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Child and Adult Care Food Program   Sponsor/Center Name: Bloomsburg YMCA_______________ 

Child Enrollment Form     Agreement #:_311-49-138-7   __________________________ 
ENROLLMENT FORM FOR CHILDREN IN CHILD CARE 
This document does not have to be completed for children in Emergency Shelters, Outside School Hours, and/or At-Risk programs.  It is recommended to have new 
CACFP Annual Enrollment Forms completed each year during the Household Eligibility Application renewal period.  Review completed enrollment form and enter the 
effective date in lower right hand section. 
PARENTS:  This institution participates in the Child and Adult Care Food Program (CACFP) and receives reimbursement to provide more nutritious meals for your 
child(ren).  Federal CACFP regulations require all parents and guardians to complete a CACFP Annual Enrollment Form when enrolling their child(ren) and again every 
year thereafter.  This information will help ensure all children receive appropriate meals during their care. 
Please complete all areas to include signing and dating same. 

FULL NAME OF ENROLLED CHILD 
(Include Birth Date/Age 

DAYS OF WEEK 
IN ATTENDANCE 

TIMES CHILD NORMALLY ATTENDS DURING WEEK 

MEALS RECEIVED 

TIME-IN TIME OUT TIME CHILD ATTENDS 
SCHOOL 

AM PM TIME AM PM TIME LEAVES 
CENTER 

RETURNS 
TO 

CENTER 
FIRST CHILD 
 

  MONDAY          
 

 
   TUESDAY 

NAME   WEDNESDAY   Yes    
No 

I work multiple shifts and child(ren) may be in care different days/hours  BREAKFAST 

  THURSDAY 
 

Other: 
 
 
 
Enrollment Date:                                                         Withdrawal  Date: 

 A.M. SNACK 
BIRTH DATE   FRIDAY  LUNCH 

  SATURDAY  P.M. SNACK 
AGE   SUNDAY  SUPPER 

  EVENING SNACK 

FULL NAME OF ENROLLED CHILD 
(Include Birth Date/Age 

DAYS OF WEEK 
IN ATTENDANCE 

TIMES CHILD NORMALLY ATTENDS DURING WEEK 

MEALS RECEIVED 

TIME-IN TIME OUT TIME CHILD ATTENDS 
SCHOOL 

 Same Times as Above 
AM PM TIME AM PM TIME LEAVES 

CENTER 
RETURNS 

TO 
CENTER 

SECOND CHILD 
 

 Same as 
Above 

         
 

Same Meals as Above 
 

  MONDAY 
NAME   TUESDAY   Yes    

No 
I work multiple shifts and child(ren) may be in care different days/hours  BREAKFAST 

  WEDNESDAY 
 

Other:  
 
 
 
Enrollment Date:                                           Withdrawal Date: 

 A.M. SNACK 
BIRTH DATE   THURSDAY  LUNCH 

  FRIDAY  P.M. SNACK 
AGE   SATURDAY  SUPPER 

  SUNDAY  EVENING SNACK 

FULL NAME OF ENROLLED CHILD 
(Include Birth Date/Age 

DAYS OF WEEK 
IN ATTENDANCE 

TIMES CHILD NORMALLY ATTENDS DURING WEEK 

MEALS RECEIVED 

TIME-IN TIME OUT TIME CHILD ATTENDS 
SCHOOL 

 Same Times as Above 
AM PM TIME AM PM TIME LEAVES 

CENTER 
RETURNS 

TO 
CENTER 

THIRD CHILD 
 

 Same as 
Above 

         
 

Same Meals as Above 
 

  MONDAY 
NAME   TUESDAY   Yes    

No 
I work multiple shifts and child(ren) may be in care different days/hours  BREAKFAST 

  WEDNESDAY 
 

Other:  
 
 
 
Enrollment Date:                                           Withdrawal  Date: 

 A.M. SNACK 
BIRTH DATE   THURSDAY  LUNCH 

  FRIDAY  P.M. SNACK 
AGE   SATURDAY  SUPPER 

  SUNDAY  EVENING SNACK 

 
Signature               
     Signature of Parent or Guardian     Date      Telephone Number of Parent or Guardian 
 
