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COMMONWEALTH OF VIRGINIA 
SCHOOL ENTRANCE HEALTH FORM  

Health Information Form/Comprehensive Physical Examination Report/Certification of Immunization 

Part I ± HEALTH INFORMATION FORM
State law (Ref. Code of Virginia § 22.1-270) requires that your child is immunized and receives a comprehensive physical examination before entering public 
kindergarten or elementary school.  The parent or guardian completes this page (Part I) of the form.  The Medical Provider completes Part II and Part III of the 
form.  This form must be completed no ORQJHU�WKDQ�RQH�\HDU�EHIRUH�\RXU�FKLOG¶V�HQWU\�LQWR�VFKRRO� 

Name of School: ____________________________________________________________________________________ Current Grade: _______________________ 

6WXGHQW¶V�1DPH��BBBBBBBBBB_______________________________________________________________________________________________________________ 
   Last                 First                           Middle 

6WXGHQW¶V�'DWH�RI�%LUWK��BBBBB�BBBBB�BBBBBBB�����6H[��BBBBBBB State or Country of Birth: ________________________   Main Language Spoken: ______________ 

6WXGHQW¶V�$GGUHVV��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�&LW\��BBBBBBBBBBBBBBBBBBBB�6WDWH��BBBBBBBBBBBBBBB�=ip: _______________ 

Name of Parent or Legal Guardian 1: ____________________________________________   Phone: ______-______-________   Work or Cell: _____-_____-______ 

Name of Parent or Legal Guardian 2: ____________________________________________   Phone: ______-______-________   Work or Cell: _____-_____-______ 

Emergency Contact: __________________________________________________________ Phone: ______-______-________   Work or Cell: _____-_____-______ 

Condition Yes Comments Condition Yes Comments 
Allergies (food, insects, drugs, latex) Diabetes 
Allergies (seasonal) Head injury, concussions 
Asthma or breathing problems Hearing problems or deafness 
Attention-Deficit/Hyperactivity Disorder Heart problems 
Behavioral problems Lead poisoning 
Developmental problems Muscle problems 
Bladder problem Seizures 
Bleeding problem Sickle Cell Disease (not trait) 
Bowel problem Speech problems 
Cerebral Palsy Spinal injury 
Cystic fibrosis Surgery 
Dental problems Vision problems 

Describe any other important health-related information about your child (for example; feeding tube, hospitalizations, oxygen support, hearing aid, dental appliance, 

etc.):__________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________ 

 List all prescription, over-the-counter, and herbal medications your child takes regularly: 

_______________________________________________________________________________________________________________________________________ 

Check here if you want to discuss confidential information with the school nurse or other school authority.    � Yes � No 

  Please provide the following information: 

Name Phone Date of Last Appointment 
Pediatrician/primary care provider 

Specialist 

Dentist 

Case Worker (if applicable) 

&KLOG¶V�+HDOWK�,QVXUDQFH�����BBBB�1RQH� ____ FAMIS Plus (Medicaid) _____ FAMIS _____ Private/Commercial/Employer sponsored 

,��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB��GRBBB���GR�QRWBBB��DXWKRUL]H�P\�FKLOG¶V�KHDOWK�FDUH�SURYLGHU�DQG�GHVLJQDWHG�SURYLGer of health care in the 
VFKRRO�VHWWLQJ�WR�GLVFXVV�P\�FKLOG¶V�KHDOWK�FRQFHUQV�DQG�RU�H[FKDQJH�LQIRrmation pertaining to this form.  This authorization will be in place until or unless you
withdraw it.  <RX�PD\�ZLWKGUDZ�\RXU�DXWKRUL]DWLRQ�DW�DQ\�WLPH�E\�FRQWDFWLQJ�\RXU�FKLOG¶V�VFKRRO���:KHQ�LQIRUPDWLRQ�LV�UHOHDVHG�IURP�\RXU�FKLOG¶V�UHFRUG��
documentation RI�WKH�GLVFORVXUH�LV�PDLQWDLQHG�LQ�\RXU�FKLOG¶V�KHDOWK�RU�VFKRODVWLF�UHFRUG�

Signature of Parent or Legal Guardian:  ______________________________________________________________________Date: _______/________/ __________ 

Signature of person completing this form: ____________________________________________________________________Date:_______/________/___________

Signature of Interpreter:  __________________________________________________________________________________Date: ______/_____/_______
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COMMONWEALTH OF VIRGINIA 
SCHOOL ENTRANCE HEALTH FORM 

Part II - Certification of Immunization 

Section I 
To be completed by a physician or his designee, registered nurse, or health department official. 

See Section II for conditional enrollment and exemptions. 

A copy of the immunization record signed or stamped by a physician or designee, registered nurse, or health department 
official indicating the dates of administration including month, day, and year of the required vaccines shall be acceptable 
in lieu of recording these dates on this form as long as the record is attached to this form. 
Only vaccines marked with an asterisk are currently required for school entry.  Form must be signed and dated by the 
Medical Provider or Health Department Official in the appropriate box. 

