
MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES 
SECTION FOR CHILD CARE REGULATION  
CHILD CARE ENROLLMENT FORM FOR LICENSE-EXEMPT FACILITIES

ADMISSION DATE DISCHARGE DATE 

CHILD’S NAME GENDER BIRTHDATE 

ADDRESS (STREET, CITY, STATE, ZIP CODE) 

IDENTIFYING INFORMATION 
MOTHER’S/GUARDIAN’S NAME HOME TELEPHONE NUMBER 

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK  IF SAME AS ABOVE CELL PHONE NUMBER 

E-MAIL ADDRESS

EMPLOYER OR SCHOOL ATTEND WORK/SCHOOL SCHEDULE 

EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, ZIP CODE) WORK TELEPHONE NUMBER 

FATHER’S/GUARDIAN’S NAME HOME TELEPHONE NUMBER 

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK  IF SAME AS ABOVE CELL PHONE NUMBER 

E-MAIL ADDRESS

EMPLOYER OR SCHOOL ATTEND WORK/SCHOOL SCHEDULE 

EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, ZIP CODE) WORK TELEPHONE NUMBER 

EMERGENCY CONTACT AND PERSONS AUTHORIZED TO TAKE CHILD FROM FACILITY 
(OTHER THAN PARENT) AT LEAST ONE EMERGENCY CONTACT IS REQUIRED.
NAME RELATIONSHIP TO CHILD TELEPHONE NUMBERS 

(CELL, WORK, HOME) 
ADDRESS (STREET, CITY, STATE, ZIP CODE) 

NAME RELATIONSHIP TO CHILD TELEPHONE NUMBERS 
(CELL, WORK, HOME) 

ADDRESS (STREET, CITY, STATE, ZIP CODE) 

AUTHORIZATION FOR EMERGENCY MEDICAL CARE 

PHYSICIAN OR CLINIC 
NAME TELEPHONE NUMBER 

PREFERRED HOSPITAL 
NAME TELEPHONE NUMBER 

MO 580-2124 (8-15) PLEASE ALSO COMPLETE PAGE 2. DC-105 PAGE 1

FACILITY/PROVIDER NAME 
    KIRKW   OOD UNITED METHODIST CHILDREN'S CENTER

I UNDERSTAND THAT I WILL BE NOTIFIED AT ONCE IN CASE OF AN EMERGENCY WITH MY CHILD, AND I WILL MAKE 
ARRANGEMENTS FOR MEDICAL CARE OF MY CHILD WITH THE PHYSICIAN OR HOSPITAL OF MY CHOICE. 

IF I CANNOT BE REACHED TO MAKE NECESSARY ARRANGEMENTS, OR IN A CRITICAL EMERGENCY REQUIRING MEDICAL 
CARE, I AUTHORIZE 

   Kirkwood United Methodist ChiOGUHQ'V CHQWHU
DAY CARE PROVIDER 

TO CONTACT THE FOLLOWING: 



ACKNOWLEDGEMENTS 

A 
I HAVE BEEN INFORMED OF THE REQUIRED HEALTH AND SAFETY INSPECTIONS 
AND THE INSPECTION FORMS ARE AVAILABLE FOR REVIEW. 

PARENT/GUARDIAN INITIALS 

B WHEN MY CHILD IS ILL, I UNDERSTAND AND AGREE THAT S/HE MAY NOT BE 
ACCEPTED FOR CARE OR REMAIN IN CARE. 

PARENT/GUARDIAN INITIALS 

C 
I  DO 
   DO NOT GIVE PERMISSION FOR FIELD TRIPS/EXCURSIONS. 
I UNDERSTAND I WILL BE NOTIFIED IN ADVANCE WHEN THEY ARE PLANNED. 

PARENT/GUARDIAN INITIALS 

D 
I  DO 

 DO NOT GIVE PERMISSION FOR THE FACILITY TO TRANSPORT MY CHILD.  
PARENT/GUARDIAN INITIALS 

E 

I HAVE BEEN NOTIFIED THAT I MAY REQUEST NOTICE AT INITIAL ENROLLMENT OR 
ANY TIME THERE AFTER WHETHER THERE ARE CHILDREN CURRENTLY ENROLLED 
IN OR ATTENDING THE FACILITY FOR WHOM AN IMMUNIZATION EXEMPTION HAS 
BEEN FILED. 

