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3. Water Activities:  

I give consent for my child to
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Vaccine Information  

The following vaccines require multiple doses over time. Please provide the date your child received each dose.   

You may choose to submit a copy of your child’s shot record 
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Varicella (Chickenpox)  

Varicella (chickenpox) vaccine is not required if your child has had chickenpox disease. If your child has had chickenpox, please complete the 
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Contact Name: ___________________________________________________________________________ 
       First     MI    Last 
 
Relationship to child: _______________________________________________________________________ 
 
Address: _________________________________________________________________________________ 
    Number                      Street                                                                     Apt. # 
 
 
City      State    Zip Code 
 
Phone: Work: (       ) _________________Cell: (       ) _________________ Home: (       ) __________________ 
 
 
 
Contact Name: ___________________________________________________________________________ 
       First     MI    Last 
 
Relationship to child: _______________________________________________________________________ 
 
Address: _________________________________________________________________________________ 
    Number                      Street                                                                     Apt. # 
 
 
City      State    Zip Code 
 
Phone: Work: (       ) _________________Cell: (       ) _________________ Home: (       ) __________________ 
 
 
Contact Name: ___________________________________________________________________________ 
       First     MI    Last 
 
Relationship to child: _______________________________________________________________________ 
 
Address: _________________________________________________________________________________ 
    Number                      Street                                                                     Apt. # 
 
 
City      State    Zip Code 
 
Phone: Work: (       ) _________________Cell: (       ) _________________ Home: (       ) __________________ 
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Nutritional Intake Form  
Ages 0 – 12 months 

 
Name_______________________________________ Date of Birth__________________________ 
 
Type of Formula: ___________________________ Amount (ounces) ________________________ 
How often? Every _______ hours      
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Behavior: 
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Operation’s Responsibility to Notify Parents of the Lack of Insurance  

 
Parental Notification of Lack of Liability Insurance  

Form 2962, Attachment  A 
December 2020-E 

 
Directions: An operation may use this form to notify each child’s parent that the operation does not provide liability insurance. 
The operation must keep on file any notification to the parent. 

 

 
 

 
Name of Operation 

Name(s) of Parent/Guardian’s Child(ren) in the Operation’s Care 

Printed Name of Parent/Guardian 

Date Signed/Notified Signature of Parent/Guardian 

As the parent/guardian of the child(ren) listed below, I acknowledge that the operation caring for my child(ren) does not have 
liability insurance coverage. 

Parent/Guardian Acknowledgement of the Operation’s Lack of Insurance  

Unless the operation has an acceptable reason not to provide the insurance, the Human Resources Code §§42.049 or 42.0495 
requires a licensed, registered or listed child care operation to have liability insurance: 

�x in the amount of $300,000 for each occurrence of negligence; and 
�x that covers injury to a child that occurs while the child is in care, regardless of whether the injury occurs on or off the 

premises of the operation. 
 
An operation does not have to carry the insurance or may discontinue coverage if the operation is unable to obtain coverage 
because of financial reasons, cannot find an underwriter willing to issue a policy or has exhausted the limits of the policy. 
However, the operation must notify in writing the parent of each child in care if the operation does not provide the liability 
insurance. 
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�� I understand that if I choose to provide my child’s meals and/or snacks from 
home, that the childcare center is not responsible for its nutritional value or for 
meeting the child’s daily food needs. Food from home will be stored at the 
center in each child’s assigned cubbies.  Please do not bring items that require 
refrigeration or heating.   

�� I understand that Galena Park ISD Childcare Center is a nut-free campus.  I agree 
that I will not send any food items with nuts as an ingredient.  



ATTENTION PARENTS! 
The following pages only need to be completed if your child 

has food allergies and needs adjustments made to the regular 
menu.  If so, please select the infant form (for under 12 
months old) or the regular form.  Otherwise, you may 

disregard the remaining pages. 





Infant Supplement Foods: - Optional 
Infant 6 to 11 months of age: 
Check Foods to remove from menu 

 
 

 
 
 
 

C. THIS SECTION TO BE COMPLETED BY LICENSED PHYSICIAN / PRESCRIBING MEDICAL AUTHORITY   
I certify that the above named student needs special dietary accommodations, as described above, because of the student’s disability and/ 
or life-threatening food allergy or food intolerance/allergy, as indicated.  

