
Enrollment Checklist
'V7e1come to Living !7ord Early Learning Center!

Below is a list of documents that will need to be completed and retumed to the center
ditectot at least 3 days prior to your child's first day of school. Forms may be picked up at
the L\X/ELC office and are also available online at www.livinEwordearlvleaminscenter.com
under the Apply Todav section.

n Signed Application for Enrollmeflt & Financial Agreement (to be
discussed with director)

n Sgned parent handbook acknowledgemcnt

I Medical Record (CCL. 029)

n Child Health Assessment (CCL. 029a) (must be less than one yeat old)
n Authorization for Emergency Medical Care (CCL 010) (must be notadzed)
tr History of Immunizadons (Please include doctot's tecoro
n Ttanspottation Permission Form
tr Picture and Sunscreen Permission Form
tr Parental Permission Form for Off-Premises Tdps (CCL 034)

n Parent Questionnaire
f Handbook Agreement
X Allergy & Asthma Form if child has sevete allergy, EpiPen Prescribed (if

applicable)

tr Custody Documents if applicable

I Authorization for Dispensing Medication (if applicablQ

Hete is a list items you will need to supply foryour child's firct day:

All Students

e Extra set of clothes (underwear, socks, pants, long and short sleeve shfut)
. Watet Bottle (abeled)
. Backpack (optional)
. Sunscreen

Full Dav Session Attendee's

. Twin Size Cot Sheet (or Twin Size Fitted Sheet) with your child's name on it
o Toothbrush and toothpaste (in plastic baggie in lunch box.)
. Small Blanket with your child's name on it
. Bring cold, nutritious lunches (include a fruit, veg$e, protein, grain).LWELC will

provide 2Yo rnllk during lunch for all Full Day Students.
. Please label your child's lunch box and water bottle

+*+\(/e will inform you if any of these essentials need to be replenished.
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PARENTAL PERMISSION FORM FOR OFF.PREMISES TRIPS

go to the following locations off the premises with adult supervision
and Last Name of Child or Youth

Name of the Facility (exactly as stated on the license)

L-t u , nug \h] ',: r cl [ut \,1 L ttrr nl nq irxu r-
License #

Street Addr'ess of the Facility

3f tt kr*htr;t t.u\unuit

City

trti-n\rttltan
Zip Code

ul; Si: ]"

County

lii\v!

Street Address City

l.irrl.rr\.r(l \'\r f n
By Vehicle l'WalilBikeYPlaee i

LilitCr 1r'l,t.\
Date SignedSignature of Parent or Guardian

Place Street Address City By Vehicle Walk/Bike

Signature of Parent or Guardian Date Signed

Place Street Address City By Vehicle WalklBike

Signature of Parent or Guardian Date Signed

Place Street Address City By Vehicle Walk/Bike

Signature of Parent or Guardian Date Signed

Place Street Address City By Vehicle WalUBike

Signature of Parent or Guardian Date Signed

Place Street Address City By Vehicle \tValk/Bike

Signature of Parent or Guardian Date Signed

Place Street Address City By Vehicle WalUBike

Signature of Parent or Guardian Date Signed



2711 ,\mhetst Avenue

X'Ianhattan, K-S 66502

Pbone:785.776.2162

E-mail: livingv-ordchuchelc@gmail.com
Website: linngwordearlylearningcen ter.com

Picture Permission

I hereby grant pemission to LSTELC and to its employees the right to photograph my child(ten) and use the

photo or digital production of him/her for the postings within the Center (school website, school FB page, etc.)

as well as for slide shows that may be played during family events.

Child's Name:

Pnnt Name of Parent/Guardian:

Sionature o f Parent / C uardian:

Sunscreen Permission

I hereby gant pertnission to L!fELC and to its employees permission to apply sulrscreefl to my child(ren) during

school hours when necessary.

child's

Print Name of Parent/Guardian:

Sisnarure of Parent/ G uardian:

E*,8'tr,L.E,4,, :1E.:I:,fr[@.,-, Q.Ei.61T€,Il
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2711 Amherst Aveaue

l'Ianhattan, K-S 66502

Phone:785.776.21.62

E mail: livingwordchutchelc@gmail.com
\X'ebsite: lir,r ngwordearlvJearningcenrer.com Transportation Permis sion

1

Name of Child(ten)

I hereby inform Lrvrng lUord Eady Learning Center that the people listed below are authonzed to pick up the
above named child(ren) at anytime. Accordingly, L!7ELC is heteby instructed to release my child(ren) into the care

of the following people whenevet they come to The Children's Center.