 

 

 

 
 
 
 
 
 
 

 

 

 

 

 
 

 

 

 
 
 

Certification of Immunization  11/06 

6WXGHQW¶V�1DPH�      Date of Birth: |____|____|____| 
Last First Middle     Mo.   Day   Yr. 

IMMUNIZATION RECORD COMPLETE DATES (month, day, year) OF VACCINE DOSES GIVEN 

*Diphtheria, Tetanus, Pertussis (DTP, DTaP) 1 2 3 4 5 

*Diphtheria, Tetanus (DT) or Td (given after 7 
years of age) 

1 2 3 4 5 

*Tdap booster (6th grade entry) 1 

*Poliomyelitis (IPV, OPV) 1 2 3 4 

*Haemophilus influenzae Type b
(Hib conjugate) 
*only for children <60 months of age 

1 2 3 4 

*Pneumococcal (PCV conjugate)
*only for children <60 months of age 

1 2 3 4 

Measles, Mumps, Rubella (MMR vaccine) 1 2 

*Measles (Rubeola) 1 2 Serological Confirmation of Measles Immunity:      

*Rubella 1 Serological Confirmation of Rubella Immunity: 

*Mumps 1 2 

*Hepatitis B Vaccine (HBV) 
� Merck adult formulation used

1 2 3 

*Varicella Vaccine 1 2 Date of Varicella Disease OR Serological Confirmation of Varicella 
Immunity: 

Hepatitis A Vaccine 1 2 

Meningococcal Vaccine 1 

Human Papillomavirus Vaccine 1 2 3 

Other 1 2 3 4 5 

Other 1 2 3 4 5 

Other 1 2 3 4 5 

* Required vaccine 
I certify that this child is ADEQUATELY OR AGE APPROPRIATELY IMMUNIZED in accordance with the MINIMUM requirements for attending school, child 
FDUH�RU�SUHVFKRRO�SUHVFULEHG�E\�WKH�6WDWH�%RDUG�RI�+HDOWK¶V�Regulations for the Immunization of School Children (Reference Section III). 

Signature of Medical Provider or Health Department Official:   Date (Mo., Day, Yr.):___/___/____
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6WXGHQW¶V�1DPH�      Date of Birth: |____ |_ ___|___ _| 

Section II 
Conditional Enrollment and Exemptions 

Complete the medical exemption or conditional enrollment section as appropriate to include signature and date. 

Certification of Immunization 03/2014 

MEDICAL EXEMPTION: As specified in the Code of Virginia § 22.1-271.2, C (ii), I certify that administration of the vaccine(s) designated below would be 
GHWULPHQWDO�WR�WKLV�VWXGHQW¶V�KHDOWK���7KH�YDFFLQH�V��LV��DUH��VSHFLILFDOO\�FRQWUDLQGLFDWHG�EHFDXVH��SOHDVH�VSHFLI\�� 
__________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________. 

DTP/DTaP/Tdap:[      ];  DT/Td:[      ];  OPV/IPV:[      ];  Hib:[      ]; Pneum:[      ]; Measles:[      ]; Rubella:[      ]; Mumps:[       ]; HBV:[      ]; Varicella:[      ] 

This contraindication is permanent: [     ], or temporary  [      ] and expected to preclude immunizations until: Date (Mo., Day, Yr.): |___|___|___|.  

Signature of Medical Provider or Health Department Official:      Date (Mo., Day, Yr.):|___|___|___| 

RELIGIOUS EXEMPTION: The Code of Virginia allows a child an exemption from receiving immunizations required for school attendance if the student or the 
VWXGHQW¶V�SDUHQW�JXDUGLDQ�VXEPLWV�DQ�DIILGDYLW�WR�WKH�VFKRRO¶V�DGPLWWLQJ�RIILFLDO�VWDWLQJ�WKDW�WKH�DGPLQLVWUDWLRQ�RI�LPPXQL]LQJ�DJHQWV�FRQIOLFWV�ZLWK�WKH�VWXGHQW¶V�UHOLJLRXV�
tenets or practices.  Any student entering school must submit this affidavit on a CERTIFICATE OF RELIGIOUS EXEMPTION (Form CRE-1), which may be obtained at 
DQ\�ORFDO�KHDOWK�GHSDUWPHQW��VFKRRO�GLYLVLRQ�VXSHULQWHQGHQW¶V�RIILFH�RU�ORFDO�GHSDUWPHQW�RI�VRFLDO�VHUYLFHV��5HI��Code of Virginia § 22.1-271.2, C (i). 

CONDITIONAL ENROLLMENT:  As specified in the Code of Virginia § 22.1-271.2, B, I certify that this child has received at least one dose of each of the vaccines 
required by the State Board of Health for attending school and that this child has a plan for the completion of his/her requirements within the next 90 calendar days.  Next 
immunization due on __________________. 

