
Communion of Saints 
Early Childhood Enrollment Form 

This form meets Ohio Administrative Code.  

Section I - Student & Family Information 
Child's Name Date of Birth 

Family/Guardian Name Please select 1, 2 or 3 to set call order of phone number used to reach you: 

Home Address Cell Phone Call Order 

City State Zip Home Phone Call Order 

Employer Name Work Phone Call Order 

Employer Street Address City State Zip 

Alternate Family Information: Please select 1, 2 or 3 to set call order of phone number used to reach you: 

Family/Guardian Name Cell Phone Call Order 

Family Street Address Home Phone Call Order 

City State Zip Work Phone Call Order 

Employer Name 

Employer Street Address City State Zip 

Section II - Authorization for Emergencies 
List 2 Emergency Contacts for use ONLY if the parents cannot be contacted: 

Name Name 

Street Address Street Address 

City State Zip City State Zip 

Please select 1, 2 or 3 to set call order of phone number used to reach emergency contact: 

Home Call Order Home Call Order 

Cell Call Order Cell Call Order 

Work Call Order Work Call Order 

List Medical Contacts, In Case Of Emergency: 
Physician Dentist 

Street Address Street Address 

City Phone City Phone 

Local Hospital Phone 

Section IV - Child's Health Information 
Child's Chronic Medical/Health Needs 

Please complete both pages of form 



EARLY CHILDHOOD PROGAM 
STUDENT INFORMATION 

You can help us plan for your child's needs and concerns if you 
provide the following information. This information will remain 

confidential and is used to better support your child. 

Child’s Name 

Mother’s Name 

Mother’s Occupa�on 

Father’s Name 

Father’s Occupa�on 

Marital Status of Parents ____married       ___living together      ____separated      ____divorced 

Important people in your child’s life: 

Siblings- name, age, gender, live with your child or separate: 

___________________________________________ ____________________________________ 

___________________________________________ ____________________________________ 

___________________________________________ ____________________________________ 

Pets- animal, name 

___________________________________________ _____________________________________ 

Rela�ve, adults, friends, that play an important role in your child’s life and that we may frequently hear about 
in class: 

______________________________  _________________________ _______________________ 

______________________________  _________________________ _______________________ 

Describe your child’s personality. Is he/she generally happy, outgoing, quiet, curious, etc? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 



What is the best way to calm your child if he/she is upset? __________________________________________ 

__________________________________________________________________________________________ 

Describe your child’s favorite ac�vi�es and interests. _______________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Describe any fears which your child exhibits. _____________________________________________________ 

_________________________________________________________________________________________ 

What type of experiences has your child had with groups of children (Sunday school, VBS, day care, etc.) 

_________________________________________________________________________________________ 

Are there any special concerns which the early learning program staff should be award of with regard to stress 
in the child’s life, family customs, etc.?________________________________________________________ 

_________________________________________________________________________________________ 

What are your goals for your child with respect to his/her par�cipa�on in the COS Early Learning program? 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

PARENT RELEASE – WALKING FIELD TRIPS 

I give permission for my child to par�cipate with Communion of Saints Early Learning Program on walking field 
trips.  

__________________________________ _________________________________ 
Parent Name     Parent Signature 

Date_______________________ 



 
 

MEDIA CONSENT AND RELEASE FORM 
 
I (We) the parent(s) and/or guardian(s) of the minor child identified below hereby grant 

Communion of Saints School (“School”) and/or its agents consent to record (in writing or otherwise), 
photograph, audiotape, or videotape my minor child’s name, image, likeness, spoken words, schoolwork or 
school projects, in any form, and to display, release, exhibit, publish, or distribute the same, or any part 
thereof, for any lawful School use or purpose including, without limitation, use on the School’s bulletin boards, 
websites, social media sites, print and electronic media, marketing publications, public relations and 
communications materials and/or presentations, and any other uses as may not be contemplated herein, 
without further notice or compensation as follows: 

□ I consent. 

□ I do not consent. 

I further understand that by entering into this informed consent and release, and by granting permission as 
stated herein, I hereby release the School, affiliated parishes, the Diocese of Cleveland, the Bishop of 
Cleveland, and their respective officers, directors, agents, employees and/or attorneys from and against any 
and all liability,  loss, damage, costs, claims, and/or causes of action arising out of or related to the above 
items to which I have consented. 

I further understand that the School and its respective officers, directors, agents, employees and/or attorneys 
have no control over use of photographs, videotapes, audiotapes, or other records made by others and/or 
outside the scope of this consent and release. 

