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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES


AFFIDAVIT REGARDING LIABILITY INSURANCE
FOR FAMILY CHILD CARE HOME


SECTION A:


I/We, the parent(s)/guardian(s)/domestic partner(s) of_________________________________________________________, 


acknowledge that _____________________________________________________________________________________, 


the licensee of _______________________________________________________________________________________, 


has informed me/us that this facility does not carry liability insurance or a bond in accordance with standards established by
Family Child Care statute.


SECTION B:  To be completed only if licensee does not own premises or the licensee is a member of a condominium
or Homeowner's Association.


I/We, the parent(s)/guardian(s)/domestic partner(s) of _________________________________________________________,


acknowledge that ______________________________________________________________________________________, 


the licensee of________________________________________________________________________________________.


has informed me/us that she/he does not own the premises or is a member of a condominium or Homeowner's Association,
and the liability insurance, if any, of the owner/Homeowners' Association may not provide coverage for losses arising out of, or
in connection with, the operation of the family child care home, except to the extent that the losses are caused by, or result
from, an action or omission by the owner/Homeowners' Association, for which the owner/Homeowners' Association would
otherwise be liable under the law.


Signature of Parent(s)/Guardian(s)/Domestic Partner(s) Date


NOTE: The law requires Family Child Care providers to carry liability insurance or bond in the amount of $300,000 annually or
to maintain this signed statement in the facility file.  Lack of a bond or insurance does not effect the right of parents to bring
legal action against the facility.


LIC 282 (1/08)


(Child's Name)


(Licensee'sName)


(Name of Family Child Care Home)


(Name of Family Child Care Home)


(Licensee's Name)
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES


CONSENT FOR EMERGENCY MEDICAL TREATMENT-
Child Care Centers Or Family Child Care Homes


AS THE PARENT OR AUTHORIZED  REPRESENTATIVE, I HEREBY GIVE CONSENT TO


_________________________________________ TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE 
FACILITY NAME


PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEOPATH (D.O.) OR DENTIST (D.D.S.) FOR


__________________________________________________ .  THIS CARE MAY BE GIVEN UNDER WHATEVER
NAME


CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHILD NAMED


ABOVE.


DATE PARENT OR AUTHORIZED REPRESENTATIVE SIGNATURE


CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:


HOME ADDRESS


HOME PHONE


LIC 627 (5/01) (CONFIDENTIAL)


WORK PHONE


(          )(          )


STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES


CONSENT FOR EMERGENCY MEDICAL TREATMENT-
Child Care Centers Or Family Child Care Homes


AS THE PARENT OR AUTHORIZED  REPRESENTATIVE, I HEREBY GIVE CONSENT TO


_________________________________________ TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE 
FACILITY NAME


PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEOPATH (D.O.) OR DENTIST (D.D.S.) FOR


__________________________________________________ .  THIS CARE MAY BE GIVEN UNDER WHATEVER
NAME


CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHILD NAMED


ABOVE.


DATE PARENT OR AUTHORIZED REPRESENTATIVE SIGNATURE


CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:


HOME ADDRESS


HOME PHONE


LIC 627 (5/01) (CONFIDENTIAL)


WORK PHONE
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RECEIPT OF PARENT NOTIFICATION


I acknowledge receipt of the notification that this Family Child Care Home will/may be
providing care to 8 or 14 children.


___________________________________________ _______________________
(PARENT/DOMESTIC PARTNER/AUTHORIZED REPRESENTATIVE SIGNATURE)              (DATE)


___________________________________________
(CHILD’S NAME)


Maintain this signed receipt in each child’s file.


STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES


PARENT NOTIFICATION


ADDITIONAL CHILDREN IN CARE


As required by Health and Safety Code Sections 1597.44(c) and 1597.465(c), you are hereby
advised that: (Check one)


■ I am licensed as a Small Family Child Care Home and may provide care for a
maximum of 8 children when one child is enrolled in and attending Kindergarten or
elementary school and another child is at least six years old and no more than two
infants are in care.


■ I am licensed as a Large Family Child Care Home and with an assistant, may provide
care for a maximum of 14 children when one child is enrolled in and attending
Kindergarten or elementary school and another child is at least six years old and no
more than three infants are in care.


_______________________________________________________________________
(PRINT FACILITY ADDRESS)


LIC 9150 (1/08)


(CUT ALONG DOTTED LINE)
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STATE OF CALIFORNIA–HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION


This form may be used to show compliance with Health and Safety Code Section 1596.798 before a child care licensee or
staff person administers inhaled medication to a child in care.  A copy of the completed form should be filed in the child’s
record and in the personnel file.  A separate form must be filled out for each person who administers inhaled
medication to the child.