 
 
 
 
************************************************************************************************************ 
In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is prohibited from 
discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation), disability, age, or reprisal or retaliation for 
prior civil rights activity. 
Program information may be made available in languages other than English. Persons with disabilities who require alternative means of communication to 
obtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the responsible state or local agency that 
administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339. 
To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be 
obtained online at: https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf, from 
any USDA office, by calling (866) 632-9992, or by writing a letter addressed to USDA. The letter must contain the complainant’s name, address, telephone 
number, and a written description of the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the 
nature and date of an alleged civil rights violation.  

 

  

 

CHILD CARE REPRESENTATIVE USE ONLY:            ______________ 
Name of Representative/Signature       Date 

The effective date can be made retroactive back to the first day the child participates in the CACFP as long as it occurs in the same month this form is received. 

 



 

 

 

 

 

  

  

  



 

 

 

 

 

 

 

 

 



 

CHILD HEALTH REPORT  
 

(55 PA CODE §§3270.131, 3280.131 AND 3290.131)   

CHILD’S NAME: (LAST)   (FIRST)   PARENT/GUARDIAN:   

DATE OF BIRTH:   HOME PHONE:   ADDRESS:   

CHILD CARE FACILITY NAME:    

FACILITY PHONE:   COUNTY:   WORK PHONE:   

† I authorize the child care staff and my child’s health professional to communicate directly if needed to clarify 

information on this form about my child.   

PARENT’S SIGNATURE:   

DO NOT OMIT ANY INFORMATION   

This form may be updated by a health professional. Initial and date any new data. The child care facility 

needs a copy of the form.   

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND 

DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY):   

† NONE   

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON  

FOR THE MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A CHILD RECEIVES SHOULD BE  

DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH 

ADDITIONAL SHEETS IF NECESSARY. † NONE   

CHILD’S  ALLERGIES (DESCRIBE,  IF 

 ANY):  †  

NONE   

LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES.  

ATTACH ADDITIONAL SHEETS IF NECESSARY TO DESCRIBE THE PLAN FOR CARE THAT SHOULD 
BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR 
STAFF, EQUIPMENT AND PROVISION FOR EMERGENCIES.   

† NONE   

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE 
CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR COMMUNICABLE DISEASES?   

† YES † NO IF NO, PLEASE EXPLAIN YOUR ANSWER:   

HAS THE CHILD RECEIVED ALL  

AGE APPROPRIATE   

SCREENINGS LISTED IN THE  

ROUTINE PREVENTIVE   

HEALTH CARE SERVICES  

CURRENTLY RECOMMENDED  

BY THE AMERICAN ACADEMY  

OF PEDIATRICS? (SEE   

NOTE BELOW IF THE RESULTS OF VISION, HEARING OR  

LEAD SCREENINGS WERE ABNORMAL. IF   

THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE  

SCREENING WAS COMPLETED AND INFORMATION ABOUT 

REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED 

FOR THE CHILD CARE FACILITY.   

VISION (subjective until age 3)     

 



SCHEDULE AT WWW.AAP.ORG)   

† YES † NO   

HEARING (subjective until age  

4)   

  

LEAD     

RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD’S  

IMMUNIZATION RECORD   

IMMUNIZATIONS   DATE   DATE   DATE   DATE   DATE   COMMENTS   

HEP-B               

ROTAVIRUS               

DTAP/DTP/TD               

HIB               

PNEUMOCOCCAL               

POLIO               

INFLUENZA               

MMR               

VARICELLA               

HEP-A               

MENINGOCOCCAL               

OTHER               

MEDICAL CARE PROVIDER:   SIGNATURE OF PHYSICIAN, CRNP OR 

PHYSICIAN’S ASSISTANT TITLE:   
ADDRESS:   

  PHONE:   LICENSE NUMBER:  DATE FORM SIGNED:  

 

 

 

 

 

 

 

 

 


