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Mark of Excellence Child Enroliment & Emergency Medical Care Form

Date of Application Date of Enroliment Last Day of Enrollment
Child’s Name: Child’s Date of Birth:

Mother’s Name: Address:

City: Zip Code: E-Mail Address

Home Telephone#: ( ) Cell#:( )

Mother’s Employer Work#:( )

Mother’s Employer Address: City: Zip Code
Father’'s Name: Address

City: Zip Code: E-Mail Address

Home Telephone#:( ) Cell:( )

Father’'s Employer: Work#: ()

Father's Employer Address City Zip Code

Weekly Care Schedule: (Please include the child’s hours in care each day)

Monday: Tuesday: Wednesday:

Thursday: Friday:

Persons Permitted to remove the child from the child care program on behalf of parent.

Name: Phone #:( ) Relationship
Name: Phone #: ( ) Relationship
Name: Phone #: ( ) Relationship

In an emergency, adults to be contacted if parent cannot be reached and to whom the child can be released.

Name: Phone#: () Relationship

Name: Phone#: () Relationship

N e b e e
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Mark of Excellence Child Enroliment & Emergency Medical Care Form

Medical Information

Known Allergies: Last Tetanus:

Insurance Carrier: Insurance 1D Number
Child’s Physician Phone #:( )

Address City: Zip Code
Child’s Dentist Phone#:( )

Address: City: Zip Code

Emergency Authorization

| give my consent for the First Aid & CPR certified staff of Mark of Excellence Pre-School, to administer first
aid and CPR to my child and to contact the above named physician or dentist if my child has a medical
emergency. | also give my consent for my child to be transported to the nearest hospital in the event of a
medical emergency. | will be responsible for all medical fees.

Preferred Medical Facility

A. I/WE GRANT PERMISSION FOR MY CHILD TO USE ALL OF THE PLAYGROUND EQUIPMENT
AND PARTICIPATE IN ALL OF THE ACTIVITIES OF THE SCHOOL, UNLESS EXCEPTIONS ARE

NOTED HERE

B. I/WE GRANT PERMISSION FOR MY CHILD TO LEAVE THE SCHOOL PREMISES UNDER THE
SUPERVISION OF A STAFF MEMBER FOR NEIGHBORHOOD WALKS OR ON FIELD TRIPS IN AN AUTHORIZED VEHICLE.

C. I/WE GRANT PERMISSION FOR MY CHILD TO BE INCLUDED IN EVALUATIONS AND
CONNECTED WITH THE DAY CARE CENTER’S PROGRAMS.

Behavior Management & Parent Handbook

| acknowledge that | have received the Parent Handbook and School Discipline Policy and agree to abide by
the policies contained in it and that the techniques used to manage child behaviors in the facility and have
been discussed with me prior to enroliment.

Signature of Parent or Guardian: Date:

Signature of Parent or Guardian: Date:
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NAME

Mark of Excellence Child Enroliment & Emergency Medical Care Form

HAVE YOUR CHILD HAD

YES

NO

AGE

DESCRIBE OR COMMENT

MEASLES

GERMAN MEASLES

MUMPS

CHICKEN POX

WHOOPING COUGH

DPHITHERIA

IFLUENZA (FLV)

MENINGITIS

HIGH FEVERS

ABSCESSED EARS

ENCEPHALITIS

ALLERGY

CONVULSIONS

INJURIES TO HEAD

LEAD POISONING

ANEMIA

HOSPITALIZATIONS

OPERATIONS

OTHER INJURIES

THadiaadasssaasaaaaaad
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Mark of Excellence Child Enroliment & Emergency Medical Care Form

MEMBERS OF HOUSEHOLD & RELATIONSHIPS

HAS OUR CHILD EVER ATTENDED DAY CARE BEFORE?

