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AWWDFKHG \RX ZLOO ILQG DQ HQUROOPHQW SDFNHW. POHDVH PDNH

VXUH WKDW HDFK IRUP LV ILOOHG RXW FRPSOHWHO\. II D TXHVWLRQ

GRHV QRW DSSO\ WR \RX, SOHDVH ZULWH Q/D RU QRW DSSOLFDEOH.

7KHVH IRUPV QHHG WR EH FRPSOHWHG DQG UHWXUQHG:

FCC6AP OYHUYLHZ 

FCC6AP 7XLWLRQ AJUHHPHQW FRUP

FCC6AP EQUROOPHQW IQIRUPDWLRQ 6KHHW (IURQW DQG

EDFN) 

FCC6AP PKRWR/6RFLDO MHGLD FRUP

FCC6AP PHUPLVVLRQ FRUP

KDHE AXWKRUL]DWLRQ IRU EPHUJHQF\ MHGLFDO CDUH 

KDHE CKLOG HHDOWK HLVWRU\ 

CACFP EOLJLELOLW\ FRUP (VHH GLUHFWRU IRU IRUP)

áELCOME TO FIRST CHRISTIAN CHÈRCH

SCHOOL AGE PROGRAMٍ

POHDVH FDOO RU HPDLO XV LI \RX KDYH DQ\ TXHVWLRQV!

FLUVW ChULVWLaQ
ChXUch

ChLOd CaUe CeQWeU

1880 6: GDJH
7RSHND, K6 66604

PKRQH 785-272-4291
FD[ 785-272-8318

FKLOGFDUH@IFFWRSHND.RUJ

Dee Dee Reed\
PURJUDP DLUHFWRU

S\dQe\ WhLWe
AVVLVWDQW DLUHFWRU

AO\VVa Ba]aQ
6FKRRO AJH DLUHFWRU

FLUVW ChULVWLaQ ChXUch
(DLVFLSOHV RI CKULVW)

ReY. BRQQLe GRRdZLQ
6HQLRU MLQLVWHU

tel:785-272-4291
tel:785-272-8318
mailto:childcare@fcctopeka.org


:HOFRPH WR WKH FLUVW CKULVWLDQ CKXUFK 6FKRRO AJH 6XPPHU CDPS! :H'UH WKULOOHG WR SURYLGH D IXQ DQG

HQULFKLQJ H[SHULHQFH IRU \RXU FKLOG. BHORZ, \RX'OO ILQG LPSRUWDQW GHWDLOV WR HQVXUH D VPRRWK DQG

HQMR\DEOH FDPS H[SHULHQFH:

CDPS HRXUV:

RHJXODU CDPS HRXUV: DURS-RII EHWZHHQ 7:15DP - 9:00DP _ PLFN-XS EHWZHHQ 3:30SP - 5:30SP

OXW RI 7RZQ FLHOG 7ULS DD\V: DURS-RII EHWZHHQ 7:15DP - 8:30DP _ PLFN-XS EHWZHHQ 4:00SP -

5:30SP

POHDVH HQVXUH \RXU FKLOG DUULYHV SURPSWO\ E\ 9:30DP. II \RX QHHG WR SLFN XS \RXU FKLOG EHIRUH WKH

VFKHGXOHG UHWXUQ WLPH RU DQWLFLSDWH EHLQJ ODWH IRU GURS-RII, SOHDVH LQIRUP XV LQ DGYDQFH. :KLOH ZH

VWULYH WR DFFRPPRGDWH VSHFLDO FLUFXPVWDQFHV, SOHDVH XQGHUVWDQG WKDW ZH PD\ QRW EH DYDLODEOH GXH WR

RXU RII-VLWH DFWLYLWLHV.

:KDW WR BULQJ:

CORVHG-WRH VKRHV: NR RSHQ-WRH VKRHV DOORZHG. POHDVH HQVXUH \RXU FKLOG ZHDUV FRPIRUWDEOH WHQQLV

VKRHV IRU VDIHW\ DQG FRPIRUW.

