Acknowledgment

Child’s Name

| wish to acknowledge that | received, read and understand the contents of
the Preschool Services Department EHS Parent Handbook. As a parent or
guardian of a child enrolled in the EHS Program, | will follow the policies and
procedures, as detailed in the Parent Handbook. | will also work
collaboratively and in partnership with the EHS staff to ensure compliance
with local, state and federal regulations as required in the daily operation of
the programs offered for young children.

I have received:
An orientation for parents which includes program philosophy, program
goals and objectives, program activities, eligibility requirements, and

e Due process procedures [ _|

e Parent rights []
e Personal rights []
Parent / Guardian Signature Date

Please place a copy in child's folder.
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PRESCHOOL SERVICES DEPARTMENT
COUNTY OF SAN BERNARDINO
FOOD ALLERGY QUESTIONNAIRE

Child’s name: Center:

Child is allergic to:

Does your child have Lactose Intolerance or Milk Allergy?

What food other than milk is your child allergic to?

What symptoms occur when the child eats these foods?

Can an allergic reaction threaten breathing or threaten you child’s life?

(Yes or No and please give details)

Please list any specific foods that you know the child should avoid (foods which may have the
allergen as a hidden ingredient):

Which food substitutions should your child have instead of what is on the menu?

Does your child need to have medication at school in case of an allergic reaction?

Yes or No-please give details concerning medication: (if yes, please ask Site Supervisor for the
Medication Forms to take to you doctor)

Parent Signature: Date:

Note: Please fax this form with the Medical Statement to the Nutritionist at 909.383.2086



Acknowledgment

Child's Name

| wish to acknowledge that | received, read and understand the contents of
the Preschool Services Department EHS Parent Handbook. As a parent or
guardian of a child enrolled in the EHS Program, | will follow the policies and
procedures, as detailed in the Parent Handbook. I will also work
collaboratively and in partnership with the EHS staff to ensure compliance
with local, state and federal regulations as required in the daily operation of
the programs offered for young children.

| have received:
An orientation for parents which includes program philosophy, program
goals and objectives, program activities, eligibility requirements, and

e Due process procedures ]

e Parent rights ]
e Personal rights ]
Parent / Guardian Signature Date

Please place a copy in child’s folder.
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County of San Bemardino
Preschool Services Department

Home Visit Initiative Health History

" SAN BERNARDINO

\ COUNTY

_Print Last Name, First Name, Middle Name

Date of Birth:

MoFo
Birth Order:1 2 3 4 Other:{ )
Address: Apti#: City: Zip:
Daytime Phone: Alternale Phone: Dental Insurance: o Yes oNo

Name:

Medical Home (Address and Phone)

Dentzl Home (Address and Phone)

| Number of months of pregnancy: Specify complications of pregnancy: (If none, write *None.”)

Obs::gha Month prenatal care began:

Neonata! History Birth Weight: Ibs 0z Specify neonatal pregnancy: (If none, write *None.")
Delivery Method: Vaginal o Cesarean o
Development History (indicate month)

Physical Development: Month | Personal Social Development: Month: | Language Development: Month:
Grasping — | Smiles Cooing s
Reaching | Reaches for toys — | Imitates sounds (i.e. dada, mama) -
Rolling Over | Plays (ball, pat-a-cake) —— | Makes specific sounds —
Sitting Up — | Drinks from cup _ | 1-2 word sentences R
Creeping & Crawling | Uses spoon, spils little — | 2-3word sentences —
Walking — | Removes clothing — | Developmental concems:
Weaning Washes and dries hands

From breast _ | Dresses with supervision

From bottle
Additional Concems:

Child’s Past Medical History and llinesses (X zpplicable box)
lliness/Condition: lliness/Condftion: llness/Condition:
Hospitalizations Noo Yeso Speech Problems Noo Yeso Any Birth Defects Noo Yeso
Surgeries Noo Yeso Frequent Colds Noo Yeso | ChickenPox Noo Yeso
Drug Allergies Noo Yeso Ear Infections Noo Yeso Mumps Noo Yeso
Allergies (other) Noo Yeso Sore Throat Noo Yeso Red Measles Noo Yeso
Asthma/Wheezing Noo Yeso Pneumonia Noo Yeso Rubella Noo Yeso
Visual Problems Noo Yeso Hearl Disease Noo Yeso Tuberculosis (TB) Noo Yeso
Learning Problems Noo Yes o Kidney Disease Noo Yeso Whooping Cough Nopo Yeso
If yes, please add any additional information here:
Family History (X applicable box and describe in designated space)

Condition: g Condition: = - Condition: z
Allergies Noo Yeso Epilepsy Noo Yeso Mental Retardation Noo Yeso
Anemia Noo Yeso Heari Disease Noo Yeso Rheumatic Fever Noo Yeso
Bleeding Disorder Noo Yeso Hepatitis Noo Yeso Smoking Noo Yeso
Cancer Noo Yeso Hyperiension Noo Yeso Tuberculosis (TB) Noo Yeso
Diabetes Noo Yeso Kidney Disease Noo Yeso Communicable Disease Noo Yeso
Drug/Alcoholism Noo Yeso Mental liness Noo Yeso