Finally, in signing below I acknowledge that all recordings, audiotape, videotape, photographic proofs, 
photographic negatives, positives, and prints created pursuant to this Release shall constitute the sole 
property of the School. 

 
 
 
_____________________________________________  _____________________________________________ 
Name of Minor Student- Gr.  Signature of Parent or Legal Guardian  
 
 

 

Printed Name of Parent or Legal Guardian 
 

 

    Date 

 
Residing at:   

 
 



   Communion of Saints School 
Early Childhood Medical Statement 

Must be signed by physician. 

Section I - Child Medical Information 

Child's Name 

Date of Birth Height Weight 

    

    

Section II - Child Medical Statement Verification 

Physician/Clinic/Hospital Name Provider Address 

Provider Phone Number Provider City Provider State Provider Zip 

Check box of examining medical professional: 

Physician 

Physician Assistant 

Advanced Practice Registered Nurse 

This child has been examined and is in suitable condition to participate in group care. 

Signature of Medical Professional Date of Exam 

Programs funded through the Ohio Department of Education must have written policies and procedures to 
ensure that children have received comprehensive health screenings and/or that families are informed of the 
importance of health screenings and the resources to obtain them. 

Immunizations: Exempt from Immunization: 
Complete for Age Yes No Religious Conviction Yes No 
In Process Yes No Health Yes No 

Other 

Limitations or health conditions, including allergies, medications, and dietary restrictions. 



2160 Stillman Road | Cleveland Heights | Ohio | 44118 | 216.932.4177 | 
www.communionofsaintsschool.org 

 EARLY CHILDHOOD- AUTHORIZED PICK UP 

FOR __________________________________________________ 
Student’s name 

For your child’s protection, please fill out the names of people authorized to pick up or bring your child to school 
other than yourself.  Notify the school of any changes immediately. 

Inform people on this list that they must be prepared to identify themselves to our staff. 

List parent other than the one signing this form if they are authorized to pick up or drop off your child. 

1. Name:_______________________________Relationship__________________Phone:____________________

2. Name:_______________________________Relationship__________________Phone:____________________

3. Name:_______________________________Relationship__________________Phone:____________________

4. Name:_______________________________Relationship__________________Phone:____________________

Carpool Arrangements: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

List of Persons NOT PERMITTED to pick up this child (Please print) 
Restraint papers or divorce 

decree attached 
1. Yes____     No____ 
2. Yes____      No____ 



6/2020 

Early Childhood Medication Form
This form meets Ohio Administrative Code.  

__________________________________________________________________________________________ 
*A separate medication form is required for each prescription and non-prescription medication administered.

Student Name:______________________________________________    DOB:_______________________ 

Student address: __________________________________________________________________________ 

School ______________________________________   Grade: ________   Class: _____________________ 

To Be Completed by the Physician/Dentist: 

Medication Name:_________________________________________________  

Dose:___________________ Dosage Time/s:___________________ Reason for 

medication:_____________________________________ 

Start date: _____________________________       Stop date: __________________________ 

Special Instructions: _______________________________________________________________________ 

Potential adverse reactions to be reported: 

________________________________________________________________________________________ 

Physician/Dentist 

Signature:__________________________________________________________   Date:_______________ 

Physician/Dentist Phone 

Number:_________________________________  Fax:____________________________ 

Parent/Guardian:  I give permission for my child to receive this medication at school according to the 

school district policy and as instructed by my child’s physician/dentist.  

I agree and am responsible to: 

• Deliver my child’s medicine to school in its original container

• Ensure prescription medication is labeled by a pharmacist or healthcare provider

• Ensure the medication is current within the past 12 months and provide new medication upon

expiration

• Administer the first dose of any new medication, except in case of emergency

• Tell the school as soon as possible if there is a change in the use of my child’s medicine

• Tell the school if my child gets a new healthcare provider

• Have my healthcare provider complete a new medicine form for my child if the medicine or dose

changes. I agree for child’s healthcare provider to talk with the school or any school staff person

about this medicine.  No other part of my child’s medical health will be discussed.