PARENT/GUARDIAN INITIALS 

HEALTH REPORT FOR SCHOOL-AGE CHILD 
CHILD’S HEALTH HISTORY AND CURRENT HEALTH PROBLEMS 
 

 MY CHILD IS IN GOOD HEALTH, IS ABLE TO PARTICIPATE IN GROUP CARE, HAS NO SPECIAL HEALTH OR MEDICAL 
REQUIREMENTS. 
 

 MY CHILD IS ABLE TO PARTICIPATE IN GROUP CARE BUT HAS SPECIAL HEALTH OR MEDICAL REQUIREMENTS AS 
LISTED BELOW. 

ANY ALLERGIES, SPECIAL MEDICAL CONDITIONS, INCLUDING CHRONIC HEALTH PROBLEMS 

 

 

ANY SPECIAL MEDICATIONS AND/ OR RESTRICTIONS 
     

PARENT/GUARDIAN SIGNATURE DATE 

FORM TO BE RETAINED FOR ONE YEAR AFTER DISCHARGE. 

FILING:  FILE FORM IN CHILD’S INDIVIDUAL RECORD. 

MO 580-2124 (11-15) DC-105 PAGE 2

 

NAME NAME

_____________________________________________________________________________________________________________
NAME NAME

_____________________________________________________________________________________________________________
NAME                                                                                                     NAME

_____________________________________________________________________________________________________________
NAME                                                                                                     NAME

_____________________________________________________________________________________________________________

 PERSON(S) AUTHORIZED TO TAKE CHILD FROM CHILD CARE FACILITY

 WHEN MY CHILD IS ILL, I UNDERSTAND AND AGREE THAT S/HE MAY NOT BE
 ADMITTED FOR CARE OR REMAIN IN CARE.     B

     C

Family Church Affiliattion:  _______________________________________________________

 
 Session Applying For (circle and mark 1st & 2nd choice):

  Y3's       MW 9-11:30_____         TTh 9-11:30_____          F 9-11:30_____

Note:  Y3's turn 3 by March of the school year. Friday only may be combined 
           with one of the 2 day Y3's classes. 

   3 / 4_            MWF 9-11:30_____         TTh 9-11:30_____       MWF 9-1:30 _____        MWF 9-3 _____

   Pre-K   TWTh 9-11:30 _____     M-Th 9-11:30 _____     M-F 9-11:30 _____

MWF 9-1:30 _____           MWF 9-3 _____  

     Lunch Bunch 11:30 - 1:30 (mark days requesting):

Monday Tuesday Wednesday

 Early Morning Drop Off 8:00 - 9:00 am (mark�days requesting)    $JHV ��� � � \HDUV 3UHVFhRRO 	 CD2

Monday         Tuesday         Wednesday        Thursday         Friday

Thursday Friday

CRPSOHWH �  3UHVFhRRO 2QO\�

Dawn Prusator



 

  

 
 

   

IDENTIFYING INFORMATION 

CURRENT STATE OF HEALTH 

Based on my assessment of this child’s medical history, current state of health and my physical examination of the child on ____ / ____ / ____, 
this child can participate in a child care program. This child has no special care needs unless specified below. 

(Date of medical examination must be within the last 12 months.) 

PHYSICIAN’S INSTRUCTIONS FOR SPECIALIZED CARE 
Complete this section only if child requires special care at a child care facility, e.g. special diets, allergies, ear infections, convulsions, 
diabetes, asthma, behavior problems, hearing or visual impairment, etc. (Attach additional pages as needed.) 

CHILD’S NAME BIRTHDATE 

SIGNATURE OF PHYSICIAN OR REGISTERED NURSE UNDER THE SUPERVISION OF A PHYSICIAN DATE 

PHYSICIAN’S OR NURSE’S NAME (PLEASE PRINT) 

NAME AND ADDRESS OF CLINIC, GROUP, PRACTICE OR OTHER 
(MAY USE STAMP.) 

