
H E A L T H A P P R AI S A L

D e ar P ar e nt or G u ar di a n:  T h e f oll o wi n g i nf or m ati o n i s r e q u e st e d s o t h at t h e s c h o ol c a n w or k wit h t h e p ar e nt t o m e et t h e p h y si c al, i nt ell e ct u al a n d e m oti o n al n e e d s 
of t h e c hil d. Fill o ut t h e i nf or m ati o n r e q u e st e d i n S e cti o n I. S e cti o n III m a y b e c erti fi e d b y t h e tr a n s cri pti o n of i nf or m ati o n fr o m t h e c erti fi c at e of i m m u ni z ati o n. T h e 
r e m ai ni n g s e cti o n s ar e t o b e c o m pl et e d b y a d o ct or, n ur s e a n d d e nti st. (B E S U R E T O B RI N G Y O U R C HI L D’ S I M M U NI Z A TI O N R E C O R D S T O T H E E X A MI N A TI O N .)

P E R S O N A L
 C HI L D’ S  N A M E  ( L a st,  Fir st,  Mi d dl e)   D A T E  O F  BI R T H  ( m m/ d d/ y y)

/  /

 A D D R E S S  ( N u m b er  &  Str e et)  ( Cit y) ( ZI P  C o d e) T O D A Y’ S  D A T E  ( m m/ d d/ y y)

MI  /  /

 P A R E N T/ G U A R DI A N  ( L a st,  Fir st,  Mi d dl e)  H O M E  T E L E P H O N E  N U M B E R

(  )

 A D D R E S S  ( N u m b er  &  Str e et)  ( Cit y) ( ZI P  C o d e) W O R K  T E L E P H O N E  N U M B E R

MI  (  )

S E C TI O N I - H E A L T H HI S T O R Y

       #  I s y o ur c hil d h a vi n g a n y of t h e pr o bl e m s li st e d b el o w ? Birt h Hi st or y:

h	  h	  h    1  All er gi e s or R e a cti o n s (f or e x a m pl e, f o o d, m e di c ati o n or ot h er)

h	  h	  h    2  H a y F e v er, A st h m a, or W h e e zi n g

h	  h	  h    3  E c z e m a or Fr e q u e nt S ki n R a s h e s

h	  h	  h    4  C o n v ul si o n s/ S ei z ur e s

h	  h	  h    5  H e art Tr o u bl e

h	  h	  h    6  Di a b et e s

h	  h	  h    7  Fr e q u e nt C ol d s, S or e T hr o at s, E ar a c h e s ( 4 or m or e p er y e ar)  Ar e t h er e a n y c urr e nt or p a st di a g n o si s( e s)  h  Y e s   h  N o

h	  h	  h    8  Tr o u bl e wit h P a s si n g Uri n e or B o w el M o v e m e nt s   If y e s, pl e a s e d e s cri b e:

h	  h	  h    9  S h ort n e s s of Br e at h

h	  h	  h  1 0  S p e e c h Pr o bl e m s

h	  h	  h  1 1  M e n str u al Pr o bl e m s

h	  h	  h  1 2  D e nt al Pr o bl e m s:  D at e of L a st E x a m  / / 

h	  h	  h  Ot h er ( pl e a s e d e s cri b e):

h	  h D o e s y o ur c hil d t a k e a n y m e di c ati o n( s) r e g ul arl y ?  If y e s, li st m e di c ati o n s:

 R e a s o n  f or  M e di c ati o n  [

/  / W a s  t h e  h e alt h  hi st or y  r e vi e w e d  b y  a  h e alt h  pr of e s si o n al ?