IF YES, WHERE FOR HOW LONG
MAY WE CONTACT THEM? YES NO
REASON FOR LEAVING
PERSONAL HISTORY
| TYPE OF BIRTH NORMAL PREMATURE ANY COMPLICATIONS? ‘I
IS CHILD A GOOD CLIMBER? DOES CHILD SPEAK ANY OTHER LANGUAGE?
IS THERE ANY FOODS YOUR CHILD CAN NOT EAT ?

Sa e s s saaad

IS THERE ANYTHING WE CAN DO TO MAKE YOUR CHILD’S STAY HERE MORE ENJOYABLE?
IS THERE A PROBLEM WITH YOUR CHILD THAT WE SHOULD BE AWARE OF?

PLEASE BE AWARE THAT AT ANY TIME YOU MAY BE ASKED TO REMOVE YOUR
CHILD IF HE OR SHE CONTINUES TO CAUSE HARM TO HIMSELF OR OTHER CHILDREN WITHOUT
NOTICE.

DATE
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Mark of Excellence Child Enroliment & Emergency Medical Care Form

CHILD’S NAME
BIRTHDAY:

HOME ADDRESS:

HOME PHONE:
MOTHER’S NAME:
FATHER'S NAME:
CONTACT INFORMATION

MOTHER: HOME WORK CELL

FATHER: HOME WORK CELL

E-MAIL

ALTERNATE EMERGENCY CONTACT PERSON (S)

NAME: PHONE RELATIONSHIP
NAME: PHONE RELATIONSHIP

MEDICAL INFORMATION (ALLERGIES TO MEDICATIONS, FOODS, OTHER SUBSTANCES, ETC

HOSPITAL PREFERENCE

CHILDS DOCTOR

| agree that the operator may authorize the physician of his/her choice to provide emergency medical care in
the event that neither |, my spouse, alternate contact(s) nor my child’s doctor can be located immediately.

Parent’s Signature: Date

Operator’s Signature: Date
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Mark of Excellence Child Enroliment & Emergency Medical Care Form

PERMISSION AGREEMENT

I/WE GRANT PERMISSION FOR MY CHILD TO USE ALL OF THE PLAYGROUND EQUIPMENT
AND PARTICIPATE IN ALL OF THE ACTIVITIES OF THE SCHOOL, UNLESS EXCEPTIONS ARE

NOTED HERE

I/WE GRANT PERMISSION FOR MY CHILD TO LEAVE THE SCHOOL PREMISES UNDER THE
SUPERVISION OF A STAFF MEMBER FOR NEIGHBORHOOD WALKS OR ON FIELD TRIPS IN

AN AUTHORIZED VEHICLE.

I/WE GRANT PERMISSION FOR MY CHILD TO BE INCLUDED IN EVALUATIONS AND
CONNECTED WITH THE PRE-SCHOOL CENTER’S PROGRAMS.

I HEREBY GRANT PERMISSION FOR THE STAFF TO TAKE WHATEVER STEPS MAY BE
NECESSARY TO OBTAIN EMERGENCY MEDICAL CARE IF WARRANTED. THESE STEPS

MAY INCLUDE, BUT ARE NOT LIMITED TO THE FOLLOWING:

ADMINISTER FIRST AID

ATTEMPT TO CONTACT PARENT OR GUARDIAN.

ATTEMPT TO CONTACT THE CHILD’S PHYSICIAN.

ATTEMPT TO CONTACT THE PARENT THROUGH ANY OF THE PERSONS LISTED ON THE
EMERGENCY INFORMATION PAPER COMPLETED FOR THE CENTER. (NOTE IT IS THE
PARENT'S RESPONSIBILITY TO KEEP THIS INFORMATION UP TO DATE

PWNRE

5. IF WE CANNOT CONTACT THE PARENT OR THE CHILD’S PHYSICIAN, WE WILL DO ANY OR ALL

OF THE FOLLOWING:
A. CALL ANOTHER PHYSICIAN
B. CALL A AMBULANCE

C. HAVE THE CHILD TAKEN TO AN EMERGENCY HOSPITAL IN THE COMPANY OF A STAFF

MEMBER; STAFF VEHICLE; OR PROGRAM VEHICLE.

