
RECEIPT OF PARENT NOTIFICATION (Facility Copy)
Additional Children in Care

I,                                                , acknowledge receipt of the notification that this Small
Family Child Care Home may be providing care for more than six and up to eight children, or that
this Large Family Child Care Home may be providing care for more than 12 and up to 14 children
in accordance with Health and Safety Code Sections 1597.44 and 1597.465. 

___________________________________________ _______________________
(PARENT/AUTHORIZED REPRESENTATIVE SIGNATURE)                                                    (DATE)

___________________________________________
(CHILD’S NAME)

Maintain the completed and signed bottom half of this form in the child’s record 
and provide the completed top half of this form to the child’s parent or authorized representative.

STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

PARENT NOTIFICATION

ADDITIONAL CHILDREN IN CARE

As required by Health and Safety Code Sections 1597.44(c) and 1597.465(c), you are hereby
notified that: (Check one)

[  ] I am licensed as a Small Family Child Care Home and may provide care for more than six
and up to eight children when one child is enrolled in and attending kindergarten
(including transitional kindergarten) or elementary school, and another child is at least six
years old, and no more than two infants are in care. 

[   ] I am licensed as a Large Family Child Care Home, and with an assistant provider, may
provide care for more than 12 and up to 14 children when one child is enrolled in and
attending kindergarten (including transitional kindergarten) or elementary school, and
another child is at least six years old, and no more than three infants are in care.

_______________________________________________________________________
(PRINT FACILITY ADDRESS)
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(CUT ALONG DOTTED LINE)



PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY

NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY
(CHILD WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN AUTHORIZATION FROM PARENT OR AUTHORIZED REPRESENTATIVE)

TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY CHILD CARE HOMES LICENSEE

STATE OF CALIFORNIA
HEALTH AND HUMAN SERVICES AGENCY

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION

IDENTIFICATION AND EMERGENCY INFORMATION
CHILD CARE CENTERS/FAMILY CHILD CARE HOMES
To Be Completed by Parent or Authorized Representative

CHILD’S NAME LAST MIDDLE FIRST

ADDRESS NUMBER STREET CITY STATE ZIP

FATHER’S/GUARDIAN’S/FATHER’S DOMESTIC PARTNER’S NAME        LAST MIDDLE FIRST

HOME ADDRESS NUMBER STREET CITY STATE ZIP

MOTHER’S/GUARDIAN’S/MOTHER’S DOMESTIC PARTNER’S NAME     LAST MIDDLE FIRST

HOME ADDRESS NUMBER STREET CITY STATE ZIP

PERSON RESPONSIBLE FOR CHILD LAST NAME MIDDLE FIRST

PHYSICIAN ADDRESS MEDICAL PLAN AND NUMBER

DENTIST ADDRESS MEDICAL PLAN AND NUMBER

TIME CHILD WILL BE CALLED FOR

SIGNATURE OF PARENT/GUARDIAN OR AUTHORIZED REPRESENTATIVE

DATE OF ADMISSION

IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN?

■■ CALL EMERGENCY HOSPITAL ■■ OTHER EXPLAIN: ____________________________________________________________________________________________________________________

NAME

NAME

ADDRESS TELEPHONE RELATIONSHIP

RELATIONSHIP

SEX

HOME TELEPHONE

(     )

TELEPHONE

(     )

TELEPHONE

(     )
TELEPHONE

(     )

DATE

DATE LEFT

BIRTHDATE

BUSINESS TELEPHONE

(     )

BUSINESS TELEPHONE

(     )

BUSINESS TELEPHONE

(     )

HOME TELEPHONE

(     )

HOME TELEPHONE

(     )

ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY

LIC 700  (8/08)(CONFIDENTIAL)



(          )(          )

STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

CONSENT FOR EMERGENCY MEDICAL TREATMENT-
Child Care Centers Or Family Child Care Homes

AS THE PARENT OR AUTHORIZED  REPRESENTATIVE, I HEREBY GIVE CONSENT TO

_________________________________________ TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE 
FACILITY NAME

PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEOPATH (D.O.) OR DENTIST (D.D.S.) FOR

__________________________________________________ .  THIS CARE MAY BE GIVEN UNDER 
NAME

WHATEVER CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHILD

NAMED ABOVE.

DATE PARENT OR AUTHORIZED REPRESENTATIVE SIGNATURE

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:

HOME ADDRESS

HOME PHONE

LIC 627 (9/08) (CONFIDENTIAL)

WORK PHONE



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

PERSONAL RIGHTS
Child Care Centers

Personal Rights, See Section 101223 for waiver conditions applicable to Child Care Centers.
(a) Child Care Centers.  Each child receiving services from a Child Care Center shall have rights which include, but are

not limited to, the following:

(1) To be accorded dignity in his/her personal relationships with staff and other persons.

(2) To be accorded safe, healthful and comfortable accommodations, furnishings and equipment to meet his/her
needs.