AUTHORIZED PICK.UP PERSON(S\

Name: Relationship to Child: Phone Number:

I understand that n Parents/guardians must inform LWELC (call, leave a note at drop off) oi the name of the

person who is prcking up their child on any day when they themseh.es are not. n The "Authorized Pick-Up Per-

son" must be at least 18 years old and may be asked to provide a photo ID to the staff. I This authonzatron sha]l

temain i.n force until edited ot tescinded in wdting by the signers of this authorization.

Authodzed by:

2.

4.

5.

6.

Date

Parent/ Guatdian Signature

J.
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History of Immunizations

Required for all children in child care facilities, including the provider's own children. A Kansas Certificate of
Immunizations (KCI) may be substituted for this form and attached to the completed Medical Record.

child's of Birth
Last MMIDDIYYYY

Section I. For a recommended schedule of immunizations, refer to the current schedule published by the
Committee on Immunization Practices

Section II.
Complete this section only if your child is exempted from the law requiring immunizations IK.S.A. 55-508(gX.

Parent/Guardian Signaturs ,- Date!_

First

2

I YrEt r ACIP
Vaccine Record the Month. Day and Year that each Dose ofVaccine was Received

15t ,nd 3rd 4dr 5tn 6n!
Diphtheria, Tetanus, Pertussis

(DTaP)

Poliomyelitis (IPVIOPV)

Measles, Mumps, Rubella (MMR)

Hepatitis B (HepB)

varicella (VAR)
Hx oF Disease:
Physician Signat!re

Date of Illness

Hemophilus Influenzae Type B (Hib)

Pneumococcal Conjugate (PCV)

Hepatitis A (HepA)

Rotar,irus **Recommended <8 mo of
aqe; not required

Infl uenza(Flu) ** Recommended
annually >6 mo of age; not required

The following two options are the Oi{LY exemptions allowed by law. Please check either (A) or (B) below and
complete as reguired:

tr (A) Certification from licensed physician stating that ammunization would endanger child's life:
Exempt from following immunizations:

_DTaP/DT Tdapfl'D _Pertussis Only _Polio _MMR _Hepe _HepB Hib

_PCV Varicella Other

Physician's Signature (required)

n (B) My child is exempt under the law from immunizations. As the Parent or Legal Guardian, I state
that I am an adherent of a religious denomination whose teachings are opposed to immunizations.

Section III.
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Kansas Department of Health and Environment
Bureau of Family Health
1000 SW Jackson, Suite 200
Topeka, KS 66612-1274
Child Care Program: (785) 296 -1270 Fax: (785) 5594244
Website: www.kdheks.gov/kidsnet

AUTHORIZATION FOR EMERGENCY MEDICAL CARE

*uurt hc
.i

t\}ctSt r 1lcl I

Written permission for emergency medical treatment must be on file at the facility. Consult with the local emergency medical
facility to be sure this forrn is acceptable. Reference K.A.R. 284.127(bX1 XA). School Age Programs reference K.A.R. 28-4-
582(eX2).

I hereby authorize
\.r f I\\r k t ( 5\ctI t (Name of individual/staff member) andlor

LV.tL L L 1(u c\rr r5 (Name of individual/staff member) who is (are) representative(s) of the

above named facility to give consent for any and all necessary emergency medical care for my child or youth

*_ (First and Last Name of Child or Youth) while said child or youth is in said facility's

L

custody between the dates of _ and 

-.

License #Name of facility exactly as stated on the license.

Lrrirtur \llUrd tHt\1,\ L{{x{{\{aq Cmi*r

Signature of Parent or Guardian Date Signed

Witness to Parent's or Guardian's signature if required by the local hospital or clinic. Date Signed

of Parent's or Guardian's if local or clinic.

