
​​ ​ Trinity Lutheran Child Development Center 
                                                A ministry of Trinity Lutheran Church 
​​ ​ ​ 6215 196th Street Southwest 
​​ ​           Lynnwood, Washington  98036 
                                                               (425) 771-5393 
 
 
 

Child Care Agreement 
 
 
 

Start Date______________________________________________________________ 
 
Child’s Name_________________________________ Date of Birth________________ 
 
 
Please initial each line item 

 
_____My child is scheduled to attend on the following days:   M  T  W  TH  F 
 
_____I understand that upon registration a non-refundable $30.00 Registration Fee & a  
​ $30.00 Security Fee is due.  This is a total of $60.00 due that is separate from the  
​ tuition amount. 
 
_____I have received and read the Parent Handbook and Crisis/Disaster handbook.                 
​  
 
_____I Understand that the center is open at 7:00am and Clients may not enter the 
         building before then. 
 
_____I understand that the Center closes at 6:00 pm daily. I understand  that after 
         6:02 a late fee of $20 will be charged to my Brightwheel account in 15 minute 
         increments (6:03-6:15 $20, 6:16-6:30 $40, etc) Persistent late pick-ups (more  
         than 3 in a 3 month period) may result in termination of care. This fee ensures all 
         staff are paid a fair wage for extending their day past closing. 
 
Tuition:   
_____Tuition of ___________ is paid monthly through Brightwheel by the 5th of each  
          month. Failure to pay tuition will result in termination of services. 
 
_____I understand that my child’s space is reserved for them, therefore payment in full 
         is required regardless of attendance unless written notice of withdrawal is given. 
 
        
Parent 
Signature___________________________________Date______________________ 



Trinity Lutheran Child Development Center 

Child Registration Form 

Date Child Entered Care ______________________________________    

Child’s Last Name                  First Name                     MI                 GENDER 
 
 
 

Birthdate 

Street Address                                                                             City                                            Zip 
 
 
Parent/Guardian Name 
 
 

Cell ph#                             Work ph#                          Email 

Street Address                                                                             City                                            Zip 
 
 
Parent/Guardian Name 
 
 

Cell ph#                             Work ph#                          Email 

Street Address                                                                             City                                            Zip 
 
 

​
Other people to notify in case of emergency 

Name Address Phone Numbers 
 
 
Relationship: 

 Work 
Home 
Cell 

 
 
Relationship: 

 Work 
Home 
Cell 

 
 
Relationship: 

 Work 
Home 
Cell 

 

Other than the parent, who has permission to pick up child? 

Name Phone Numbers 
 
 

 

 
 

 

 
 

 



Child’s Health Information 

Date of Child’s last physical exam  
 
 
Date of Child’s last Dental exam 
 

Name of Health Care Provider 
 
 
Phone # 
 

Name of Dentist 
 
 
Phone # 
 

Special Health Problems 
 
 
 
 
 
 
 

Allergies, including drug reactions 
 

Regular medications 
 
 
 
 
 
 
 
 

Other pertinent data 

 

Consent to medical care and treatment of minor child 

 
I hereby give permission that my child, ______________________, may be given treatment by 
a qualified child care provider at Trinity Lutheran Child Development Center. When I cannot be 
contracted, I authorize and consent to medical, surgical and hospital care, treatment and 
procedures to be performed for my child by a licensed physician, health care provider, hospital 
or emergency medical technician (EMT) when deemed necessary or advised by the physician or 
EMT to safeguard my child’s health.  
 
I also give permission for my child to be transported by ambulance or aid car to the nearest 
emergency center for treatment. 
 
In the event of a non-life threatening emergency, my hospital of choice is: 
 
 
 
 
 
 
Parent/Guardian Signature                    Date 

 
 
 
Parent/Guardian Signature                    Date 

 











▲Required for School   ● Required Child Care/Preschool MM/DD/YY MM/DD/YY MM/DD/YY MM/DD/YY MM/DD/YY MM/DD/YY 

Required Vaccines for School or Child Care Entry  

●▲  DTaP (Diphtheria, Tetanus, Pertussis)       

  ▲ Tdap (Tetanus, Diphtheria, Pertussis) (grade 7+)       

●▲ DT or Td (Tetanus, Diphtheria)       