Signature of Medical Provider or Health Department Official:   Date (Mo., Day, Yr.):|___|___|___| 

For Minimum Immunization Requirements for Entry into School and 
Day Care, consult the Division of Immunization web site at 

http://www.vdh.virginia.gov/epidemiology/immunization 

Children shall be immunized in accordance with the Immunization Schedule developed and published by 
the Centers for Disease Control (CDC), Advisory Committee on Immunization Practices (ACIP), the 
American Academy of Pediatrics (AAP), and the American Academy of Family Physicians (AAFP), 

otherwise known as ACIP recommendations (Ref. Code of Virginia § 32.1-46(a)). 
(Requirements are subject to change.) 

Section III 
Requirements 



MCH 213G reviewed 03/2014  4 

Part III -- COMPREHENSIVE PHYSICAL EXAMINATION REPORT 
A qualified licensed physician, nurse practitioner, or physician assistant must complete Part III.  The exam must be done no longer than one year before entry 
into kindergarten or elementary school (Ref. Code of Virginia § 22.1-270).  Instructions for completing this form can be found at www.vahealth.org/schoolhealth.
6WXGHQW¶V�1DPH���BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB Date of Birth:  _____/_____/__________  Sex:  Ƒ�M   Ƒ F 

H
ea

lth
 A

ss
es

sm
en

t 

Date of Assessment:  _____/_____/_______ 

Weight:  ________lbs.   Height:  _______ ft.  ______ in. 

Body Mass Index (BMI):  ___________  BP____________ 

� Age / gender appropriate history completed

� Anticipatory guidance provided

Physical Examination 
1 = Within normal       2 = Abnormal finding      3 = Referred for evaluation or treatment 

1 2 3 1 2 3 1 2 3 

HEENT Ŀ Ŀ Ŀ Neurological Ŀ Ŀ Ŀ Skin Ŀ Ŀ Ŀ 
Lungs Ŀ Ŀ Ŀ Abdomen Ŀ Ŀ Ŀ Genital Ŀ Ŀ Ŀ 
Heart Ŀ Ŀ Ŀ Extremities Ŀ Ŀ Ŀ Urinary Ŀ Ŀ Ŀ 

 

7%�6FUHHQLQJ��Ƒ�1R�ULVN�IRU�7% infection identified      Ƒ�1R�V\PSWRPV�FRPSDWLEOH�ZLWK�DFWLYH�7%�GLVHDVH�
Ƒ�5LVN�for TB infection or symptoms identified

Test for TB Infection: TST IGRA Date:_______   TST Reading _____mm   767�,*5$�5HVXOW���Ƒ�3RVLWLYH��Ƒ�1HJDWLYH
CXR required if positive test for TB infection or TB symptoms.  CXR Date: _________B��Ƒ�1RUPDO��Ƒ�$EQRUPDO
EPSDT Screens  Required for Head Start ± include specific results and date: 
Blood Lead:___________________________________________    Hct/Hgb ____________________________________________ 

D
ev

el
op

m
en

ta
l 

Sc
re

en
 

Assessed for: Assessment Method: Within normal Concern identified: Referred for Evaluation 
Emotional/Social 

Problem Solving 

Language/Communication 

Fine Motor Skills 

Gross Motor Skills 

H
ea

ri
ng

 
Sc

re
en

 

� Screened at 20dB: Indicate Pass (P) or Refer (R) in each box.

1000 2000 4000 

R 
L 

� Screened by OAE (Otoacoustic Emissions):   Ŀ�Pass     Ŀ Refer 

Ƒ Referred to Audiologist/ENT   Ƒ Unable to test ± needs rescreen 

Ŀ Permanent Hearing Loss Previously identified:     ___Left      ___Right 

Ŀ�Hearing aid or other assistive device 

V
isi

on
 

Sc
re

en
 

� With Corrective Lenses (check if yes)
Stereopsis � Pass � Fail � Not tested 
Distance Both R L Test used: 

20/ 20/ 20/ 

� Pass � Referred to eye doctor � Unable to test ± needs rescreen 
 

D
en

ta
l 

Sc
re

en � Problem Identified: Referred for treatment

� No Problem: Referred for prevention 

� No Referral:  Already receiving dental care
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Summary of Findings (check one):    
Ƒ�Well child; no conditions identified of concern to school program activities  
Ƒ�Conditions identified that are important to schooling or physical activity (complete sections below and/or explain here): _______________________ 
_____________________________________________________________________________________________________________________________ 

___ Allergy  Ŀ food: _____________________ Ŀ insect: _____________________ Ŀ medicine: _____________________ Ŀ other: _________________  
      Type of allergic reaction:  Ŀ anaphylaxis  Ŀ local reaction     Response required:  Ŀ��none   Ŀ  epinephrine auto-injector   Ŀ other:  ________________ 

___Individualized Health Care Plan needed (e.g., asthma, diabetes, seizure disorder, severe allergy, etc) 

___ Restricted Activity Specify: _________________________________________________________________________________________________ 

___ Developmental Evaluation    Ŀ�Has IEP   Ŀ Further evaluation needed for: ___________________________________________________________ 

___ Medication.  Child takes medicine for specific health condition(s).                     Ŀ Medication must be given and/or available at school.   