P ar e nt/ G u ar di a n Si g n at ur e   D at e  h  Y e s   h  N o   E x a mi n er’ s I niti al s:

Ye
s

No Re
so

lv
ed

S E C TI O N II - P H Y SI C A L E X A MI N A TI O N, I N S P E C TI O N, T E S T S A N D M E A S U R E M E N T S
R e q uir e d f or C hil d C ar e a n d H e a d St art / E arl y H e a d St art

T e st s a n d M e a s ur e m e nt s

No Ye
s

W a s c hil d t e st e d f or:  T e st r e s ult s: No
r

ma
l

Re
fe

rr
ed

Un
de

r 
Ca

re

Vi s u al A c uit y

M u s cl e I m b al a n c e

Ot h er:

A u di o m et er

Ot h er:

S u g ar

Al b u mi n

Mi cr o s c o pi c

L e v el  u g/ dl   [

VI SI O N

D at e:   /  /

H E A RI N G

D at e:   /  /

U RI N A L Y SI S

D at e:   /  /

B L O O D L E A D L E V E L

D at e:   /  /

h	  h

h	  h

h	  h

h	  h

No Ye
s

W a s c hil d t e st e d f or:  T e st r e s ult s: No
r

ma
l

Re
fe

rr
ed

Un
de

r 
Ca

re
H ei g ht

W ei g ht

Ot h er

]

R e a di n g:

Ty p e:

N e g.:  h   P o s.:  h  m m

H EI G H T & W EI G H T

Ot h er:

H E M O G L O BI N / H E M A T O C RI T

B L O O D P R E S S U R E

T U B E R C U LI N

D at e:   /  /

h	  h

h	  h

h	  h

h	  h

N O T E:  Bl o o d l e a d l e v el r e q uir e d f or all c hil dr e n e nr oll e d i n M e di c ai d m u st b e t e st e d 
at  o n e  a n d  t w o  y e ar s  of  a g e,  or  o n c e  b et w e e n  t hr e e  a n d  si x  y e ar s  of  a g e  if  n ot  
pr e vi o u sl y t e st e d. All c hil dr e n u n d er a g e si x li vi n g i n hi g h-ri s k ar e a s s h o ul d b e t e st e d 
at t h e s a m e i nt er v al s a s li st e d a b o v e.

h	  h

E x a mi n ati o n s a n d/ or I n s p e cti o n s

 E s s e nti al Fi n di n g s D e vi ati n g fr o m N or m al:

E x a m  D at e:     /    /

M D H H S / B C A L- 3 3 0 5 (f or m erl y O C A L 3 3 0 5/ B R S- 3 3 0 5) P a g e  1  of  2      R e v.  J ul y 2 0 1 5



S E C TI O N III - I M M U NI Z A TI O N S
St at e m e nt s s u c h a s “ U P- T O- D A T E ” or “ C O M P L E T E ” will n ot b e a c c e pt e d. A d mi s si o n t o s c h o ol m a y b e d e ni e d o n t h e b a si s of t hi s i nf or m ati o n.*

V A C CI N E S  ( Cir cl e T y p e)

H e p atiti s B

( H e p B)

D T a P/ D T P/ D T/ T d

T d a p

H a e m o p hil u s I n fl u e n z a e

t y p e b ( HI B)

P oli o

(I P V/ O P V)

P n e u m o c o c c al C o nj u g at e

( P C V 7/ P C V 1 3)

R ot a vir u s ( R V 1/ R V 5)

M e a sl e s, M u m p s, R u b ell a ( M M R)

V ari c ell a ( C hi c k e n p o x)

 1  3

 2

 1  4

 2  5

 3  6

 1

 1  3

 2  4

 1  3

 2  4

 1  3

 2  4

 1  3

 2

 1  2

 1  2

Hi st or y of C hi c k e n p o x Di s e a s e ?    h  Y e s   h  N o    If  y e s,  d at e:

I c ertif y t h at t h e i m m u ni z ati o n d at e s ar e tr u e t o t h e b e st of m y k n o wl e d g e

/ /

H e alt h Pr of e s si o n al’ s Si g n at ur e Titl e D at e

D A T E A D MI NI S T E R E D
M M/ D D/ Y Y Y Y V A C CI N E S ( Cir cl e T y p e)

H e p atiti s A ( H e p A)

I n fl u e n z a (II V/ L AI V)

M e ni n g o c o c c al ( M C V 4 / M P S V 4)

H u m a n P a pill o m a vir u s  

(H P V 9/ H P V 4 / H P V2 )

O T H E R V a c ci n e s

S p e cif y D at e & Ty p e

 1  2

 1  3

 2  4

 1  2

 1  3

 2  

Ty p e of V a c ci n e( s)  D at e of V a c ci n e( s)