Il'yes, please add any additional information here:

Dental History (X applicable box)

Use a wash cloth to wipe infant's gums?  Noo Yes o Any dental problems? No o Yes o

Do you brush your child's teeth? No o Yes o Il yes, please add any additional information here:
Use fluoride or toothpaste? No o Yes o

Use fluoride supplements? No o Yes o

Parent Signature: Date:

Staff Signature: Date:__

N:AFORMS\EHS Forms\EHS HEALTH FORMSIEHS

Health History English 7/25/16.doc



PRESCHOOL SERVICES DEPARTMENT OF SAN BERNARDINO COUNTY
662 S. Tippecanoe Ave, San Bernardino, California, 92415-0630
(909) 383-2050

Home Visitation Initiative
PERMISSION FOR RELEASE OF INFORMATION

Child’s Name: Date of Birth:
Address: Site:
City: Zip: Telephone:

I give Preschool Services Department of San Bernardino County permission to obtain from or give to
the following persons or agencies pertinent medical, developmental, social or other information about
my child. I understand that such information will remain confidential fo all other parties and that such
information will be used only to give my child the best available professional services.

Name of Agencies and/or Person: (Include agency name, address, and phone number)

Agency name Agency name

Address Address

City/State/Zip City/State/Zip

Telephone Telephone

Parent/Guardian Signature Date Signed

This consent shall remain effective for one year following the date of signature. A copy of this is as valid

as the original.

Shared Drive/Forms/EHS Forms/Permission for Release 6/13



ey s :
~ : i
e [ )
i m § o .
e : i
e H 1 *
>~ ' H
- : . .-
=z o ; M
P4 4 '
™ H !
!
1

: . e
; : — oyt -
A N . -~ B ’
] B\ ERE N H s
! ' ar “ty : o
e cen . H 1
- s 5 P
. H - vdern i e
o t = fpeuy i N
N B [ : Doy
3 = kP N V ewn
i o PG : b
: e, k] !
i o e ™ : s
. bR Sia ke s L
- - H R
=3 o ¢ P
o4 . -
s A H .
TN e . Ll
. : "o~
Rt H [Seind
S H 1
St ~, B M
g SU ! ;
(3 H
e '
- .
P
)

. ‘
: d
! 1
. [
" i
H .
X .
i
. '
<
i 2
i R4
: 5
. =z
R o
" e : =
e boa 3
" e o 3
R 54 ] )
o Y PR -
. < o=
. 1
. : ‘
: t g
e . ~
X . o




= Recchnol ! l.IVi_l

_— w.mwuﬁllaﬁ '.1'. wiivy Partners to perform or obtain tlhe followmg

% Medical Authorization

¢ Vision Screening (Eyes)

¢ Hearing Screening (Hearing)

+ Height/Weight Screening

< Non-invasive Hemoglobin Screening

% Dental Screening and Topical Fluoride Application

% Developmental Screening (Learning): ASQ 3

¢ Social/Emotional Screening: Ages & Stages (ASQ-SE)

¢+ Desired Results Developmental Profile + Assessment

“ Home Visit Rating Scales (HOVRS - Home Base program only)

Signature of Parent/Guardian Date
Signature of HVP Staff Date
I — County of San Bernardino
COUNTY Preschool Services Department

662 S. Tippecanoe Ave
C:\Users\Hsguest\Downloads\HVT Screening Consent Form (3).docx
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County of San Bernardino
Preschool Services Department

Picture Consent Form

I, give permission for my child
Parent/Guardian Child’s Name

To be photographed/media/video taped during school activities.

Date Signature Parent/Guardian

Picture Consent Form English 5-11/Shared Drive Y/Forms/E ducation
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e————l e t——
SAN BERNARDINO
y Human Services

COMPLAINT AND GRIEVANCE PROCEDURE

INSTRUCTIONS: THE CUSTOMER IS TO READ AND RECEIVE THE TOP PORTION OF THIS FORM. THE
BOTTOM PORTION OF THE FORM IS TO BE SIGNED BY SERVICE RECIPIENT AND PLACED IN THE

CONTRACTOR’S RECORDS.

If you believe you have been discriminated against, or that there has been a violation of any
laws or regulations, or if you have a problem regarding services received, you have the right to
file a complaint or tell us your grievance.

The following procedures are to be followed when filing a complaint or grievance.

STEP ONE:
Write down your complaint or grievance and talk to the service provider. Keep a copy for

yourself and write down the date you talked to the service provider.
« If answered or resolved at this step, nothing further is required.
+ If no answer or resolution within 10 calendar days, proceed with Step Two.

