
       Registration Form 

Child’s Name __________________________________________________ DOB __________________ 
  First       Middle     Last   

Program enrolled:  3-4yr. old: ___ 3 ½ day   ___5 ½ day   ___3 Full Day   ___5 Full Day 

         4-5yr. old: ___ 5 ½ day   ___5 Full Day 

Parent’s Name _______________________________________________________________________ 

Address _____________________________________________________________________________ 
    Street    City    State    Zip 

Parent Phone -   Cell ________________________  Home ________________________ 

    Work _______________________  Provider ______________________ 
                (At&t, Verizon, Sprint, etc.)   
 *Please check       if you wish to receive preschool related text messages.* 

Other parent (if different than above) 

Parent’s Name _______________________________________________________________________ 

Address _____________________________________________________________________________ 
    Street    City    State    Zip 

Parent Phone -     Cell _____________________   Home _____________________ 

    Work ____________________   Provider ___________________ 
           (At&t, Verizon, Sprint, etc.) 
*Please check      if you wish to receive preschool related text messages.* 

Roster Release 
I do/do not wish my information to be printed in the preschool parent roster.   
Preferred number to be released: ____________________ Email: ______________________ 

Photo Release 
I do/do not give permission for my child’s picture to be and used in monthly preschool newsletters, 
displayed in the preschool classroom, put on the JMP Facebook page, and/or used the Bexley Recreation 
Brochure. 

Release/Permission 
I, as parent or legal guardian representing this minor, agree to release the City of Bexley, its officers, employees and volunteers from 
any and all liability for accidents, injuries, loss of and / or damage to my / our person or property that may arise out of my child’s 
participation in or at the listed activity / activities.  I / we are aware that participating in activities or use of facilities involves certain risk 
of injury despite safety precautions. I give permission for my child to take part in all preschool activities, including use of playground 
equipment and trips off the preschool grounds.  In the event of an accident or emergency, if my child’s physician is not available, I 
grant permission to call another licensed physician.  I authorize the preschool staff to act for me according to their best judgment.  

           
    Signature of Parent, Custodian, or Guardian          Date 

  

  



Revised January 16 

 
Security Deposit & Direct Withdrawal Form 

 
 
 
Name of Child/Children:      
 
1. __________________________________________            
 

 
 
 
  

 
2. __________________________________________            
 

 
 
 
 
 
 

 
 
Name on Card: ____________________________________________ Credit Card Type:    ____VISA ____MC 
 
Account #___________- ___________ - ___________ - ___________ Exp. Date: ____ / ____ 3-Digit Code: _______ 
 
All credit card numbers will be kept on file as a security deposit. Cards will not be charged unless a 
child drops from the program or the MONTHLY box is checked below for automatic withdrawal. If a 
child drops, the card listed above will be charged immediately. Monthly payments will be charged on 
the 1st of each month.  
 

      DEPOSIT   Cost of one month’s tuition (not charged)         MONTHLY 
 
By signing this form, you are giving permission to the Bexley Recreation & Parks Department to charge to the above listed 
credit card and/or account number the amount owed each week for Jeffrey Mansion Preschool.  All late fees, cancellation 
charges, and outstanding payments will be assessed to this card.  Payment for any other Bexley Recreation sponsored 
program may NOT be charged as a result of this form.   
 
 
 
Signature: __________________________________ Date: ___________________________ 
 

Month Attending     Account to be Charged on: 
September 2016     September 1, 2016 
October 2016      October 1, 2016 
November 2016      November 1, 2016 
December 2016      December 1, 2016 
January 2017      January 1, 2017 
February 2017      February 1, 2017  
March 2017      March 1, 2017 
April 2017      Friday, April 1, 2017 
May 2017      May 1, 2017 

3 & 4 Year Old Program 
 
__ 3-Day Half ($190)    __ 3-Day Full ($510) 
__ 5-Day Half ($315)    __ 5-Day Full ($620) 
 

4 & 5 Year Old Program 
 
__ 5-Day Half ($315) 
__ 5-Day Full ($620) 
 

3 & 4 Year Old Program 
 
__ 3-Day Half ($190)    __ 3-Day Full ($510) 
__ 5-Day Half ($315)    __ 5-Day Full ($620) 
 

4 & 5 Year Old Program 
 
__ 5-Day Half ($315) 
__ 5-Day Full ($620) 
 



 

Dismissal Form 

My Child has permission to be picked up at preschool by any of the following people: 

 

Name of Child/Children:  ________________________________________________ 

 

Name of Authorized Person(s)    Relationship to Child (friend, relative, ect.) 