 1

 2

 3

D A T E A D MI NI S T E R E D
M M/ D D/ Y Y Y Y

I n di c at e a n d att a c h p h y si ci a n di a g n o si s or l a b or at or y e vi d e n c e of i m m u nit y a s a p pli c a bl e

* N O T E: A c c or di n g t o P u bli c A ct 3 6 8 of 1 9 7 8, a n y c hil d e nr olli n g i n a Mi c hi g a n s c h o ol f or 
t h e fir st ti m e m u st b e a d e q u at el y i m m u ni z e d, vi si o n t e st e d a n d h e ari n g t e st e d. 
E x e m pti o n s t o t h e s e r e q uir e m e nt s ar e gr a nt e d f or m e di c al, r eli gi o u s a n d ot h er 
o bj e cti o n s, pr o vi d e d t h at t h e w ai v er f or m s ar e pr o p erl y pr e p ar e d, si g n e d a n d 
d eli v er e d t o s c h o ol a d mi ni str at or s. F or m s f or t h e s e e x e m pti o n s ar e a v ail a bl e 
at y o ur pr o vi d er offi c e f or m e di c al w ai v er f or m s  a n d t hr o u g h y o ur l o c al h e alt h 
d e p art m e nt  f or n o n m e di c al w ai v er f or ms .

P ar e nt/ G u ar di a n r ef u s e d i m m u ni z ati o n s:  h

S E C TI O N I V - R E C O M M E N D A TI O N S
( R e q uir e d f or C hil d C ar e a n d H e a d St art/ E arl y H e a d St art)No Ye

s

h	  h

h	  h

I s t h er e a n y d ef e ct of vi si o n, h e ari n g or ot h er c o n diti o n f or w hi c h t h e s c h o ol c o ul d h el p b y s e ati n g or ot h er a cti o n s ? If y e s, pl e a s e e x pl ai n:

S h o ul d t h e c hil d’ s a cti vit y b e r e stri ct e d b e c a u s e of a n y p h y si c al d ef e ct or ill n e s s ?

If y e s, c h e c k a n d e x pl ai n d e gr e e of r e stri cti o n( s): h  Cl a s sr o o m   h  Pl a y gr o u n d   h  G y m n a si u m   h  S wi m mi n g  P o ol   h  C o m p etiti v e  S p ort s   h  Ot h er

Ot h er R e c o m m e n d ati o n s

S E C TI O N V - D E N T A L E X A MI N A TI O N A N D R E C O M M E N D A TI O N S ( O P TI O N A L)

I h a v e e x a mi n e d ’ s t e et h. A s a r e s ult of t hi s e x a mi n ati o n, m y r e c o m m e n d ati o n f or tr e at m e nt i s:
c hil d’ s  n a m e

/   /
D e nti st’ s Si g n at ur e    D at e

P H Y SI CI A N’ S SI G N A T U R E

  / /
 E x a mi n er’ s Si g n at ur e  D at e  E x a mi n er’ s N a m e ( Pri nt or T y p e)   D e gr e e or Li c e n s e

MI  (   )
 N u m b er  &  Str e et  Cit y   ZI P  C o d e  T el e p h o n e

I nf or m ati o n r e q uir e d f or:

E arl y O n  - H e ari n g a n d Vi si o n St at u s; Di a g n o si s; H e alt h St at u s

C hil d C ar e Li c e n si n g  - P h y si c al E x a m, R e stri cti o n s, I m m u ni z ati o n s

