each child at the time of enrollment in the child care facility
updated annually thereafter, and maintained on file at the facility.

GENERAL INFORI!'1AT!C}J'. fto be compteted by Parent or Guardian)

Name of Faciliry:

Address:

vvur rLy

/Streel Address, no Posl Office Boxes) (City, State, Zip)

Child's Name
(Last) (FirsQ (Middle lnitial) (rlick Name)

Daie of Birlh Enrollment Date:

Chilo's Cu-.eni Home Address:
fslreel Address) (City, State. Zp)

ParenVGuardian's Full Name:

Home Phone: Work Phone: Other Phone

ParenUGuardian's Full Name:

Home Phone: Work Phone: Other Phone

You must have fwo individuals who have the authority to obtain emergency medical treatment for
ihe chiici.

1 . Person responsible rf parenVguardian unavailable for emergency medical services-

(Full Name) (Relationship)

n::-^^^.
^uul r:-\

I fsfreel Address) (City, State, Zp)

Family Code \Nord(s):
-f 

elephone Number(s):
:

2 Person responsible il parenUguardian unavailable for emergency medical sen,ices

(Full Name) (Relationship)

n;;,^-^
/qtrPDl A.ldtq<<l (Cit)', State, Zp)

Family Code \\/ord1s):Telephone Number(s)

ls Child curreniJ;zenrolled in school? (5K up io 6 years old) D Yes ! No

tu4y ChiJd u,il) regulariy attend this facility FROM

DSS Form 2900 (SEPT 06) Edition of DEC 05 is obsotete-

am/pm TO ami pnr



lf Chrld is a drop-in, indicate hours of care: FROM amipm TO amlpm

CHECK a1 days Child will regularly aflend this facility: DMon ETue trWed lThurs DFri lSat f Sun

CHECK all meals Chlld will receive daily: D Meals are not Offered I Breakfast D Morning Snack

D Lunch D Afternoon Snack D Dinner I Evening Snack

HEALTH INFORMATION: fto be compteted by Parent or Guardian)

Family Physician or Health Resource:
(Name)

(City, State, ZP) (Phone)
fStreel AddressJ

Emergency Care Provider:
( E mery e n cy Fa ci litY N ame )

(City, State. ZP) (Phone)
(Streel AdoressJ

Dental Care Provider:
(Name)

(Crty, Stale, ZiP) (Phone)
(Street AddressJ

Health I nsurance Provider:

Certifrcate of lmmunization: DYes D No ! n/a
(PIease explain)

My child has the following health conditions such aS allergies, asthma' diabetes'

epitepsy, etc. and/or takes the following medications on a regular basis:

Additional Comments:

I certify that to the best of my knowledge
(Child's Name)

is in good mental and physical health and able to participate in the child care Program at

Ui-" "f 
Cnnld Care FacilitY)

Sig natu re:

Siqnature:
t O, u rwt O P" n lor/ Sta ff Des i g n e e)

(Parent or Guardian)

Date:

Date:

DSS Form 2900 (SEPT 06) Edition of DEC 05 is obsolete



Parent's Authonzation Form For CCC and GCCH

Ctuld Care Name

Clxld's Name

Do vou understand the discipiine policy of this child care facilily? Yes_No

Does this child care use corporal punishment? Yes No

If 1,es. have ),ou srven permission for your child to be spanked? Yes No

If 1,es. rn whal manner?

Have you read. ald do you understand, all policies of this child care? Yes No

Sisrature Date

i !dr,e permission for presrription and non-prescripiion medicrne to be given to my cluld.

Si g-rarure Date

The follou,ing persons are authorized to pick up my child:

Sig-raiui-e Date

i grve permissjon for the child care to kansport mV child to and from the center and/or on fieid
t-rps.

Qi o.r'r:trrre Date

I srve perrnission for my child to participate in swimming actrr.etres.

Sjsrahrre Date

I c-., e nerrr issinn fgJ
emergency ntedical treatment for my child

Si grrature

child care center to obtain

Date