IF NURSE IS SUPERVISED BY A PHYSICIAN, INDICATE PHYSICIAN’S NAME 
(PLEASE PRINT.) 

TELEPHONE NUMBER 

TO BE FILED IN CHILD’S RECORD AT CHILD CARE FACILITY 

7KH 'HSDUWPHQW RI (OHPHQWDU\ DQG 6HFRQGDU\ (GXFDWLRQ GRHV QRW GLVFULPLQDWH RQ WKH EDVLV RI UDFH� FRORU� UHOLJLRQ� JHQGHU� JHQGHU LGHQWLW\� VH[XDO RULHQWDWLRQ� QDWLRQDO RULJLQ� DJH� YHWHUDQ VWDWXV� PHQWDO RU 
SK\VLFDO GLVDELOLW\� RU DQ\ RWKHU EDVLV SURKLELWHG E\ VWDWXWH LQ LWV SURJUDPV DQG DFWLYLWLHV� ,QTXLULHV UHODWHG WR GHSDUWPHQW SURJUDPV DQG WR WKH ORFDWLRQ RI VHUYLFHV� DFWLYLWLHV� DQG IDFLOLWLHV WKDW DUH DFFHVVLEOH E\ 
SHUVRQV ZLWK GLVDELOLWLHV PD\ EH GLUHFWHG WR WKH -HIIHUVRQ 6WDWH 2IILFH %XLOGLQJ� 'LUHFWRU RI &LYLO 5LJKWV &RPSOLDQFH DQG 02$ &RRUGLQDWRU �7LWOH 9,�7LWOH 9,,�7LWOH ,;�50��$'$�$'$$$�$JH $FW�*,1$�86'$ 7LWOH 9,�� 
5WK )ORRU� 205 -HIIHUVRQ 6WUHHW� 3�2� %R[ �80� -HIIHUVRQ &LW\� 02 �5102�0�80� WHOHSKRQH QXPEHU 5�3�52����5� RU 77< 800��35�2���� HPDLO FLYLOULJKWV#GHVH�PR�JRY� 

MO 500-3033 (8-21) 

KIRKWOOD UNITED METHODIST CHILDREN'S CENTER
MISSOURI DEPARTMENT OF ELEMENTAR< AND SECONDAR< EDUCATION 
OFFICE OF CHILDHOOD � CHILD CARE COMPLIANCE
CHILD MEDICAL EXAMINATION REPORT (INFANT/TODDLER/PRE-SCHOOL) 

PLEASE ATTACH IMMUNIZATION RECORDS

mailto:civilrights@dese.mo.gov


Photography/Publicity Release 

Periodically, we take photographs or videos of the children to document events and activities. 
Children are not identified. These photos appear in forms such as display panels throughout the 
school, videos, brochures, our website, or Facebook pages of KUM Children’s Center, Kirkwood 
United Methodist Church or our community partner, Kirkwood Area Every Child Promise. 
Parents, children, KUM Children’s Center, KUMC and KAEChP do not receive compensation for 
the child’s appearance. Ownership of the photos or videos remains with KUM Preschool. 
 
I understand the statement and (please check one for each) 

● I do _____ or I do NOT _____ give permission for my child’s photo to be used in print 
form and displayed throughout the school as described above. 

 
● I do _____ or I do NOT _____ give permission for my child’s photo/video to be used on 

digital media as described above.  

_____________________________________          _________________________  

Parent/Legal Guardian Signature                                                     Date  

 
Email Information 
                                                                                                                 
Please PRINT all information.  Email addresses will be used for communication from KUM 
Preschool. 
Teachers may share an E-mail list with other parents in your child’s class, therefore, addresses 
may be accessible to other parents in the KUM Children’s Center Programs. 
 

I agree to use the KUM Children’s Center E-mail data for purposes only related to the preschool. 
 