List any known allergies or other information about the medical status of this child or youth pertinent in case of emergency:

ls child covered by health insurance? U Yes E No

lf yes, complete the following:

Health lnsurance Policy Name Policy Number_
lvledical Assistance Program Card

li/ilitary Medical Care l.D. Number

lf known, date of last Tetanus inoculation:

THE MEDICAL RECORD/ASSESSMENT FORM (OR HEALTH STATUS HTSTORY FORM FOR SCHOOL AGE PROGRAMS) AND THE
AUTHORIZATION FOR EMERGENCY MEDICAL CARE MUST BE TAKEN TO THE EMERGENCY ROOM. BOTH FORMS MUST ALSO
BE IN A VEHICLE WHEN THE CHILD OR YOUTH IS TRANSPORTED BY THE FACILIry.

Name of Person

(Seal, if any.)

Signature of notarial otficer

MM/DD/YYYY

Signed or attested before me on

Title (and Rank)

My appointment expires:

State of Kansas
county of 

-
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Child Health Assessment

The Child Health Assessment form is to be completed and signed by a nurse approved by KDHE to perform Child Health
Assessments or a Licensed Physician. If a Physician Assistant (PA) completes the Child Health Assessment, the signature
of the Licensed Physician authorizing the PA is to be included at the bottom of this form.

A Child Health fusessment, recorded on a KDHE Form or other acceptable Forms mentioned below, is required for all
children including children of the provider or staff in Licensed Day Care l-'lomes, Group Day Care Homes, Child Care

Centers and Preschools. A Kan-Be-Healthy Assessment Form is a KDHE Form and is acceptable, a Physician Health
Assessment Form is acceptable, and a School Health Assessment Form is acceptable for school-age children or youth,
The Health Assessment Form used should be attached to the KDHE Medical Record Form (CCL, 029).

child's Date of
First Last

Health history and medical information pertinent to routine child care and emergencies
(describe, if any):

n None

Do you see this child for reguiar
health supervision:

n Yes E t'io

Allergies to food or medicine (describe, if any):

fl None

List current medications (if any):

I None

Length/Height: 

-It{/CM 

o/oILE_ WeiEh$ LB/KG o/oILE

If Abnormal - Comments

H ead/Ears/Eyes/Nose/Throat

Teeth

Cardio/Respiratory

Abdomen/GI

Genitalia/Breasts

Extrem ities/loints/Back/Chest

Skin/Lymph Nodes

Neurologic & Developmental

Screening Tests Screening Date Note Here if Resulb are Pending or Abnormal

Lead

Anemia (HGB/HCf)

Urinalysis (UA)

Hearing

Vision

Health Problems or Special Needs, Recommended TreatmenvMedications/Special Care (Attach additional sheets if necessary)

! None

Signature of Licensed Physician or Nurse approved for Child Health Assessments Date

Print the Name of the individual Signing Above Phone Number

Zip CodeAddress City

Physical Examination ,/ If Normal
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Date of Bifth_Gender_
MMIDD/YYYY M/F

Parent/Guardian Information

IGfr'tf'

MEDICAL RECORD FOR ALL CHILDREN IH CHILD CARE FACILITIES,
INCLUDING PROVIDER'S OWN CHILDREN

Parents are to complete the Medical Record and the History of Immunizations for each child in licensed child care
facilities. The Medical Record, History of Immunizations, and Child Health Assessment are transferable when the child
moves to another licensed child care facility,

Child's First Day in Child Name of Child Care

chitd's
First Last

Parent/ Guardian Information

Street

Home Phone Number

City Zip Code Street City Zip Code

Home Phone Number

Work Address Work Address

Street City Zip Code Street City Zip Code

Work Phone Number Work Phone Number

Cell Phone Number Cell Phone

E-mailAddress E-mail Address

Best way to contact Best way to contact

Names and ages of children in family

Persons authorized to pick up the child or to notify in case of emergency. Include name, address, and telephone number.
Attach an additional page, if

Child's Physician Phone

child's Phone Number

Hospital Preference (for emergencies)

Has your physician approved the use of any non-prescription medications for your child such as acetaminophen, cough
syrup, or ointments that can be given by the child care provider? _No _Yes, as follows:

Does your child have any of the following conditions (yes or no)? If yes, provide information on Authorization for
Emergency Medical Care form CCL. 010.

Allergies _Frequent sore throats/colds 
--Ear 

Aches
Asthma Speech, Visual, Hearing _Diabetes

_Epilepsy/Seizures
If yes answered to any above, please provide additional

Have there been major changes at home that might affect your child in care? .- No Yes, as follows:

Please provide additional information or special instructions that will help the person caring for your child.

