






Child Immunization History 
G.S. 130A-155. Submission of certificate to child care facility/G.S.130A-154. Certificate of immunization. 

 

1  Updated May 2023   

The parent/guardian must submit a certificate of immunization on child's first day of attendance or within 30 calendar days from the 
first day of attendance. 

Child’s full name: Date of birth: 

  Enter the date of each dose received (Month/Day/Year) or attach a copy of the immunization record. 

Vaccine Type Abbreviation Trade Name Combination Vaccines 
1 

date 
2 

date 
3 

date 
4 

date 
5 

date 
Diphtheria, Tetanus, 
Pertussis 

DTaP, DT, DTP Infanrix, 
Daptacel 

Pediarix, Pentacel, Kinrix      

Polio IPV IPOL Pediarix, Pentacel, Kinrix      

Haemophilus 
influenza type B 

Hib (PRP-T) 
Hib (PRP-OMP) 

ActHIB, 
PedvaxHIB **, 
Hiberix 

Pentacel      

Hepatitis B HepB, HBV Engerix-B, 
Recombivax HB 

Pediarix      

Measles, Mumps, 
Rubella 

MMR MMR II ProQuad      

Varicella/Chicken Pox Var Varivax ProQuad      

Pneumococcal 
Conjugate* 

PCV, PCV13, 
PPSV23*** 

Prevnar 13, 
Pneumovax*** 

      

*Required by state law for children born on or after 7/1/2015. 
**3 shots of PedvaxHIB are equivalent to 4 Hib doses. 4 doses are required if a child receives more than one brand of Hib shots. 
***PPSV23 or Pneumovax is a different vaccine than Prevnar 13 and may be seen in high risk children over age 2. These children would also 
have received Prevnar 13. 
Note: Children beyond their 5th birthday are not required to receive Hib or PCV vaccines. 

Gray shaded boxes above indicate that the child should not have received any more doses of that vaccine. 

 

Record updated by: Date Record updated by: Date 
    

    

    

 
Minimum State Vaccine Requirements for Child Care Entry 

By This Age: Children Need These Shots: 

3 months     1 Hep B   

5 months  2 Polio   2 Hep B   

7 months 3 DTaP 2 Polio  2-3 Hib** 2 Hep B 3 PCV  

12 months 3 DTaP 2 Polio  2-3 Hib** 2 Hep B 3 PCV  

16 months 3 DTaP 2 Polio 1 MMR 3-4 Hib** 2 Hep B 4 PCV  

19 months 4 DTaP 3 Polio 1 MMR 3-4 Hib** 3 Hep B 4 PCV 1 Var 

4 years or older (in child care only) 4 DTaP 3 Polio 1 MMR 3-4 Hib** 3 Hep B 4 PCV 1 Var 

Note: For children behind on immunizations, a catch-up schedule must meet minimal interval requirements for vaccines within a series. 
Consult with child’s health care provider for questions. 



Child Immunization History 
G.S. 130A-155. Submission of certificate to child care facility/G.S.130A-154. Certificate of immunization. 

 

2  Updated May 2023   

 
 

Vaccines Recommended (not required) by the Advisory Committee on Immunization Practices (ACIP) 
Vaccine 

Type 
Abbreviation Trade Name Recommended Schedule 

1 
date 

2 
date 

3 
date 

4 
date 

5 
date 

Rotavirus RV1, RV5 Rotateq, Rotarix Age 2 months, 4 months, 6 
months. 

     

Hepatitis A Hep A Havrix, Vaqta First dose, age 12-23 months. 
Second dose, within 6-18 months. 

     

Influenza Flu, IIV, LAIV Fluzone, Fluarix, 
FluLaval, Flucelvax, 
FluMist, Afluria 

Annually after age 6 months.      

Coronavirus 
disease 2019 

COVID-19 Comirnaty, 
Spikevax, 
Nuvaxovid, 
Jcovden 

Annually after age 6 months.      

 



   

  Updated May 2023 

ITS-SIDS Alternative Sleep Position/Use of Wedge Health Care Professional Waiver 
This must be completed by a physician, nurse practitioner, or physician’s assistant – 10A NCAC 09 .0606(e) and 10A NCAC 09 .1724(e)  

This form must be used for an infant aged six months or less. This form may be used for an infant older than six months. 