___ Special Diet   Specify: ______________________________________________________________________________________________________ 

___ Special Needs Specify: ______________________________________________________________________________________________________ 

Other Comments: _____________________________________________________________________________________________________________ 

+HDOWK�&DUH�3URIHVVLRQDO¶V�&HUWLILFDWLRQ�(Write legibly or stamp)  Ƒ By checking this box, I certify with an electronic signature that all of

the information entered above is accurate (enter name and date on signature and date lines below). 
Name:  _____________________________________  Signature: ________________________________________ Date: ____/_____/______  

Practice/Clinic Name: __________________________________________    Address: ____________________________________________________________ 

Phone: _______-_______-____________________    Fax: _______-_______-______________   Email: ______________________________________________ 



Child’s Name: _____________________________________   DOB: ________________

Your Child’s History

What was your child’s birth weight? _____ lbs. _____ oz.      Apgar Score at birth: _____

My child was:

❑ Full-term      Gestational Age at birth:  _____ weeks 

❑ Premature

My child was/is fed:

❑ Formula   

❑ Breast Milk  

❑ Both

What did/does your infant do to self-soothe? 

Who is your child’s physician? ____________________________  Pediatrician Family Doctor

At what age did your child: 

Smile ________

Roll over from front to back ________

Roll over from back to front ________

Crawl ________

Stand while holding on________

Walk ________

My child:

❑ Uses/used a pacifier

❑ Sucks/sucked his/her thumb

❑ Neither

Feed himself/herself ________

Say his first word ________ which was ________

Build a tower of four blocks ________

Say a sentence of two to four words ________

Ride a tricycle ________

Complete a four-piece puzzle ________

Your Child 

Please describe your child in five words.

Are there any personality or behavioral traits that it would be helpful for us to know?

Is there anything that frightens your child?  How does s/he react to being frightened?  How do you 

respond?

ENROLLMENT APPLICATION



Your Child (continued)

What comforts your child?

What angers or frustrates your child?

How do you respond to your child’s negative behavior?

Does your child have any comfort items to help him/her sleep?

On a typical day, what is your child’s mood upon waking?

What time does your child go to bed?  __________  What time does your child wake up? __________

What is your child’s nap schedule? (if any)

Does your child typically have trouble sleeping (night terrors, trouble getting to sleep)?

Is your child toilet-trained?  If not, what method will you be using for toilet training?

Does your child need any assistance when using the toilet? What type of help does s/he need?

How does your child let you know when s/he needs to use the restroom?



Your Child’s Home and Family 

Who is in your child’s family? Please list the name of each person in the family and his/her age.  For the 

adults in the family, please include the highest level of education achieved and current occupation.  (This 

information is for demographic purposes only.)

Who lives in the family home?

What is the primary language spoken in the family home? Please share a list of familiar words and phrases 

with your child’s teacher.

Does your family have any cultural or religious practices that we should be aware of, such as dietary 

restrictions? Does your family cultural beliefs incorporate any special celebrations?

Would you be willing to come in to your child’s classroom and teach the children about your family’s 

celebrations? Do you have any suggestions as to the best way for Kids Country to incorporate your 

family’s culture into our classrooms?

Are there any special custody arrangements and/or shared parenting arrangements for this child?  If yes, 

please share these arrangements with us. 

Is your child currently going through any major transitions, such as divorce, death in the family, new 

sibling, moving from crib to bed, or a new home?

Do you have any pets at home?  If yes, what types of pets and what are their names?

What have your childcare arrangements been thus far?



Food and Fun 

How often does your child drink milk, juice or water during the day at home?

Does your child have any favorite foods?  What are they?

Does your child have any foods s/he doesn’t care for?  What are they?

Are there any foods your child should not eat? (Please see your Center Director for a “Child Care Plan  for 

Health Conditions” form if your child has any food allergies or dietary restrictions.)

Where does your child sit at the table (high chair, booster seat, dining chair)?

Expectations

What are your goals for your child this year?

What are you and your child most excited about as you begin our program?

Are you or your child anxious about any part of our program?

Is there any other information about your child that would be helpful for us to know?

Parent Signature:_______________________________________________________   Date:  __________________

BrightPath Kids admits children of any race, religion, color, ethnic origin, sex or disability (ADA, 1990) and differing abilities to all 
the rights, privileges, programs, and activities.  In addition, we will not discriminate on the basis of race, color, or ethnic origin in 
administration of our educational policies, scholarships, loans, fee waivers, educational programs, and extracurricular activities.  In 
addition, the school is not intended to be an alternative to court-ordered, administrative-ordered, or public school district initiated , 
desegregation.  



Child’s Name: Nickname:

Child’s Date of Birth: Siblings:

What are you feeding your infant?  

