Mountain Brook Baptist 

Early Learning Center

3631 Montevallo Road, South 35213

Full Day 803-3490 / Half Day 803-3480

Illness or Injury

Child’s Name___​​​​_________________________
Children must not be brought to school if they have: severe colds, undetermined rash or spots, fever, vomiting, diarrhea, or other symptoms of illness. A child must be free of vomiting, diarrhea and fever without medications for 24 hours prior to returning to school and follow the regular illness policy.  Parents will be notified to pick up children immediately if signs of illness occur during the day. If a child leaves school during the day, he/she may not return the next day

I give my permission for school officials to:

· Cleanse minor wounds with antiseptic soap and apply bandage  

_____Yes _____No

· Apply pressure or ice for bleeding or swelling 



_____Yes_____No

Every precaution is taken to ensure safety of the children. In the event of an extreme illness or accident, I agree to the following procedures:

*Call Fire-Medics while immediate attention is given to the child.  * Call parents. If parents cannot be reached, call the emergency contact.  *If neither parents nor emergency contact can be reached, call the child’s physician.  *If necessary, transport the child to physician or emergency room for treatment.

    ________________________________
  _________________

    Parent Signature


              Date

Mountain Brook Baptist 

Early Learning Center

3631 Montevallo Road, South 35213

Full Day 803-3490 / Half Day 803-3480

Medical History
Child’s Name________________________________


Measles Y/N, year_____ Mumps Y/N, year______ Chicken Pox Y/N, year______
Whooping Cough Y/N, year_____Flu Y/N, year_____ Meningitis Y/N, year______

Convulsions Y/N, last one?______ (including Febrile convulsions)

Allergies (please list)      ______________________________________________________________

Does your child’s allergies require and Epi-Pen?  Yes____   No_____  *If yes please complete other form.

Is there evidence of? 





If yes to any of these please explain:

Hearing loss or difficulties? Yes___  No___    _____________________________________________         


Vision Difficulties?

Yes___  No___    _____________________________________________



Speech Difficulties?

Yes____No___    _____________________________________________









List any:


Hospitlizations________________________________________________________________________


Operations____________________________________________________________________________


Other serious illness_____________________________________________________________________

________________________________
  _________________
Parent Signature


              Date
Mountain Brook Baptist 

Early Learning Center

3631 Montevallo Road, South 35213

Full Day 803-3490 / Half Day 803-3480

This section to be completed by pediatrician and returned to school

NEWLY ENROLLED CHILDREN ONLY

Child’s Name______________________________________

Is the child free from communicable disease?  _______________________

Is the child subject to nosebleeds?____________If so, what is treatment?________________________________

_____________________________________________________________________________________________

Must the child have emergency treatment for insect stings?_____________

Does the child have asthma?___________ If so, what is method of treatment?___________________________

_____________________________________________________________________________________________

List any medications and drugs taken regularly by the child__________________________________________

_____________________________________________________________________________________________

List any restrictions or limitations________________________________________________________________

The above information is correct as of _________________________




Signature of pediatrician______________________________________



Address_____________________________________________________



Telephone___________________________________________________
Please attach the State of Alabama Certificate of Immunization 

(blue form) from your pediatrician.
Mountain Brook Baptist 

Early Learning Center

3631 Montevallo Road, South 35213

Full Day 803-3490 / Half Day 803-3480

Authorization for Activities and Preventative Care
Child’s Name______________________________________________

Authorization for Wading/Water Play
I give permission for my child to participate in water play activity days during the warm months of the school year. I understand that I am to be given notice before my child participates in water play and I will provide a swimsuit, towel and swim diapers if necessary. I further understand that there will be close supervision by ELC staff members.

Authorization for Preventative Care
I give permission for my child to receive an application of insect repellant and sunscreen if desired by me the parent in the summer months. I also understand that I am responsible for supplying the preferred insect repellant and sunscreen to the ELC. I understand that the correct dosage amount will be given and expiration dates observed.

Authorization of Pictures
I give permission for my child’s picture to be taken at various times during the school year to be used for publicity in newspapers, church directories, ELC brochures and other child development purposes. 

Parent Signature__________________________________________Date__________________

Mountain Brook Baptist 

Early Learning Center

3631 Montevallo Road, South 35213

Full Day 803-3490 / Half Day 803-3480
Authorization to Administer Emergency Medication
due to a documented food/allergy
*Emergency mediations should be left at school at all times and with a current expiration date. 

*A dosing syringe or cup must be sent with medication.
*A doctor’s note should be provided documenting the allergy.
Child’s Name_________________________________  Date:__________________

Approximate weight____________

Allergy:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of Medication:



Name of Medication:







______________________​​​​​​​_____​​        
______________________​​​​​​​_____​​_ 



Dosage amount:                                 

Dosage amount:

__________________________         

____________________________

____________________________
         _________________

Parent Signature


                    Date

Mountain Brook Baptist 

Early Learning Center

3631 Montevallo Road, South 35213

Full Day 803-3490 / Half Day 803-3480

TEXTING SERVICE

We will use email on regular basis to inform you of upcoming events or reminders. Texting will be used for emergency purposes or unexpected closings only.
Child’s Name:_____________________________________

TEXTING:   

Parent Name______________________________________________________

Cell #__________________________________________ Carrier:_____________________________

Parent Name______________________________________________________

Cell #__________________________________________Carrier:______________________________