1

Parent/Guardian



2711 Amherst Avenue

Manhattan, KS 66502

Phone: 785.776.2162

E-mail livingwordchurchelc@gmail.com
Website: www.livingwordeadyleamingcenter.com

Parent Questionnaire

Deat Parents/Guardians,

Please fill out this questionnaire to help us ptovide your child with a smooth tansition afld a successfrrl child care

experience. Jfiank you!

1. Has yout child been in a childcare setting before? If so, where and for how long?

2. Genetally, what time do you drop off in the morning and pick up in the afternoon?

3. Does yout child have any items they use for comfort, such as: blankets, toys, stuffed animals?

4. How do you comfort your child when they are upset?

5. Sflhat is your child's napping routine at home? How long does the nap usually last?

7. \X/hat is your child's typical eating schedule? What are some of their favorite foods?

8. Does your child have any special diet, health concern, or allergies that we should know about? If so, what are

they?

9. Do you fotesee any challenges or difficulties for your child dudng the school day in the following areas: separa-

tion at drop-off, naptime or eating?

10. Do you have any questiofls or concems about your child's physical or emotional development?

11. Does vour child have siblings at home?

rilE
LtvtNG Wonn Eenuy LerlRNtNG CErqrER

I oun PAssroN. TnerR Furune



13. What types of acti'rities *indoors or outx does your child like to do?

14. What are your child's favorite songs or rhymes?

15. Does yout child have a favorite book or toy? If so, what?

16. Ate there any unique wotds or othet languages your child uses that may be helpful for us to know so we may

bettet undetstand them and support their emergent language skills?

18.'07hy did you choose Living Wotd Eatly Leaming Center and how did you find out about us?

19. lVhat is the most important thing we can do for you child?

20. Any other things you feel would be helpful/ impotant for us to know?



ccL.a27
Rev,5120'17

Kansas Department of Health and Environment
Bureau of Family Health roiita:'

":llii'i':lr.: .: ll,;1'

Child Care Licensing Program
1000 SW Jackson, Suite 200
Topeka, KS 66612-1274
Phone: 785-296-1270 Fax: 785-559-4244
Website: www.kdheks.gov/kidsnet

Authorization for Dispensing Medications to Children and Youth
Long-Term Medications (Prescription and Non-Prescription)

Prescriotion medications must be in their original containers labeled with the child's/youth's first and last name; the name of
the licensed physician, physician assistant (PA), or advanced practice registered nurse (APRN) who ordered the medication; the
date the prescription was filled; the expiration date of the medication; and specific, legible instructions for administration and
storage of the medication. Administer the medication only to the child designated on the prescription label in accordance with
the instructions on the label. Non-prescription medieatio4s can be given with written permission and direction from the parent
or legal guardian. Administer nonprescription medication from the original container labeled with the first and last name of the
child/youth and according to the instructions on the label.

*Stop date not to exceed one year from the start dale. A new aulhorization is to be completed any time the medication, dosage, times to be given, or insttuctions
from the parent or health care provider change from the infornation included on this form, Additional copies of this form may be attached to this page if more
spaceisneededlorccordtheadministrationofthemedicationforuptooneyeariftherearenochangesininstructions. Aboveinformationmustbecompleted
on each page but the parent's signature is required only once per year.

THIS FORM lS TO BE USED TO DOCUMENT ADMINISTRATION OF ONLY THE MEDICATION IDENTIFIED ABOVE. Designated Person to
note any comments or remarks about lhe child's/youth's appearance and/or condition on the back of the form.

First and Last Name of Childl/outh Date of Birth

Name of Medication (only one medication per authorization) Prescription OR Non Prescription

Reason for Medication

Dose to Given Date Stop Date'*

Name of Licensed Physician, PA or prescribing the medication Phone PA oTAPRN

I allow the above medication to be given to my childlyouth by the designated person.