H e a d St art/ E arl y H e a d St art - D et er mi n ati o n t h at c hil d i s u p-t o- d at e o n a s c h e d ul e of a g e- a p pr o pri at e pr e v e nti v e a n d pri m ar y h e alt h c ar e, i n cl u di n g 
m e di c al, d e nt al, a n d m e nt al h e alt h. T h e s c h e d ul e m u st i n c or p or at e t h e w ell- c hil d c ar e vi sit r e q uir e d b y E P S D T a n d t h e l at e st i m m u ni z ati o n s s c h e d ul e 
r e c o m m e n d e d b y t h e C e nt er s f or Di s e a s e C o ntr ol a n d Pr e v e nti o n, St at e, tri b al, a n d l o c al a ut h oriti e s. A n E P S D T w ell- c hil d e x a m i n cl u d e s h ei g ht, w ei g ht, 
a n d bl o o d t e st s f or a n e mi a at r e g ul ar i nt er v al s b a s e d o n a g e.
**************
D e v el o p e d i n C o o p er ati o n wit h t h e D e p art m e nt of H e alt h a n d H u m a n S er vi c e s, E d u c ati o n, Mi c hi g a n A m eri c a n A s s o ci ati o n of P e di atri c s, E arl y 
C hil d h o o d I n v e st m e nt C or p or ati o n, C hil d C ar e Li c e n si n g, H e a d St art, Mi c hi g a n St at e M e di c al S o ci et y, Mi c hi g a n A s s o ci ati o n of O st e o p at hi c 
P h y si ci a n s a n d S ur g e o n s.

M D H H S / B C A L 3 3 0 5 (f or m erl y O C A L 3 3 0 5/ B R S- 3 3 0 5) P a g e 2 of 2     R e v. J ul y  2 0 15



CHILD INFORMATION RECORD
State of Michigan - Department of Licensing and Regulatory Affairs - Child Care Licensing

Instructions: Unless otherwise indicated, all requested information must be provided. If the information is not known or does not apply,
“unknown” or “none” is the required response. A blank field, a line through a field or “N/A” are not acceptable responses.

For
Provider
Use Only:

Date of Admission Date of Discharge

Name of Child (Last, First, Middle Initial) Child’s Date of Birth

Address (Number and Street, Building/Apartment Number) City State Zip Code

Parent/Legal Guardian’s Name Home Phone

( )

Parent/Legal Guardian’s Name (Optional) Home Phone

( )
Home Address (if not child’s address) Cell Phone

( )

Home Address (if not child’s address) Cell Phone

( )

City State Zip Code City State Zip Code

Email Address (optional) Email Address

Employer Name Work Phone

( )

Employer Name Work Phone

( )

Name of Child’s Physician or Health Clinic Physician’s or Health Clinic’s Phone Number
( )

Hospital Preferred for Emergency Treatment (optional)

Allergies, Special Needs and Special Instructions (Attach additional sheets, if necessary.)

BCAL-3731 (Rev. 6-17) Previous editions 4-16, 6-15 and 7-12 may be used until September 30, 2018. See Reverse Side

Emergency Contact & Release of Child: List all individuals,including parents/legal guardians, in order of preference, to be contacted in an emergency. If

possible, include at least one person other than the parents/legal guardians to be contacted in an emergency and to whom the child can be released. The

second phone number column can be left blank. (If more individuals, attach additional sheets.)

1. ( ) ( )

2. ( ) ( )

3. ( ) ( )

Release of Child Only: List all individuals, other than the parents/legal guardians, to whom the child may be released. (If more individuals, attach additional sheets.)

1. ( ) 2. ( )

3. ( ) 4. ( )

Parent/Legal Guardian Initials:

I give permission to ___________________________________, licensed by the Department of Licensing and Regulatory Affairs to secure

emergency medical for the above named minor child while in care.

I certify that I accurately completed this form and if anything changes, I will notify the provider by updating this form.

Signature of Parent or Guardian Date Signed

Date Card

Reviewed

Parent or Legal

Guardian Initials

Date Card

Reviewed

Parent or Legal

Guardian Initials

Date Card

Reviewed

Parent or Legal

Guardian Initials

Date Card

Reviewed

Parent or Legal

Guardian Initials

LARA is an equal opportunity employer/program.

AUTHORITY: 1973 PA 116

COMPLETION: Required

PENALTY: Rule Violation

BCAL-3731 (Rev. 6-17) Previous editions 4-16, 6-15 and 7-12 may be used until September 30, 2018.



 

CCL-4340 (Rev. 7/14/2022) Previous editions obsolete.  