ANY EXPENSES INCURRED UNDER NO. 5 ABOVE, WILL BE BORNE BY THE CHILD'S FAMILY.

THE SCHOOL WILL NOT BE RESPONSIBLE FOR ANYTHING THAT MAY HAPPEN AS A
RESULT OF FALSE INFORMATION GIVEN AT TIME OF ENROLLMENT.

THE SCHOOL WILL NOT ASSUME RESPONSIBILITY FOR A CHILD WHO AS NOT SIGNED IN

WHEN HE/SHE ARRIVES FOR THE DAY.

SIGNED: DATE:
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Mark of Excellence Child Enroliment & Emergency Medical Care Form

MARK OF EXCELLENCE PRE-SCHOOL

29 GROVE STREET- STAMFORD, CT 06901 203-353-1503-FAX 203-324-7334

Phyllis T. Craig Nitzel Wright- President
Director Board of Directors
Dr. Joseph Ford
Executive Director

Mark of Excellence Discipline Policy

The Mark of Excellence uses the Sit& Watch, Time Out technique which is the only discipline actions
permitted, along with the following:

The use of Positive guidance

Redirection

Setting Clear Limits

Continuous supervision by staff during any disciplinary action

Specifically prohibiting abusive, neglectful, corporal humiliation, or frightening,
Punishment

safety of the child or other people.

children safe and out of harms way at all time.

hit, curse, or use derogative language. Our environment will be loving, caring, however;

Infection on words or elevating voice will be allowed to get the attention of a loud group, and even the
and it is a part of our responsibility to teach it.

Termination: There may be circumstances where the director may decide to discontinued a child’s

continued violation of Mark of Excellence policies will result in dismissal.

I/we have discussed & received a copy of MEPSA discipline Policy.

PARENT SIGNATURE DATE

Director
P.T. CRAIG revised 5/22/2025

THadiaadasssaasaaaaaad

Prohibiting physical restraint, unless such restraint is necessary to protect the health and

The offending child is taken aside by his/her teacher and establishes eye contact; he/she will be made aware of
the unacceptable behavior. If the child continues and is spoken to again, they are asked to take a seat for
about five minutes, no longer. The child is always in the sight of the teacher. Once the time is up, the teacher
allows the child to join the group after he/she apologizes. If a child is physical and or hurts another child and
or teacher, the parent is called in for a meeting to discuss the matter at hand. It is the staff’s job to keep the
Staff is to use positive encouragement daily with the children. No staff member is allowed to yell, scream,
firm when needed. Firmness will be demonstrated in tone of voice, facial expressions and hand gestures.

clapping of hands. The children here at MEPSA will know when behavior is inappropriate, or disruptive,

attendance. Every effort will be made to correct the problem however, disruptive or dangerous behavior,
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State of Connecticut Department of Education

Early Childhood Health AssessmentRecord

(For children ages birth-5)

To Parent or Guardian: In order to provide the best experience, early childhood providers must understand your child’s health needs. This form
requests information from you (Part 1) which will be helpful to the health care provider when he or she completes the health evaluation (Part 2) and oral
health assessment (Part 3). State law requires complete primary immunizations and a health assessment by a physician, an advanced practice registered
nurse, a physician assistant, or a legally qualified practitioner of medicine, an advanced practice registered nurse or a physician assistant stationed at
any military base prior to entering an early childhood program in Connecticut.

