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Altoona Elementary Lakeshore Pedersen Roosevelt Sherman


Camp Camp Only


Emergency Card
Child’s Name      Sex


Address       Birthdate


      Home Phone


Emergency Contact (Please include parent)


Name   Phone (Home/Work)  Relationship to Child


                 Parent/Guardian


                 Parent/Guardian


(continue on back)







Doctor      Phone


Clinic      Hospital Choice


Allergies


Has your child ever been stung by a bee?  Yes  No


I hereby give my consent for emergency medical care treatment, to be used only if I 
cannot be reached immediately.


Parent Confirmation    Date





		Altoona Elementary: Off

		Lakeshore: Off

		Pedersen: Off

		Roosevelt: Off

		Sherman: Off

		Camp: Off

		Camp Only: Off

		Childs Name: 

		Sex: 

		Address 1: 

		Address 2: 

		Birthdate: 

		Home Phone: 

		ParentGuardian: 

		ParentGuardian_2: 

		1: 

		2: 

		Doctor: 

		Phone: 

		Clinic: 

		Hospital Choice: 

		Allergies: 

		Has your child ever been stung by a bee: Off

		Parent Confirmation: 

		Date: 








Grace Lutheran Communities
3410 Sky Park Blvd • P.O. Box 287


Eau Claire, WI 54702


www.graceluthfound.com • (715) 832-3003


RELEASE AGREEMENT
GRACE SCHOOL-AGE CHILD CARE


I hereby authorize Grace Lutheran Foundation, Inc. to use my child’s name, 
likeness, image, voice, appearance, and performance to record on or transport to 
video tape, photographs, audio tape, website, or other media now known or later 
developed for publicity purposes as they so choose.


I further understand that Grace Lutheran Foundation, Inc. has no financial 
commitment or obligation as a result of this agreement.


I have read this agreement and I understand what I am signing.


Child’s Name


Parent Confirmation      Date


Witness


Updated 8/21





		Childs Name: 

		Parent Confirmation: 

		Date: 

		Witness: 








Guardian’s Name 


Child’s Name 


Cooperation Agreement with School Staff 
Grace School Age Child Care 


 


I __________________________________________, hereby allow my child 


_________________________________ to work with any school staff as long as a 


Grace School Age Childcare staff has been notified prior to the event from this day 


forward.  In order to revoke this agreement it needs to be done in writing. 


Guardian Confirmation: __________________________ Date: ________________ 


 





		I: 

		to work with any school staff as long as a: 

		Guardian Confirmation: 

		Date: 








Please print all information.  Thank you! 
 
Child’s Name         School Attending      
Address        Grade as of Sept. 20__:      
       Zip   Teacher        
Phone         Sex    Birth date     
 


GRACE LUTHERAN COMMUNITIES 
SCHOOL AGE CHILD CARE ENROLLMENT FORM 


 
Bills should be addressed to: Mother _____ Father _____ Human Services _____ Other _____ 
 
Mother/Guardian      Father/Guardian       
Address       Address        
     Zip          Zip   
Phone         Phone         
 
Mother/Guardian Employment Information  Father/Guardian Employment Information 
Employers’ Name       Employers’ Name        
Address       Address        
     Zip          Zip   
Phone         Phone         
Usual Schedule        Usual Schedule        
 
Emergency Contact Other Than Parents 
Name         Relationship       
Home Address        Phone      
Employer Name        Phone      
Address               
 
Marital Status: Married _____ Single _____ Separated _____How Long__________ 
   Spouse deceased _____ How Long Ago__________ 
                                 Divorced _____How Long__________ 
   
 Any custody arrangements we should be made aware of      


               
 
Person(s), including parents, who are authorized to call for child (parents need not repeat 


address information) 
Name       Relationship     Phone     
Address      Employer     Phone (w)    
Name       Relationship     Phone     
Address      Employer     Phone (w)    
Name       Relationship     Phone     
Address      Employer     Phone (w)    
 
HEALTH HISTORY 
Has your child ever been stung by a bee? Yes _____ No _____ 
Does your child take any medication on a daily basis (Please answer “Yes” even if they do not take 


the medication while at our program) Yes____ No_____ 
 If “Yes”, please give the name, dosage, and time taken       
Child’s Physician        Phone      







 
 
In order for us to best understand your child and give them the most positive experience 
possible while in our care, please answer the following question: 


Does your child have an IEP or 504 Plan for special needs? Yes _____  No _____ 
 If “Yes”, please indicate if it is for the areas of: 
  Academics _____ 
  Social/Emotional/Behavioral _____ 
  Both of these areas _____ 
 If there is information you’d like to share regarding these needs, please do so here 
               


               
Having a copy of your child’s IEP/504 Plan will create continuity for all parties involved. 