 

 WRITTEN INFORMATION PACKET DOCUMENTATION  

 Michigan Department of Licensing and Regulatory Affairs  

 Child Care Licensing Bureau  

   

 Child(ren)’s Name(s) (Last, First) Facility’s Name and License Number  

       

      

      

      

      

 

   
 A written information packet has been provided at the time of enrollment. The packet included all the following 

information (R 400.8146 (1-2)): 
 

   

 • Criteria for admission and withdrawal.  

 • Schedule of operation, denoting hours, days, and holidays during which the center is open, and services are 
provided. 

 

 • Fee policy.  

 • Discipline policy.  

 • Food service program.  

 • Program philosophy.  

 • Typical daily routine.  

 • Parent notification plan for accidents, injuries, incidents, and illnesses.  

 • Transportation policy, if applicable.  

 • Medication policy.  

 • Exclusion policy for child illnesses.  

 • Notice of the availability of the center’s licensing notebook. (CENTER MUST CHECK ONE)  

  The center keeps a licensing notebook containing a summary sheet, all licensing inspections and special 
investigation reports, and related corrective action plans for the last 5 years. The licensing notebook is 
available to parents/guardians during regular business hours. Reports from at least the past three years are 
available at www.michigan.gov/michildcare.  

 

  The center does not keep a licensing notebook, but internet is available onsite. Reports from at least the 
last three years are available at www.michigan.gov/michildcare.  

 

 • Other        

   

 I certify that I received all of the above items.  

   

               

 Parent/Guardian Signature  Date  

 

 

Note: A single CCL-4340 form may be used for all children in the same family. 
 

 

 
LARA is an equal opportunity employer/program.   

 
 

 

http://www.michigan.gov/michildcare
http://www.michigan.gov/michildcare


            
 

   
 

         
          
        
            
                      
     

                   
            

 
 

     

 
  

    

 
 

 

 
  

    

 

 

 

 

  

              

 
     

     

  

  

              

 
     

     

  

  

              

 
     

     

  

  

              

 
     

     

  

                          
 
 

  
      

 
  

      
 

   
    

 
 

  
   

  
    

    
     

 
 

 
 

  

Return this completed form to: (insert institution’s name, address & telephone number) 

Participant Enrollment Form 
Instructions: 
1. List full name of participant enrolled in care 
2. Circle the typical days each participant is in care 
3. List times each participant is in care 
4. Circle the meals and snacks each participant typically receives while in care 
5. Select the ethnicity of each participant using the following codes: H = Hispanic or Latino, N = Not Hispanic or Latino* 
6. Select one or more racial designations of each participant using the following codes: A/I = American Indian or Alaskan 

Native, A = Asian, B = Black or African American, H/PI = Native Hawaiian or Pacific Islander, W = White* 
7. Sign and date the form and return to your care center 

Participant’s First and Last Name Typical Days in Care 
(circle all that apply) 

List Times in 
Care 

Meals/Snacks Received 
(circle all that apply) Ethnicity Race 

Mon Tues Wed Thu Fri Sat Sun 
Breakfast AM Snack Lunch 

PM Snack Supper Evening Snack 

Mon Tues Wed Thu Fri Sat Sun 
Breakfast AM Snack Lunch 

PM Snack Supper Evening Snack 

Mon Tues Wed Thu Fri Sat Sun 
Breakfast AM Snack Lunch 

PM Snack Supper Evening Snack 

Mon Tues Wed Thu Fri Sat Sun 
Breakfast AM Snack Lunch 

PM Snack Supper Evening Snack 

* This information is voluntary. This will assist us in assuring the Child and Adult Care Food Program is administered in a nondiscriminatory manner. 

______________________________________________________________ ______________________________________________________________ 
Adult/Parent/Guardian’s Address Adult/Parent/Guardian’s Phone Number 

______________________________________________________________ ______________________________________________________________ 
Signature of Adult/Parent/Guardian Date Signed 