I,_________________________________________, give my consent for_______________________________________,


who work(s) at ____________________________________________________________________________________,


to administer inhaled medication to my child,_________________________________, and to contact my child’s health care
provider.


In addition, I certify that I have personally instructed the above-named licensee or staff person on how to administer inhaled
medication to my child.


I have also provided the child care facility with written instructions from my child’s physician, or from a health care provider
working under the supervision of my child’s physician (for example, a physician’s assistant, nurse practitioner or registered
nurse).  These instructions include:


• Specific indications (such as symptoms) for administering the inhaled medication in accordance with the physician’s
prescription.


• Potential side effects and expected response.


• Dose form and amount to be administered in accordance with the physician’s prescription.


• Actions to be taken in the event of side effects or incomplete treatment response in accordance with the physician’s
prescription.  This includes actions to be taken in an emergency.


• Instructions for proper storage of the medication.


• The telephone number and address of the child’s physician.


(PRINT NAME OF AUTHORIZED REPRESENTATIVE)


(PRINT NAME AND ADDRESS OF CHILD CARE FACILITY)


(PRINT NAME OF CHILD)


(PRINT NAME OF LICENSEE OR STAFF PERSON)


LIC 9166 (2/01)


NEBULIZER CARE CONSENT/VERIFICATION
CHILD CARE FACILITIES


SIGNATURE OF AUTHORIZED REPRESENTATIVE DATE


ADDRESS OF AUTHORIZED REPRESENTATIVE


HOME TELEPHONE NUMBER WORK TELEPHONE NUMBER
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		name 4: 

		date 1: 
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		phone number 1: 

		phone number 2: 








STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION


CHILD CARE CENTER
NOTIFICATION OF PARENTS’ RIGHTS


PARENTS’ RIGHTS
As a Parent/Domestic Partner/Authorized Representative, you have the right to:


1. Enter and inspect the child care center without advance notice whenever children are in care.


2. File a complaint against the licensee with the licensing office and review the licensee’s public file
kept by the licensing office.


3. Review, at the child care center, reports of licensing visits and substantiated complaints against the
licensee made during the last three years.


4. Complain to the licensing office and inspect the child care center without discrimination or retaliation
against you or your child.


5. Request in writing that a parent not be allowed to visit your child or take your child from the child
care center, provided you have shown a certified copy of a court order.


6. Receive from the licensee the name, address and telephone number of the local licensing office. 


Licensing Office Name: _________________________________________________


Licensing Office Address: _________________________________________________


Licensing Office Telephone #: _________________________________________________


7. Be informed by the licensee, upon request, of the name and type of association to the child care
center for any adult who has been granted a criminal record exemption, and that the name of the
person may also be obtained by contacting the local licensing office.


8. Receive, from the licensee, the Caregiver Background Check Process form.


NOTE: CALIFORNIA STATE LAW PROVIDES THAT THE LICENSEE MAY DENY ACCESS TO THE CHILD CARE CENTER TO A
PARENT/DOMESTIC PARTNER/AUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE PARENT/DOMESTIC
PARTNER/AUTHORIZED REPRESENTATIVE POSES A RISK TO CHILDREN IN CARE.


LIC 995 (1/08) (Detach Here - Give Upper Portion to Parents)


AC K N OW L E D G E M E N T  O F  N OT I F I C AT I O N  O F  PA R E N T S ’ R I G H T S    
(Parent/Domestic Partner/Authorized Representative Signature Required)


I, the parent/domestic partner/authorized representative of __________________________________, have
received a copy of the “CHILD CARE CENTER NOTIFICATION OF PARENTS’ RIGHTS” and the
CAREGIVER BACKGROUND CHECK PROCESS form from the licensee.


_____________________________________
Name of Child Care Center


______________________________________________ __________________
Signature (Parent/Domestic Partner/Authorized Representative) Date


NOTE: This Acknowledgement must be kept in child’s file and a copy of the Notification given to
parent/domestic partner/authorized representative.