6ZLPVXLW DQG 7RZHO: RHTXLUHG RQ MRQGD\V IRU ZDWHU SOD\ RU VZLPPLQJ VHVVLRQV WKURXJKRXW WKH

ZHHN. POHDVH SDFN WKHVH LWHPV LQ D EDFNSDFN RU EDJ.

6XQVFUHHQ DQG BXJ 6SUD\: :H ZLOO VWRUH WKHP LQ D ORFNHG FRQWDLQHU IRU VDIHW\.

EOHFWURQLFV: 8QOHVV VSHFLILHG IRU VSHFLDO DFWLYLWLHV, SOHDVH UHIUDLQ IURP EULQJLQJ HOHFWURQLFV WR FDPS.

:HDWKHU CRQVLGHUDWLRQV:

IQ WKH HYHQW RI LQFOHPHQW ZHDWKHU, RXWGRRU DFWLYLWLHV PD\ EH OLPLWHG, DQG RXU VFKHGXOH PD\ QHHG

DGMXVWPHQWV. RHVW DVVXUHG, ZH'OO HQVXUH \RXU FKLOG'V VDIHW\ DQG SURYLGH HQJDJLQJ LQGRRU DFWLYLWLHV.

CDPS LRFDWLRQ:

AGGUHVV: 1880 6: GDJH BOYG, 7RSHND, K6 666

MHDOV:

HRW LXQFKHV: PURYLGHG GDLO\, XQOHVV ZH KDYH VFKHGXOHG ILHOG WULSV GXULQJ OXQFK KRXUV. IQ VXFK FDVHV,

WKH NLWFKHQ VWDII ZLOO SUHSDUH VDFN OXQFKHV IRU WKH FDPSHUV.

:H'UH FRPPLWWHG WR SURYLGLQJ D VDIH, QXUWXULQJ, DQG HQMR\DEOH HQYLURQPHQW IRU \RXU FKLOG WKURXJKRXW

WKH VXPPHU. 6KRXOG \RX KDYH DQ\ TXHVWLRQV RU FRQFHUQV, SOHDVH GRQ'W KHVLWDWH WR UHDFK RXW WR XV. :H

ORRN IRUZDUG WR DQ H[FLWLQJ DQG PHPRUDEOH VXPPHU FDPS H[SHULHQFH!

POHDVH VLJQ EHORZ WR LQGLFDWH WKDW \RX XQGHUVWDQG WKH LQIRUPDWLRQ SURYLGHG DERYH.

PDUHQW 6LJQDWXUH: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB DDWH: BBBBBBBBBBBBBBBBBBBBBBBB

FCC SCHOOL AGE PROGRAMي SUMMER CAMP OVERVIEá



BefoUe School CaUe WeeNO\ MRQWhO\
$60.00 $262.00

AfWeU School CaUe WeeNO\ MRQWhO\
$94.00 $402.00

BefoUe & AfWeU School CaUe WeeNO\ MRQWhO\
$107.00 $462.00

School Age SXmmeU PUogUam WeeNO\ MRQWhO\
$143.00 $572.00

FCCCCC TÈITION AGREEMENT גא׎א

ChiOd'V NaPe: ChiOd'V NaPe:

I/We agUee WR abide b\ Whe WeUPV iQcOXded iQ WhiV WXiWiRQ agUeePeQW.