By signing this you agree to have your E-mail published in the Preschool Buzz Book and/or Class 
Lists and used for school wide E-mail blasts.  The Buzz Book format only allows for one E-mail 
address, but if you would like to add another for E-mail blasts you may do so 
below.                                                                                                                                                                                                                                                          

Signed___________________________________________ 

Child’s Name________________________________                           

Parent’s Name______________________________________ 

Email Address____________________________________ 



CHILD’S HEALTH HISTORY AND CURRENT HEALTH PROBLEMS 

MY CHILD IS IN GOOD HEALTH, IS ABLE TO PARTICIPATE IN GROUP CARE, HAS NO SPECIAL HEALTH 
OR MEDICAL REQUIREMENTS. 

MY CHILD IS ABLE TO PARTICIPATE IN GROUP CARE BUT HAS SPECIAL HEALTH OR MEDICAL 
REQUIREMENTS AS LISTED BELOW. 

ANY ALLERGIES, SPECIAL MEDICAL CONDITIONS, INCLUDING CHRONIC HEALTH PROBLEMS 

HEALTH REPORT FOR SCHOOL-AGE CHILD 

KUM Children’s Center 
Emergency Card 

 

 
 

Child’s Name    Telephone  
(Last) (First) (Middle) 

Home Address Zip Date of Birth  

Father’s Name  Phone (work) (cell)  

Mother’s Name  Phone (work) (cell)  

Allergies (Food/Medications)  

If parents cannot be reached, name two persons to call in case of emergency: 

Name Phone  

Name Phone  

Child’s Physician Phone  

 

 

 

 

 

 
Child’s Name: ________________________ 

 
 
 
NAME NAME 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

PERSON(S) AUTHORIZED TO TAKE CHILD FROM CHILD CARE FACILITY 
  

NAME    NAME 

NAME NAME 

NAME NAME 

NAME NAME 

 





 

 

MISSOURI DEPARTMENT OF ELEMENTARY AND SECONDARY EDUCATION 
O))ICE O) CHILDHOOD - CHILD CARE COMPLIANCE 
MEDICATION AUTHORIZATION 

MEDICATION REQUIREMENT 

PRESCRIPTION MEDICATION SHALL BE IN THE ORIGINAL CONTAINER AND LABELED WITH THE CHILD’S NAME, INSTRUCTIONS, 
INCLUDING TIMES AND AMOUNTS FOR DOSAGES, AND THE PHYSICIAN’S NAME. ALL NON-PRESCRIPTION MEDICATION SHALL 
BE IN THE ORIGINAL CONTAINER AND LABELED BY THE PARENT(S) WITH THE CHILD’S NAME AND INSTRUCTIONS FOR 
ADMINISTRATION, INCLUDING TIMES AND AMOUNTS FOR DOSAGES. A SEPARATE FORM IS NEEDED FOR EACH MEDICATION. 
THIS FORM IS VALID ONLY FOR THE DATES INDICATED BELOW. 

I AUTHORIZE CHILD CARE PERSONNEL TO ADMINISTER THE FOLLOWING MEDICATION TO MY CHILD )ROM ��3����4 THROU*H 
��������5� 

CHILD’S FULL NAME 

DOSAGE TIME(S) OF DAY 

POSSIBLE SIDE EFFECTS 

SIGNATURE OF PARENT(S) OR GUARDIAN DATE 

Hand Sanitizer
(any brand)

Diaper Rash Cream

Brand __________

Epi-Pen AUVI-Q

AV NHHGHG

)2R0 72 BE RE7AI1ED I1 CHI/D¶S REC2RD

Dawn Prusator
I AUTHORIZE CHILD CARE PERSONNEL TO ADMINISTER THE FOLLOWING MEDICATION TO MY CHILD FROM 9/2/2025-7/31/2026 



Required Document: Sign and Return 

 
RECEIPT OF KUMCC HANDBOOK 

The undersigned acknowledge that they have accessed and read the KUMCC Handbook 
(online), and further do agree to abide by the policies, rules, and regulations contained 
therein.  It is further understood that other additional policies, rules, and regulations not 
specifically referred to herein may be reasonably necessary for admission or retention of a child 
in the program.  KUMCC Handbook is available online at www.KUMChildrensCenter.org or you 
may request a paper copy. 

Print Child’s Name____________________________ 

Parent/Legal Guardian Signature_______________________________  

Date ___________________ 

 

 
 

 

 

 

http://www.kumchildrenscenter.org/
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