❑ Formula-Brand: _____________________

❑ Breast Milk

Number of Daily Feedings: Frequency of Feedings:

Amount for each Feeding:

Bottle should be warmed to:
❑ Room Temperature
❑ Warm
❑ Very Warm

Formula Preparation :

Solid Foods (Please list food, brand, type, amount, frequency and 
special instructions )

Are foods served room temperature or warmed?

Table Food (Please list food, brand, type, amount, frequency and 
special instructions )

Does your child drink from a cup yet? 

How often should your infant’s diaper be checked? Security Items (i.e. pacifier, blankets, stuffed animals)

Nap Schedule: Hints for getting baby to sleep: 

(You must secure a “Sleep Position Waiver Form” from your infant’s 

physician if your baby is to sleep on his tummy or side. 

See the Center Director for this form.)

Allergies: Special Precautions: 

Is there any additional information about your infant that would be helpful for the caregivers to be aware of?

Parent Signature/Date: Caregiver Signature(s)/Date:

Form updated on : Form updated on: 

INFANT CARE INFORMATION



 

 

 

 

 

Cot Waiver 
 

It is time for your child to transition from a crib to a cot. 

My Child _________________________has permission to sleep on a cot during nap time. 

Date of Birth _______________________ 

 

_____________________________ 

Parent Signature 



Special Dietary Instructions 

Please indicate any special dietary instructions for your child: 

Signature: Date: 



The best start in life 

Social Media Consent Form 
We are excited to celebrate the amazing moments your child experiences at 

BrightPath Kids! With your consent, we may use photos, videos, or other media featuring 
your child on our official social media channels, website, or promotional materials. 

Purpose of Use 
BrightPath Kids strives to showcase the joy, creativity, and learning that happens 
at our locations. Media shared online highlights activities, milestones, and the 
vibrant community at BrightPath, helping us connect with families like yours. 

Privacy Commitment 
We respect your family's privacy. Personal information, such as your child's name, 
will never be included unless explicitly authorized. Media will only be used in 
alignment with BrightPath's values and guidelines. 

Consent Declaration 

Child's Name: -----------------

Parent/Guardian Name: 

Relationship to Child: _______________ _ 

Parent Guardian Signature: ________________ _ 

Date: _______________ _ 

D Yes, I grant permission for my child to be on social media and 
other marketing materials 

D No, I do not grant permission for my child to be on social media 
or any marketing materials. 

Contact Information 
If you have questions about this consent form or how we use media, please contact 
your location's director or email us at info@brightpathkids.com. 

Thank you for being part of our BrightPath family! 



Parent/Guardian Authorization for the 
Administration of Non-Prescription Topical 

Medications by Child Care Personnel 

To Child Care Personnel: 

I hereby request that the following non-prescription topical medications be administered to my child 
by a childcare staff member at  BrightPath .

(Name of child day care program) 

I understand that I must supply the childcare program with the non-prescription topical medication in the 
original container labeled with the child’s name, name of the medication, and the directions of the 
medication administration. 

Name of Child:  Date of Birth:  

Address: 

Name of Medication:  

Schedule of Administration:  

Site of Administration:  

Reason medication is being administered:  

Medication shall be administered from:   to:  

Name of Parent/Guardian    Date:  

I have administered at least one dose of the above medication to my child without adverse side effects. 

Signature: Relationship to child: 

Address: Telephone: 

S:\Division\Licensure\Group&Ctr\FieldForms\Authorization-AdminMeds-NonTopical&MAR.doc  4/2/09 

This authorization is limited to the following topical medications: 

1. Diaper changing or other ointments free of antibiotic, antifungal or steroidal medications

2. Medicated powders

3. Teething, gum, or lip medications

Staff to complete: 

Parent authorization form and medication received by: 
(Signature of staff) 

Medication Started:  (date and  time) 

Medication Ended:  (date and time) 

Parent permission and medication administration record shall become part of the child’s health record when the medication has ended. 



Connect (Parent Engagement Program) 

I _____________________________ (Parent/Guardian Name) am the parent or guardian 
of ________________________________________ (Child’s Name) (the “child”) and have voluntarily 
chosen to participate in Connect (the “Engagement Program”).  

Participation Agreement 

In consideration for BrightPath, its subsidiaries and affiliates (together 
“BrightPath”) providing Connect (Engagement Program), accepting my application to 
participate in Connect Engagement Program, and providing me access to Connect 
(Engagement Program),  I hereby understand, acknowledge, and agree that:  

(a) Our participation in Connect (Engagement Program) is entirely voluntary and undertaken
at my own and my child’s risk.

(b) I have read the Connect Parent Engagement Information Letter attached hereto and I had
all my questions in relation to Connect Engagement Program answered to my
satisfaction prior to deciding to sign this Participation Agreement.