PaUeQW/GXaUdiaQ VigQaWXUe: DaWe:

PURYideU VigQaWXUe: DaWe:

áORKING ÁOGEÁHER FOR A BRIGHÁER FÈÁÈRE ³INCE בוח׏

FIRST CHRISTIAN CHÈRCH SCHOOL AGE PROGRAM 
³á GAGE BLàDً ׎זז׏  ÁOPEKAً  K³ ג׎ההה

ChiOd'V SchRRO:



PaUHQW/GXaUdLaQ IQIRUPaWLRQ

FIRST CHRISTIAN CHURCH SAP ENROLLMENT 

FLUVW NaPH: __________________ M.I._________ LaVW NaPH: __________________ MRWKHU/GXaUdLaQ

AGGUHVV: _______________________________________________________________________________

OFFXSaWLRQ: _______________________________ HRPH PKRQH:                                                                 

EPSOR\HG B\: _____________________________  OIILFH PKRQH:                                                                 

WRUN AGGUHVV: _______________________ HRXUV: _____________ CHOO PKRQH:                                        

[   ] CXVWRGLaO PaUHQW (II PaUULHG, PaUN bRWK SaUHQWV)  EPaLO: ___________________________________

FLUVW NaPH: __________________ M.I._________ LaVW NaPH: __________________ FaWKHU/GXaUdLaQ

RHJLVWUaWLRQ DaWH: ___________

CKLOd IQIRUPaWLRQ

FLUVW NaPH: __________________________ M.I._________ LaVW NaPH: __________________________ 

NaPH FKLOG SUHIHUV WR bH FaOOHG:________________ GHQGHU: [  ] MaOH [  ] FHPaOH D.O.B.: ____________ 

CKLOG'V AGGUHVV: _______________________________                                                 _________________

CKHFN COaVV: BHIRUH SFKRRO CaUH - AIWHU SFKRRO CaUH - BHIRUH & AIWHU SC - SFKRRO AJH SXPPHU CaPS

LLVW aQ\ H[LVWLQJ PHGLFaO FRQGLWLRQV, PHGLFaWLRQ aQG/RU VSHFLaO aWWHQWLRQ \RXU FKLOG Pa\ UHTXLUH:

_____________________________ __________________________________________________________

AOOHUJLHV: _______________________________________________________________________________

DRFWRU'V NaPH: ___________________________________ HRPH PKRQH:                                                     

AddLWLRQaO CRPPHQWV & IQIRUPaWLRQ

IV WKHUH aQ\ RWKHU LQIRUPaWLRQ WKaW ZRXOG bH KHOSIXO WR RXU PaQaJHPHQW aQG WHaFKLQJ VWaII?
_________________________________________________________________________________________
_____________________________________________________________________________________

AGGUHVV: _______________________________________________________________________________

OFFXSaWLRQ: _______________________________ HRPH PKRQH:                                                                 

EPSOR\HG B\: _____________________________  OIILFH PKRQH:                                                                 

WRUN AGGUHVV: _______________________ HRXUV: _____________ CHOO PKRQH:                                        

[   ] CXVWRGLaO PaUHQW (II PaUULHG, PaUN bRWK SaUHQWV)  EPaLO: ___________________________________



Emergenc\ Contacts & AXthori]ed PickXp Persons:

FIRST CHRISTIAN CHURCH SAP ENROLLMENT 

Name: ___________________________________ PhRQe: ____________________1st Contact Pick Up

RelaWiRQVhiS WR Whe child: _____________________ AddUeVV: ___________________________________

[   ] Able WR Sick XS all childUeQ iQ Whe famil\

[   ] Able WR Sick XS Whe fRllRZiQg childUeQ: __________________________________________________

TXition/Pa\ment Information

CXUUeQW TXiWiRQ amRXQW: ______________ [   ] Weekl\ [   ] Bi-Weekl\ [   ] MRQWhl\ [   ] OWheU: ________
PleaVe RXWliQe belRZ ZhRm iV UeVSRQVible fRU Sa\meQW Rf WXiWiRQ aQd feeV. PleaVe fill RXW if SaUeQWV aUe
diYRUced aQd VSliW WXiWiRQ Sa\meQW RU if WXiWiRQ Sa\meQW iV Whe UeVSRQVibiliW\ Rf aQ adXlW RWheU WhaQ Whe
SaUeQWV liVWed abRYe.
_________________________________________________________________________________________
_____________________________________________________________________________________