Parent/Guardian 

Signature_______________________________________________________  Date: 

Parent/Guardian Phone: _______________________ Emergency Alternate Phone: __________________ 



6/2020 

Student Name:______________________________________________    DOB:______________________ 

Grade: ____________   Class: _________________________________________ 

Per ORC 3313.713 B (2) - Designated persons employed by the board are authorized to administer to a student a drug prescribed for 

the student. Effective July 1, 2011, only employees of the board who are licensed health professionals, or who have completed a drug 

administration training program conducted by a licensed health professional and considered appropriate by the board, may administer 

to a student a drug prescribed for the student. Except as otherwise provided by federal law, the board's policy may provide that certain 

drugs or types of drugs shall not be administered or that no employee shall use certain procedures, such as injection, to administer a 

drug to a student. 

Staff Trained and Authorized to Administer Medication: __________________________________________ 

________________________________________         _________________________________________ 

Drug Administration Training Date ______________________      Length of time _________________   

Trained by _________________________________________________________________________  

Date Time 
Dosage 
Amount 

Reason Given/Comments 
Signature of Person who 

Administered 



Ohio Department of Job and Family Services 

CHILD MEDICAUPHYSICAL CARE PLAN FOR CHILD CARE 

A separate plan must be written for each condition that requires different actions to be taken and must be kept at the program for at 
least one year. 

This form shall be completed when a child has a condition that requires one of the following: 
• Monitoring the child for symptoms which require staff to take action
• Ongoing administration of medication or medical foods
• Procedures which require staff training
• Avoiding specific food(s), environmental conditions or activities
• School-age child to carry and administer their own emergency medication

If the medication or medical food is documented on this form, then a JFS 01217 is not required. 

Child's Name 

Special Health Condition 

Does this health condition require medication or medical food? D Yes (If Yes, complete Part II) 

A. What are the signs, symptoms, or situations which require staff to take action?

8. What are the activities, foods, environmental conditions, etc. to avoid? D Not applicable

0 No 

C. What are the training instructions for the procedures staff have to follow? (include all steps to care for the child/perform the
medical procedure)

JFS 01236 (Rev. 3/2022) Page 1 of 4 

LIST NA if this form does not apply to your child







Part IV: Documentation of Administration of Medication or Medical Food 

Comgleted bi chlld care staf
f

member1 famlli chlld care grovider or in-home aide for the child listed on this form 

All medication or medical food must be documented when administered. Document each medication or medical food on its own 
page. Incomplete information elevates the levefof risk to children .. If more than one medication or medical food is needed, make a 
copy of this page for each medication or medical food. 
This medication or medical food is notto be administered until after the child has received the first dose or application 
at least. once prior to the. program administering a dose to avoid unexpected reactions. Emergency medications for the 
child are exemot from this reauirement. 
Child's Name I Name of medication/medical food

Date Time Dosage Signature of designated person administerina medication 

-

-

-

JFS 01236 (Rev. 3/2022) Page 4 of 4 



 
Child's History of Hospitalization: Child's Disease History: 

  
Child's Allergies/Treatment: Child's Dietary Needs/Restrictions: 

  
 
NOTE: A MEDICATION FORM MUST BE COMPLETED FOR EACH MEDICATION ADMINISTERED WHILE IN PROGRAM ATTENDANCE 
Child's Medication/s: 

 
 
 
 
 

Medical Consent: PART I or II MUST be completed 

 
Section V - Registration Authorizations 
I authorize the following to be listed on the parent roster: My child's name 

Family name 

 

 

Yes 

Yes 

 

 

No 

No 

 
Annual Class Roster: Each year the program 
prepares a roster for each group of children. This 
roster will not be furnished to any persons other 
than parents of children enrolled in our program. 

Phone numbers 

Exempt from immunizations because of religious conviction: 

Child immunization records attached: 

Yes 

Yes 

Yes 

No 

No 

No 

 Cell  Home  Work 

 
 

Date Signature of 
Parent/Guardain 

 

Part I- To Grant Consent I hereby give consent for the above medical care providers and local hospital to be called. In the 
event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for: (1) the administration of any 
treatment deemed necessary by above-named doctor or, in the event the designated preferred practitioner is not available, by 
another licensed physician or dentist and (2) the transfer of the child to any hospital reasonably accessible.  This authorization does 
not cover major surgery unless the medial opinions of two other license physicians or dentist, concurring the necessity for such 
surgery, are obtained prior to the performance of such surgery. 
 Facts concerning the medical history including allergies, medications being taken , and physical impairments which a 
physician should be alerted: 
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 
 
Signature of Parent/Guardian______________________________________________ Date_____________________ 
Address___________________________________________________________________________________________ 
 
 

Part II- Refusal to Consent I do not give my consent for emergency medical treatment of my child.  In the even to illness or 
injury requiring emergency treatment, I with the school authorities to take the following 
action:_____________________________________________________________________________________________ 
 