Parent/guardian completes this section. 

Child’s name ____________________________________________ Date of birth ______________  Age in months _________ 

Parent/guardian name ___________________________________________________________________________________ 

Address _______________________________________________________________________________________________  

City _______________________________________________________ State ___________________ Zip ________________ 

Home phone ______________________ Work phone __________________________ Cell phone _______________________ 

Email __________________________________________________________________________________________________ 

Child’s primary health care professional completes this section. 

Health care professional’s name ____________________________________________________________________________ 

Name of practice ________________________________________________________________________________________ 

Address _______________________________________________________________________________________________ 

City _______________________________________________________ State ___________________ Zip ________________ 

Phone _________________________ Cell or Pager __________________________ Fax number ________________________ 

Email _________________________________________________________________________________________________ 

N.C. Child Care Law requires that child care facilities place all infants on their backs to sleep. At the advice of the infant’s
primary health care professional, the parent/guardian may authorize the facility to place their infant in an alternative sleep
position or to use a wedge for medical reasons. The center shall retain the waiver in the child's record as long as the child is
enrolled at the center.

Medical reason for alternative sleep position or use of wedge for infant named above ________________________________ 

The recommended sleep position for this infant is ______________________________________________________________ 

Specific placement and directions for use of wedge:_____________________________________________________________ 

Effective Dates of Waiver:      from _____/_____/_____ to _____/_____/_____ 

Health Care Professional’s Signature  ____________________________________________ Date _______________________ 

Parent/guardian signs this statement. 

I, as the parent or guardian of the above mentioned child, do hereby release and hold harmless the child care facility listed 
below, its officers, directors, and employees, from any and all liability whatsoever associated with harm to my child due to 
Sudden Infant Death Syndrome (SIDS). I affirm and acknowledge that the child care facility named above gave me information 
about SIDS. I authorize this child care facility and its employees to place my child in the alternative sleep position/use a wedge 
as described above at the recommendation of my child’s primary health care professional.   
Parent/guardian signature _____________________________________________  Date _____________________ 

An authorized facility representative of the child care facility completes this section. 

Name of Child Care Facility _____________________________________________________ID #_________________________ 

Facility Representative’s Signature ____________________________________________________ Date _________________ 



  Updated December 2022  

 

Infant/Toddler Safe Sleep Policy 
 

A safe sleep environment for infants reduces the risk of sudden infant death syndrome (SIDS) and other sleep related 
infant deaths. According to N.C. Law, child care providers caring for infants 12 months of age or younger are required to 
implement a safe sleep policy and share the policy with parents/guardians and staff. 
 (facility name) implements the following safe sleep policy: 

 

Safe Sleep Practices 
1. We train all staff, substitutes, and volunteers caring for 

infants aged 12 months or younger on how to implement 
our Infant/Toddler Safe Sleep Policy. 

2. We always place infants under 12 months of age on 
their backs to sleep, unless: 
- the infant is 6 months or younger and a signed ITS- 

SIDS Alternate Sleep Position Health Care 
Professional Waiver is in the infant’s file and a notice 
of the waiver is posted at the infant’s crib. 

- the infant is 6 months or older (choose one) 
 We do not accept the ITS-SIDS Alternate  

Sleep Position Parent Waiver.* 
 We accept the ITS-SIDS Alternate Sleep  

Position Parent Waiver. 
We retain the waiver in the child’s record for as long 
as they are enrolled. 

3. We place infants on their back to sleep even after 
they are able to independently roll back and forth 
from their back to their front and back again. We 
then allow the infant to sleep in their preferred 
position. 
 We document when each infant is able to roll both 

ways independently and communicate with 
parents. We put a notice in the child’s file and on or 
near the infant’s crib.* 

4. We visually check sleeping infants every 15 minutes 
and record what we see on a Sleep Chart. The chart is 
retained for at least one month. 
 We check infants 2-4 month of age more frequently.* 

5. We maintain the temperature between 68-75°F in the 
room where infants sleep. 
 We further reduce the risk of overheating by 

not over-dressing infants* 
6. We provide infants supervised tummy time daily. We 

stay within arm’s reach of infants during tummy time. 
7. We follow N.C Child Care Rules .0901(j) and 

.1706(g) regarding breastfeeding. 
 We further encourage breastfeeding in the 

following ways:*  

Safe Sleep Environment 
8. We use Consumer Product Safety Commission (CPSC) 

approved cribs or other approved sleep spaces for infants. 
Each infant has his or her own crib or sleep space. 