USDA Nondiscrimination Statement 
In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is prohibited from discriminating on the basis of race, color, 
national origin, sex (including gender identity and sexual orientation), disability, age, or reprisal or retaliation for prior civil rights activity. Program information may be made available in languages 
other than English. Persons with disabilities who require alternative means of communication to obtain program information (e.g., Braille, large print, audiotape, American Sign Language), should 
contact the responsible state or local agency that administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay Service at (800) 
877-8339. To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be obtained online at: USDA Program 
Discrimination Complaint Form, from any USDA office, by calling (866) 632-9992, or by writing a letter addressed to USDA. The letter must contain the complainant’s name, address, telephone 
number, and a written description of the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights 
violation. The completed AD-3027 form or letter must be submitted to USDA by: mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, 
SW, Washington, D.C. 20250-9410; or fax: (833) 256-1665 or (202) 690-7442; or email: program.intake@usda.gov 
This institution is an equal opportunity provider. 
USDA Civil Rights Complaint Link: 
https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf 

7-2022 

https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf
https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf
http://mailto:program.intake@usda.gov/
https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf
https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf
mailto:program.intake@usda.gov


Return this completed form to: (Insert institution’s name, address & telephone number) 
 

Household Income Eligibility Statement – Child Care Institutions 
 

Part 1 – Households Receiving Food Assistance Program (FAP), Family Independence Program (FIP), or Food Distribution Program on Indian Reservations (FDPIR) 

If any member of your household receives FAP, FIP, or FDPIR, provide the name and case number for the person who receives the benefits. 

Name:  Case Number:     
 

Part 2 – Household Information How Often? (x) How Often? (x) How Often? (x) 

 

Part 3 – All Households: Signature and Last Four (4) Digits of Adult Social Security Number (Adult household member MUST sign and date) 
I certify that all information on this form is true and that all income is reported. I understand that the center or day care home will receive federal funds based on the information I 
give. I understand that CACFP officials may verify the information. I understand that if I purposely give false information, the participant receiving meals may lose the meal benefits, 
and I may be prosecuted. 

Signature:  Print Name:  Date:  _ 

Last four digits of Social Security Number:  XXX-XX-_ _ _ _   I do not have a Social Security Number 

For Institution Use Only: 

This form is valid for 12 months from the date of institution signature. Approval date and institution signature are required. 



Privacy Act Statement 
The Richard B. Russell National School Lunch Act requires the information on this application. You do not have to give the information, but if you do not, we 
cannot approve the participant for free or reduced-price meals. You must include the last four digits of the Social Security Number of the adult household 
member who signs the application. The Social Security Number is not required when you apply on behalf of a foster child or you list a Food Assistance 
Program (FAP), Family Independence Program (FIP), or Food Distribution Program on Indian Reservations (FDPIR) case number for the participant or other 
FDPIR identifier or when you indicate that the adult household member signing the application does not have a Social Security Number. We will use your 
information to determine if the participant is eligible for free or reduced-price meals, and for administration and enforcement of the Program. 

 

USDA Nondiscrimination Statement 
In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is prohibited from 
discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation), disability, age, or reprisal or retaliation for  
prior civil rights activity. 
 

Program information may be made available in languages other than English. Persons with disabilities who require alternative means of communication to  
obtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the responsible state or local agency that  
administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339. 
 

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be  
obtained online at: USDA Program Discrimination Complaint Form, from any USDA office, by calling (866) 632-9992, or by writing a letter addressed to USDA.  
The letter must contain the complainant’s name, address, telephone number, and a written description of the alleged discriminatory action in sufficient detail  
to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter  
must be submitted to USDA by: 1. mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, 
Washington, D.C. 20250-9410; or 2. fax: (833) 256-1665 or (202) 690-7442; or email: program.intake@usda.gov 

 

This institution is an equal opportunity provider. 
 

USDA Civil Rights Complaint Link: 
https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf 
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Consent for Disclosure of Personally Identifiable Information and Immunization 
Information to Local and State Health Departments 
 
Immunizations are an important part of keeping our children healthy.  Schools and 
State and Local health departments must monitor immunization levels to ensure that 
all communities are protected from potentially life-threatening diseases and, if 
necessary, respond promptly to an emerging public health threat. It is important that 
disease threats be minimized through the monitoring of students being immunized. 
 