Please print

Child’s Name (Last, First, Middle)

Birth Date (mm/dd/yyyy)

Male QFemale

Address (Street, Town and ZIP code)

Parent/Guardian Name (Last, First, Middle)

Home Phone

Cell Phone

Early Childhood Program (Name and Phone Number)

Primary Health Care Provider:

Name of Dentist:

QAsian
QBlack or African American

Race/Ethnicity
OAmerican Indian/Alaska Native

QWhite
QOther

QHispanic/Latino of any race

ONative Hawaiian/Pacific Islander

Health Insurance Company/Number* or Medicaid/Number*

Does your child have health insurance? Y N

Does your child have dental insurance? Y N

Does your child have HUSKY insurance? Y N

IT your child does not have health insurance, call 1-8/7-CT-HUSKY

* If applicable

Part 1 — To be completed by parent/guardian.

Please answer these health history questions about your child before the physical examination.
Please circle Y if “yes” or N if “no.” Explain all “’yes” answers in the space provided below.

Any health concerns Y N Frequent ear infections Y N Asthma treatment Y N

Allergies to food, bee stings, insects Y N Any speech issues Y N Seizure Y N

Allergies to medication Y N Any problems with teeth Y N Diabetes Y N

Any other allergies Y N Has your child had a dental Any heart problems Y N

Any daily/ongoing medications Y N | examinationinthe last6 months? Y N [ Emergency room visits Y N

Any problems with vision Y N Very high or low activity level Y N Any major illness or injury Y N

Uses contacts or glasses Y N Weight concerns Y N Any operations/surgeries Y N

Any hearing concerns Y N Problems breathing or coughing Y N Lead concerns/poisoning Y N

Developmental — Any concern about your child’s: Sleeping concerns Y N

1. Physical development Y N 5. Ability to communicate needs Y N High blood pressure Y N

2. Movement from one place 6. Interaction with others Y N Eating concerns Y N
to another Y N 7. Behavior Y N Toileting concerns Y N

3. Social development Y N 8. Ability to understand Y N Birth to 3 services Y N

Z-Emotionat-devetoprmert Y N 9 Abitity touse their frands YN Preschoot-Speciat-Education Y N

Explain all “yes” answers or provide any additional information :

Have you talked with your child’s primary health care provider about any of the above concerns? Y N

Please list any medications your child

will need to take during program hours:

All medications taken in child care programs require a separate Medication Authorization Form signed by an authorized prescriber and parent/guardian.

1 giVU Ty CONMSETt 101 Ty l.,llilu o TEdIUT CdlT plUViUt‘l diiuediry

childhood provider or health/nurse consultant/coordinator to discuss

the information on this form for confidential use in meeting my

child’s health and educational needs in the early childhood program. Signature of Parent/Guardian Date

C.CS Section10.160.10.208 102 79(a) 10a.87h(c) D H_Cade Section 192.79.0a(2)(2) _102.27h 1002\ Public Act No 123168
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Part 2 — Medical Evaluation
Health Care Provider must complete and sign the medical evaluation, physical examination and immunization record.

Child’s Name Birth Date Date of Exam
QI have reviewed the health history information provided in Part I of this form (mm/ddiyyyy) (mm/dd/yyyy)
Physical Exam
Note: *Mandated Screening/Test to be completed by provider.
*HT, in/cm %  *Weight Ibs. oz/ % BMI / % *HC in/cm %  *Blood Pressure /
(Birth-24 months) (Annually at 3-5 years)
Sc reenings *According to Bright Futures Periodicity Schedule
*Vision Screening *Hearing Screening *Anemia: at 9 to 12 months and 2 years
Q EPSDT Subjective Screen Completed Q EPSDT Subjective Screen Completed
(Birth to 3 yrs.) (Birth to 4 yrs.)
Q EPSDT Annually at 3 yrs. Q EPSDT Annually at 4 yrs.
(Early and Periodic Screening, (Early and Periodic Screening,
Diagnosis and Treatment) Diagnosis and Treatment) *Hgb/Hct: *Date
Type: Right Left Type: Right Left
*Lead: at 9 and 35 months; at 36-72 months
i Q Pass UPass ' '
With glasses 20/ 20/ i . annually if enrolled in a public assistance
Without glasses 20/ 20/ 2 Fail Fail program, and PA 22-49 and in PA 23-31.
QUnable to assess QUnable to assess *History of Lead Level
UReferral made to: UReferral made to: >3.5 ug/dL dNo UYes
*Result/Level: *Date
*TB: High-risk group? QNo  QYes *Dental Concerns  QNo  QYes
Testdone: No  QYes Date: UReferral made to:
. N . . her:
Results: Has this child received dental care in Othe
Treatment: the last 6 months? ONo QYes
*Developmental Assessment: (Birth-5 years) QNo QOYes Type:
Results:

