
Child Care Health Program 
Revised 3/2022 

Diaper Cream/Ointment Authorization Form 

Reason for medication: For diaper rash prevention or treatment 
Route: Topical 
Storage: Room temperature 

I authorize the use of the above diaper cream/ointment on my child. 

________________________________________ ________________ 
Parent/Guardian Signature Date 

________________________________________ ____________________ 
Health Care Provider Signature** Date 

(_____)_________________________ 
Health Care Provider Phone Number 

* Most diaper ointment labels indicate that rashes that are not resolved, or reoccur, within 5-7 days
should be evaluated by a health care provider.
** Necessary only for diaper creams/ointments not labeled for use in the diaper area. (Pharmacist label
on prescription medication indicates consent of health care provider.)

Child’s Name: Date of Birth/Age: 

Name of Medication: 

Start Date: Stop Date: (up to 12 months after ‘Start Date’) 

Times to be applied: 

☐ when rash is present

☐ with every diaper change

☐ other:

Amount to be applied: 

Possible side effects: 

Above information consistent with label*?  ☐ Yes   ☐ No 

Special Instructions: 

Expiration Date: ____ 


	Birch Tree Academy Enrollment Forms 03_04_26.pdf
	diaper-cream-ointment-authorization-form+fillable.pdf
	allergy+fillable.pdf
	Allergy-Care-Plan-Packet-2025
	AAP_Allergy_and_Anaphylaxis_Emergency_Plan_proposed edit
	AAP_Allergy_and_Anaphylaxis_Emergency_Plan_proposed edit
	Allergy-Care-Plan-Packet-2025
	Potential Side Effects
	Expiration Date 
	Medication Name
	Employee Training Record
	Trainer Signature
	Trainer Name (Printed)
	Employee Signature
	Employee Name (Printed)
	Date of Training
	Allergy-Care-Plan-Packet-2024.pdf
	FARE page 2



	Birch Tree Academy Suncreen Fillable 03_04_26.pdf
	Birch Tree Dental Hygiene Form+fillable 03_04_26.pdf
	food-preference-form+fillable.pdf
	Child’s name: Child’s date of birth:
	This form is intended to meet the requirements of WAC 110-300-0190, specifically to accommodate dietary preferences related to religious, cultural, or family preference. If the child has a diagnosed food allergy or food intolerance, a separate care pl...
	By signing below, I confirm that the foods listed on this document are NOT related to an allergy or intolerance and I agree to follow this food preference plan.
	Parent or Guardian Name (Printed):
	Parent or Guardian Signature:   Date:
	By signing below, I agree to follow the food preference plan for this child.
	Director Name (Printed):

	Hand+Sanitizer+Authorization+Form+fillable.pdf

	CHILD INFORMATION: 
	Birthday mmddyyyy: 
	Gender: 
	Allergies: 
	Doctor Name: 
	Doctor Phone: 
	ENROLLMENT INFORMATION: 
	Desired Start Date mmddyyyy: 
	Sibling Names: 
	Language spoken at home: 
	Enrollment Schedule Check one: 
	Dependent on availability at the time of enrollment: 
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	First Name: 
	Last Name: 
	Relationship to Child: 
	Email Address: 
	Primary Phone: 
	Secondary Phone: 
	HOME ADDRESS: 
	Street Address 1: 
	Street Address 2: 
	City: 
	State: 
	Zip: 
	Country: 
	First Name_2: 
	Last Name_2: 
	Relationship to Child_2: 
	Email Address_2: 
	Primary Phone_2: 
	Secondary Phone_2: 
	Address if different from above: 
	the amount of inschool days and there isnt a reduction in the monthly tuition: 
	List any allergies and level of severity: 
	undefined: 
	Please list what foods you would like your child to avoid: 
	undefined_2: 
	List any medical conditions that staff should be aware of: 
	Is your child fully toilet trained   Yes   No: 
	Policy Number: 
	Insurance Provider: 
	Dentist Phone Number: 
	Text39: 
	Text40: 
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	What are hisher favorite activities or special talents: 
	preschool experience: 
	1: 
	2: 
	Text49: 
	Text50: 
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box1: Off
	Check Box2: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	1 Name: 
	Relation: 
	2 Name: 
	Phone_2: 
	Relation_2: 
	Additional authorized pickups: 
	Parent Name: 
	Parent Signature X 2: 
	Date of BirthAge: 
	Amount to be applied: 
	Possible side effects: 
	Special Instructions: 
	Date: 
	Health Care Provider Phone Number: 
	undefined_3: 
	Text73: 
	Date74_af_date: 
	Date75_af_date: 
	Check Box76: 
	0: Off
	1: Off
	2: Off

	Text77: 
	Check Box78: Off
	Check Box79: Off
	Date86_af_date: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Date95_af_date: 
	Date96_af_date: 
	Child's name: 
	Text2: 
	Child has allergy to: 
	Date of plan: 
	Text5: 
	Weight: 
	Text7: 
	Age: 
	Check Box17: Off
	following food(s): 
	Epinephrine (list type): 
	Antihistamin, by mouth (type and dose): 
	Other (for example, inhaler/bronchodilator if child has asthma): 
	child's name: 
	date of plan: 
	Additional instructions: 
	Call 911 / Rescue squad: 
	Doctor: 
	Parent/Guardian: 
	Name/Relationship: 
	Phone: 
	Text98: 
	Text99: 
	Date100_af_date: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Date108_af_date: 
	Date109_af_date: 
	Date110_af_date: 
	Text111: 
	0: 
	1: 
	2: 
	3: 
	0: 
	1: 
	2: 

	4: 
	5: 
	6: 
	7: 
	0: 
	1: 

	8: 

	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Sunscreen Preference: 
	MY SUNSCREEN PREFERENCE IS: 
	sunscreen for use on my child: 
	liable: 
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Date128_af_date: 
	Text129: 
	CONSENT SELECTION: 
	Check Box133: Off
	Check Box134: Off
	Childs Name: 
	Birthdate mmddyyyy: 
	ParentGuardian Name Printed: 
	Date mmddyyyy: 
	X 1: 
	Childs name: 
	Childs date of birth: 
	Child Care Program name: 
	Child does not eat this food list each food separatelyRow1: 
	Child does not eat this food list each food separatelyRow2: 
	Child does not eat this food list each food separatelyRow3: 
	Parent or Guardian Name Printed: 
	Director Name Printed: 
	Date_2: 
	Date of Birth: 
	Purell Hand Sanitizer Active ingredient 70 Ethyl Alcohol: 
	I have provided the following brandtype of hand sanitizer for use on my child: 
	ParentGuardian full name print: 
	Text69: 
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off


