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The Parkwood Babysitting Co-op and the Co-op Members do not make any endorsements about the safety of any home or the babysitting ability of any Member. The Co-op may decline a request to join the Co-op based on home conditions or an assessment of babysitting techniques. The fact that the Co-op has allowed a Member to join the Co-op does not in any way indicate that the Parkwood Babysitting Co-op endorses the use of the home or the Member for babysitting.  Personal liability is not covered by the Co-op, so each Member is urged to carry appropriate insurance.  It is the Member’s duty to report to the President any situation that is detrimental to the Co-op.

Any questions, comments or changes?

Please call Valerie Gottron 301-493-9002

Email:  gottron@erols.com
General Guidelines

1) Babysitting Co-op is open to all Parkwood.  Members trade hours of babysitting.  No money exchanges hands. 

2) Every house used for babysitting must be baby-proofed. 

3) There will be no 'group sits' in which one Member or family baby-sits for more than one other Member or family at a time without approval of both families. 

4) All babysitting must be 100% adult supervised by the Member. No child or children may be left alone under any circumstances.  They must have direct adult supervision in the same room at all times.  

5) All arrangements through the Co-op are voluntary. No Member has to use any particular babysitter and no Member has to baby-sit for any particular Member/child. No reasons  or excuses are required for declining to use a particular sitter or for refusing to sit for a particular Member. All decisions concerning the safety or appropriateness of any situation rests with the Members involved. 

6) A Member can contact the Secretary for her sits, or arrange them on her own with another Co-op Member. However, the secretary should be informed of the sit once it is arranged so she can keep track of all sits conducted.

7) Once a sitter accepts a sit, she is responsible and must find a suitable substitute and notify the sittee of the situation, if unable to fulfill the obligation.  In the event the sitter fails to appear or find a suitable substitute, she will pay (in hours) to the inconvenienced family the full cost of the sit.

8) Sits can take place at the sittee's home or the sitter's home, whichever is requested.  If sitting at the sittee's home, sitter can bring her child(ren) with the sittee’s knowledge.

9) The sitter should call/e-mail the sittee on the day before the sit to confirm.

10) Outings in a car or to the neighborhood pool must be pre-arranged between the sitter and the sittee. All children transported must be in car seat and must have written permission to drive the sittees children anywhere.

11) Meals are not provided by the sitter unless previously arranged. 

12) Instructions as to bedtimes, routines, etc should be specified (Written is preferred).  Inform sitter of location of flashlights, use of stereo, TV, heat/a/c regulations, phone messages and snacks. 

13) Absolutely NO physical punishment is to be administered. Please use distraction techniques

14)  Absolutely NO medicine is to be dispensed unless specified by written instructions. 

15) Pets should be confined unless sittee/children have no objections and it is in writing.

16) Call sitter when sittee will be more than 30 minutes beyond contracted time.

17) Disclose any colds, flu or other illness in either family before arranging or attending a sitting date. 

Calculating Time

1) When a Member joins the Co-op, she is given 20 hours.  These 20 hours should be returned when she leaves the Co-op.  Calculate time from the hour requested until the sittee returns rounding to the nearest half-hour.  

2) Pay one hour for each additional child. 

3) Pay one hour as a premium over and above normal hours due for any sit on any major holiday.   

Co-op Secretary

1) It is the responsibility of each Member to take a turn as secretary for one month.

2) Take calls/e-mails from sittees requesting sits, record them and call/e-mail all Members, starting with the Member with the lowest number of hours, until the sit is filled. Then call/e-mail the sittee back and inform her who is doing the sit. If more than one sittee is using the same sitter for the same time period, all parties should be consulted.

3) Balance the books at the end of the month.  Add the appropriate number of hours for each Member who completed a sit and subtract the same number of hours from the sittee’s total

4) Host a Co-op social at the end of the month for Members to check their hour balances, to meet new Members, to discuss any need for rule changes, and to pass the binder on to the new secretary.  Call/e-mail all Members absent from the Co-op social to inform them of their hour balance and the next month’s secretary.

Leave of Absence

1) Leave of absence will be allowed for 3 to 12 months.  When a Member wants to go on or off a leave of absence, the coordinator and the secretary will be notified, and the other Members of the Co-op will be informed at the next social.  When your leave begins, you will be moved down on the secretary rotation list the corresponding number of months of your leave.
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PLEASE PRINT!!
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Mom’s Name:
___________________________________________________________________________

Address/City/Zip:___________________________________________________________________________

Nearest Intersection/Landmark:  _______________________________________________________________

Phone:
​​​​​​__________________________________________________
E-mail:
 ________________________

Cell:

​​​​​​_____________________Emergency Contact Name(s):_________________________________

Emergency Contact  Home:_______________________________________Cell:________________________

Doctor’s Name(s):  ________________________________________  Doctor’s Phone: ___________________

Doctors Address::________________________________Comments:__________________________________

Spouse/Significant Other Name:___________________________Work#:_____________Cell:______________


Child’s Name







/

Date of Birth

/

Male/Female

1. _______________________________________________________________________________________

2._______________________________________________________________________________________

3._______________________________________________________________________________________

Do you have a home first-aid kit, including syrup of ipecac?