 
PERSONALITY INFORMATION 
What types of discipline are used at home?          


                


What is your child’s reaction to discipline?          


                


Does your child have any fears?            


List four favorite activities your child enjoys         


                


PARENTAL CONSENT 
I give permission for pictures taken during the program to be used for possible advertising and 
student activities. Yes _____ No _____ 
 
I give permission for my child to participate in field trips during operating hours. Details will be sent to 
me in advance of each trip.       Yes _____ No _____ 
 
I have had the opportunity to review day care policies and “Wisconsin Rules for Licensing Childcare 
Care Centers.”       Yes _____ No _____ 
 
I hereby give my consent for emergency medical care treatment, to be used only if I cannot be 
reached immediately.       Yes _____ No _____ 
 
At Grace School Age Childcare we do not have any pets. If we have a pet visit you will be notified of 
this at least 3 days ahead of time.  I understand this is the pet policy. Yes ____   No _____ 
 


Confirmation of Parent/Guardian       Date      


My child’s schedule will be: (PLEASE CIRCLE THE DAYS) 


 (A.M.) M   T   W   TH   F   from __________ to the start of school 


 


 (P.M.) M   T   W   TH   F   from the end of school to __________ 


Revised 8/21 


Start Date 
   
 
Termination 
Date 
   





		Childs Name 1: 

		School Attending: 

		Address: 

		Zip: 

		Teacher: 

		Phone: 

		Sex: 

		Birth date: 

		Bills should be addressed to Mother: 

		Father: 

		Human Services: 

		Other: 

		MotherGuardian: 

		FatherGuardian: 

		Address_3: 

		Employers Name: 

		Employers Name_2: 

		Address_4: 

		Address_5: 

		Phone_4: 

		Phone_5: 

		Usual Schedule: 

		Usual Schedule_2: 

		Name: 

		Relationship: 

		Home Address: 

		Phone_6: 

		Employer Name: 

		Phone_7: 

		Address_6: 

		How Long: 

		How Long Ago: 

		How Long_2: 

		Any custody arrangements we should be made aware of 1: 

		Name_2: 

		Relationship_2: 

		Phone_8: 

		Address_7: 

		Employer: 

		Phone w: 

		Name_3: 

		Relationship_3: 

		Phone_9: 

		Address_8: 

		Employer_2: 

		Phone w_2: 

		Name_4: 

		Relationship_4: 

		Phone_10: 

		Address_9: 

		Employer_3: 

		Phone w_3: 

		If Yes please give the name dosage and time taken: 

		Childs Physician: 

		Phone_11: 

		If there is information youd like to share regarding these needs please do so here 1: 

		Does your child have any fears: 

		Confirmation of ParentGuardian: 

		Date: 

		from: 

		Start Date: 

		from the end of school to: 

		Date_2: 

		Address Line 2: 

		Address_2: 

		Any custody arrangements we should be made aware of 2: 

		Single: Off

		separated: Off

		deceased: Off

		Married: Off

		Phone_2: 

		mom address 2: 

		mom zip: 

		mom address 3: 

		mom zip 3: 

		dad zip: 

		dad address 2: 

		Phone_3: 

		dad address 3: 

		dad zip2: 

		divorced: Off

		no med: Off

		yes med: Off

		yes bee: Off

		no bee: Off

		504N: Off

		504 Y: Off

		socioY: Off

		bothY: Off

		What types of discipline are used at home 2: 

		react: 

		activities: 

		acaY: Off

		n-1: Off

		yes-1: Off

		y2: Off

		y3: Off

		n-2: Off

		n-3: Off

		y-4: Off

		n-4: Off

		y-5: Off

		n-5: Off

		fam: Off

		tham: Off

		wam: Off

		tam: Off

		mam: Off

		mpm: Off

		tpm: Off

		wpm: Off

		thpm: Off

		fpm: Off

		Child Grade: 

		Child year: 
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HEALTH HISTORY AND EMERGENCY CARE PLAN 


Use of form: This form is required for family and group child care centers and day camps to comply with DCF 250.04(6)(a)1., DCF 251.04(6)(a)6., and DCF 252.41(4)(a)6. of the 
Wisconsin Administrative Codes. Failure to comply may result in issuance of a noncompliance statement. Personal information you provide may be used for secondary purposes [Privacy 
Law, s.15.04(1)(m), Wisconsin Statutes]. 
Instructions: The parent / guardian should complete this form for placement in the child’s file prior to the child’s first day of attendance. Information contained on the form shall be shared 
with any person caring for the child. The department recommends that parents / guardians and center staff periodically review and update the information provided on this form. 