●▲ Hepatitis B       

●     Hib (Haemophilus influenzae type b)       

●▲ IPV (Polio)    (any combination of IPV/OPV)       

●▲ OPV (Polio)       

●▲ MMR (Measles, Mumps, Rubella)       

●     PCV/PPSV (Pneumococcal)       

●▲ Varicella (Chickenpox) 
      History of disease verified by IIS 

      

Recommended Vaccines (Not Required for School or Child Care Entry)  

    COVID-19       

    Flu (Influenza)       

    Hepatitis A       

    HPV (Human Papillomavirus)       

    MCV/MPSV (Meningococcal Disease types A, C, W, Y)       

    MenB (Meningococcal Disease type B)       

    Rotavirus       

Certificate of Immunization Status (CIS) 
Reviewed by:             Date: 

Signed COE on File?  Yes  No 

Please print. See back for instructions on how to fill out this form or get it printed from the Washington State Immunization Information System. 

Child’s Last Name:                                                      First Name:                                                                  Middle Initial:                             Birthdate (MM/DD/YYYY): 

 

I give permission to my child’s school/child care to add immunization information into the 
Immunization Information System to help the school maintain my child’s record. 

Conditional Status Only: I acknowledge that my child is entering school/child care in 
conditional status. For my child to remain in school, I must provide required documentation 
of immunization by established deadlines. See back for guidance on conditional status. 

Parent/Guardian Signature                                                                                 Date  Parent/Guardian Signature Required if Starting in Conditional Status          Date 

Documentation of Disease Immunity 
(Health care provider use only)  

If the child named in this CIS has a history of 
varicella (chickenpox) disease or can show 
immunity by blood test (titer), it must be veri-
fied by a health care provider. 
 
I certify that the child named on this CIS has: 
 A verified history of varicella (chickenpox) 
disease. 
 Laboratory evidence of immunity (titer) to 
disease(s) marked below. 

 Diphtheria  Hepatitis A  Hepatitis B 

 Hib  Measles  Mumps 

 Rubella  Tetanus  Varicella 

Polio (all 3 serotypes must show immunity) 

 
► 

  

Licensed Health Care Provider Signature  Date 

 
► 

  

Printed Name  

I certify that the information provided 
on this form is correct and verifiable. 

Health Care Provider or School Official Name: ______________________________  Signature: ______________________ Date:___________ 
If verified by school or child care staff the medical immunization records must be attached to this document. 

X X 



 

Reference guide for vaccine trade names in alphabetical order        For updated list, visit https://www.cdc.gov/vaccines/terms/usvaccines.html 

Trade Name Vaccine Trade Name Vaccine Trade Name Vaccine Trade Name Vaccine Trade Name Vaccine 

ActHIB Hib Fluarix Flu Havrix Hep A Menveo Meningococcal Rotarix Rotavirus (RV1) 

Adacel Tdap Flucelvax Flu Hiberix Hib Pediarix DTaP + Hep B + IPV RotaTeq Rotavirus (PV5) 

Afluria Flu FluLaval Flu HibTITER Hib PedvaxHIB Hib Tenivac Td 

Bexsero MenB FluMist Flu Ipol IPV Pentacel DTaP + Hib +IPV Trumenba MenB 

Boostrix Tdap Fluvirin Flu Infanrix DTaP Pneumovax PPSV Twinrix Hep A + Hep B 

Cervarix 2vHPV Fluzone Flu Kinrix DTaP + IPV Prevnar PCV Vaqta Hep A 

Daptacel DTaP Gardasil 4vHPV Menactra MCV or MCV4 ProQuad MMR + Varicella Varivax Varicella 

Engerix-B Hep B Gardasil 9 9vHPV Menomune MPSV4 Recombivax HB Hep B   

If you have a disability and need this document in another format, please call 1-800-525-0127 (TDD/TTY call 711).                                                             DOH 348-013 June 2021 

 

Instructions for completing the Certificate of Immunization Status (CIS): Print the from the Immunization Information System (IIS) or fill it in by hand. 

To print with the immunization information filled in:  
Ask if your health care provider’s office enters immunizations into the WA Immunization Information System (Washington’s statewide registry). If they do, ask them to print the CIS from the IIS and your 
child’s immunization information will fill in automatically. You can also print a CIS at home by signing up and logging into MyIR at https://wa.myir.net. If your provider doesn’t use the IIS, email or call the 
Department of Health to get a copy of your child’s CIS: waiisrecords@doh.wa.gov or 1-866-397-0337. 
 