LIC 995  (1/08)


For the Department of Justice “Registered Sex Offender”database, go to www.meganslaw.ca.gov


For the Department of Justice “Registered Sex Offender”database go to www.meganslaw.ca.gov
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The California Department of Social Services works to protect the safety of children in child care by
licensing child care centers and family child care homes. Our highest priority is to be sure that
children are in safe and healthy child care settings. California law requires a background check for
any adult who owns, lives in, or works in a licensed child care home or center. Each of these adults
must submit fingerprints so that a background check can be done to see if they have any history of
crime. If we find that a person has been convicted of a crime other than a minor traffic violation,
he/she cannot work or live in the licensed child care home or center unless approved by the
Department. This approval is called an exemption.


A person convicted of a crime such as murder, rape, torture, kidnapping, crimes of sexual violence or
molestation against children cannot by law be given an exemption that would allow them to own,
live in or work in a licensed child care home or center. If the crime was a felony or a serious
misdemeanor, the person must leave the facility while the request is being reviewed. If the crime is
less serious, he/she may be allowed to remain in the licensed child care home or center while the
exemption request is being reviewed.


How the Exemption Request is Reviewed 
We request information from police departments, the FBI and the courts about the person’s record.
We consider the type of crime, how many crimes there were, how long ago the crime happened and
whether the person has been honest in what they told us. 


The person who needs the exemption must provide information about:


• The crime


• What they have done to change their life and obey the law


• Whether they are working, going to school, or receiving training


• Whether they have successfully completed a counseling or rehabilitation program  


The person also gives us reference letters from people who aren’t related to them who know about
their history and their life now. 


We look at all these things very carefully in making our decision on exemptions. By law this information
cannot be shared with the public.


How to Obtain More Information 
As a parent or authorized representative of a child in licensed child care, you have the right to ask
the licensed child care home or center whether anyone working or living there has an exemption. If
you request this information, and there is a person with an exemption, the child care home or center
must tell you the person’s name and how he or she is involved with the home or center and give you
the name, address, and telephone number of the local licensing office. You may also get the person’s
name by contacting the local licensing office. You may find the address and phone number on our
website. The website address is http://ccl.dss.cahwnet.gov/RegionalOf_1829.htm


STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY


LIC 995 E (6/05)


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 


IMPORTANT INFORMATION FOR PARENTS 


CAREGIVER BACKGROUND CHECK PROCESS 
CALIFORNIA DEPARTMENT OF SOCIAL SERVICES



http://ccl.dss.cahwnet.gov/RegionalOf_1829.htm






PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY


NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY
(CHILD WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN AUTHORIZATION FROM PARENT, DOMESTIC PARTNER OR AUTHORIZED REPRESENTATIVE)


TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY CHILD CARE HOMES LICENSEE


STATE OF CALIFORNIA
HEALTH AND HUMAN SERVICES AGENCY


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION


IDENTIFICATION AND EMERGENCY INFORMATION
CHILD CARE CENTERS/FAMILY CHILD CARE HOMES
To Be Completed by Parent, Domestic Partner or Authorized Representative


CHILD’S NAME LAST MIDDLE FIRST


ADDRESS NUMBER STREET CITY STATE ZIP


FATHER’S/GUARDIAN’S/DOMESTIC PARTNER’S NAME       LAST MIDDLE FIRST


HOME ADDRESS NUMBER STREET CITY STATE ZIP


MOTHER’S/GUARDIAN’S/DOMESTIC PARTNER’S NAME      LAST MIDDLE FIRST


HOME ADDRESS NUMBER STREET CITY STATE ZIP


PERSON RESPONSIBLE FOR CHILD LAST NAME MIDDLE FIRST


PHYSICIAN ADDRESS MEDICAL PLAN AND NUMBER


DENTIST ADDRESS MEDICAL PLAN AND NUMBER


TIME CHILD WILL BE CALLED FOR


SIGNATURE OF PARENT/GUARDIAN/DOMESTIC PARTNER OR AUTHORIZED REPRESENTATIVE


DATE OF ADMISSION


IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN?


■■ CALL EMERGENCY HOSPITAL ■■ OTHER EXPLAIN: ____________________________________________________________________________________________________________________


NAME


NAME


ADDRESS TELEPHONE RELATIONSHIP


RELATIONSHIP


SEX


HOME TELEPHONE


(     )


TELEPHONE


(     )


TELEPHONE


(     )
TELEPHONE


(     )


DATE


DATE LEFT


BIRTHDATE


BUSINESS TELEPHONE


(     )


BUSINESS TELEPHONE


(     )


BUSINESS TELEPHONE


(     )


HOME TELEPHONE


(     )


HOME TELEPHONE


(     )


ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY


LIC 700  (1/08)(CONFIDENTIAL)
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