CHILD INFORMATION 
Name (Last, First, MI) 
      


Birthdate (mm/dd/yyyy) 
      


First Day of Attendance (mm/dd/yyyy) 
      


Home Address (Street, City, State, Zip Code) 
      
PARENT / GUARDIAN INFORMATION    Provide information where the parent(s) / guardian(s) may be reached while the child is in care. 
Name 
      


Primary Telephone Number 
      


Work Telephone Number 
      


Secondary Telephone Number 
      


Name 
      


Primary Telephone Number 
      


Work Telephone Number 
      


Secondary Telephone Number 
      


PHYSICIAN / MEDICAL FACILITY INFORMATION 
Physician Name 
      


Medical Facility Address 
      


Telephone Number 
      


SUNSCREEN / INSECT REPELLENT AUTHORIZATION If provided by the parent, the sunscreen or insect repellent shall be labeled with the child’s name. Per DCF 250.07(6)(h)6., 
Authorizations shall be reviewed periodically and updated as necessary. Per DCF 251.07(6)(g)3., authorizations shall be reviewed every 6 months and updated as necessary. 


 Yes   No   I authorize the center to apply sunscreen to my child. 
 Yes   No   I authorize the center to allow my child to self-apply sunscreen. 


Brand Name 
      


Ingredient Strength 
      


 Yes   No   I authorize the center to apply repellent to my child. 
 Yes   No   I authorize the center to allow my child to self-apply repellent. 


Brand Name 
      


Ingredient Strength 
      


HEALTH HISTORY AND EMERGENCY CARE PLAN  If available, attach any health care plan information from the child’s physician, therapist, etc. 
1. Check any special medical condition that your child may have. 
  No specific medical condition 
  Asthma   Diabetes   Gastrointestinal or feeding concerns, including special diet and supplements 
  Cerebral palsy / motor disorder   Epilepsy / seizure disorder   Any disorder, including Cognitively Disabled, LD, ADD, ADHD, or Autism 
  Other condition(s) requiring special care – Specify. 
        


   Milk allergy. If a child is allergic to milk, attach a statement from the medical professional indicating the acceptable alternative. 
   Food allergies – Specify food(s). 
        


  Non-food allergies – Specify. 
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2. Triggers that may cause problems – Specify. 
      


3. Signs or symptoms to watch for – Specify. 
      


4. Steps the child care provider should follow. If prescription or non-prescription medications are necessary, a copy of the form Authorization to Administer Medication – Child Care 
Centers should be attached to this form. Note: Group child care centers and day camps may use their own form. 
      


5. Identify any child care staff to whom you have given specialized training / instructions to help treat symptoms. 
 a.       
 b.       
 c.       
6. When to call parents regarding symptoms or failure to respond to treatment. 


      


7. When to consider that the condition requires emergency medical care or reassessment. 
      


8. Additional information that may be helpful to the child care provider. 
      


SIGNATURE – Parent or Guardian 
 


Date Signed (mm/dd/yyyy) 
      


  


Review dates:                                    
 





		Name Last First MI: 

		Birthdate mmddyyyy: 

		First Day of Attendance mmddyyyy: 

		Home Address Street City State Zip Code: 

		Name: 

		Primary Telephone Number: 

		Work Telephone Number: 

		Secondary Telephone Number: 

		Name_2: 

		Primary Telephone Number_2: 

		Work Telephone Number_2: 

		Secondary Telephone Number_2: 

		Physician Name: 

		Medical Facility Address: 

		Telephone Number: 

		Brand Name: 

		Ingredient Strength: 

		Brand Name_2: 

		Ingredient Strength_2: 

		No specific medical condition: Off

		Asthma: Off

		Cerebral palsy  motor disorder: Off

		Other conditions requiring special care  Specify: Off

		Milk allergy If a child is allergic to milk attach a statement from the medical professional indicating the acceptable alternative: Off

		Food allergies  Specify foods: Off

		Nonfood allergies  Specify: Off

		Diabetes: Off

		Epilepsy  seizure disorder: Off

		Gastrointestinal or feeding concerns including special diet and supplements: Off

		Any disorder including Cognitively Disabled LD ADD ADHD or Autism: Off

		Triggers that may cause problems  Specify: 

		Signs or symptoms to watch for  Specify: 

		Steps the child care provider should follow If prescription or nonprescription medications are necessary a copy of the form Authorization to Administer Medication  Child Care: 

		Identify any child care staff to whom you have given specialized training  instructions to help treat symptoms: 

