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Beanstalk Academy
ENROLLMENT APPLICATION

Child's Health Information 
MedicaidNo InsurancePrivate Insurance

Primary Care Physician:

Address:

Phone #:

Dentist:

Address:

Phone #:

Nutrition Information:

CHIP Policy #:

Does your child have any chronic conditions? Yes No

Does your child have any allergies? Yes No

Full Diet / No Restrictions Nutritional Concern / Special Diet:

Related Services

If yes, please explain:

OT PT SPEECH ABA COUNSELING

SEIT Other:

Does your child have an IEP or IFSP?

What services are they receiving?If yes:

Yes No

Has your child been evaluated due to your concern or ever received services? Yes No

Do you have any concerns regarding your child’s development? Yes No

I certify that the information provided is correct to the best of my knowledge and is subject to verification.

ACD Diabetes

Other:

ADHD Asthma Seizures Allergies Hearing Vision

BLL >5

If yes:

Child:
(Last name) (First name) (DOB)

Parent / Guardian Signature: Date:
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Beanstalk Academy
CONSENT FORM

Emergency Contact and Authorized Escort List
To maintain the safety of your children, parents/guardians must complete, sign, and return this form to Beanstalk Academy upon 
enrollment. This form shall be updated annually or when there is any change in authorized escort information.

Emergency Contacts: Only individuals listed (and checked off) below will be considered as designated emergency contacts. 
Parents and guardians do not have to be listed below. An emergency contact is someone who Beanstalk Child Care Academy has 
permission to contact in the event that a parent/guardian cannot be reached during an emergency, for the purpose of 
communicating critical information.

Authorized Escort(s): Only individuals listed (and checked off) below will be considered as an authorized escort(s) and will be 
allowed to pick-up your child. Parents and guardians do not have to be listed below. Government issued ID will be required at time 
of pick-up. All authorized escorts must be above 16 years of age.

The New York City Health Code requires Child Care Centers to obtain and maintain for every child a list of all persons authorized by 
parents/guardians to escort the child from Child Care. No child may leave the Center with any individual whose name is not on file 
at the Center as an authorized escort.

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

I  

emergency or to release my child to the individuals 

I have identified above.

authorize Beanstalk Academy to contact in case of
(parent/guardian last name, first name, middle initial)

(child last name, first name, middle initial)

Parent / Guardian Signature: Date:
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Beanstalk Academy
CONSENT FORM

I give permission for my child to participate in neighborhood walking trips including walks to 
local parks and playgrounds. Field trips require a separate consent form and will be sent home prior 
to any field trip.

Parent / Guardian Signature: Date:

General Consents

Neighborhood Walking Trip Consent (please initial)

Child:
(Last name) (First name) (DOB)

I hereby give Beanstalk Academy and its subsidiaries (hereafter referred to as Beanstalk 
Academy and those acting with Beanstalk Academy) permission and authority to use, publish 
and/or republish photographic pictures of myself and/or my minor child. 

The photographic pictures may be altered in character or form on reproductions in color and/or 
black and white through any media used by Beanstalk Academy for any Beanstalk Academy 
purpose including, without limitation, use in any printed materials, on Beanstalk Academy’s website 
on the internet and related websites, and in social media. 

I release and discharge Beanstalk Academy and its representatives, employees, or any person(s) 
and/or corporation(s) for whom Beanstalk Academy may be acting, including any firm publishing 
and/or distributing the finished product, in whole or in part, from any liability resulting from the 
distortion, bluffing, alteration, or optical illusion, either unintentionally or otherwise, that occurs or is 
produced in the taking, processing, or reproduction of the finished product, its publication and/or 
distribution. 

Photo Consent (please initial)

By signing below, I also acknowledge that:
I understand and agree to all consents and screenings listed on this form. The authorization remains effective 
throughout my child’s enrollment, but I may also choose to revoke it at any time by notifying Beanstalk 
Academy in writing. I am over 18 years of age and competent to contract in my own name. I have the authority 
to execute this document on behalf of my minor child.

(Last name) (First name)
Parent/Guardian:
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Beanstalk Academy
CONSENT FORM

I give permission for the administration of the following non-ingestible over the counter 
medications, including sunscreen, diaper creams, and insect repellent, as needed. I understand that 
such OTC medication will be brought to school in its original container and will be clearly labeled 
with my child’s name.

Parent / Guardian Signature: Date:

Medical Consents

OTC Medications (please initial)

Child:
(Last name) (First name) (DOB)

In the event that my child experiences a severe allergic reaction while under the supervision 
of Beanstalk Academy, I hereby grant the school permission to administer an initial dose of 
Epinephrine and then immediately call 911.  I understand that, should emergency services direct the 
school to do so, a 2nd dose of Epinephrine may be administered to ensure the child’s imminent 
safety. 

Consent for Epinephrine Administration (EpiPen) (please initial)

Emergency Treatment Authorization

I  

DOB , who resides with me at . I authorize

hereby state that I am the legal guardian(s) of

that for emergency purposes, a school designated employee may provide consent for my child to receive medical 
attention (e.g. necessary examination, medical diagnosis, surgery, treatment, and/ or EMS/hospital care). In the event that 
my child needs to be transported, a Beanstalk Academy staff member will accompany my child at all times. I understand 
that every effort will be made to contact the Emergency Contact persons provided in the Emergency Release Contact 
Form.

By signing below, I also acknowledge that:
I understand and agree to all consents and screenings listed on this form. The authorization remains effective 
throughout my child’s enrollment, but I may also choose to revoke it at any time by notifying Beanstalk 
Academy in writing. I am over 18 years of age and competent to contract in my own name. I have the authority 
to execute this document on behalf of my minor child.

