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                     Advisory Board, 1985

Day Care Checklist


       Name of Center
   Group Number

I.

CHILD’S NAME                                                    SEX          
DATE CHECKLIST COMPLETED AND DATE OF

PRS CLIENT NUMBER                                                        
 MEASUREMENT                                                                                
CHILD’S DATE OF BIRTH                                                    
DATE CHECKLIST REVIEWED BY DIRECTOR                               
AGE OF CHILD IN MONTHS                                                
DIRECTOR’S SIGNATURE                                                               
*CHILD’S HEIGHT IN INCHES                                             
DATE CHILD ENROLLED AT CENTER                                            
*CHILD’S WEIGHT                                                                
TOTAL NO. DAYS ENROLLED THIS ASSESSMENT PERIOD         
PERSON COMPLETING THE CHECKLIST                          
TOTAL NO. DAYS ABSENT THIS ASSESSMENT PERIOD            


DATE CHILD DISCHARGED FROM CENTER                                 
CHECK ASSESSMENT PERIOD:
REASON DISCHARGED:




1.
LACK TRANSPORTATION


_____
INITIAL
2.
PARENTS MOVED


_____
3 MO.
3.
TRANSFERRED TO OTHER CENTER


_____
6 MO.
4.
EXCESSIVE ABSENCES


_____
9 MO.
5.
MAXIMUM AGE REACHED


_____
12 MO.
6.
NO LONGER NEEDED PROTECTIVE DAY CARE


_____
OVER 12 MO.

(FAMILY SITUATION IMPROVED)


_____
FINAL
7.
PLACED IN FOSTER CARE

8. OTHER                                                                                        
*Please be very accurate.  The use of this information can aid in identifying unusual body size which may be due to disease or poor nutrition.

II.  For each of the following potential problems, please circle how serious you think it is.  Then, write what you plan to do about it.

	Problems
	No

Prob
	Min

Prob
	Mod

Prob
	Serious

Prob
	Describe problem and

plans for correcting it.

	  1.  Cold/routine illness
	0
	1
	2
	3
	

	  2.  Skin problem(s)
	0
	1
	2
	3
	

	  3.  Eye/ear problem(s)
	0
	1
	2
	3
	

	  4.  Respiratory problem(s)
	0
	1
	2
	3
	

	  5.  Stomach/intestinal problem(s)
	0
	1
	2
	3
	

	 6.  Other illness/disease or

       complaints
	0
	1
	2
	3
	

	  7.  Cut(s)
	0
	1
	2
	3
	

	  8.  Burn(s)
	0
	1
	2
	3
	

	  9.  Broken bone(s)
	0
	1
	2
	3
	

	10.  Other
	0
	1
	2
	3
	

	11.  Lacks proper immunizations
	0
	1
	2
	3
	

	12.  General nutrition
	0
	1
	2
	3
	

	13.  Low energy levels
	0
	1
	2
	3
	

	14.  Excessive hunger, possibly on

       Mondays and/or other days
	0
	1
	2
	3
	

	15.  General appearance:  skin 
	0
	1
	2
	3
	

	16.  General appearance:  color
	0
	1
	2
	3
	

	17.  General appearance:  hair
	0
	1
	2
	3
	

	18.  Behavior problem(s)
	0
	1
	2
	3
	

	19.  Child cries excessively/Has 

       emotional problems
	0
	1
	2
	3
	

	20. Physical handicap(s)
	0
	1
	2
	3
	

	21.  Developmental delay(s)
	0
	1
	2
	3
	

	22.  Mental handicap(s)
	0
	1
	2
	3
	

	23.  Parent communication problem(s)
	0
	1
	2
	3
	

	
	
	
	
	
	


INFANT REFLEX CHECK (0 – 4 MONTHS)

(Please circle the appropriate answer and write your remarks)

	
	YES
	NO
	COMMENTS

	Does the infant suck and coordinate breathing well?


	Y
	N
	

	Does the infant exhibit a strong hand grasp reflex?


	Y
	N
	

	Does the infant blink when penlight is shined toward eyes?


	Y
	N
	

	Does the infant react when you stimulate his/her lip or check?


	Y
	N
	


If you circled “N” on any of the above, the child should be referred immediately to a physician or other appropriate specialist.

III.
Please place a check by those items you discussed with the parent last month.  Also place a check by those items you plan to discuss with the parent or guardian next month.



Discussed Last

Plan to Discuss




Month

    
    Next Month




_____
1.
Specific illness child has had
_____




_____
2.
Child’s general health and health care
_____




_____
3.
Injuries or accidents
_____




_____
4.
Nutrition
_____




_____
5.
Child’s special talents
_____




_____
6.
Areas in which child needs reinforcement
_____




_____
7.
Child’s adjustment to the center
_____




_____
8.
Helping child get along with other children
_____




_____
9.
Positive discipline with child
_____




_____
10.
Games and activities parent can do at home with child
_____




_____
11.
Behavior problem
_____




_____
12.
Coping as a parent
_____




_____
13.
Specialists to which child should be referred
_____




_____
14.
Other: ______________________________________
_____


IV.
Number of contacts of school personnel with the parent(s) or guardian(s)








Approximate Number






Approximate Number

Planed for 



Type of Contact
 
Last Month         

Next Month        
Remarks:


1.
Letters
_____
_____



2.
Phone calls
_____
_____



3.
Home visits
_____
_____



4.
Contacts at the center
_____
_____



5.
Parent group meetings
_____
_____



6.
None, tried several times
_____





7.
None, did not try to contact
_____
_____

