




Emergency Record 
 
 

Name of Child: 
 
Street Address: 
 
Health Card Number (optional):  
 
Parent(s) / Guardian 
 
 Mother’s Name: 
 
 Telephone Number: Home    Work 
 
 Father’s Name:  
 
 Telephone Number: Home    Work: 
 
 
Alternative Adult 
 
 Name: 
 
 Relationship to Child: 
 
 Telephone Number: Home    Work: 
 
Physician: 
 
 Name:   Phone: 
 
 
 
Allergies and or Medical Conditions: 
 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
 
 



Allergy Alert Form 
(Part of the Application/Registration Process) 

 
 
Name of Child _______________________ Date:_______________________________  
 
Allergies (Please Specify) 
 
Foods      Reactions 
 
__________________________________ ____________________________________ 
 
__________________________________ ____________________________________ 
 
Drugs      Reactions 
 
__________________________________ ____________________________________ 
 
__________________________________ ____________________________________ 
 
Environment     Reactions 
 
_________________________________ ____________________________________ 
 
_________________________________ ____________________________________ 
 
Treatment 
Prevention 
________________________________________________________________________ 
 
Medication 
Daily___________________________________________________________________ 
 
Special Circumstances 
________________________________________________________________________ 
 
What to do if severe reaction occurs  __________________________________________ 
 
Emergency Allergy Medication Required: Yes____ No ____ Specify ________________ 
 
 
Physician’s Signature _____________________________ Date ___________________ 
 
Parent(s) / Guardian Signature ______________________ Date ___________________ 
 
Supervisors Signature ____________________________ Date ___________________ 



 
 
 
 

Administration of Emergency Allergy Medication 
Consent Form 

 
 
Child’s Name ____________________________ Birth Date _____________________ 
 
Type of Medication _______________________________________________________ 
 
Required for (type of allergy) _______________________________________________ 
 
________________________________________________________________________ 
 
Symptoms needed for medication: 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
I hereby give permission for the staff of the Couchiching Child Care Centre to administer 
the above emergency allergy medication to my child as required. I agree to leave the 
above allergy medication with the staff so it is readily available to my child as needed. 
The allergy medication is labeled with the child’s name and directions for administration. 
 
I appreciate very much your co operation and understanding in this matter. 
 
 
 
________________________________________ ______________________________ 
 
Parent(s) / Guardian Signature   Date 
 
 
 
 
 
 
 
 
 
 
 
 



Medical Emergency Consent Form 
 
 

 
Name of Child: ___________________________________________________________ 
   First    Middle   Last 
 
Date of Birth: ________ / ________ / ________ 
 
 
I hereby give consent to have the child named above, to be given emergency medical 
attention as necessary, to such circumstances as accidents or illnesses, by a physician or 
hospital, while in attendance at the Couchiching Child Care Centre. 
 
Name of Family Doctor: ___________________________________________________ 
 
Child Health Card Number: _________________________________________________ 
 (optional) 
 
Parent(s) / Guardian Signature: ______________________________________________ 
 
Witness’ Signature: _______________________________________________________ 
 
Date: ___________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
To:  Parent(s) / Guardian of children attending the Couchiching Child Care Centre 
 
From: Leisha Mainville – Supervisor 
 
Re: Permission to Videotape your child 
 
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *  
 
I, ________________________ give consent for my child ________________________ 
 
to be videotaped and viewed by the Couchiching Child Care Centre or the public. 
 
 
 
 
___________________________________  ______________________________ 
Parent(s) / Guardian Signature     Date  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

Transportation / Bussing Consent Form 
 
 

 
I, _____________________________________________hereby give permission for my  
  Parent(s) / Guardian Signature 
 
for my child ____________________________________ to be bussed from school to the  
 
Couchiching Child Care Centre without Child Care Staff adult supervision. I hereby 
 
 remise, release and forever discharge the Couchiching Child Care Centre and the  
 
Couchiching First Nation from all manner of actions, causes of action claims and  
 
demands whatsoever as a result thereof. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 

Field Trip Consent Form 
 
 
Name of Child: ___________________________________________________________ 
   First    Middle   Last 
 
I hereby give permission for the above child to participate in supervised field trips to the 
following places of interest: 
 
    Farms 
    Library 
    Police and Fire Stations 
    Parks 
    Museum 
    Town of Fort Frances 
 

etc, and other various field trips planned by the Couchiching Child Care Centre. 
 