(3) To be free from corporal or unusual punishment, infliction of pain, humiliation, intimidation, ridicule, coercion,
threat, mental abuse, or other actions of a punitive nature, including but not limited to:  interference with daily
living functions, including eating, sleeping, or toileting; or withholding of shelter, clothing, medication or aids to
physical functioning.

(4) To be informed, and to have his/her authorized representative, if any, informed by the licensee of the
provisions of law regarding complaints including, but not limited to, the address and telephone number of the
complaint receiving unit of the licensing agency and of information regarding confidentiality.

(5) To be free to attend religious services or activities of his/her choice and to have visits from the spiritual advisor
of his/her choice.  Attendance at religious services, either in or outside the facility, shall be on a completely
voluntary basis.  In Child Care Centers, decisions concerning attendance at religious services or visits from
spiritual advisors shall be made by the parent(s), or guardian(s) of the child.

(6) Not to be locked in any room, building, or facility premises by day or night.

(7) Not to be placed in any restraining device, except a supportive restraint approved in advance by the licensing
agency.

THE REPRESENTATIVE/PARENT/GUARDIAN HAS THE RIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS, WHICH IS:

NAME

(PRINT THE NAME OF THE FACILITY)

(PRINT THE NAME OF THE CHILD)

(SIGNATURE OF THE REPRESENTATIVE/PARENT/GUARDIAN)

(TITLE OF THE REPRESENTATIVE/PARENT/GUARDIAN) (DATE)

LIC 613A (8/08)

(PRINT THE ADDRESS OF THE FACILITY)

ADDRESS

CITY ZIP CODE AREA CODE/TELEPHONE NUMBER

DETACH HERE

TO:  PARENT/GUARDIAN/CHILD OR AUTHORIZED REPRESENTATIVE: PLACE IN CHILD'S FILE

Upon satisfactory and full disclosure of the personal rights as explained, complete the following acknowledgment:

ACKNOWLEDGMENT: I/We have been personally advised of, and have received a copy of the personal rights contained in the
California Code of Regulations, Title 22, at the time of admission to:



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

AFFIDAVIT REGARDING LIABILITY INSURANCE
FOR FAMILY CHILD CARE HOME

SECTION A:

I/We, the parent(s)/guardian(s) of_________________________________________________________, 

acknowledge that _____________________________________________________________________________________, 

the licensee of _______________________________________________________________________________________, 

has informed me/us that this facility does not carry liability insurance or a bond in accordance with standards established by
Family Child Care statute.

SECTION B:  To be completed only if licensee does not own premises or the licensee is a member of a condominium
or Homeowner's Association.

I/We, the parent(s)/guardian(s) of _________________________________________________________,

acknowledge that ______________________________________________________________________________________, 

the licensee of________________________________________________________________________________________.

has informed me/us that she/he does not own the premises or is a member of a condominium or Homeowner's Association,
and the liability insurance, if any, of the owner/Homeowners' Association may not provide coverage for losses arising out of, or
in connection with, the operation of the family child care home, except to the extent that the losses are caused by, or result
from, an action or omission by the owner/Homeowners' Association, for which the owner/Homeowners' Association would
otherwise be liable under the law.

Signature of Parent(s)/Guardian(s) Date

NOTE: The law requires Family Child Care providers to carry liability insurance or bond in the amount of $300,000 annually or
to maintain this signed statement in the facility file.  Lack of a bond or insurance does not effect the right of parents to bring
legal action against the facility.

LIC 282 (8/08)

(Child's Name)

(Licensee'sName)

(Name of Family Child Care Home)

(Name of Family Child Care Home)

(Licensee's Name)

(Child's Name)



and shall transfer with that record. 
This record is part of the student's permanent record (cumulative folder) as defined in Section 49068 of the Education Code 

Local health departments shall have access to this record in schools, child care facilities, and family day care homes. 

CALIFORNIA SCHOOL IMMUNIZATION RECORD 

This record must be completed by school and child care personnel from an immunization record 
provided by parent or guardian. See reverse side for instructions. 

FMSex: 

Nighttime Daytime 
ZIP 

Student Name Birthdate Place of Birth 

Name of Parent or Guardian Race/Ethnicity: Address 
White, not Hispanic 

Telephone Hispanic City 
Black 

Other: 

DATE EACH DOSE WAS GIVEN 
VACCINE 

5th4th3rd2nd1st 

POLIO (OPV or IPV) 

(Diphtheria, tetanus and 
[acellular] pertussis OR 
tetanus and diphtheria only) 

DTP/DTaP/DT/Td 

MMR (Measles, mumps, and rubella) 

HIB (Required only for child care and preschool) 

HEPATITIS B 

VARICELLA (Chickenpox) 

HEPATITIS A (Not required) 

I. DOCUMENTATION 

I certify that I reviewed a record of this 
child's immunizations and transcribed it 
accurately: 

Date 

Staff 
Signature 

Record Presented was: 
Yellow California Immunization Record 
Out-of-state school record 
Other immunization record 
Specify: 

II. STATUS OF REQUIREMENTS 
A. All Requirements are met. 

/ /Date 
B. Currently up-to-date, but more doses 

are due later. Needs follow-up. 
Exemption was granted for: 

C. Medical Reasons-—Permanent
D. Medical Reasons-—Temporary
E. Personal Beliefs

Booster

III. 7th GRADE ENTRY
A. All Requirements are met.

DateName

DateName

B. Currently up-to-date, but more doses
are due later. Needs follow-up.

Impressionmm indurDate readDate givenType*TB
SKIN PosPPD-Mantoux

NegOtherTESTS

PosPPD-Mantoux
NegOther

*If required for school entry, must be Mantoux unless exception granted by local health department.