STEP TWO: .
Send a copy of your written complaint or grievance, or discuss the complaint or grievance with

your County Caseworker. Write down the date you spoke to your Caseworker or send the

‘compiaint and keep it with your copy.
¢ If answered or resolved at this step, nothing further is required.
e If no answer or resolution within 10 calendar days, proceed with Step Three.

STEP THREE:

Send a copy of your written compiaint or grievance to the Program Speciaiist. If you would like a
response, include your name, address and telephone number. Your personal information and
your complaint and grievance details will be kept confidential.

HS Program Development Division, Contracts Support Unit
ATTN: Program Specialist

825 E. Hospitality Lane, 2™ Floor

San Bernardino, CA 92415-0079

= o ‘|fanswered or resolved at this step, nothing further is required. -
« If no answer or resolution within 10 calendar days, proceed with Step Four.

STEP FOUR:
Send a copy of your written complaint or grievance to the Contract Analyst at:

HS Administrative Support Division, ATTN: Contracts Unit

150 S. Lena Road
San Bernardino, CA 92415-0515

You will be contacted within 10 calendar days if you have provided contact information.

Please note: Each of these steps must be completed in the sequence shown.
.............................. DetaCh here.....covcvviiirienneniineiiinineaes

COMPLAINT AND GRIEVANCE PROCEDURE CERTIFICATION
This certifies | have read, understood, and received the Complaint and Grievance Procedures.

Client Signature Date



COUNTY OF SAN BERNARDINO
PRESCHOOL SERVICES DEPARTMENT

AUTHORIZATION TO CONSENT TO TREATMENT OF MINOR

(I/We), the undersigned, parent(s) of , a minor, do
Child’s Name

hereby authorize as agent(s) for the undersigned to

School Name

consent to any X-ray examination, anesthetic, medical or surgical diagnosis or treatment and
hospital care which is deemed advisable by, and is to be rendered under, the general or special
supervision of any physician and surgeon licensed under the provisions of the Medical staff of
any accredited hospital, whether such diagnosis or treatment is rendered at the office of said
physician or at said hospital.

It is understood that this authorization is given in advance of any specific diagnosis,
treatment or hospital care being required, but is given to provide authority and power on the part
of our aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment of
hospital care which the aforementioned physician in the exercise of his best judgment may deem
advisable. It is understood that effort shall be made to contact the undersigned prior to rendering
treatment to the patient, but none of the above treatment will be withheld if the undersigned
cannot be reached.

This authorization is given pursuant to the provisions of Section 25.8 of the Civil Code of
California

I hereby authorize any hospital, which has provided treatment to the above named minor
pursuant to the provisions of section 25.8 of the Civil Code of California to surrender physical
custody of such minor to the above-named agent upon the completion of treatment. This
authorization is given pursuant to Section 1283 of the Health and Safety Code of California.

This authorization shall remain in effect from to , unless
sooner revoked in writing delivered to said agent(s).

Parent/Guardian Signature Date
Staff Signature/Title Date
Supervisor Signature/Title Date
Child’s Birthdate: Date of Last Tetanus:

List any medical restrictions:

List any known allergies:

Emergency Information Sheet English 9-12/Shared Drive/Forms/Education
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."2.“Child’s First Name:

3. DOB:

4.Parent/Guardian:

5.Home phone number:

Alternate Phone number:

6. Current E-mail address

7. Current Mailing Address:

8. Zip Code:

9. PERSON (S) AUTHORIZED TO PICK UP CHILD OR TO CALL IN EMERGENCY:

(18 years or older, photo L.D. will be required)

Name/Relationship to Child: Home Phone:
Address: Work Phone:
Name/Relationship to Child: Home Phone:
Address: Work Phone:
Name/Relationship to Child: Home Phone:
Address: Work Phone:
MEDICAL INFORMATION DENTAL INFORMATION

10. Medical insurance
provider

17. Dental insurance
provider

11. Medical record/
insurance number

18. Dental insurance
number

12. Doctor’s Name /
Group

19. Dentist’s Name /
Group

13. Doctor’s Address

20. Dentist’s Address

14. Doctor’s Phone
number

21. Dentist’s Phone
number

15. Date of last visit

22. Date of last visit

16. Preferred Hospital

23. Allergies

24. Instructions for emergency (In cas

Call Paramedics/Transport to the nearest Hospital or Emergency Facility

e Parent/Guardian or Doctor cannot be reached): Please Initial

I understand that if I cannot supply telephone numbers of three persons authorized to pick up my
child, in the event of an emergency, Preschool Services Department will contact the Local Law

Enforcement Agency to assume custody.

25. Bus Stop (Pick-up):

26. Bus Stop (Drop-off):

27. Pick-up time:

28. Drop-off time:

29. Special instructions:

Parent/Guardian Signature

Date

Emergency Information Sheet English 9-12/Shared Drive /Forms/Education