Date
mm/dd/w

Time *lnitials Date
mm/dd/w

Time *lnitials Date
mm/dd/w

Time "lnitials

designated person admini m to on the of this form

Date Sioned



.Signature of Designated Person Administering Medication

*Signature of Designated Person Administering Medication

*Signature of Designated Person Administering Medication

'Signature of Designated Person Administering Medication

lnitialing as_

lnitialing as

lnitialing as--

lnitialing as-*

Note Form

Date Additional comments about the incident or other related incidents, including
comments or remarks about the child's/youth's appearance and/or condition.
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Anhma and Allergy
Fdrdation of America

CHILD CARE ASTHMA/ALLERGY

ACTION CARD @ €9 eEPA
ID

Photo

- Change in Temperature

- Molds

- Strong Odors

Name:

Grade:

DAILY ASTHMAJALLERGY MANAGEMENT PLAN
. Identify the things that start an asthma/allergy episode

(Check each that applies to the child)

- Animals - Bee/Insect Sting - Chalk Dust

-DustMites -Exercise -Latex
- Pol.lens - Respiratory Infections - Smoke

Parent/Guardian Name:

Parent/Guardian Name:

Phone (Fr): 

- 

(W):

Phone ([I): (w),
- 

Food:

- 
Other:

Other Contact Information: Coments:

Emergency Pboue Contact #1
Namc

Relatiooship

Emergency Pbone Contact #2

Phonc
Peak f,low ll{onitoring (for children over 4 years old)

Personal Best Peak Flow reading:

Monitoring Times:

Control of Child Care Environment (List any environmental control measlres, pre-

medications, and/or dietary rastrictions that the child needs to prevent an asthma/allergy

o^io^i" \

Name

Rclrtionship

Physician Child Sees forAsthma/Allergies:

Phone:

Pbonc

Other Physician:

Phone:

Daily Medication Plan for AsthmaiAllergr

Name

Amount

rTht document may be rcproduced, proyided crcdit is giycr to AAFA

1

2

3

4

OII'ISIDE ACTIVITY AND FIELD TRfPS m" rotto*ing medications must accoopany cLild wheo participatirg in outside activity ed field trips:

1

2

3

Rev.5/01
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ASTHMA EMERGENCY PLAN
Emergency action is necessary when the child has symptoms such as

or has a peak flow reading at or below

. Steps to take during an asthma cpisode:

Check peak flow reading (if child uses a peak flow meter).

Give medications as listed below.

Check for decreased symptoms and/or increased peak flow reading.

Allow child to stay at child care sefting

ALLERGY EMERGENCY PLAN
. Child is allergic to:

Steps to take during an allergr episode:

I . If the following symptoms occur, give the medications listed below.

2. Contact Emergency belp and request epiDephrine.

3. Contact the child's parent/guardian.

Symptoms of an allergic reaction include:

(Physiciarq please circle those that apply)

-tMouth/Throat: itching & swelling of l.ips,

tongue, mouth, throat; throat tightness;
hoarseness; cough

--+Skin: hives; itchy rash; swelling
-+Gut: nausea; abdominal cramps; vomiting;

diarrhea
-+Lung*: shortness of breath; coughing; wheezing

-rHeart: pulse is hard to detect; "passing ouf'
*If child has asthma, astllma symptoms may also

need lo be treated.

Emergency Allergr Medications:

1.

2.

3.

4. if'

5. Contactparent/guardian

6. Seek emergency medical care ifthe child has any one ofthe followirg:

-) No improvement mi0utes after initial
treatment with medication,

-+ Peak flow at or below
+ Hard time breathing rvith:

! Chest and neck pulled in widr breathing"
) Child hunched over"
! Child struggling to breatbe.

-+ Trouble walking or talkilg.
+ Stops playiog aDd cannot start activity again.

-+ Lips or fingemails are gray or blue.

IF THIS
<_ HAPPENS, GET _+

EMERGENCY
HELP NOW!

ffien to Use Name

Special Instructions:

Emergency Asthma Medications:

Special Instructions:

Wtren to Use

22

-) 3

44

Phyrician's Sigtratur! I)ete Perert/G!ardian'sSignature Dat. Child Crre Providcr's Sigoature D.te

Asthma and Allergy Foundation of ADcrica ' 8201 Corporate Drive, Suite 1000, Laodover, MD 20?85 . w.aafa.org . I-800-7-ASTHMA



AGREEMENT PAGE

I, have read and understood Lrraag Word Early Learning Center's Parent Handbook and Policies, I am

aw'are of what is expected of me as a parent and r.rnderstand the importance of my cooperation and under-

standhg. I agree to abide by the policies and procedures as stated.

Signature of Parentl Guardian Date

Directot's Signature Date

A PI{OTO COPY O.F TTTIS PAGE MAST BE PLACED IN TT{E STUDENT'S FILE.