CHEST X-RAY (Necessary if skin test positive)

abnormalnormalImpression:Film date:

noyesPerson is free of communicable tuberculosis:

STATE OF CALIFORNIA—DEPARTMENT OF HEALTH SERVICES PM 286B (1/02) 
IMMUNIZATION BRANCH 
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INSTRUCTIONS FOR SCHOOL OR CHILD CARE STAFF 

1.	 Complete child’s name and address information section, or ask parent or guardian to complete this section only. (This form is not to be sent home or given to 
parents to complete.) 

2.	 School or child care personnel then fill in date (month/day/year) of each immunization the student has received from the Immunization Record presented by 
the parent or guardian. (If the date consists only of month and year for some doses, fill in month/xx/year; however, if either measles, rubella or mumps (or 
MMR) was received in the month of the first birthday, month/day/year is required.) 

3.	 Determine if immunization requirements have been met, using the California ‘‘Immunization Requirements for Grades K–12,’’ or ‘‘Immunization Requirements 
for Child Care,’’ (available from Immunization Coordinators in local health departments), or other requirements guide. 

4. Complete the Documentation and Status of Requirements box. 
A.	 Fill in date and your signature as the staff member who reviewed and transcribed the immunization record presented by the parent or guardian. Check 

which type of record was presented. 
B. If the child has met all immunization requirements, check box A and write in date. 
C.	 If the child has not met all requirements, check box B. Child can be admitted only if up-to-date, e.g., no immunizations due currently. The child must be 

followed up as indicated in the ‘‘Guide to Immunization Requirements.’’ 
D.	 If a child is to be exempted for medical reasons, a doctor’s written statement is required; the statement must include which immunization(s) is to be exempted 

and the specific nature and probable duration of the medical condition. If the medical exemption is permanent, the requirement for the designated 
immunization(s) is met: check box A and box C.* If the medical exemption is temporary, check box B and box D; this child must be followed up.* 

E.	 If a child is to be exempted for reasons of personal beliefs, the parent or guardian must sign and date the affidavit below. No other parents should sign this 
affidavit. All requirements are met; check box A and box E.* 

PERSONAL BELIEFS AFFIDAVIT TO BE SIGNED BY PARENT OR GUARDIAN—IMMUNIZATION 
I hereby request exemption of the child, named on the front, from the immunization requirements for school/child care entry because all or some immunizations are contrary 
to my beliefs. I understand that in case of an outbreak of any one of these diseases, the child may be temporarily excluded from attending for his/her protection. 

CREENCIAS PERSONALES: ESTA DECLARACIÓN JURADA DEBE SER FIRMADA POR EL PADRE O LA MADRE O EL GUARDIÁN 
Solicito por la presente la dispensa de mi hijo, nombrado en el reverso, de los requisitos para vacunas de la entrada a la escuela/guardería ya que algunas o todas de las 
vacunas son opuestas a mis creencias. Comprendo que en caso de un brote en la communidad de alguna de estas enfermedades, mi hijo puede ser excluido temporalmente 
de la escuela/guardería por su propia protección. 

Date (Fecha)Signature (Firma) 

Applicable only in those jurisdictions where the Tuberculosis Assessment is required for school entry 

Personal Beliefs Affidavit to be Signed by Parent or Guardian—Tuberculosis 
I hereby request exemption of the child named on the front from the tuberculosis assessment requirement for school/child care center entry because this procedure(s) is contrary to my beliefs. 
I understand that should there be cause to believe that my child is infected with active tuberculosis or should there be a tuberculosis outbreak, my child may be temporarily excluded from school. 

Creencias Personales: Declaración Jurada Debe ser Firmada por el Padre o la Madre o el Guardián 
Solicito por la presente la dispensa de mi hijo, nombrado en el reverso, de los requisitos para la evaluación de la tuberculosis (tisis) de la entrada a la escuela ya que esta evaluación es opuesta a mis 
creencias. Comprendo que si hay razón para sospechar que mi hijo sufra de la tuberculosis activa o si hay un brote de la tuberculosis, mi hijo puede ser excluido de la escuela. 

Signature (Firma) Date (Fecha) 

* Names of all children who are exempt should be maintained on an exempt roster for immediate identification in case of disease outbreak in the community. 
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