(d) I understand that I am prohibited from sharing photos and/or video of any children
(other than my child), including any group photos/video, that I may have access to 
through my participation in the Connect Engagement Program.  Should any photos and/
or videos of children other than my child be distributed in violation of this covenant, I 
agree to indemnify and hold harmless BrightPath and its agents, employee, affiliates 
and/or assigns for all claims, liabilities, damages, losses and expenses (including legal 
fees on a solicitor and own client full indemnity basis) arising by reason of my 
unauthorized distribution in breach of this covenant.

(e) I understand and acknowledge that the Connect Engagement Program relies on the use of 
a third party provider (the “Developer”) that utilizes the internet and cloud computing 
technology.  Accordingly I acknowledge that the Developer will have access to information, 
photos and videos of and about my child and may create and hold electronic copies of this 
information for the purposes of back-up.  The Developer may also monitor, for its internal 
use only, my access and use of the Connect Engagement Program.   I understand 
and acknowledge that there are inherent privacy and confidentiality risks when using an 
internet-based service and cloud computing technology upon which the Connect 
Engagement Program relies.    I understand and accept that BrightPath will have no 
liability in the event of any breach of confidentiality of any information collected and 
copied from the Connect



Engagement Program, whether or not such breach resulted from the actions 
of the Developer of BrightPath, its agents, employees, or assigns, or of any other 
parents who also participate in the Engagement Program.  My participation in 
and use of the Connect Engagement Program is an acceptance of this limitation of 
liability.  

(f) For greater certainly, I hereby release and forever discharge and agree not to make any
claim against BrightPath, its board of directors, officers, agents, employees, affiliates and/
or or assigns, for any and all claims, resulting from my participation and my child’s
participation in the Connect Engagement Program; and

(g) I understand and acknowledge that the terms of this waiver shall apply equally to me,
and to my child.

Approval for Photos/Videos
I hereby grant permission to BrightPath and its representatives to photograph and video 
my child, and otherwise capture my child’s image and to make recordings of my child’s 
voice for the purposes of sharing information about my child with me under the Connect 
Parent Engagement Program. 

I further grant permission to BrightPath and its representatives to reproduce, use, exhibit, 
display, post or distribute any images and recordings of my child when such images or 
recordings are taken in a group, or in a multiple child setting, to other parents who are also 
participating in the Connect Parent Engagement Program.  

I hereby confirm and covenant that I will not share photos of any child (including group photos), 
other than my own, that I receive through the Connect Parent Engagement Program with anyone 
other than BrightPath and its employees. 

I hereby release, defend, indemnify and hold harmless BrigthPath, employees or agents 
from and against any claims, damages or liability arising from or related to the use of 
images, recording or materials of my child, whether individually or in a group setting. 

_________________________________________________ 

(Name of Child) 

_______________________________________________ 

(Parent/Guardian Signature) 
__________________________      

(Date) 

_________________________________________________ 

(Witness) 
__________________________      

(Date) 

Primary email: 



I,   , the parent/legal 
guardian of  ,       acknowledge that  I have been given 
the opportunity to read, understand, and ask questions regarding the policies contained in 
the BrightPath Parent handbook. Furthermore, I agree to abide by the policies set forth.

I understand that the policies described in the Parent Handbook are not conditions 
of enrollment, and the language does not create a contract between BrightPath and our family.
BrightPath reserves the right to alter, amend, or otherwise modify these guidelines, in its
sole discretion, without prior notice. 

Signature: Date: 

Print Name: 
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Closed Circuit Television System Policy 

 

Purpose 

Select Busy Bees North America (BBNA) centres operate a Closed-Circuit Television 

System (CCTV) which makes video and potential audio recordings. BBNA values the 

confidentiality and privacy of its staff and the families that we serve, and therefore 

provides this CCTV policy (this Policy) to outline the purposes and uses of these CCTV 

devices and recordings.  

 

As a provider of early learning and child care services, from infant to pre-kindergarten 

and older children on a before and after school basis, BBNA is responsible for the most 

vulnerable population and, therefore, maintains the highest standards in care and 

safety to provide exceptional early years services. 

The CCTV System is operated to ensure these highest standards in care and safety of 

the children. After careful consideration of the positive impact of CCTVs in other 

environments, both in relation to prevention and investigation of incidents, the CCTV 

has been adopted in the interest of the children, their families and of BBNA employees. 

The CCTV System will play an important role in the delivery of our services considering 

we have young children in our care. 

 

The CCTV system will be used for the purposes of reviewing room activity, staff and child 

interactions and behaviour where there is suspicion or allegation of a significant 

incident, when there has been a complaint or concern voiced by parent, guardian or 

staff member, or as otherwise provided in this policy. 

 

The use of CCTV is not intended to replace appropriate management practices and 

procedures in supervising and coaching staff. 

 

Scope and Responsibilities  

BBNA will respect local privacy laws. Please refer to our Data Protection Policy which 

sets out in detail how we process this information.  