Yes

No

Do you have a smoke free home?












Yes

No

Do you have dogs/cats in your home?











Yes

No

 
Do you contain the dogs/cats in a separate room?








Yes

No

Do you have a gun in your home?












Yes

No


Is it locked up and unloaded at all times?









Yes

No

Do you have a pool or hot tub?













Yes

No


Is it covered or fenced?













Yes

No

Are you or another adult in your home CPR certified? 







Yes

No

OTHER COMMENTS REGARDING ANY OTHER ISSUES:______________________________________

_________________________________________________________________________________________

Are you willing to do evening sits?












Yes

No

Are you willing to sit at the child’s house?










Yes

No

Call after __________ am  and before _________ pm  to set up a sit.

Babysitting Co-Op Questionaire Page 2
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CHILD’S NAME:__________________________________________________________

I like to eat:  _______________________________________________________________
Any food allergies: __________________________________________________________

If I’m sad, please:  ________________________________________________________________________

I like to play:  ____________________________________________________________________________

I need to rest/nap at: _______________________________________________________________________

I have a snack at:   _________________________________________________________________________

Good snacks are:__________________________________________________________________________

I may not have:____________________________________________________________________________

I may/may not watch TV. TV shows & videos I can watch are:______________________________________

If I need to be disciplined, Please:_____________________________________________________________

Comments:______________________________________________________________________________

CHILD’S NAME:________________________________________________________________________

I like to eat:  __________________________________________________________________________
Any food allergies: _______________________________________________________________________

If I’m sad, please:  ________________________________________________________________________

I like to play:  ____________________________________________________________________________

I need to rest/nap at: _______________________________________________________________________

I have a snack at:   ________________________________________________________________________

Good snacks are:_________________________________________________________________________

I may not have:__________________________________________________________________________

I may/may not watch TV. TV shows & videos I can watch are:_____________________________________

If I need to be disciplined, Please:____________________________________________________________

Comments:______________________________________________________________________________

CHILD’S NAME:________________________________________________________________________

I like to eat: __________________________________________________________________________
Any food allergies: _______________________________________________________________________

If I’m sad, please:  _______________________________________________________________________

I like to play:  ___________________________________________________________________________

I need to rest/nap at: ______________________________________________________________________

I have a snack at:   _______________________________________________________________________

Good snacks are:_________________________________________________________________________

I may not have:__________________________________________________________________________

I may/may not watch TV. TV shows & videos I can watch are:____________________________________

If I need to be disciplined, Please:____________________________________________________________

Comments:___________________________________________________________________________

Parkwood Babysitting Co-op

Medical Release

I/We, _________________________________________, the undersigned parent or
parents of ________________________________________, Birthdate:_______________
and______________________________________________, Birthdate:_______________
and______________________________________________, Birthdate:_______________
residing at _____________________________________________________________,
home phone# _________________, do hereby authorize ________________________ M.D.
or _____________________ D.D.S. to perform or have performed by any physician or surgeon of his/her choice, at any time, any medical, dental, surgical, or anesthetic procedures which the said M.D. or D.D.S. may deem necessary for the well being and reasonable comfort of my/our said child or children in the event that I/we are not available. I/We agree to pay any hospital expenses incurred thereby. I/We are to be notified at the earliest opportunity thereafter.

This medical/dental authorization is being left with the person or persons in charge of my/our child/children in my/our absence, who has/have been instructed to contact _________________________, M.D. or ________________________, D.D.S in the event of illness or injury and has/have been further instructed to deliver this medical/dental authorization to said M.D. or D.D.S. at such time. In the event said M.D. or D.D.S. is not available, this medical/dental authorization shall be extended to any licensed physician/dentist handling his/her practice in his/her absence. I/We hereby authorize any hospital or physician, which has provided treatment to the aforementioned minor to surrender physical custody of such minor to the accompanying caregiver.

Signed: ______________________________/__________________________________
Date: __________________


 

Insurance Co: _________________________________Policy#:________________

Group # ____________________ Insured's name: __________________________ 

Insured’s Employer:___________________________________________________


Questions? Comments? Changes?


Call Valerie Gottron


301-493-9002


Email: gottron@erols.com





Parkwood Babysitting Co-op Questionnaire
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