_______________________________________________________________________�z�z�z�z�z�z�z�z�z�z�z�z�z´MD  ´DO  ´NP  ´PA 
*Signature of Licensed Physician/Prescribing Medical Authority Date 

_______________________________________________________________________________________________________ 
*Printed Name of Licensed Physician/Prescribing Medical Authority 

_______________________________________________________________________________________________________ 
Phone  Fax  
_______________________________________________________________________________________________________  
 
Address  
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Send completed form to school nurse. Please submit new Physician Request form each school year.  Any change or discontinuation must be submitted in writing by 
the physician. Please allow two business weeks for processing. Scan completed forms to ALGRANT@galenaparkisd.com or call 832-386-1549 with questions or return 
to the school nurse for further processing. 
In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil r ights regulations and policies, the USDA, its Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited fro m discriminating based on race, color, national 
origin, sex, religious creed, disability, age, political beliefs, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funde d by USDA. Persons with disabilities who require alternative means of communication for program information (e.g. Braille, la rge print, audiotape, 
American Sign Language, etc.), should contact the Agency (State or local) where they applied for benefits. Individuals who ar
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C. THIS SECTION TO BE COMPLETED BY LICENSED 
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        Fecha: ______________  

 �E�}���•�����������‰�š���Œ�������o���(�}�Œ�u�µ�o���Œ�]�}���•�]���v�}���•�����Z���v���o�o���v�����}���š�}�����•���o���•���•�������]�}�v���•�X�����o���Ž���]�v���]�����������š�}���Œ���‹�µ���Œ�]���}�X��   Ciclo escolar: ______________  

A. ESTA SECCIÓN DEBE LLENARLA EL PADRE O TUTOR 

*Nombre del estudiante:________________________________________________________ Fecha de Nac.: ___/___/___ 
Escuela:____________________________________________   Grado: _________ ID: ________________________ Padre o 

tutor: _________________________________________________    Teléfono:  _____________________________ 

Enfermera de la escuela: _____________________________________________  Teléfono: __________________________    
Doy mi autorización para que los Servicios de Salud o los Servicios de Nutrición hablen con el doctor o la autoridad médica que se menciona más adelante para discutir las 
necesidades de alimentación que se describen a continuación:        

 Firma del padre o tutor:_________________________________________________________________  Fecha:



C. ESTA SECCIÓN DEBE LLENARLA UN MÉDICO LICENCIADO O LA AUTORIDAD MÉDICA PERTINENTE 
Yo certifico que el estudiante que se menciona arriba necesita las modificaciones dietéticas descritas, dado que presenta una 

discapacidad o una alergia alimentaria severa provocada por alimentos que ponen en riesgo su vida, como ya se ha mencionado. 

___________________________________________�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z�z´MD  ´DO  ´NP  ´PA  

 *Firma del doctor o autoridad médica Fecha 

_______________________________________________________________________________________________________ 
*Nombre del doctor o autoridad médica 

_______________________________________________________________________________________________________  
�d���o� �(�}�v�}�� �&���Æ���������������������������������������������������������������������������������������������������������������������������������������������������}�u�]���]�o�]�} 
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Entregue el forma lleno a la enfermera de la escuela. Deberá presentar uno nuevo cada año. Todo cambio o terminación de tratamiento debe comunicarse por escrito, de 
parte del médico. El trámite toma dos semanas. Mande la forma por scan a  ALGRANT@galenaparkisd.com  con preguntas contacte 832-386-1549 or return to school nurse for 
further processing.. 

De conformidad con la Ley Federal de Derechos Civiles y los reglamentos y políticas de derechos civiles del Departamento de Agricultura de los EE. UU. (USDA, por sus siglas en inglés), se prohíbe que el USDA, sus agencias, oficinas, emp leados e instit uciones que par ticipan o administran programas del USDA discriminen sobre 
la base de raza, color, nacionalidad, sexo, discapacidad, edad, o en represalia o venganza por actividades previas de derechos civiles en algún programa o actividad realizados o financiados por el USDA. Las personas con discapacidades que necesiten medios alternativos para la comunicación de la información del programa (por 
ejemplo, sistema Braille, letras grandes, cintas de audio, lenguaje de señas americano, etc.), deben ponerse en contacto con la agencia (estatal o local) en la que solicitaron los beneficios. Las personas sordas, con dificultades de audición o discapacidades del habla pueden comunicarse con el USDA por medio del Federal Relay 
Service [Servicio Federal de Retransmisión] al (800) 877-8339. Además, la información del programa se puede proporcionar en otros idiomas. Para presentar una denuncia de discriminación, complete el Formulario de Denuncia de Discriminación del Programa del USDA, (AD-3027) que está disponible en línea en: 
http://www.ocio.usda.gov/sites/default/files/docs/2012/Spanish_Form_508_Compliant_6_8_12_ 0.pdf. y en cualquier oficina del U SDA, o bien escriba una carta dirigida al USDA e incluya en la carta toda la información solicitada en el formulario. Para solicitar una copia del formulario de denuncia, llame al (866) 632 -9992. 
Haga llegar su formulario lleno o carta al USDA por: (1) correo: U.S. Department of Agriculture Office of the Assistant Secretary for Civil Rights 1400 Independence Avenue, SW Washington, D.C. 20250-9410; (2) fax: (202) 690 -7442; o (3) correo electrónico: program.intake@usda.gov. Esta institución es un proveedor que ofrece 
igualdad de oportunidades. 
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