Signature of Parent/Guardian______________________________________________ Date_____________________ 
Address___________________________________________________________________________________________ 


	Student Name: 
	Student address: 
	School: 
	Grade: 
	Class: 
	Medication Name: 
	Dose: 
	Dosage Times: 
	medication: 
	Special Instructions: 
	Potential adverse reactions to be reported: 
	Fax: 
	Number 1: 
	Number 2: 
	Emergency Alternate Phone: 
	ParentGuardian Phone: 
	Student Name_2: 
	DOB_2: 
	Grade_2: 
	Class_2: 
	Staff Trained and Authorized to Administer Medication 2: 
	Length of time: 
	Trained by: 
	Date2_af_date: 
	Date3_af_date: 
	Date4_af_date: 
	Date7_af_date: 
	s Name: 
	Height: 
	Weight: 
	Other: 
	Limitations or health conditions including allergies medications and dietary restrictions: 
	PhysicianClinicHospital Name: 
	Provider Address: 
	Provider Phone Number: 
	Provider City: 
	Provider State: 
	Provider Zip: 
	Date of Exam: 
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Special Health Condition: 
	Check Box4: Off
	Text6: 
	Check Box8: Off
	Text9: 
	Childs Name_2: 
	Date of Birth: 
	Weight if needed to determine dosage: 
	Name of MedicationMedical Food: 
	Name of MedicationMedical Food_2: 
	Name of MedicationMedical Food_3: 
	Dosage of MedicationMedical Food: 
	Dosage of MedicationMedical Food_2: 
	Dosage of MedicationMedical Food_3: 
	Time of MedicationMedical Food Administration: 
	Time of MedicationMedical Food Administration_2: 
	Time of MedicationMedical Food Administration_3: 
	MedicationMedical Food Expiration Date: 
	MedicationMedical Food Expiration Date_2: 
	MedicationMedical Food Expiration Date_3: 
	D Check here if questions A through C are included in a separate attachment that is signedissued by Licensed Physician Licensed Dentist Advanced Practice Registered Nurse or Certified Physicians Assistant A What are the symptoms which require staff to administer medication or medical food: 
	B What are the specific instructions for administration of medication or medical food: 
	C What are the actions to be taken if symptoms do not subside: 
	Physicians Signature I Date of Signature: 
	Childs Name_3: 
	Parent Signature: 
	Date of Signature: 
	Complete Only One Section: 
	My signature Indicates I have provided Instructions for care andor training for the medical procedure: 
	Certified Professionals Name please print: 
	Certified Professionals Signature: 
	Date of Signature_2: 
	Phone Number: 
	Parent Signature_2: 
	Date of Signature_3: 
	Printed Name: 
	Date: 
	Printed Name_2: 
	Printed Name_3: 
	Signature_3: 
	Date_3: 
	Printed Name_4: 
	Signature_4: 
	Date_4: 
	Printed Name_5: 
	Signature_5: 
	Date_5: 
	AdministratorProvider Signature: 
	Date of Signature_4: 
	ParentGuardian Initials: 
	Date of Review: 
	AdministratorDesignee Initials: 
	Date of Review_2: 
	ParentGuardian Initials_2: 
	Date of Review_3: 
	AdministratorDesignee Initials_2: 
	Date of Review_4: 
	ParentGuardian Initials_3: 
	Date of Review_5: 
	AdministratorDesignee Initials_3: 
	Date of Review_6: 
	ParentGuardian Initials_4: 
	Date of Review_7: 
	AdministratorDesignee Initials_4: 
	Date of Review_8: 
	ParentGuardian Initials_5: 
	Date of Review_9: 
	AdministratorDesignee Initials_5: 
	Date of Review_10: 
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	DateRow10: 
	Row10: 
	DosageRow10: 
	Signature of designated person administering medicationRow10: 
	DateRow11: 
	Row11: 
	DosageRow11: 
	Signature of designated person administering medicationRow11: 
	DateRow12: 
	Row12: 
	DosageRow12: 
	Signature of designated person administering medicationRow12: 
	DateRow13: 
	Row13: 
	DosageRow13: 
	Signature of designated person administering medicationRow13: 
	DateRow14: 