Name: ___________________________________ PhRQe: ____________________2nd Contact Pick Up

RelaWiRQVhiS WR Whe child: _____________________ AddUeVV: ___________________________________

[   ] Able WR Sick XS all childUeQ iQ Whe famil\

[   ] Able WR Sick XS Whe fRllRZiQg childUeQ: __________________________________________________

Name: ___________________________________ PhRQe: ____________________3rd Contact Pick Up

RelaWiRQVhiS WR Whe child: _____________________ AddUeVV: ___________________________________

[   ] Able WR Sick XS all childUeQ iQ Whe famil\

[   ] Able WR Sick XS Whe fRllRZiQg childUeQ: __________________________________________________

Name: ___________________________________ PhRQe: ____________________4th Contact Pick Up

RelaWiRQVhiS WR Whe child: _____________________ AddUeVV: ___________________________________

[   ] Able WR Sick XS all childUeQ iQ Whe famil\

[   ] Able WR Sick XS Whe fRllRZiQg childUeQ: __________________________________________________

SignatXre

PaUeQW'V SigQaWXUe: ___________________________________________ DaWe: _____________________



The PaiQ SXUSRVe Rf WhiV fRUP iV WR VafegXaUd Whe SXSiOV ZhR aWWeQd Whe chiOd caUe ceQWeU. IW aOVR

SURYideV gXideOiQeV, Zhich PiQiPi]e OegaO UiVN aQd SURWecW Whe UeSXWaWiRQ Rf Whe ceQWeU aQd VWaff.

PXUSoVe of Facebook

FiUVW ChUiVWiaQ ChXUch SchRRO Age PURgUaP haV a FacebRRN Sage aYaiOabOe. ThiV iV XVed aV a

cRPPXQicaWiRQ WRRO fRU Whe ceQWeU. We XVe iW fRU Whe fROORZiQg SXUSRVeV:

PURPRWe eYeQWV VXch aV VRciaO eYeQWV

PaUeQW cRPPXQicaWiRQ

USdaWe SaUeQWV RQ VWaff WUaiQiQg aQd deYeORSPeQW

ShaUe QeZV RQ eYeQWV aURXQd TRSeNa fRU faPiOieV WR eQMR\

PURYide ideaV Rf acWiYiWieV WR dR aW hRPe

ShaUe QeZV abRXW Whe chXUch RU ceQWeU

ShRZ ShRWRV Rf acWiYiWieV, aUWZRUN, aQd cUafWV

AOORZ fRU SaUeQWaO feedbacN, cRPPeQWV aQd cRPPXQicaWiRQ

We Zill NOT

ShRZ ShRWRV Rf aQ\ chiOdUeQ WhaW ZiOO ideQWif\ WheP (ie. b\ QaPe)

DiVcXVV aQ\ iVVXeV Rf SeUVRQaO QaWXUe

ShaUe aQ\ iQfRUPaWiRQ Rf aQ\ SaUeQW RU chiOd aWWeQdiQg WhiV ceQWeU

AfWeU UeYieZiQg, SOeaVe VeOecW YeV RU NR fRU Whe fROORZiQg: 

1. FiUVW ChUiVWiaQ ChXUch ChiOd CaUe CeQWeU Pa\ SRVW ShRWRV Rf P\ chiOd RQ FacebRRN.

                 [   ] YeV                       [   ] NR

2. FiUVW ChUiVWiaQ ChXUch ChiOd CaUe CeQWeU Pa\ XVe ShRWRV Rf P\ chiOd fRU Whe PRQWhO\ QeZVOeWWeU.

                 [   ] YeV                       [   ] NR

PaUeQW SigQaWXUe: _________________________________________ DaWe: ________________________

FIRSÁ CHRISÁIAN CHÈRCH SCHOOL AGE PROGRAMي

SOCIAL MEDIAٖPHOÁO FORM



I give permission for m\ child, ___________________________________, to participate in the following

activities with First Christian Church School Age Summer Program from 7:15am to 5:30pm, Monda\

through Frida\, between Ma\ 28 and August 9.