Sharing immunization and personally identifiable information including the student’s 
name, Date of Birth, gender, and address with local and state health departments will 
help to keep your child safe from vaccine preventable diseases.  The Family 
Educational Rights and Privacy Act (FERPA), 20 U.S.C. § 1232g, requires written 
parental consent before personally identifiable information and immunization 
information from your child’s education records is disclosed to the health department. 
If your child is 18 or over, he or she is an “eligible student” and must provide consent 
for disclosures of information from his or her education records. 
 
You may withdraw your consent to share this information in writing at any time. 
 
  
 

I authorize Bradford Academy to release my child’s immunization record and personally 
identifiable information to the Michigan Department of Health and Human Services and 
Local Health Department. I understand this information will be used to improve the 
quality and timeliness of immunization services and to help schools comply with 
Michigan Law. This includes any immunization information and limited personally 
identifiable information from the school._ 
 
Student’s Name:   ________________________ ___             Date of Birth: __/__/__ 

 
Signature of Parent/Guardian 
or Eligible Student::   ____________________________            Date of Birth: __/__/__ 
 
 
Printed Parent/Guardian Name: ____________________________________________ 



G S R P M e di a R el e a s e 

Pl e a s e b e a d vi s e d t h at y o ur c hil d, _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ m a y 
b e p h ot o gr a p h e d or vi d e ot a p e d d uri n g t h e s c h o ol d a y, fi el d tri p s, or 
ot h er s c h o ol e v e nt s. T h e s e p h ot o s m a y b e p o st e d o n o ur w e b sit e, 
i n t h e b uil di n g, or i n t h e cl a s sr o o m f or p u bli c vi e w. 

I her e b y gr a nt p er mi s si o n t o G S R P t o p h ot o gr a p h/ vi d e o m y 
c hil d.

I do n ot gr a nt p er mi s si o n t o G S R P t o p h ot o gr a p h/ vi d e o m y 
c hil d.

P ar e nt Si g n at ur e D at e 



 

Optional This material was developed under a grant 
awarded by the Michigan Department of 

Education. 

 

 

Getting to Know More about Your Child 
 
Tell us more about your child to help us support the transition into school. Enrollment is not determined 
based on responses to these questions. 

 

Please circle the interest areas in our classroom that you think your child will enjoy the most: 

Block Area House Area Art Area 

Toy Area Reading and Writing Area Sand and Water Area 

Woodworking Area Movement & Music Area Computer Area 

 Outdoor Area  

Experiences with Language(s) 
What language(s) does your family speak? ____________________________________________________ 
 

How much experience (exposure) has your child had with the(se) languages? _____________________ 
 

Is your child growing up with two languages? _______ If so, what are the languages? __________________ 
 

Can you tell me about your child’s use of English (if at all)? _______________________________________ 
 

Experiences: 
What are some of the ways your child plays at home? ___________________________________________ 
 

Does your child play with children from other households? ______If yes, how?_______________________ 
 
Has your child ever used: scissors? ______ Glue? ______ Crayons? ______ Paint? _______ Pencil? ______ 
 
What other school-type experience has your child had? _________________________________________ 
 
Approximately how many hours does your child spend daily watching TV? ___________________________ 
 
Approximately how many hours does your child spend daily playing video games? _____________________ 
 
Approximately how many hours does your child spend daily on the computer or a tablet? _______________ 
 
Eating Habits: 
At what time does your child eat breakfast? __________ Lunch? ___________ Dinner? _______________ 
 

Between meal snacks? _____________________ Does your child feed himself/herself? _______________ 
 

Food Favorites: _________________________________________________________________________ 
 

Food Dislikes: __________________________________________________________________________ 
 

Food Allergies: __________________________________________________________________________ 
 

What foods does your child eat at home? _____________________________________________________ 
 



 

 

 
 
Sleep Habits: 
Does your child have his/her own room? ____ Shares room with: ______________ (other children, parents) 
 

At night sleeps from _________________ to ___________ Average hours of sleep per night: ____________ 
 

Does your child sleep through the night? _____ Naps from _______ to ______ Average Hours of Naps: ___ 
 

Toilet Habits: 
Can your child use the bathroom independently? ______________ 
 

Does your child tell you when he/she needs to go? _________  
 

What words does your child use for urinating and bowel movements? __________________________ 

 
If you have further questions please call the Preschool Programs office at _____________________ 
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