
DISTRICT OF COLUMBIA 

OFFICE OF THE STATE SUPERINTENDENT OF 

OSSE EDUCATION 
REGISTRATION RECORD FOR CHILD RECEIVING CARE AWAY FROM HOME 

Child: 
Last Firsl M.I. 

Date of Birth: Home#: 

Home Address: 
Number Street 

Parent: 
Last First M.I. 

Home Address: 
Number Street 

Business Address: 
Number Street 

Parent: 
Last First M.L 

Home Address: 
Number Street 

Business Address: 
Number Street 

Relative or Guardian: 
Last First M.L 

Home Address: 
Number Street 

Business Address:· 
Number Street 

Person to be contacted in case of an emergency (other than parent/guardian): 

Sex: D Male D Female 

Language Spoken At Home 

Home# 

Business# 

Home# 

Business# 

Home# 

Business# 

Apt.# 

Apt.# 

Apt.# 

Apt.# 

Apt.# 

Apt.# 

Apt.# 

____________________________ Relationship to child: 
Last First M.L 

Address: 

Number Street Apt.# State ZIP Phone# 

Designated individual authorized to receive child at end of session: 

Last First M.L 

Last First M.L 

Last First M.L 

Signature: __________________ Relationship to child: Date: 
---------

State ZIP 

State ZIP 

State ZIP 

State ZIP 

State ZIP 

State ZIP 

State ZIP 

TO BE COMPLETED BY THE FACILITY 

Date of Admission: 
   Date of Withdrawal: _______ _ Reason: ___________________________ 
_ 
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D"[fCATI ON 
DIVISION OF EARLY LEARNING 

Licensing and Compliance Unit 

AUTHORIZATION FOR CHILD'S EMERGENCY MEDICAL TREATMENT 
(Update Annually) 

If my child ________________ , born on ___ / ____ / ___ , becomes 
ill or involved in an accident and I cannot be contacted, I authorize the following hospital or physician to 
give the emergency medical treatment required: 

Hospital:------------------------------------

Address: 
-------------------------------------

0 r: 

Physician: _______________ M.D. Telephone No: _____________ _
(Area Code) 

Address: 
-------------------------------------

I give permission to __________________________ , located at 
Name of Facility or Caregiver 

__________________________ , to take my child for treatment. 

I accept responsibility for any necessary expense incurred in the medical treatment of my child, which is not covered 
by the following: 

Health Insurance Company: ______________________________ _ 

Name of Policy Holder: ___________ _ 

Policy Number: ______________ _ 

Medicaid Number: 
--------------

Relationship to Child: __________ _ 

Coverage: ______________ _ 

State: D DC DMD DV A 

Child's known Allergies or Physical Conditions: ______________________ _ 

Parent/Guardian Signature: __________ _ Relationship to Child: __________ _ 

Address: 
-------------------------------------

Telephone No: ________ _ 
Home Business Cell Phone 

Date: _____________ _ Date Updated: _________ _ 
Month/Day/Year Month/Day/Year 

Place in child's folder/record. 

1050 First St. NE, 6th Floor, Washington, DC 20002 • Phone: (202) 727-1839 TTY: 711 • osse.dc.gov 



DISTRICT OF COLUMBIA 

OFFICE OF THE STATE SUPERINTENDENT OF 

EDUCATION 
HEALTH TESTING REQUIREMENTS FOR CHILD DEVELOPMENT FACILITIES 

FOR CHIDREN - (SA DCMR, Chapter 1, Section 130.4 and D.C. Universal Health Certificate Instructions) 

Physical Examination: 
A current comprehensive physical examination is required upon enrollment and prior to admission to the facility. 
This includes, age-appropriate screenings and up-to-date immunizations, and for each child three years of age and 
older, a complete oral health examination. Each examination must be performed by a licensed health care 
professional within one year prior to date of admission. Information must be provided on forms approved by the 
Mayor. Each child shall, at least annually, have a comprehensive physical examination and oral examination. 

Tuberculosis (TB} Risk Assessment and Testing: 
Prior to admission, and annually thereafter, parents or guardians are required to submit to the Child 
Development Facility (CDF) a District of Columbia Universal Health Certificate (DC UHC) with 
documentation of a comprehensive physical examination, inclusive of a tuberculosis exposure risk assessment. 
Upon recognition of high risk factors, a tuberculin skin test (TST) should be conducted. 

Blood Tests for Lead Poisoning: 
D.C. law requires that all children be tested for lead between 6-14 months and again between 22 and 26 months. D.C.
law also requires that if a child is more than 26 months old and has not yet been tested for lead exposure, that child
must be screened twice prior to six years of age. Note: Children over six years old who regularly put non-food items
(e.g., dirt, paint, etc.) in their mouth should be screened by their doctor every year and additional testing should be
considered.

For more information on the yearly child health examination requirements, see the 
D. C. Universal H ea/th Certificate instruction included in the licensure orientation package.

FOR CENTER EMPLOYEES, HOME PROVIDERS, RESIDENTS, AND VOLUNTEERS 
(SA DCMR, Chapter 1, Section 131.5) 

Pre-Employment and Annual Physical Examinations: 
A current pre-employment physical examination by a licensed health care practitioner is required. All persons 
living in a licensed child development home shall have an annual physical examination by a licensed health care 
practitioner. The physical examination must include written and signed documentation from the licensed health 
care practitioner stating that the person is free of communicable disease at the time of examination. In addition, 
physical examinations must include written and signed documentation from the licensed health care practitioner 
about any caregiver, employee, or volunteer diagnosed with a medical problem, and their capability of caring for 
children. 

Tuberculosis (TB) Assessment and Testine: 

Physical examinations must include written and signed documentation from the licensed health care 

practitioner that the person is free from tuberculosis at the time of examination. Tuberculosis (TB) tests (with 

results) must be repeated every two years, if the previous test was negative. Persons with positive test results 

should be promptly evaluated by a licensed health care practitioner and each following year. 
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