FIRST CHRISTIAN CHÈRCH SCHOOL AGE PROGRAMي

PERMISSION FORM

Arrowhead Stadium
1 Arrowhead Dr, Kansas Cit\, MO

Bonkers
5515 SW 21st St, Topeka, KS 

Children's Discover\ Center
711 SW 11th St, Topeka, KS

Dornwood Spra\ Park
1400 NE 46th St, Topeka, KS

Emporia Pool
1101 S Commercial St, Emporia, KS

Emporia Zoo
75 Soden Rd, Emporia, KS

Ever\ Pla]a
630 S Kansas Ave, Topeka, KS 

Feller Park
23rd St, Topeka, KS

Garfield Pool
1600 NE Quinc\ St, Topeka, KS 

Great Pla\
1501 SW 21st St, Topeka, KS

Shawnee Lake Trails
3137 SE 29th St, Topeka, KS 

Shawnee North Aquatic Center
300 NE 43rd St, Topeka, KS

Shunga Trail
4801 SW Shunga Dr. Topeka, KS  

Topeka Performing Arts Center
214 SE 8th Ave, Topeka, KS 

Topeka Public Librar\
1515 SW 10th Ave, Topeka, KS 

Topeka Zoo
635 SW Gage Blvd, Topeka, KS 

Ward-Meade Park
124 NW Fillmore St, Topeka, KS 

Washburn Universit\
1700 SW College Ave, Topeka, KS 

Wamego Municipal Pool
500 Maple St, Wamego, KS 

West Ridge Lanes
1935 SW Westport Dr, Topeka, KS 

Helping Hands Humane Societ\
5720 SW 21st St, Topeka, KS 

Hummer Sports Park
2751 SW East Circle Dr S, Topeka, KS 

Kansas Allen Fieldhouse
1651 Naismith Dr, Lawrence, KS 

Kansas State Capitol
SW 10th Ave, Topeka, KS

Lake Shawnee
3137 SE 29th St, Topeka, KS 

Lawrence Cit\ Pool
727 Kentuck\ St, Lawrence, KS 

Manhattan Cit\ Pool
1101 Po\nt] Ave, Manhattan, KS 

Midwest Aquatic Center
1632 SW 10th Ave, Topeka, KS

Rossville Pool
102 S 1st St, Rossville, KS 

Science Cit\
30 W Pershing Rd, Kansas Cit\, MO 

_____ FCCSAP Summer Program has permission for m\ child to appl\ sunscreen and/or bug spra\

(provided b\ parents) as needed to participate in the planned summer program activities. Sunscreen will

be applied as a protective measure, this is not a guarantee against sunburn.

_____ FCCSAP Summer Program has permission for m\ child to watch G and appropriate PG movies.

_____ I understand FCCSAP Summer Program reserves the right to dismiss a child for continual

behavioral problems.

_____ I hereb\ give permission for the above named child to participate in an\ summer program activit\

that includes transportation to and from a program activit\ or field trip, either b\ school bus or

passenger van.

Parent/Guardian Signature: _____________________________________ Date: ____________________



    
CCL 010                             Kansas Department of Health and Environment 
Rev. 5/2020 Bureau of Family Health  

 1000 SW Jackson, Suite 200 
 Topeka, KS  66612-1274 

        Child Care Program:   (785) 296 -1270   Fax: (785) 559-4244 
 Website: www.kdheks.gov/kidsnet 
 

                   AUTHORIZATION FOR EMERGENCY MEDICAL CARE 
       
Written permission for emergency medical treatment must be on file at the facility.  Consult with the local emergency medical 
facility to be sure this form is acceptable.  Reference K.A.R. 28-4-127(b)(1)(A). School Age Programs reference K.A.R. 28-4-
582(e)(2).  

  
Name of facility exactly as stated on the license. 
 