(Last name) (First name)
Parent/Guardian:
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Beanstalk Academy
CACFP ENROLLMENT FORM

My Child, DOB: /        /

/        /NYC Early Learning Company (Beanstalk Academy). His/her start date is

/        /Child Withdrawn on:

.

My child will attend: Monday Tuesday Wednesday

Receiving Meals: Breakfast Lunch PM Snack

Thursday Friday

is enrolled at

Hours of Care: 7:30 am – 6:00 pm

Parent / Guardian Signature: Date:







CACFP Agreement #____________

This institution is an equal opportunity provider.

CACFP-121 (11/16) PAGE 1 OF 1

INFANT FEEDING STATEMENT

Baby’s Name________________________________________________________________________________ Date of Birth __________________________

Dear Parent/Guardian:

This center participates in the Child and Adult Care Food Program and we will give your baby

___________________________________________________ and solid food. If you want to bring breast milk or your own 

formula or food, you can do that instead. Also, we encourage moms to come to the center to

nurse their babies.

Please indicate your choice below.

____________The center can give my baby the 
formula they buy.

____________I will bring breast milk or formula for 
my baby.

____________The center can give my baby solid 
foods when I tell them the baby is 
ready.

___________I will bring solid foods for my baby.

Parent’s Signature ________________________________________________________________________ Date ________________________________________



OCFS-LDSS-4433 (Rev. 06/2019) 

NEW YORK STATE 
OFFICE OF CHILDREN AND FAMILY SERVICES  

CHILD IN CARE MEDICAL STATEMENT 

To Be Completed By Licensed Physician, Physician Assistant or Nurse Practitioner 
Name of Child: 

      
 Date of Birth: 

   /    /      
 Date of Examination: 

   /    /      

 

Immunizations required for entry into day care 

Medical Exemption The physical condition of the named child is such that one or more 
of the immunizations would endanger life or health.  Attach certification specifying the 
exempt immunization(s). 

 Yes   No 

Diphtheria, Tetanus and 
Pertussis (DPT) Diphtheria 
and Tetanus and acellular 
Pertussis (DTaP) 

1st  Date 

   /    /       

2nd Date  

   /    /      

3rd Date 

   /    /      

4th Date 

   /    /      

5th Date 

   /    /      

Polio (IPV or OPV) 
1st  Date 

   /    /      

2nd Date  

   /    /      

3rd Date 

   /    /      

4th Date 

   /    /      

 

Haemophilus influenzae 
type B (Hib) 

1st  Date 

   /    /      

2nd Date  

   /    /      

3rd Date 

   /    /      

4th Date OR 1st Date (if given on or after 
15 months of age) 

   /    /      

Pnuemococcal Conjugate 
(PCV) for those born on or 
after 1/1/08) 

1st  Date 

   /    /      

2nd Date  

   /    /      

3rd Date 

   /    /      

4th Date 

   /    /      

Hepatitis B 
1st  Date 

   /    /      
2nd Date  

   /    /      
3rd Date 

   /    /      

Measles, Mumps and 
Rubella (MMR) 

1st  Date 

   /    /      
2nd Date  

   /    /      

Varicella (also known as 
Chicken Pox) 

1st  Date 

   /    /      
2nd Date  

   /    /      

Other Immunizations may include the recommended vaccines of Rotavirus, Influenza and 
Hepatitis A 

Type of Immunization: 

      

Date:  

   /    /      
Type of Immunization: 

      

Date:  

   /    /      

Type of Immunization: 

      

Date:  

   /    /      
Type of Immunization: 

      

Date:  

   /    /      

Type of Immunization: 

      

Date:  

   /    /      
Type of Immunization: 

      

Date:  

   /    /      

Tests 

Tuberculin Test Date:    /    /      Mantoux Results:  Positive    Negative       mm 

TB Tests are at the physician’s discretion.  Acceptable tests include Mantoux or other federally approved test. 

If positive, or if x-ray ordered, attach physician’s statement documenting treatment and follow-up. 

Lead Screening Date:     /    /       

Attach lead level statement 

Lead Screening (Include All Dates and Results) 

1 year    /    /      Result:        mcg/dL  Venous  Capillary 

2 years    /    /      Result:        mcg/dL  Venous  Capillary 

Most recent date of lead screening (if different from above): 

    /    /      Result:       mcg/dL  Venous  Capillary 

Per NYS law, a blood lead test is required at 1 and 2 years of age and whenever risk of lead poisoning is likely. 
If the child has not been tested for lead, the day care provider may not exclude the child from child day care, but must 
give the parent information on lead poisoning and prevention, and refer the parent to their health care provider or the 
county health department for a lead blood screening test.  

(Continued on reverse side) 

 
 



OCFS-LDSS-4433 (Rev. 06/2019) 
 

CHILD IN CARE MEDICAL STATEMENT (continued) 

Health Specifics    Comments 

Are there allergies? (Specify)  Yes     No       

Is medication regularly taken? 
 (Specify drug and condition)  Yes     No 

      

Is a special diet required? 
(Specify diet and condition) 
 

 Yes     No 
      

Are there any hearing, visual or dental 
conditions requiring special attention? 

 Yes     No 
      

Are there any medical or developmental 
conditions requiring special attention? 

 Yes     No 
      

Summary of Physical Exam 
Include special recommendations to child day care providers 

      

 

On the basis of my findings as indicated above and on my knowledge of the named child, I find 
that: he/she is free from contagious and communicable disease and is able to participate in child 
day care. 

 Yes   No 

 
  

      

Signature of Examiner  Address 

      
 

      

Please Print Name  City, State, Zip 

      
 

(       )      -          /    /      

Title  Phone  Date 

                      

   

 