		When to consider that the condition requires emergency medical care or reassessment: 

		Additional information that may be helpful to the child care provider: 

		SIGNATURE  Parent or Guardian: 

		Date Signed mmddyyyy: 

		Review dates: 

		undefined: 

		undefined_2: 

		undefined_3: 

		undefined_4: 

		suns yes: Off

		suns no: Off

		self-apply yes: Off

		self-apply no: Off

		repellent yes: Off

		repellent no: Off

		SELF REPEL YES: Off

		self repel no: Off

		other Allergy list: 

		additional provider: 

		Special training: 

		Food Allergy list: 

		special care conditions: 








DEPARTMENT OF HEALTH SERVICES 
Division of Public Health 
F-44192 (Rev. 12/2017) CHILD CARE IMMUNIZATION RECORD


STATE OF WISCONSIN 
Wis. Stat. § 252.04 


COMPLETE AND RETURN TO CHILD CARE CENTER. State law requires all children in child care centers to present evidence of immunization against 
certain diseases within 30 school days (6 calendar weeks) of admission to the child care center. These requirements can be waived only if a properly 
signed health, religious, or personal conviction waiver is filed with the child care center. See “Waivers” below. If you have any questions about immunizations, 
or how to complete this form, please contact your child’s child care provider or your local health department. 


   PERSONAL DATA PLEASE PRINT 
STEP 1 Child’s Name(Last, First, Middle Initial) 


 


Date of Birth (Month/Day/Year) Area Code/Telephone Number 


Name of Parent/Guardian/Legal Custodian (Last, First, Middle Initial) Address (Street, Apartment number, City, State, Zip) 


IMMUNIZATION HISTORY 
STEP 2 List the MONTH, DAY AND YEAR the child received each of the following immunizations. DO NOT USE A (√) OR (X) except to indicate whether 


the child has had chickenpox. If you do not have an immunization record for this child, contact your doctor or local public health department to 
obtain the records. 


TYPE OF VACCINE First Dose 
Month/Day/Year 


Second Dose 
Month/Day/Year 


Third Dose 
Month/Day/Year 


 Fourth Dose 
Month/Day/Year 


Fifth Dose 
Month/Day/Year 


Diphtheria-Tetanus-Pertussis 
(Specify DTP, DTaP, or DT) 
Polio 
Hib (Haemophilus Influenzae Type B) 


Pneumococcal Conjugate Vaccine (PCV) 
Hepatitis B 
Measles-Mumps-Rubella (MMR) 


Varicella (chickenpox) vaccine 
Vaccine is required only if the child has 
not had chickenpox disease.  


Has the child had Varicella (chickenpox) disease?  Check the appropriate box and provide the year if known. 
  Yes  year _____________________ (Vaccine is not required) 


  No or Unsure (Vaccine is required) 


REQUIREMENTS 
STEP 3 The following are the minimum required immunizations for the child’s age/grade at entry. All children within the range must meet these 


requirements at child care entrance.  Children who reach a new age/grade level while attending this child care must have their records updated 
with dates of additional required doses. 


AGE LEVELS NUMBER OF DOSES 
  5 months through 15 months 2  DTP/DTaP/DT 2  Polio 2  Hib 2  PCV 2  Hep B 
16 months through 23 months 3  DTP/DTaP/DT 2  Polio 3  Hib1 3  PCV2 2  Hep B 1  MMR3 
  2 years through 4 years 4  DTP/DTaP/DT 3  Polio 3  Hib1 3  PCV2 3  Hep B 1  MMR3 1  Varicella 
At Kindergarten entrance 4  DTP/DTaP/DT 4 4  Polio 3  Hep B 2  MMR3 2  Varicella 
1If the child began the Hib series at 12-14 months of age, only 2 doses are required. If the child received one dose of Hib at 15 months of age or 
after, no additional doses are required. Minimum of one dose must be received after 12 months of age (Note: a dose 4 days or less before the 
first birthday is also acceptable). 


2If the child began the PCV series at 12-23 months of age, only 2 doses are required. If the child received the first dose of PCV at 24 months of 
age or after, no additional doses are required. 


3MMR vaccine must have been received on or after the first birthday (Note: a dose 4 days or less before the 1st birthday is also acceptable). 
4Children entering kindergarten must have received one dose after the 4th birthday (either the 3rd, 4th or 5th) to be compliant (Note: a dose 4 days 
or less before the 4th birthday is also acceptable). 


