Please fill out these forms ONLY if your child has allergies that DO NOT require an Epi-Pen.

TOWN OF SMITHTOWN SCHOOL AGE CHILD CARE
2020/2021 MEDICAL REPORT FORM INSTRUCTIONS
* Please note: We are unable to dispense Benadryl.

According to New York State Office of Children and Family Services, these are the only forms that
will be accepted and must be completed entirely. Unfortunately, School District forms cannot be
accepted. All medical forms (a total of 3 pages) are due in our office no later than August 1st.

Please follow instructions below:

1. Medical Report Form: Must be filled out completely, signed, stamped and dated by
Physician. Physical is not required if child has had one within the last 2 years.

2. Individual Health Care Plan: Page 1: Must be filled out by parent in its entirety. *Parent
must outline a detailed description of allergies including symptoms.

e Page 2: Parent must sign and date bottom portion of form.

*All forms must be filled out according to instructions or it will not be accepted as per OCFS Requlations.*




TOWN OF SMITHTOWN SCHOOL AGE CHILD CARE PROGRAM
2020/2021 MEDICAL FORM

NAME OF CHILD: NAME OF SCHOOL.:
Medical Report of Child in Day Care

To Be Completed By Child’s Physician, Physician’s Assistant or Nurse Practitioner (Other Than A Relative)

Date of Birth: [ Date of Last Exam: [

HEALTH SPECIFICS: COMMENTS:

JYes [INo Are there any allergies?

If yes, specify what the child is allergic to.

JYes [JNo Is medication regularly taken?

(Specify drug & condition)

JYes [INo Isaspecial diet required?

(Specify diet & condition)

1Yes [INo Are there any hearing, visual or dental

conditions requiring special attention?

1Yes [JNo Are there any medical or developmental

conditions requiring special attention?

Does the above named child have a chronic physical, developmental, behavioral or emotional
condition expected to last 12 months or more and requires health and related services of a type or
amount beyond that required by children generally? ~ Yes  No

If yes, describe any additional training, procedures or competencies the day care program
staff will need to care for this child.

Date of most recent tetanus booster: / /

Summary of most recent physical (including special recommendations to Day Care Provider):

At the time of the child’s last exam and on my knowledge of the above named child, | find that he or she is free
from contagious and communicable disease and is able to participate in day care.

OYes ONo
Signature of Examiner: Address:
Please Print Name: City, State, Zip:

Title: Phone: Date: / /




OCFS-LDSS-7006 (Rev. 11/2004)

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

INDIVIDUAL HEALTH CARE PLAN FOR A CHILD WITH SPECIAL HEALTH CARE NEEDS

Working in collaboration with the child’s parent/guardian and child’s health care provider, the following
health care plan was developed to meet the individual needs of:

Child’'s Name: Child’s date of birth:

Name of the child’s health care provider: O physician

[ Physician Assistant
O Nurse Practitioner

Describe the special health care needs of this child and the plan of care as identified by the parent
and the child’s health care provider. This should include information completed on the medical
statement at the time of enrollment or information shared post enroliment.

Describe symptoms including steps that should be followed when child experiences symptoms:

Identify the program staff who will provide care to this child with special health care needs:

Name Credentials or Professional License Information*

Town of Smithtown

School Age Child Care Employees N/A

This is a double-sided form




OCFS-LDSS-7006 (Rev. 11/2004)

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

INDIVIDUAL HEALTH CARE PLAN FOR A CHILD WITH SPECIAL HEALTH CARE NEEDS
Continued

Describe any additional training, procedures or competencies the staff identified will need to carry
out the health care plan for the child with special health care needs as identified by the child’s
parent and/or the child’s health care provider. This should include information completed on the
medical statement at the time of enrollment or information shared post enroliment. In addition,
describe how this additional training and competency will be achieved including who will provide
this training.

Signature of Authorized Program Representative:

| understand that it is my responsibility to follow the above plan and all health and infection control day care
regulations related to the modality of care | provide. This plan was developed in close collaboration with the
child’s parent and the child’s health care provider. *I understand that it is my responsibility to see that those
staff identified to provide all treatments and administer medication to the child listed in the specialized health
care plan have a valid MAT certificate, CPR and first aid certifications or have a license that exempts them
from training; and have received any additional training needed and have demonstrated competency to
administer such treatment and medication in accordance with the plan identified.

Provider/Facility Name: Facility ID Number: Facility Telephone Number:
Town of Smithtown SACC 631 360-7517
Authorized child care provider's name (please print): Date:

Town of Smithtown School Age Child Care Employees

Authorized child care provider’s signature:

Signature of Parent or Guardian:

Date:
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