Chio Department of Job and Family Services
CHILD MEDICAL/PHYSECAL CARE PLAN
FOR CHILD CARE CENTERS & TYPE A HOMES

Firis form fnay be vsed for childron with health condiions as defired tn Rufes 5101 2-12-38 and 53012 2-13-38.

Child’s Name | ‘Bateol Buth -

-Speciial Health Conditions

Symptoms to-watch for and
Eiergeney ; ction to be taken if the
folipwing syiaptotns etowr

nviForimental

Medical Procedures to be followed and
Expected Bepelit of Treatinent.

Arve apy medications requived? [ INo [ [¥es  (fyes, complete JFS 61217 Request for Adminiseation of Medication)
If ves, what sedicafions?

CFraining Instrrictions {(Trawer mastbe n parentiguardian or cartified professioualy

Signature of Tramer: ; Date: -

:Si-?.,'l'léﬂlf‘- of fri e staff members and staf{who have beefvmade | (There must always be 2 trained staff member present
A e S when the child s present.)

awarciof the condition.

Signature Date: Tgmff Informed [ | Staff Trained
Signatiwe: Dhate: Mswffnfomed [ Staff Trained
Signature: Date; {amffInformed [ Staff Trained
Signature; Date; ) Sff informed ] S1aff Trained

{Only (rained staff members shall be permitted to perform medical procedures Hsted above) Additional stafl, may sign on the
backside of this forn. but need i indicais “raned” and/or "informed”.

Additional services (educational/terapenticy clilfdis veceiving = |

Who provides the above sexvicas?

Name: Phone pumber:; May we contact? [INo {]Yes
Name: Phone mumber: May we contact? [ INo [ Yes

I give my permission for the staff listed above to perform the procedures in my child’s E&tiesdimis’?ﬁysimi Care Plan,

Parelt Stepature Date

or-Signature - ‘Date

TES 01096 (Rev., 73006




