
CCC CHILD FILE CHECKLIST 
The facility shall keep a separate record for each child.  114-503 G. (1) 

 
 

REFER TO JUNE 2005 REGULATION BOOKLET 114-503 G. (1) through (8) 
 

 
 

☐ Current Immunization Record – (must be on SC DHEC form) 
 
☐ DSS Form 2900 - General Record and Statement of Child’s 
 Health signed and dated by parents and director and updated as 
needed 
 
☐ General Record /Enrollment Form to include ALL of the following: 
 
 ☐ Child’s full legal name, nickname, birth date, date of enrollment,  
  current home address and home telephone number 
 
 ☐ Full name of parents/guardians, work and home telephone numbers, 
  or reachable telephone numbers when the child is in the center  
 
 ☐ Name, address and telephone number of TWO emergency persons  
  who can assume responsibility for the child and are authorized to  
  arrange medical care if necessary 
 
 ☐ Name, address, and telephone number of doctor, dentist and health  
  insurance provider 
 
 ☐ Name, address and form of identification for anyone authorized to  
  take the child from the center also 114-503 F. (2) 
 
 ☐ Written permission/authorization to obtain emergency medical 
  treatment, to transport children - 114-505 I. (2) (c), to administer  
  medication - 114-505  D. (1), and to participate in swimming activities  
 
 ☐ A signed statement by parents, UPDATED ANNUALLY, that  
  acknowledges their acceptance and understanding of ALL center 
  Policies 114-503 F. (4), INCLUDING the center Discipline Policies 
  114-506 B. (2) which SHALL BE CLEARLY DEFINED by the center 
  and state whether or not corporal punishment is used. 
 
 ☐ Written permission for corporal punishment, if applicable    
  Punishment shall be clearly defined. 
 

THE CENTER SHALL HAVE WRITTEN POLICY TO SAFEGUARD THE 
CONFIDENTIALITY OF ALL RECORDS 114-503 I. 

 

Child’s Name:        Date:       

 
Revised 03/11 
 
 
 
 







South Carolina Department of Social Services
Child Care Regulatory Services 

GENERAL RECORD AND STATEMENT OF CHILD’S HEALTH FOR ADMISSION
TO CHILD CARE FACILITY

This form is to be completed for each child at the time of enrollment in the child care facility, updated as needed
when changes occur, and maintained on file at the facility.

GENERAL INFORMATION: (to be completed by Parent or Guardian)

Name of Facility:   County:

Address:

Child’s Name:

Date of Birth:  Enrollment Date:

Child’s Current Home Address:

Parent/Guardian’s Full Name:

Home Phone: Work Phone: Other Phone:

Parent/Guardian’s Full Name:

Home Phone: Work Phone: Other Phone:

You must have two individuals who have the authority to obtain emergency medical treatment for the child.

1. Person responsible if parent/guardian unavailable for emergency medical services:

Address:

Telephone Number(s):   Family Code Word(s):

2. Person responsible if parent/guardian unavailable for emergency medical services:

Address:

Telephone Number(s):   Family Code Word(s):

Is Child currently enrolled in school? (5K up to 6 years old)    Yes    No

My Child will regularly attend this facility  FROM am/pm  TO am/pm

If Child is a drop-in, indicate hours of care:  FROM am/pm  TO am/pm

Check all days Child will regularly attend this facility:  Mon Tue Wed Thurs Fri Sat Sun

Check all meals Child will receive daily:    Meals are not offered    Breakfast     Morning Snack    Lunch
Afternoon Snack     Dinner     Evening Snack

HEALTH INFORMATION: (to be completed by Parent or Guardian)

Family Physician or Health Resource:

Emergency Care Provider:

DSS Form 2900 (MAR 10) Edition of OCT 07 is obsolete.

Street Address – no Post Office Boxes

Last                                        First                                      Middle Initial                                Nick Name

City, State, Zip

Street Address City, State, Zip

Street Address City, State, Zip

Full Name                                                                                  Relationship

Street Address City, State, Zip

Full Name                                                                                  Relationship

Name

Street Address City, State, Zip Telephone

Emergency Facility Name

Street Address City, State, Zip Telephone

Select County ...



Dental Care Provider:

Health Insurance Provider:

Certificate of Immunization:    Yes    No    N/A Please explain:

My child has the following health conditions such as allergies, asthma, diabetes, epilepsy, etc., and/or takes the
following medications on a regular basis:

Additional Comments:

I certify that to the best of my knowledge

is in good mental and physical health and able to participate in the child care program at

Signature:  Date:

Signature:  Date:
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Child’s Name

Name of Child Care Facility

Parent or Guardian

Director/Operator/Staff Designee

Name

Street Address City, State, Zip Telephone















South Carolina Department of Social Services 
APPLICATION FOR FREE AND REDUCED-PRICE MEALS 

IN CHILD CARE FOOD PROGRAMS 

Part 1. Name of Enrolled Child(ren):  
 

Part 2. List All Household Members (Including Enrolled Child(ren)) 

Names of all household members 
(First, Middle Initial, Last) 

Check 
if No 

Income 

If all children listed 
in Part 2 are Foster, 
Homeless, Migrant 

or Head Start skip to 
Part 5 to sign this 

form. 
Attach an approval 
letter from the Head 
Start agency for all 
Head Start children. 
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Part 3. Benefits: If any member of your household received SNAP (formerly Food Stamps), Family Independence (FI), 
or FDPIR provide the name and case number for the person who receives benefits. If no one receives these benefits, skip 
to part 4.  
NAME:_______________________________________________ CASE NUMBER: ______________________________ 

Part 4. Total Household Gross Income—You must tell us how much and how often 

A. Name 
(List only household members with 
income)  

B. Gross income and how often it was received  
1. Earnings from work 
before deductions 

2. Welfare, child 
support, alimony 

3. Pensions, 
retirement, Social 
Security, SSI, VA 
benefits 

4. All Other Income 
 
 

(Example)  
Jane Smith $200____|Weekly_ $150__|Twice a Month $100____|Monthly__ $_______|______ 

 $_______|_______ $_______|_______ $_______|_______ $_______|______ 

 $_______|_______ $_______|_______ $_______|_______ $_______|______ 

 $_______|_______ $_______|_______ $_______|_______ $_______|______ 

 $_______|_______ $_______|_______ $_______|_______ $_______|______ 

 $_______|_______ $_______|_______ $_______|_______ $_______|______ 

Part 5. Signature and Last Four Digits of Social Security Number (Adult must sign) 
An adult household member must sign this form. The adult signing the form must also list the last four digits of his 
or her Social Security Number or mark the “I do not have a Social Security Number” box. (See Privacy Act 
Statement on page 3 of this form.) 

I certify that all information on this form is true and that all income is reported. I understand that the center or child care 
home will get Federal funds based on the information I give. I understand that CACFP officials may verify the information. I 
understand that if I purposely give false information, the participant receiving meals may lose the meal benefits, and I may 
be prosecuted. 

 
Sign here: _________________________________________       Print name: ________________________________________  
  
Date: ____________________________   
                          
Address: ___________________________________________      Phone Number: _______________________  
  
City:_______________________________________________      State: ________________        Zip Code:  ________________ 
  

Last four digits of Social Security Number:  _*_ _*_ _*_ - _*_  _*_ - ___ ___ ___ ___     I do not have a Social Security Number 
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