I understand that some destinations are within walking distance and others will require 
the use of public transportation (i.e. school bus, van rentals etc.) with Child Care Staff 
Supervision. Parents will be notified in advance whenever transportation is required. 
During field trips every precaution will be taken to ensure enriched child/adult ratios are 
applied and that supervision and safety is a priority. 
 
 
Parent(s) / Guardian Signature: ______________________________________________ 
 
Witness’ Signature: _______________________________________________________ 
 
Date: ___________________________________________________________________ 

 
 

 
 
 
 
 
 
 



 
 
 
 
 
 
 

 
 
 

Permission to apply Sun Protection Lotion and Insect Repellant 
 
 

I agree to allow staff of the Couchiching Child Care Centre to apply 
 

sun protection cream / lotion for my child _____________________________ as needed. 
 
If you feel your child requires insect repellant, please supply repellant and Child Care  
 
Staff will apply as needed. 
 
 
Parent(s) / Guardian Signature ____________________________ Date _____________ 
 
Approved by _________________________ _____ Date _________________________ 
 
Date of Implementation ___________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 

Program: Couchiching Child Care Centre 
Behavior Management policy for Parent(s) / Guardians / Visitors 

 
In order to ensure the safety, security and respectful atmosphere for our children, staff 

and others in the Couchiching Childcare Centre, the following policy is in effect: 
 

There will no verbal, physical or other use of any manner to be used in the presence of 
any child, staff member, or other persons in the Couchiching Childcare Centre. 
 
There will be zero tolerance of any foul language, racial slurs, physical abuse or yelling at 
any person’s in the presence of any child or staff at the Couchiching Childcare Centre. 
 

There will be zero tolerance for any non-compliance of 
Couchiching Childcare Philosophy. 

 
Any infractions of these guidelines will result in immediate corrective action. Depending 
on the severity of actions an immediate permanent discharge from the childcare may be 
involved. 
 
All facts, and remarks made during the incident will be kept on file. 
 
The appropriate authorities will be given a statement regarding the incident. 
 
 
Parent(s) / Guardian _____________________________ Date ___________________ 
 
Date of Implementation ____________________________________________________ 

 
 
 
 

 
 
 
 
 
 
 
 
 
 



 
 
 

Program: Couchiching Child Care Centre 
Behavior Management policy for Parent(s) / Guardian / Visitors 

 
 
If any parent/guardian/ visitor becomes verbally/physically abuse to Administration staff, 
Student Teachers, Volunteers or children of the Centre: 
 
Procedure: 
  First Incident: Staff documents incident and the parent is provided with a 
written warning that must be signed by the parent, staff, and supervisor. 
 
  Second Incident: the supervisor will consult the Chief and Council. The 
family will be notified in writing of termination of services.  

 
If parent(s) / guardian fail to comply with policies and procedures agreed upon at 
enrollment: 
 
Procedure: 
  First Incident: Meeting with the Supervisor to discuss issue. 
 
  Second Incident: Written warning signed by parent(s) / guardians,   
  supervisor and Chief and Council. 
   
  Third Incident: The Chief and Council will be consulted by the   
  supervisor. The family will be notified in writing of termination of   
  services. 
 
 
 
Parent(s) / Guardians Signature ______________________________________________ 
 
Date ______________________________________ 
 
Date of Implementation ____________________________________________________ 
 
 
 
 
 
 
 
 
 



 
 
 
 
 

Consent for Screening 
 
 
 

As a parent/ guardian of ____________________________________________________ 
      Childs Full Name 
 
I give permission for the staff of the Couchiching Child Care Centre to screen my child 
within six months of starting the program. 
 
The following screening tool will be used: 
 

The Nipissing District Developmental Screen 
 
The screening results will be used for the purpose of planning a developmental 
appropriate curriculum and to provide an optimal learning environment for all children. 
 