*IMMUNIZATIONS  Qup to Date or QCatch-up Schedule: MUST HAVE IMMUNIZATION RECORD ATTACHED

*Chronic Disease Assessment:

Asthma No QdYes: UOlintermittent  QMild Persistent Moderate Persistent Severe Persistent UExercise induced
If yes, please provide a copy of an Asthma Action Plan

QRescue medication required in childcare setting: ~ 1No  QYes
Allergies UNo UYes:

Epi Pen required: UNo QYes
History/risk of Anaphylaxis: dNo  QOYes: UFood Qinsects ULatex UMedication dUnknown source
If yes, please provide a copy of the Emergency Allergy Plan

Diabetes No QYes: QTypel dType ll Other Chronic Disease:

Seizures UNo  OYes: Type:

Qd This child has the following problems which may adversely affect his or her educational experience:
QvVision OAuditory  OSpeech/Language  QOPhysical ~ OEmotional/Social ~ QBehavior

Q This child has a developmental delay/disability that may require intervention at the program.

U This child has a special health care need which may require intervention at the program, e.g., special diet, long-term/ongoing/daily/emergency
medication, history of contagious disease. Specify:

UNo QYes This child has a medical or emotional illness/disorder that now poses a risk to other children or affects his/her ability to participate
safely in the program.

QNo QOYes Based on this comprehensive history and physical examination, this child has maintained his/her level of wellness.

QNo QYes This child may fully participate in the program.

UNo QYes This child may fully participate in the program with the following restrictions/adaptation: (Specify reason and restriction.)

QNo QYes Is this the child’s medical home? O I'would like to discuss information in this report with the early childhood provider
and/or nurse/health consultant/coordinator.

Signature of health care provider MD / DO / APRN / PA Date Signed Printed/Stamped Provider Name and Phone Number
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Part 3 — Oral Health Assessment/Screening

Health Care Provider must complete and sign the oral health assessment.
To Parent(s) or Guardian(s):

State law requires that each local board of education request that an oral health assessment be conducted prior to public school enrollment, in either grade
six or grade seven, and in either grade nine or grade ten (Public Act No. 18-168). The specific grade levels will be determined by the local board of education.
The oral health assessment shall include a dental examination by a dentist or a visual screening and risk assessment for oral health conditions by a dental
hygienist, or by a legally qualified practitioner of medicine, physician assistant or advanced practice registered nurse who has been trained in conducting an
oral health assessment as part of a training program approved by the Commissioner of Public Health.

Student Name (Last, First, Middle) Birth Date Date of Exam

School Grade Male QFemale

Home Address

Parent/Guardian Name (Last, First, Middle) Home Phone Cell Phone
Dental Examination Visual Screening Normal Referral Made:
Completed by: Completed by: QVYes QVYes
IDentist -IMD/DO QAbnormal (Describe) QNo
UAPRN
UPA

QDental Hygienist

Risk Assessment Describe Risk Factors
QLow QDental or orthodontic appliance QCarious lesions
UModerate Usaliva URestorations
QHigh QGingival condition QPain
QVisible plaque QSwelling
QTooth demineralization UTrauma
QOther QOther

Recommendation(s) by health care provider:

I give permission for release and exchange of information on this form between the school nurse and health care provider for confidential use in meeting
my child’s health and educational needs in school.