COMPLIANCE DATA AND WAIVERS 
STEP 4 IF THE CHILD MEETS ALL REQUIREMENTS (sign at STEP 5 and return this form to the child care center), OR 


IF THE CHILD DOES NOT MEET ALL REQUIREMENTS (check the appropriate box below, sign and return this form to child care center). 


  Although the child has not received all required doses of vaccine for his or her age group, at least the first dose of each vaccine has been 
received.  I, understand that it is my responsibility to obtain the remaining required doses of vaccines for this child WITHIN ONE YEAR and 
to notify the child care center in writing as each dose is received. 


NOTE:  Failure to stay on schedule or report immunizations to the child care center may result in court action against the parents and a 
fine of up to $25.00 per day of violation. 


  For health reasons this child should not receive the following immunizations __________(List in STEP 2  any immunizations already 
received) 


 _____________________________________________________________________ 
  Physician’s Confirmation Required 


  For religious reasons this child should not be immunized. (List in STEP 2 any immunizations already received) 


  For personal conviction reasons this child should not be immunized. (List in STEP 2 any immunizations already received):  


SIGNATURE 
STEP 5 


  ___________________________________ 
  To the best of my knowledge, this form is complete and accurate. 
  _______________________________________________________________________ 
CONFIRMATION - Parent, Guardian or Legal Custodian         Date Signed 





		CHILD CARE IMMUNIZATION RECORD

		STATE OF WISCONSIN



		                  PERSONAL DATA

		STEP 1

		IMMUNIZATION HISTORY

		STEP 2

		Has the child had Varicella (chickenpox) disease?  Check the appropriate box and provide the year if known.

		REQUIREMENTS

		STEP 3

		COMPLIANCE DATA AND WAIVERS

		IF THE CHILD MEETS ALL REQUIREMENTS (sign at STEP 5 and return this form to the child care center), OR

		SIGNATURE







		Childs NameLast First Middle Initial: 

		Date of Birth MonthDayYear: 

		Area CodeTelephone Number: 

		Name of ParentGuardianLegal Custodian Last First Middle Initial: 

		Address Street Apartment number City State Zip: 

		First Dose MonthDayYearDiphtheriaTetanusPertussis Specify DTP DTaP or DT: 

		Second Dose MonthDayYearDiphtheriaTetanusPertussis Specify DTP DTaP or DT: 

		Third Dose MonthDayYearDiphtheriaTetanusPertussis Specify DTP DTaP or DT: 

		Fourth Dose MonthDayYearDiphtheriaTetanusPertussis Specify DTP DTaP or DT: 

		Fifth Dose MonthDayYearDiphtheriaTetanusPertussis Specify DTP DTaP or DT: 

		First Dose MonthDayYearPolio: 

		Second Dose MonthDayYearPolio: 

		Third Dose MonthDayYearPolio: 

		Fourth Dose MonthDayYearPolio: 

		First Dose MonthDayYearHib Haemophilus Influenzae Type B: 

		Second Dose MonthDayYearHib Haemophilus Influenzae Type B: 

		Third Dose MonthDayYearHib Haemophilus Influenzae Type B: 

		Fourth Dose MonthDayYearHib Haemophilus Influenzae Type B: 

		First Dose MonthDayYearPneumococcal Conjugate Vaccine PCV: 

		Second Dose MonthDayYearPneumococcal Conjugate Vaccine PCV: 

		Third Dose MonthDayYearPneumococcal Conjugate Vaccine PCV: 

		Fourth Dose MonthDayYearPneumococcal Conjugate Vaccine PCV: 

		First Dose MonthDayYearHepatitis B: 

		Second Dose MonthDayYearHepatitis B: 

		Third Dose MonthDayYearHepatitis B: 

		Fourth Dose MonthDayYearHepatitis B: 

		First Dose MonthDayYearMeaslesMumpsRubella MMR: 

		Second Dose MonthDayYearMeaslesMumpsRubella MMR: 

		First Dose MonthDayYearVaricella chickenpox vaccine Vaccine is required only if the child has not had chickenpox disease: 

		Second Dose MonthDayYearVaricella chickenpox vaccine Vaccine is required only if the child has not had chickenpox disease: 

		Yes year: Off

		No or Unsure Vaccine is required: Off

		Although the child has not received all required doses of vaccine for his or her age group at least the first dose of each vaccine has been: Off

		For health reasons this child should not receive the following immunizations: Off

		For religious reasons this child should not be immunized List in STEP 2 any immunizations already received: Off

		For personal conviction reasons this child should not be immunized List in STEP 2 any immunizations already received: Off

		Year chickenpox: 

		List in STEP 2 any immunizations already: 

		Date Signed: 

		Physician's Confirmation: 

		Parent Confirmation: 