 
 

Security and Protection of Privacy 

The video/audio recorder will be kept secure in either its own locked cabinet or a locked 

room which has restricted access. BBNA implements security safeguards to protect the 

CCTV equipment and recordings at the level appropriate to the sensitivity of the 

information. . Access to the system’s controls and reception equipment, and to the 

recordings it captures, will be limited to authorized persons.  
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Recordings will be securely held, and access within the organization limited to the 

purposes described in this Policy. Cameras should be positioned as best they reasonably 

can to reduce the likelihood of capturing individuals not intended to be filmed, while 

achieving the objectives of this policy. 

Authorized persons will only access the recordings in the case of suspicion or allegation 

of a significant incident or complaint, for supporting training regarding program 

delivery, or for reasonable maintenance, installation, or configuration of the CCTV 

systems.  

 

Authorized persons include the following who will be provided access strictly on the 

basis of need-to-know:  

• Centre Director (CD); 

• Area Director (AD); 

• Operations Director; 

• VP Education and Quality Assurance; 

• Chief Operating Officer (COO); 

• President; 

• Chief Human Resources Officer; 

• Director of Safety and Compliance (DSC); 

• Chief Executive Officer (CEO); and  

• others as allowed by the COO, President, or CEO. 

 

Location  

The following areas may be covered by CCTV: 

 

• Classrooms; 

• Sleep Rooms; 

• Gymnasiums; 

• Multi-purpose rooms; 

• Hallways; 

• Reception area; 

• Front door; 

• Outside play areas; 

• Parking lots; 

• Director’s office; 

• Kitchen; and  

• Any other area where coverage is appropriate, except for those locations listed 

below as not covered. 
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The following areas will not be covered by CCTV: 

• Children’s toilet area; 

• Staff room; and 

• Adult bathrooms. 

The CD shall be responsible for reviewing camera locations from time to time and for 

considering requests from staff, parents, guardians or other persons regarding concerns 

relating to privacy or confidentiality due to the location of a particular CCTV camera. 

Cameras should be positioned as best they can to reduce the likelihood of capturing 

individuals not intended to be filmed. 

 

BBNA will endeavor to post reasonably conspicuous notices of the CCTV recording as 

appropriate and near CCTV equipment but may not feasibly post notices in every 

location where video or audio recording is in progress.  

 

Access 

Access to the system is restricted to the authorized persons and to the existence of 

suspicion or allegation of a significant incident or complaint, for supporting training 

regarding program delivery, or maintenance, installation or configuration of such 

systems. Audit trails monitor this access to ensure compliance. In accordance with this 

Policy, recordings may be shared with a third-party service provider for the sole purpose 

of obscuring or pixelating personal information about individuals prior to use or 

disclosure of a recording.  

 

Individual Right of Access  

Individuals may request access to their personal information, or the personal information 

of their child, which has been recorded through the CCTV System. An access request 

must be made in writing to the Centre Director. The CD will provide access within thirty 

days to any retained and redacted recordings, provided such access would not reveal 

personal information about another person or otherwise be prohibited by law. However, 

if the information about the other person is severable from the record, by being 

obscured or pixilated through commercially reasonable means, or if the other person 

consents, access will be provided to the requester. This is to protect other children/staff 

that may be present on the recording. If the recording requested does not relate to the 

individual making the request, or their child, access will not be provided. 

If we cannot give access to a recording of the requestor or their child, we will provide 

reasons, as allowed by law.  
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Access Requests in the Case of Serious Incidents or Complaints  

If a serious incident or complaint has been received and an access request is made by 

a parent or guardian of an affected child, or an affected staff member, access will be 

granted in accordance with applicable law. Where required by law, staff concerned 

will be informed, with reasonable notification, of the footage being viewed in this 

wayand of the purposes of the viewing and will be given an opportunity to view the 

same footage in the same or similar manner. 

BBNA will only release a copy of any recording as required by law or in response to a 

valid government or law enforcement subpoena, warrant, or request. Copies of 

recordings will only be released to third parties on the express authority of the BBNA CEO 

or President and upon demonstration, by the government or law enforcement agency, 

of its lawful authority to access it. BBNA will make reasonable efforts to maintain the 

confidentiality of the recordings, including but not limited to such requirements under 

data protection legislation or other law or statute.  

 

When the recording is reviewed due to suspicion or allegation of a significant incident, 

or when there has been a complaint or concern voiced by parent, guardian or staff 

member, the CD or other authorized person will document the following as applicable: 

 

• the date and time at which the recording was reviewed; 

• the date on which disclosure was made; 

• the identification of any third party who was allowed access or to whom disclosure 

was made; 

• the reason for allowing access or disclosure and the extent of the information to 

which access was allowed or which was disclosed; and 

• the identity of the person authorizing such access. 

 

As indicated above, where the recordings contain images of individuals other than the 

subject(s), the recording may need to be altered to disguise or blur those images of 

other individuals so that they are not readily identifiable. If the CCTV recording system 

does not have the facilities to carry out that editing, an appropriate competent third 

party may be hired to carry it out, at the sole discretion of the COO, President, or CEO. 