Signature of Parent/Guardian Date

Signature of health care provider ~ DMD/DDS/MD /DO / APRN / PA/RDH Date Signed Printed/Stamped Provider Name and Phone Number




Child’s Name:

Vaccine (Month/Day/Year)

Birth Date:

To the Health Care Provider: Please complete and initial below.

Immunization Record

REV. 3/2024

Dose 1

Dose 2

Dose 3

Dose 4

Dose 5

Dose 6

DTP/DTaP/DT

IPV/OPV

MMR

Measles

Mumps

Rubella

Hib

Hepatitis A

Hepatitis B

Varicella

PCV* vaccine

*Pneumococcal conjugate vaccine

Rotavirus

MCV**

**Meningococcal conjugate vaccine

Flu

Other

Religious Exemption:

Religious exemptions must meet the criteria established in Public
Act 21-6: https://www.ctoec.org/wp-

content/uploads/2021/07/OEC-Vaccination-QA-Final.pdf.

Medical Exemption: ___
Must have signed and completed medical exemption form attached.
https://portal.ct.gov/-/media/Departments-and-

Agencies/DPH/dph/infectious diseases/immunization/CT-WIZ/CT-

Medical-Exemption-Form-final-09272021fillable3.pdf

Disease history of varicella:

Immunization Requirements for Connecticut Day Care, Family Day Care and Group Day Care Homes

(date);

(confirmed by)

vaccines Under 2 By 3 By 5 By 7 By 16 16-18 By 19 2-3 years of age| 3-5 years of age
months of age | months of age | months of age | months of age | months of age | months of age | months of age | (24-35 mos.) | (36-59 mos.)
DTPlqu_TaP/ None 1 dose 2 doses 3 doses 3 doses 3 doses 4 doses 4 doses 4 doses
Polio None 1 dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 doses 3 doses
1 dose after 1st| 1 dose after 1st| 1 dose after 1st| 1 dose after 1st| 1 dose after 1st
N N N N N N N . N
MMR one one one one birthday* birthday* birthday* birthday* birthday*
Hep B None 1 dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 doses 3 doses
2 or 3 doses | 1 booster dose | 1 booster dose | 1 booster dose | 1 booster dose | 1 booster dose
HIB None 1 dose 2 doses depe_nding on after 1st after 1st after 1st after 1st after 1st
vaccine given® birthday* birthday* birthday* birthday* birthday*
1 dose after 1 dose after 1 dose after
Varicella None None None None None None lst_blrth_day 1St.b"th.d &y 1st_b|rth_day
or prior history | or prior history | or prior history
of disease*? of disease*? of disease*?
Pné:grr]rj\zgztzgal None 1 dose 2 doses 3 doses 1 dose after 1 dose after 1 dose after 1 dose after 1 dose after
Vaccine (PCV) 1st birthday 1st birthday 1st birthday 1st birthday 1st birthday
. 1 dose after 1 dose after 1 dose after | 2 doses given | 2 doses given
Hepatitis A None None None None Istbirthday® | 1stbirthday® | 1stbirthday® |6 months aparts|6 months aparts
Influenza None None None 1 or 2 doses lor2doses® | lor2doses® | lor2doses® | 1or2doses® | 1or2doses®

1. Laboratory confirmed immunity alsoacceptable
2. Physician diagnosis of disease
3. Acomplete primary series is 2 doses of PRP-OMP (PedvaxHIB) or 3 doses of HbOC (ActHib or Pentacel)
4. As a final booster dose if the child completed the primary series before age 12 months. Children who receive the first dose of Hib on or after 12 months of age and before 15 months of age are

required to have 2 doses. Children who received the first dose of Hib vaccine on or after 15 months of age are required to have only one dose
5. Hepatitis A is required for all children born after January 1, 2009
6. Two doses in the same flu season are required for children who have not previously received an influenza vaccination, with a single dose required during subsequent seasons

Initial/Signature of health care provider

MD /DO / APRN /PA

Date Signed

Printed/Stamped Provider Name and Phone Number