License # 
 
 

I authorize ___________________________________________________________________________________ (caregiver/staff)  who 
 

is (are) representative(s) of the above-named facility to give consent for any and all necessary emergency medical care for my child or  
 

youth_________________________________________ (child’s first and last name) while child or \outh is in the facilit\¶s custod\   
 

between ______________________ and _________________________. 
                        MM/DD/YYYY                              MM/DD/YYYY 
 
 

Is child covered by health insurance?  � Yes  � No 
  

If yes, complete the following: 
 Health Insurance Policy Name _________________________________________ Policy Number ________________________ 
 Medical Assistance Program ____________________________________________ Card Number________________________ 
 Military Medical Care I.D. Number ___________________________________________________________________________ 
 

If known, date of last Tetanus inoculation: __________________________________ 
                                                                                         MM/DD/YYYY  
 

List any known allergies or other information about the medical conditions of this child or youth pertinent in case of emergency: 
               
               
               
          
Signature of Parent or Guardian Date Signed 

 
 
WiWQeVV WR PaUeQW¶V RU GXaUdiaQ¶V VigQaWXUe if UeTXiUed b\ Whe lRcal hRVSiWal RU cliQic. Date Signed 

 
 
NRWaUi]aWiRQ Rf PaUeQW¶V RU GXaUdiaQ¶V VigQaWXUe if UeTXiUed b\ lRcal hRVSiWal RU cliQic.  

State of Kansas 
County of ________________________  

Signed or attested before me on ____________________ by______________________________________________.  

                                                                MM/DD/YYYY                             Name of Person 
(Seal, if any.)                                                                                                                                                                                                                                                                                                          
                                                                                              _______________________________________________ 
                                                                                               Signature of notarial officer       

                                                                                               ______________________________________________                                                                                                       

                                                                                               Title (and Rank)                                                      
                                                                                               My appointment expires: __________________________  
 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
The Medical Record/Assessment Form (Or Health Status History form for School Age Programs) and the authorization for 
Emergency Medical Care must be taken to the emergency room. Both forms must also be in a vehicle when the child or youth is 
transported by the facility.  

 



CCL. 358   Kansas Department of Health and Environment 
Rev. 5/2020   Bureau of Family Health 
    Child Care Licensing Program 

1000 SW Jackson, Suite 200 
Topeka, KS   66612-1274 

    Phone:  (785) 296-1270   Fax (785) 559-4244 
    Website:  www.kdheks.gov/kidsnet  
 

HEALTH HISTORY FOR CHILDREN AND YOUTH ATTENDING SCHOOL AGE PROGRAMS 
 
As required by K.A.R. 28-4-590(d) (1), each operator shall obtain a health history for each child or youth, on a form supplied by the 
department or approved by Whe VecUeWaU\.  Each healWh hiVWoU\ iV Wo be mainWained in Whe child¶V oU \oXWh¶V file on Whe SUemiVeV.  AV 
required by K.A.R. 28-4-590(d)(2), each operator shall require that each child or youth attending the program has current immunizations 
as specified in K.A.R. 28-1-20 or has an exemption for religious or medical reasons. 
 
Complete one form for each child or youth attending the School Age Program.  

First and Last Name of the Child or Youth 
 

Gender 
(M or F) 
 

Date of Birth 
(MM/DD/YYYY) 

First day at this program: 
(MM/DD/YYYY) 
 

 
FiUVW aQd LaVW Name Rf Whe Child¶V RU YRXWh¶V MRWheU RU GXaUdiaQ 
 

 
MRWheU/GXaUdiaQ¶V HRme SWUeeW AddUeVV 
 

City Zip Code Home Phone # 
(         ) 

 
MRWheU/GXaUdiaQ¶V WRUk Place Name & SWUeeW AddUeVV 
 

City Zip Code Work Phone # 
(         ) 

 
FiUVW aQd LaVW Name Rf Whe Child¶V RU YRXWh¶V FaWheU RU GXaUdiaQ 
 

 
FaWheU/GXaUdiaQ¶V HRme SWUeeW AddUeVV City Zip Code Home Phone # 

(         ) 
 

FaWheU/GXaUdiaQ¶V WRUk Place Name & SWUeeW AddUeVV 
 

City Zip Code  Work Phone # 
(         ) 

 
Names aQd ageV Rf RWheU childUeQ iQ Whe Child RU YRXWh¶V Famil\ (AWWach addiWiRQal Sage if Qeeded.) 
 