The information gained during your child’s screening will be shared with you upon 
request. 
 
 
I give this permission on the understanding that the information obtained will be used in 
the best interest of my child and handled in a professional manner. 
 
 
Parent(s) / Guardian Signature _______________________________________________ 
 
Date ___________________________________________________________________ 

 
 

 
 
 
 
 
 
 
 
 
 
 



 
Couchiching Child Care Centre Smoke Free Policy 

 
Ontario’s Smoke Free Ontario Act came in effect May 31, 2006, prohibiting smoking in 
enclosed workplaces and enclosed public places in Ontario. 
 
Under the Act, Smoking is prohibited at all times in a day nursery and private-home day 
nursery and location including the playground area whether or not children are present. 
 
This does not prohibit smoking or holding lighted tobacco for traditional Aboriginal 
cultural or spiritual purposes.  
 
This is included in the day nursery program statement and reviewed with the day nursery 
staff and supervisor at commencement of employment, with parents prior to enrollment 
of their children, and students and volunteers to providing care or guidance to the 
children. 
 

No person shall smoke or hold lighted tobacco in the following places or areas: 
 

! A day nursery including playground area within the meaning of the Day 
Nurseries Act. 

! A place where private home daycare is provided within the meaning of the 
Day Nurseries, and playground area whether or not children are present. 

 
Every employer shall, with respect to an enclosed workplace or place or areas 
mentioned which the employer exercises control, 

! Ensure compliance with this section; 
! Give notice to each employee in an enclosed workplace or place or area that 

smoking is prohibited in the enclosed workplace, place or area in a manner 
that complies with the regulation, if any. 

! Post any signs prohibiting smoking throughout the enclosed workplace, place 
or area over which the employer has control, including washrooms in the 
prescribed manner; 

! Ensure that no ashtrays or similar equipment remain in the enclosed 
workplace or place or area, other that a vehicle in which the manufacturer has 
installed an ashtray; 

! Ensure that a person who refuses to comply with subsection (1) or (2) does not 
remain in the enclosed workplace or place or area and  

! Ensure compliance with any other prescribe obligations. 
 
I have read and will comply with the Couchiching Child Care Centre Smoke Free 
Policy. 
 
_____________________________________ ______________________________ 
Parent(s) / Guardian Signature   Date 
 



 
 

Waiver of Employment Verification 
 
I give the Supervisor, Assistant Supervisor, and /or the Administrator of the 
Couchiching Child Care Centre Permission to contact my place of employment  
and / or educational institute. 
 
 
 
 
_____________________________________________________________________ 

Place of Employment/School & Name of Contact Person 
 

Where they will verify that I am employed/attending the following days and hours: 
 
Monday _____________________________________________________________ 
 
Tuesday _____________________________________________________________ 
 
Wednesday ___________________________________________________________ 
 
Thursday _____________________________________________________________ 
 
Friday _______________________________________________________________ 
 
I give this permission on the understanding that the information obtained will be kept 
for use only by the Couchiching Child Care Centre and handled in a professional 
manner. 
 
 
______________________________________ ______________________________ 
Signature Of Employee/Student   Date 
 
 
 
_____________________________________ ______________________________ 
Signature of Witness    Date  
 
 
 
 
 
 
 
 



 
 
 

Waiver of Employment Verification 
 
I give the Supervisor, Assistant Supervisor, and /or the Administrator of the 
Couchiching Child Care Centre Permission to contact my place of employment  
and / or educational institute. 
 
 
 
 
_____________________________________________________________________ 

Place of Employment/School & Name of Contact Person 
 

Where they will verify that I am employed/attending the following days and hours: 
 
Monday _____________________________________________________________ 
 
Tuesday _____________________________________________________________ 
 
Wednesday ___________________________________________________________ 
 
Thursday _____________________________________________________________ 
 
Friday _______________________________________________________________ 
 
I give this permission on the understanding that the information obtained will be kept 
for use only by the Couchiching Child Care Centre and handled in a professional 
manner. 
 
 
______________________________________ ______________________________ 
Signature Of Employee/Student   Date 
 
 
 
_____________________________________ ______________________________ 
Signature of Witness    Date  
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 