9. We do not allow pacifiers to be used with attachments. 
10. Safe pacifier practices: 

 We do not reinsert the pacifier in the infant’s mouth 
if it falls out.* 

 We remove the pacifier from the crib once it has 
fallen from the infant’s mouth.* 

11. We do not allow infants to be swaddled. 
 We do not allow garments that restrict movement.* 

12. We do not cover infants' heads with blankets or bedding. 
13. We do not allow any objects other than pacifiers such as, 

pillows, blankets, or toys in the crib or sleep space. 
 We do not allow any weighted blankets or clothing in the 

crib.* 
14. Infants are not placed in or left in car safety seats, 

strollers, swings, or infant carriers to sleep. 
15. We give all parents/guardians of infants a written copy of 

this policy before enrollment. We review the policy with 
them and ask them to sign the policy. 
 We encourage families to follow the same safe sleep 

practices to ease infants’ transition to child care.* 
16. Posters and policies: 

- Family child care homes: We post a copy of this policy 
and a safe sleep practices poster in the infant sleep 
room where it can easily be read. 

- Centers: We post a copy of this policy in the infant 
sleep room where it can easily be read. 
 We also post a safe sleep practices poster in the 

infant sleep room where it can easily be read.* 
 

Communication 
17. We inform everyone if changes are made to this policy 14 

days before the effective date. 
 We review the policy annually and make changes as 

necessary.* 
 

*Best practice recommendation

 
Effective date:  Review date(s):   Revision date(s):   

 
 

I, the parent/guardian of  (child's name), received a copy of the facility's Infant/Toddler 
Safe Sleep Policy. I have read the policy and discussed it with the facility director/operator or other designated staff member. 

 
Child's Enrollment Date:   Parent/Guardian Signature:  Date:   

 
Facility Representative Signature:   Date:   

     Reference: N.C. Law G.S. 100-91 (15), N.C. Child Care Rules .0606 and .1724, Caring for Our Children 



12/99 Children’s Medical Report 

Name of Child_______________________________________________Birthdate ______________________
Name of Parent or Guardian__________________________________________________________________
Address of Parent of Guardian ________________________________________________________________

B. Physical Examination: This examination must be completed and signed by a licensed physician, his authorized
agent currently approved by the N. C. Board of Medical Examiners (or a comparable board from bordering
states), a certified nurse practitioner, or a public health nurse meeting DHHS standards for EPSDT program.     
Height _________%      Weight __________% 

Head____________ Eyes_____________ Ears_____________ Nose___________ Teeth__________Throat___________ 
Neck_________ Heart_________Chest_________Abd/GU_______________Ext__________ 
Neurological System___________________________Skin__________________Vision____________Hearing_________ 
Results of Tuberculin Test, if given: Type__________date__________ Normal___Abnormal_________followup________ 

Developmental Evaluation:  delayed________age appropriate___________ 
If delay, note significance and special care needed;__________________________________________________ 
__________________________________________________________________________________________ 

Should activities be limited?  No___ Yes___  If yes, explain: ______________________
Any other recommendations:____________________________________________________________________________ 
___________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 

Date of Examination__________ 

Signature of authorized examiner/title___________________________________Phone #_______________ 

A. Medical History (May be completed by parent)
1. Is child allergic to anything?  No___ Yes___  If yes, what?

2. Is child currently under a doctor's care?  No___ Yes___  If yes, for what reason?

3. Is the child on any continuous medication?  No___ Yes___  If yes, what?

4. Any previous hospitalizations or operations?  No___ Yes___ If yes, when and for what?

5. Any history of significant previous diseases or recurrent illness?  No___ Yes___ ;  diabetes No___Yes___;
convulsions  No___ Yes___;  heart trouble No___ Yes___; asthma No___ Yes___.
If others, what/when?

6. Does the child have any physical disabilities:  No___ Yes___ If yes, please describe:

Any mental disabilities?  No___ Yes___  If yes, please describe: 

Signature of Parent or Guardian_____________________________________________Date____________ 
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