In the event that such an editing company is hired, BBNA will ensure that there is an 

agreement in place with the editing company to protect confidentiality and to ensure 

compliance with this Policy and data protection legislation in relation to the recordings. 

 

Role of the CD 

The CD’s role in maintaining an effective and secure CCTV environment is critical. They 

are responsible to: 

• ensure the system is always operational and to immediately advise IT support of any 

system failure/outages; 
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• ensure that all servicing and repair needs are communicated to IT support and 

followed through on; 

• forward any individual’s written request for access to, or a copy of, a recording that 

exists to the DSC; 

• maintain a record of the release of any recordings or any material recorded or stored 

in the system; 

• ensure secure retention and destruction of recordings as appropriate; 

• ensure signage is in place that will make individuals aware that they are entering a 

CCTV area; and 

• ensure confidentiality is maintained at all times. Any relevant recordings 

downloaded shall be stored in a locked secure cabinet or a locked, secure room 

and will only be available to those directly connected with achieving the objectives 

of the system. Any copies must be stored in a locked secure cabinet or a locked, 

secure room until delivered to an appropriate authority, and when returned by them 

if applicable.  

 

Fairness 

BBNA respects and supports every individual’s entitlement to go about his/her normal 

duties. Use of CCTV as outlined in this Policy will be conducted in a professional, ethical, 

and legal manner and any diversion of the use or processing of CCTV for other purposes 

is prohibited under this Policy. CCTV will be limited to uses that do not violate a person’s 

reasonable expectation of privacy. The CD will be responsible for ensuring that parents 

and guardians are informed, when they enroll their child, of the purpose of the CCTV 

and how it can and cannot be used. A copy of this Policy will be provided and will be 

available at the centre at all times.  
 

Footage recorded on the CCTV system and viewed under the terms of this Policy may 

be used to assist in establishing the facts regarding a serious incident, or an allegation 

thereof, or a complaint. Doing so may give rise to an investigative meeting with any 

relevant member or members of staff and may result in disciplinary proceedings. Any 

violations of this Policy by BBNA staff may lead to disciplinary action, including without 

limitation termination of employment. 

 

CCTV Data Retention and Destruction 

CCTV data will remain on the hard drive of the system for up to seven calendar days. 

At the end of seven calendar days, if no incident is suspected or no complaint has 

arisen, data will be recorded over. No copies are made in the normal course of 

operations. Recordings will be retained for longer than seven days in the event that the 

investigation of a serious incident or complaint is in process, or if BBNA is under a legal 

obligation to retain the recordings. The ability to export video recording is limited to the 
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Area Director, Operations Director, Safety and Compliance. Once the investigation 

concludes and/or the data retention is no longer required under law, the recording will 

be securely destroyed or recorded over. 

 

Any relevant recordings downloaded or copied shall be stored in a locked secure 

cabinet or a locked secure room and will only be available to those directly connected 

with achieving the objectives of the system. Data is retained for seven calendar days in 

consideration of the time that could pass between an incident occurring, the 

knowledge that an incident occurred, and the complaint or request being received by 

BBNA.  

 

 

Biometric Information 

 

CCTV video and audio recordings will by operation capture and store certain personal 

and biometric data for individuals who are recorded. Additionally, artificial intelligence 

tools may be used by BBNA to identify certain individuals, including without limitation 

the use of facial recognition technology. This technology is used to enable tracking and 

viewing of one individual across multiple cameras, in order to accomplish the purposes 

outlined in this Policy. 

 

CCTV recordings, including any biometric or personal data collected through the 

recordings, will not be shared with any third parties except as elsewhere provided in this 

Policy.  

 

 

Location of Data Storage 

 

Recordings through the CCTV systems are stored in the country where the BBNA Centre 

operates.  

 

By reviewing, agreeing to and signing the Video and Audio Recording Camera 

Acknowledgement or through the CCTV Acknowledgement – for Existing Staff, you 

expressly consent to the collection, processing, and storage of personal and biometric 

information as outlined in this Policy.  

You can withdraw consent by contacting the Centre Director. Contact information 

(including name, email, phone number, and mailing address) for the Center Director of 

your BBNA facility is under the “Centre Information” tab of the webpage for that facility. 

If and when you withdraw consent, BBNA will not be in a position to provide you access 

to its premises in view of the importance of the CCTV for the purpose of the safety of the 

children. If you have any questions or requests related to this Policy, please contact the 

Director of Safety and Compliance at safety@busybeesna.com.  

 



APPENDIX A 

 Video and Audio Recording Acknowledgement 

CENTRE/ER: ________________________________________________ 

CHILD(REN)’S NAME(S): __________________________________________________ 

I have received and read the Busy Bees North America CCTV Policy in full and 

understand it, including without limitation the Purpose, Location and Access as outlined. 

I give consent to BBNA to record the activities of my child(ren) in accordance with the 

CCTV Policy. 

_______________________________________  _____________________________________ 

Parent / guardian printed name Parent / guardian signature  

_________________________ 

Date Signed 
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