To fill out the form by hand: 
1. Print your child’s name and birthdate, and sign your name where indicated on page one. 
2. Write the date of each vaccine dose received in the date columns (as MM/DD/YY). If your child receives a combination vaccine (one shot that protects against several diseases), use the Reference Guides 
below to record each vaccine correctly. For example, record Pediarix under Diphtheria, Tetanus, Pertussis as DTaP, Hepatitis B as Hep B, and Polio as IPV.  
3. If your child had chickenpox (varicella) disease and not the vaccine, a health care provider must verify chickenpox disease to meet school requirements. 
        If your health care provider can verify that your child had chickenpox, ask your provider to check the box in the Documentation of Disease Immunity section and sign the form. 
        If school staff access the IIS and see verification that your child had chickenpox, they will check the box under Varicella in the vaccines section. 
4. If your child can show positive immunity by blood test (titer), have your health care provider check the boxes for the appropriate disease in the Documentation of Disease Immunity section, and sign and 
date the form. You must provide lab reports with this CIS. 
5. Provide proof of medically verified records, following the guidelines below. 
 
Acceptable Medical Records 
All vaccination records must be medically verified. Examples include: 

• A Certificate of Immunization Status (CIS) form printed with the vaccination dates from the Washington State Immunization Information System (IIS), MyIR, or another state’s IIS. 

• A completed hardcopy CIS with a health care provider validation signature. 

• A completed hardcopy CIS with attached vaccination records printed from a health care provider’s electronic health record with a health care provider signature or stamp. The school administrator, 
nurse, or designee must verify the dates on the CIS have been accurately transcribed and provide a signature on the form. 

 
Conditional Status 
Children can enter and stay in school or child care in conditional status if they are catching up on required vaccines for school or child care entry. (Vaccine series doses are spread out among minimum 
intervals, so some children may have to wait a period of time before finishing their vaccinations. This means they may enter school while waiting for their next required vaccine dose). To enter school or 
child care in conditional status, a child must have all the vaccine doses they are eligible to receive before starting school or child care. 
 
Students in conditional status may remain in school while waiting for the minimum valid date of the next vaccine dose plus another 30 days time to turn in documentation of vaccination. If a student is 
catching up on multiple vaccines, conditional status continues in a similar manner until all of the required vaccines are complete. 
 
If the 30-day conditional period expires and documentation has not been given to the school or child care, then the student must be excluded from further attendance, per RCW 28A.210.120. Valid 
documentation includes evidence of immunity to the disease in question, medical records showing vaccination, or a completed certificate of exemption (COE) form. 



Sunscreen Authorization Form  
Child Care Facility Name:Trinity Lutheran Child Development Center 

 
 

Parent/Guardian permission is required for all sunscreen applications. Sunscreen products 
are  applied to provide protection from the sun’s UV rays. The child care follows these 
guidelines  regarding sunscreen:   

1. Acceptable sunscreens will be broad-spectrum with an SPF of 30 or higher.  
2. Sunscreen will be applied 10-30 minutes before going outside, especially during the summer  

months between 10 am and 4 pm.   
3. Sunscreen will not be applied to children younger than 6 months without a doctor’s note.  
4. Parents are encouraged to send a hat with a wide brim for their child to wear outside.      
Sunscreens will be stored at room temperature and out of reach of children.  
6. Sunscreen product will be provided by:  parents � child care  

Please provide the following information:  
Child’s Name: 

Date of Birth: 

Name of Sunscreen and SPF: No-Ad 50 SPF or Equate 50 SPF 

Active Ingredient(s): Titanium Dioxide 3.1%, Zinc Oxide 4.0% 

Authorization Form Filled Out on:  Authorization Expires: (6 months from start date) 

Comments or specific information (such as possible side effects, areas to avoid when applying sunscreen, etc.)  

 

 

 

 
 

I authorize the use of the above sunscreen on my child. I understand that this  
sunscreen will be applied to exposed skin, which may include the face, ears, arms,  
shoulders, legs, and feet.   

Parent/Guardian Signature:  Date: 

Daytime Phone Number: 

 
 
 