 

 

 
Person(s) authorized to pick up the Child or Youth in 
case of emergency.  Include first and last name and 
Street Address.  Attach additional page if needed. 
 
1. 

City Zip Code Phone Number (during 
program hours): 
 
 

2.    

3.    

 
First and Last Name of Physician & Street Address City Zip Code  Phone Number 

(         ) 
 

Name of Hospital Preference in case of emergency. 
 

 
Yes No N/A Complete the following information about medications for this child or youth. 

   Will this child or youth need to take any nonprescription or prescription medication during their time at the 
program? 

   If yes above, is there signed permission on file? 

 



 
Circle any of the following conditions or difficulties that affect this child or youth. 

Allergies Frequent sore throats/ colds Ear Infections or Aches Heart or Lung Conditions 

Skin Problems Asthma Headaches Diabetes 

Vision Speech/Communication Hearing Emotion/Behavior 

Other: Please describe. 

 
If you circled any of the above conditions, please provide additional information that will help the staff members meet the 
child¶V RU \RXWh¶V QeedV Zhile aWWeQdiQg Whe SURgUam.  (AWWach addiWiRQal Sage, if needed.) 
 

 
 

Provide additional information about your child or youth that might affect him/her while at the School Age Program 
including any special needs, restrictions to activities, major changes at home or special instructions.  (Attach additional 
page, if needed.  
 

 
 
CRmSleWe Whe fRllRZiQg iQfRUmaWiRQ abRXW WhiV child¶V RU \RXWh¶V immXQi]aWiRQ VWaWXV. 

Yes No  

  Did this child or youth attend a public or accredited non-public school in Kansas, Missouri or Oklahoma 
the previous year? 

  If yes, are WhiV child¶V RU \RXWh¶V immXQi]aWiRQV cXUUeQW? 

  If yes to both of these questions, you do NOT need to complete the immunization history below.  
If no to either of the above questions, you must complete the immunization history below for this child or 
youth or aWWach a cRS\ Rf Whe child¶V RU \RXWh¶V immXQi]aWiRQ hiVWRU\. 

 
Please give dates in the space below for ALL immunization series completed by this child or youth. Record  MM/DD/YYYY. 

  1 2 3 4 5 

 DPT, DT*, TD (*DT only if child is allergic to DTP)    /   /    /   /    /   /    /   /    /   / 

 POLIO    /   /    /   /    /   /    /   /    

 MMR    /   /    /   /    
Single 

 
Dose 

 
Only 

RUBEOLA (MEASLES)    /   /    /   /    

 MUMPS    /   /    /   /    

 RUBELLA (GERMAN MEASLES)    /   /    /   /    

 HIB (Hemophilus Influ. B)     *RECOMMENDED    /   /    /   /    /   /    /   /  

 HBV (Hepatitis B Vaccine)    *RECOMMENDED    /   /    /   /    /   /   

 VAR (Varicella-Chicken Pox)  *RECOMMENDED    /   /      
 

Print the First and Last Name of the Person Completing this Health History form 
 

Relationship to the 
Child/Youth 
 

Date Completed 
 

 
If the Health History form was completed by a person other than a Parent/Guardian, 
who provided you with this information? 

WhaW iV WhaW SeUVRQ¶V UelaWiRQVhiS WR 
the child/youth? 
 

     I attest, under penalty of perjury, that to the best of my knowledge, the information provided on this form is true and correct. 
Signature of person completing this form Date Signed 

 
 