 

_____________________________    _______________________(parent) 

_____________________________    _______________________(parent) 

_____________________________    _____________________________ 

_____________________________    _____________________________ 

_____________________________    _____________________________ 

_____________________________    _____________________________ 

 

______________________________________    ______________________ 

Parent Signiture        Date 

 

Comments: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 









JFS 01305 (Rev. 7/2010) 
 

Ohio Department of Job and Family Services 
CHILD MEDICAL STATEMENT 

For Child Care Centers and Type A Family Child Care Homes  
Child’s Name (print or type) 

      
Date of Birth 

      
 
 This is to certify all of the following: 
 

• I have examined this child and found that he or she is in suitable condition for participation in group care. 
 

• The child has had the age appropriate immunizations recommended by the Ohio Department of Health. 
 

• My office has entered the child's immunizations record below or attached a printed record of the immunizations or found that this 
child should be exempt from immunizations for the following reasons:       

 
 List any limitations or health conditions for this child (including allergies, daily medication, dietary restrictions)        

 

 
Recommended Assessments/Screenings: 
Vision:    Yes  No     Date:        Hearing:   Yes  No     Date:        
Dental:   Yes  No     Date:        Lead:  Yes  No     Date:        
BMI:   Yes  No     Date:        Other:        

 
Signature of examining Physician/Physician's Assistant/Advanced Practice Nurse  Date of Examination 

 
 Ohio Administrative Code rules 5101:2-12-37 and 5101-2-13-37 require that this examination be given no 

more than twelve months prior to the date of admission to the child care center or type A home.  
 

Name of Physician /Physician's Assistant/Advanced Practice Nurse 

      
Telephone Number 

      

Street Address 

      

City, State and Zip Code 

      

This is a sample form used to meet the requirements of rules 5101:2-12-37 and 5101:2-13-37 of the Administrative Code. 

 
 Recommended  Immunizations (enter month, day, and year) 

Vaccines  Dose 1  Dose 2  Dose 3  Dose 4  Dose 5 

Diphtheria, Tetanus, Pertussis (DTaP)                               

Hepatitis B (Hep B)                     

Haemophilus Influenza   type b (HIB)                          

Measles, Mumps, Rubella (MMR)                

Inactivated Polio                          

Varicella (chicken pox)                

Influenza                                

Pneumococcal Conjugate (PCV)                         
 

Rotavirus                   
  

Hepatitis A             
   

Other                               

The immunizations above are recommended by the Centers for Disease Control and Prevention and the Ohio Department of Health.  



Ohio Departmentof Job and Family Services
REQUEST FOR ADMINISTRATION OF MEDICATION

Child Care Centers and Type A Homes

This form is valid for no longer than twelve (12) months. One form must be used for each medication.

!!!ltl- The following section must always be completedby the parent/guardian.

Check all that apply:

D Prescriptionmedication
D Nonprescriptionmedicationo Refrigeration required

181 Topical product or lotiono Food supplement
D Modified diet

Complete all of the following information:

Name ofchild: Date of birth: Weight: _

Name ofmedication:.::.H"'8:::".::.d-'S-'8"'"i.::.tiz"'8"', Exact dosage: ..;l--'p-'-u:::m"'p'--- _

To be administeredat the followingtimes._h_e.::.fo.::.'e_e8_t.::.i""'9.::.S.::."_8C_k_8_"_d_l_u"_c_h _

For the following period oftime:_w_h_i1e_8t-'P_,_es_c_h_oo_I ~--------

Parent/Guardiansignature: Date: _

Box 2 -The following section must be completedby a licensed physician, a licensed dentist 01' an advance
practice nurse when:

1. A physician's instruction is needed for a nonprescriptionmedication (e.g. child is underage or
nnderweight per the label instructions); or
2. It is a sample medicationwithout a prescription label; or
3. The nonprescriptionmedication is to be given longer than three consecutivedays within a fourteen day
period or is a topical product or lotion that is being used for a skin ailment and is to be applied longer than
fourteen consecutive days; or
4. The child is on a modified diet (an entire food group is eliminated)or food supplement; or
5. The medication contains codeine or aspirin.

(name of medication,vitamin, diet)(name of child)
--;-----;O~c;c_--------- is under my care and should receive _--;-__;;-~-:-:-_-;:--;----;~_

(include dosage and instructions)
as follows: ----,,========= _

Possible side effects to watch for are: _

Expiration date: (May not exceed 12 months from the date ofthis request for medications or food
supplements)

Signature of physician, dentist or advance practice nurse Date of signature Phone munber

This form must be used by child care centers and type A homes to meet the requirement ofOAC rules 5101:2~12~31 and 5101:2,.13-31
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Box 3 - The section below must be completed by tbe center 01' type A home staff and each administration of
medication must be documented. All dosages must be recorded on page 2 oftbis form.

