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

REFER TO JUNE 2005 REGULATION BOOKLET 114-5�3 G. ill through (81 

D Current Immunization Record - (must be on SC DHEC form)

D DSS Form 2900 - General Record and Stateme,nt of Child's
Health signed and dated by parents and director and updated as 

needed 

0 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 parentsiguardians, 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 ofidentification 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 HA VE WRITTEN POLICY TO SAFEGUARD THE 
CONFIDENTIALITY OF ALL RECORDS 114-503 L

I-Child's Name: 

Revised 03/1 1 

.I Date: I 



South Carolina Department of Social Services 
Child Care Regulatory Services 

GENERAL RECORD AND STATEMENT OF CH ILD'S HEALTH FOR ADM ISSION 
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: Kids Comer Early Leaming Academy LLC 

Address: 1811 South lih_y St #106 
Street Address - no Post Office Boxes 

County: ------...!aSa<!:e�le�c"--t .:.:C::::;oun=tr.1....:..a--:..:..·· _ 

Florence SC 29505 
City, State, Zip 

Child's Name: _____________________________________ _ 
Last First Middle Initial Nick Name 

Date of Birth: ________________ Enrollment Date: _______________ _ 

Child's Current Home Address: _______________________________ _ 
Street Address City, State, Zip 

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:

Full Name Relationship 

Address=-------------------�------------�------
Street Address City, State, Zip 

Telephone Number(s): ________________ Family Code Word(s): ________ _ 

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

Full Nanie Relationship 

Address: ______________________________________ _ 
Street Address City, State, Zip 

Telephone Number(s): _________________ Family Code Word(s): ________ _ 

Is Child currently enrolled in school? (5K up to 6 years old) D Ye.s O 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 fadlity: D Mon D Tue D Wed □Thurs D Fri O Sat O Sun

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

D Afternoon Snack D Dinner D Evening Snack

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

Family Physician or Health Resource:--------------�-----�--------­
Name 

Street Address City, State, Zip Telephone 
Emergency Care Provider: . .  --------------,----------------------­

Emergency Facility Name 

Street Address City, State, Zip Teiephone 

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



PARENT'SAUTHORIZATfON FORM FOR CDCC & GDCH 

Day Care Name 
Kids Corner El)\ Child's Name-'-.------'----"-----

A .. DISCIPLINE: • 

Do you understand the discipline policy of the day care? Qs Qo 
Does this day care use corporal punishment asdiscipHne? • 01:s • [ytJo
If so, do you give your permission for the staff to spank your child?0,Es 0No ONA 

Signature Date 

B. MEDIONE:

I give permissionfor prescription and none-prescription medieine to be given to my child. 

Signature. Date 

C. EMERGENCY MEDlCALTREATMENT

I give permission to Kids Comer Early Leaming Academy . to obtain emergency medical treatment.

Name of Day Ca
t

e 

Signature Date 

D. PERSONS AUTHORIZED TO TAKE MY CHILD FROM THE DAV CARE:

Signature Date 

L \ give pE:!rmission for my child to be transported to and from the day care. \ give permission for my 
child to be transported on field trips. 

Signature 
Date 

F. I .give permission for my child to participate in swimming activities.

Signature Date 







Kids Corner Early Learning Academy lie 

Student Late Pick U�: 

Kids Corner Early Learning Academy lie has a $50 late 

pick-up fee and $1 for every minute the child is picked 

up late after the initial minute. 

The late pick-up fee is due at the time of pick-up. The 

Pick-up persons must be listed on the child intake 

application prior to release. 

The Pick-up person must show a valid state 

identification before the child will be released. 

Before signing, I do understand, I will have to pay a $50 

late Pick-up fee, along with a fee of $1 per minute 

thereafter, and this fee is due at the time of pick-up. 

___________ Date: __ !_! __

Parent/Guardian Signature 









Kids· Corner Early Learning Academy, He 

Kids Corner Early learning Academy, llC., does not carry liabiljty 

inSllrcance in our .center. 

By signing-below, you dearly agree and understand that Kids Corner

ELA, LtC does not carry lic:1bilitY insurance in our center.

By signing below, I the patent, and or legal guardi<111 assurne an 

re.sponsibUity for the child named below. 

, Name: ______ ___,_...,;.-______ .;...;....;.. _______ ......... __ .,.... 

(Print) Parent/�uardian Name: ---'------------Date:__/��---

Parent/Guardian Signature: ..... ----------..,.....,..----"----.....,.· Date;_/�--'---



KIDS CORNER EARLY LEARNING 

ACADEMYLLC 

MEDIA RELEASE & PERMISSION FORM 

Child Name: DOB: 

At Kids Comer Early Leaming Academy LLC, we may 

photograph, videotape, or audio record children during 
classroom activities, special events, field trips, and 
celebrations. Please indicate your preference below. 

□ YES - I give permission for my child's image, video,
and/or audio to be used for the school website, official
social media, newsletters, classroom displays, promotional

materials, educational presentations, and community
publications.

□ NO - I do not give permission for my child's image,

video, and/or audio to be used in public or promotional
materials.

Parent/Guardian (Print): 

Signature: 

Relationship to Child: 







Family and Culture Questionnaire 

We would like take a few minutes of your time to ask you to fill out the following questionnaire. The 

information collected from the questionnaire will be used to help teachers plan and incorporate 

individual family traditions in activities that enhance educational success using family beliefs and 

cultures. We appreciate you taking the time to help. Thank you! 

About Me 

Childs Name: 

Child's Interest: 

Foods my child likes to eat: 

Things my child likes to do or play with: 

Fears or Dislikes: 

What words does your child use to let you know she/he needs to potty? 

Child learns best by: (Circle al that apply) 

Seeing/hearing Feeling 

My child falls asleep by (self, parent rocking, etc.): 

My child has traveled to: 



What items of interest from these places would you be able to share with the class? 

Developmental Needs: (if any) 

Concerns and/or goals: 

About My Family and Culture: 

Our family/families are from: 

In our home, we speak: 

Games we enjoy playing together: 

Outdoor activities we do together: 

Books we enjoy reading together: 

Some recipes/food we enjoy together: 

Some ethnic food we prepare in the home are: 

Music we enjoy listening to together: 

Some of my family traditions are: 

We like to celebrate special days such as: (holidays/birthdays) 







Kids Corner Early Learning Academy, LLC Student Information sheet

Student Name: Special Accommodations: Food Allergies 

Student Birthday What is your preference regarding care: Special Diet 

Do you celebrate birthdays? 

Age: Grade 
What American holidays you do not celebrate? 

wh-af schoof ,roes-ihe ¢finc1 Are there any Religious Food Preferences: What language does the 

attend? child speak 

#1 Parent/Guardian Name Parent/ Guardian #1 Phone Numbers Parent #1 Work Number 

#2 Parent/Guardian Name Parent/Guardian #2 Cell Number Parent #2 Work Number 

What is the child's Are there any Social or Emotional Needs: Medical Problems 

temperament? 

Tell Us about your culture. 

Parent/Guardian Email Address: 

Student Emergency Contact: 

Name: Pllone Number: - -

Name: Phone Number: - -

In Case of Emergency: Preferred Hospital and Address: 

Please List the persons you authorize to Pick up your child from Kids Corner ELA: 

1. Name Phone Number 

2. Name Phone Number 

3. Name Phone Number 

Parent/Guardian Signature: Date: I I 
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