	Row14: 
	DosageRow14: 
	Signature of designated person administering medicationRow14: 
	DateRow15: 
	Row15: 
	DosageRow15: 
	Signature of designated person administering medicationRow15: 
	DateRow16: 
	Row16: 
	DosageRow16: 
	Signature of designated person administering medicationRow16: 
	DateRow17: 
	Row17: 
	DosageRow17: 
	Signature of designated person administering medicationRow17: 
	DateRow18: 
	Row18: 
	DosageRow18: 
	Signature of designated person administering medicationRow18: 
	DateRow19: 
	Row19: 
	DosageRow19: 
	Signature of designated person administering medicationRow19: 
	DateRow20: 
	Row20: 
	DosageRow20: 
	Signature of designated person administering medicationRow20: 
	DateRow21: 
	Row21: 
	DosageRow21: 
	Signature of designated person administering medicationRow21: 
	DateRow22: 
	Row22: 
	DosageRow22: 
	Signature of designated person administering medicationRow22: 
	DateRow23: 
	Row23: 
	DosageRow23: 
	Signature of designated person administering medicationRow23: 
	Date1_af_date: 
	Cell Phone: 
	undefined: 
	Call Order: 
	City: 
	State: 
	Zip: 
	Home Phone: 
	Call Order_2: 
	Employer Name: 
	Work Phone: 
	Call Order_3: 
	Employer address: 
	City_2: 
	State_2: 
	Zip_2: 
	FamilyGuardian Name: 
	undefined_3: 
	Call Order_4: 
	Family Street Address: 
	Home Phone_2: 
	Call Order_5: 
	City_3: 
	State_3: 
	Zip_3: 
	Work Phone_2: 
	Call Order_6: 
	Employer Name_2: 
	Employer Street Address: 
	City_4: 
	State_4: 
	Zip_4: 
	List 2 Emergency Contacts for use ONLY if the parents cannot be contacted: 
	Street Address: 
	Street Address_2: 
	City_5: 
	State_5: 
	Zip_5: 
	City_6: 
	State_6: 
	Zip_6: 
	Home: 
	Call Order_7: 
	Home_2: 
	Call Order_8: 
	Cell: 
	Call Order_9: 
	Cell_2: 
	Call Order_10: 
	Work: 
	Call Order_11: 
	Work_2: 
	Call Order_12: 
	Physician: 
	Dentist: 
	Street Address_3: 
	Street Address_4: 
	City_7: 
	undefined_4: 
	City_8: 
	undefined_5: 
	Text1: 
	Text2: 
	Text3: 
	Date24_af_date: 
	Local Hospital: 
	physician should be alerted 1: 
	physician should be alerted 2: 
	Address: 
	action: 
	Date_2: 
	Address_2: 
	Text4: 
	Text5: 
	Text7: 
	Text8: 
	Check Box9: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Date22_af_date: 
	Childs Name: 
	Mothers Name: 
	Mothers Occupaon: 
	Fathers Name: 
	Fathers Occupaon: 
	Siblingsname age gender live with your child or separate 1: 
	Siblingsname age gender live with your child or separate 2: 
	Siblingsname age gender live with your child or separate 3: 
	3: 
	Petsanimal name: 
	in class 1: 
	in class 2: 
	2_2: 
	1_3: 
	2_3: 
	Describe your childs personality Is heshe generally happy outgoing quiet curious etc 1: 
	Describe your childs personality Is heshe generally happy outgoing quiet curious etc 2: 
	Check Box3: Off
	Text11: 
	Pet2 Name: 
	What is the best way to calm your child if heshe is upset: 
	Describe your childs favorite acvies and interests 1: 
	Describe your childs favorite acvies and interests 2: 
	Describe any fears which your child exhibits: 
	What type of experiences has your child had with groups of children Sunday school VBS day care etc: 
	fill_9: 
	in the childs life family customs etc: 
	What are your goals for your child with respect to hisher parcipaon in the COS Early Learning program 1: 
	What are your goals for your child with respect to hisher parcipaon in the COS Early Learning program 2: 
	Parent Name: 
	Date5_af_date: 
	Name of Minor StudentGr: 
	Printed Name of Parent or Legal Guardian: 
	Check Box1: Off
	Check Box2: Off
	Residing at: 
	FOR: 
	Name: 
	Relationship: 
	Phone: 
	Name_2: 
	Relationship_2: 
	Phone_2: 
	Name_3: 
	Relationship_3: 
	Phone_3: 
	Name_4: 
	Relationship_4: 
	Phone_4: 
	Carpool Arrangements 1: 
	Carpool Arrangements 2: 
	Carpool Arrangements 3: 
	1: 
	2: 