(Dosage)(Name of Medication,
Vitamin or Diet)

(Name of Child)
__-;;:;_-;;== was given -;;co-_=;-;:-:-; in tbe amount of_=_-;- _

Date and Time ofDosage Dosage Amount Siznature of'Desianated Person Administerina Medication

This form must be used by child care centers and type A homes to meet the requirementofOAC rules 5101:2-12-31 and 5101:2-13-31

JFS 01217 (Rev. 912005) Page 2 of2



 
 

Ohio Department of Job and Family Services 
CHILD MEDICAL/PHYSICAL CARE PLAN 

FOR CHILD CARE CENTERS & TYPE A HOMES 
This form may be used for children with health conditions as defined in Rules 5101: 2-12-38 and 5101: 2-13-38. 

 
Child’s Name   Date of Birth  
            

Special Health Conditions  
      

Symptoms to watch for and 
Emergency Action to be taken if the 
following symptoms occur 

 

      

Activities/Foods/Environmental 
Conditions to Avoid 

 

      

Medical Procedures to be followed and 
Expected Benefit of Treatment 

 

      

Are any medications required?    No      Yes     (If yes, complete JFS 01217 Request for Administration of Medication) 
If yes, what medications? 
Training Instructions  (Trainer must be a parent/guardian or certified professional)  
      

Signature of Trainer: 
 

 Date:       

Signature of trained staff members and staff who have been made 
aware of the condition.   

 (There must always be a trained staff member present 
when the child is present.) 

 
Signature:                                                                                                   Date:          Staff Informed        Staff Trained 
Signature:                                                                                                   Date:          Staff Informed        Staff Trained 
Signature:                                                                                                   Date:          Staff Informed        Staff Trained 
Signature:                                                                                                   Date:          Staff Informed        Staff Trained 
(Only trained staff members shall be permitted to perform medical procedures listed above.)  Additional staff , may sign on the 
backside of this form, but need to indicate "trained" and/or "informed". 
Additional services (educational/therapeutic) child is receiving  
Who provides the above services? 
Name:       Phone number:       May we contact?   No     Yes 
Name:       Phone number:       May we contact?   No     Yes 

I give my permission for the staff listed above to perform the procedures in my child’s Medical/Physical Care Plan. 

Parent Signature 
 

 
 

Date       

Administrator Signature 
 

 
 

Date       

JFS 01236  (Rev. 9/2006) 



This  form must be used by child care centers and type A homes to meet the requirement of rules 5101:2-12-31 and 51-1:2-13-31. 
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Ohio Department of Job and Family Services 

REQUEST FOR ADMINISTRATION OF MEDICATION 
Child Care Centers and Type A Homes 

 
This form is valid for no longer than twelve (12) months.  One form must be used for each medication. 
 
Box 1 - The following section must always be completed by the parent/guardian. 
 

Check all that apply: 
 

  Prescription medication   Topical product or lotion 
  Nonprescription medication   Food supplement 
  Refrigeration required   Modified diet 

Complete all of the following information: 
 
Name of child:       Date of birth:       Weight        
 
Name of medication:       Exact dosage:       
 
To be administered at the following times:       
 
For the following period of time:       
 
Parent/Guardian signature:                                                                                               Date:        

 
Box 2 -The following section must be completed by a licensed physician, a licensed dentist or an advance 
practice  nurse when: 
1.  A physician's instruction is needed for a nonprescription medication (e.g. child is underage or underweight 
per the label instructions); or 
2.  It is a sample medication without a prescription label; or 
3.  The nonprescription medication is to be given longer than three consecutive days within a fourteen day period 
or is a topical product or lotion that is being used for a skin ailment and is to be given no longer than fourteen 
consecutive days; or 
4.  The child is on a modified diet (an entire food group is eliminated); or 
5.  The medication contains codeine or aspirin. 
 

 
      is under my care and should receive       
(name of child) (name of medication, vitamin, diet) 
 
as follows:       
 (include dosage and instructions) 
 
Possible side effects to watch for are:       
 
Expiration date:       (may not exceed 12 months from the date of this request for medications or food 
supplements) 
 
______________________________________________             
Signature of physician, dentist or advance practice nurse Date of signature         Phone number 
 



This  form must be used by child care centers and type A homes to meet the requirement of rules 5101:2-12-31 and 51-1:2-13-31. 
 
JFS 01217 (Rev. 9/2005) Page 3 of 2 

Box 3 - The section below must be completed by the center or type A home staff and each administration of 
medication must be documented.  All dosages must be recorded on the reverse side of this form. 
 
 
      was given       in the amount of       
(Name of Child) (Name of Medication, (Dosage) 
 Vitamin or Diet) 

 
Date and Time of Dosage Dosage Amount Signature of Designated Person Administering Medication 
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