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__Children’s Center

Name of Child: D.0.B
Name of Parents:

Application pick up date: Application drop off date:
Start Date:

Enroliment paperwork Checklist:
Enroliment Contract
- Payment Policy/ Liability release
____Income Eligibility Application (Child and Adult Food Care Fo‘od Program) *Must be filled out
____Enrollment Form (Child and Adult Care Food Program)
Medical Statement & Immunization records *Due within 30 days of Enrollment
____ State of Ohio Immunization Exemption (Optional)
Health Assessment
_____ Special Diet Form *Must be signed hy parent (Optional)
____ Family information for Step Up to Quality
Assessment Permission
Behavioral Policy Acknowledgement
Routine Trip Permission

Photo/Video/ Audio Release statement

Handhook Acknowledgement
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¥5CCC Enralliment contract

Enrollment Date:

Parent/Guardian hame & email address:

Parant/Guardian name & ermall address:

chitd Full name/Birthday/ Classroom

child Full name/Birthday/Classroom

Tay

Contracted Days: (*Circle mintmurm of 3 days /Days cannot change on a weekly hasis):

Monday, Tuesdays, Wednesday, Thursday, Friday ~  Full time or Part time

Private pay families: Monthly Tultion fes:

® A S5 registréition fee is due upon initial enrollrnent date.
* A late fae of $35.00 will be applled to your accotnt If payment s recalvad after the 5%,

*\We do hot offer adjustments due to Hliness, vacations or fnclament weather closings.

Title XX famifies: Weekly co pay; ‘

*A registration fee of $25. 00 is not réquired hut if you owe a weekly co-pay, e must be paid consistently
sach mohth, :

* Faas are due on a weaekly or manthly.
e do not offer adjustments due to illness, vacations or inclerent weather closings.

¥ Alate foe of $35.00 will be applied to your account if payrﬁent not recetved.

This is a lagal binding contract between you and YSCCC. You are responsible for rmanthly payment of
tuition/ Title XX co pays.

{ understand that | am responsible for any and all charges assaciated with my account and that If |

fall to pay any amount due In a timely manner, | will forfeit my chitd's enroliment spot at the end of the
month.

preterred nethod-of-payment—Cash Chack blonsy order___Creditcard . ———

Cradit card numbar Exphrationdates




Y$CCe payment policy and Lisbiiity Relaase

The fallowing terms and conditlons apply to the youth program accounts for our stu dents enrolled in
the center, affercare program at Mills Lawn and Summer canp progran.

(vlease read and Inftiol each ftem)

] Aregistration fee of $25.00 is due at the ﬁme af enroliment including your first month's tuition.
(Excluding ali famifies enralled in the Title'XX program)

Ansinvolce will be pmvided via emall or can he sent to your mafiing address on file, Please updaie
changes to your emall and mailing address accordingly.

T GRNVICeS AT billed ACCOTAING 1o THE u‘f'éf:!m@fﬁaﬁwhiﬁha\gziumamﬁ’ﬂﬁﬁﬂﬂﬁﬂigﬂ Pr——
changss to your. contracted schedule must be submitted in writing (two weeks) prior to the ch?ng_e,
Changes nat submitted within the required time frame wiil not he adjusted on the cuirent billing cycle.

Fees are not adjusted based on your child's absences on a day to day hasls. Sick days and other

short-term absenges da not qualify for any type of credit. YSCCCwli not credit accounts on days of
inclement weather closlngs or delays.

. The payment schedule is based'an a month to month basls. All payments are due on the first of the
month or no later than the 5% of the month. Al late payments are subjectto fate fee of 535.&30‘.‘ if
ipeyment fsnok recelved/payment plan is not discussed with Director of Business Manager by theend
‘Bfithe month, your child will not be admiftted to attend the center until yaur full past due balarce Is
received hy the end of the followlng month,

(fyour check/ credit card payment does not process {payment rejected), 8 §25 returned ftem
charge wiil be added to your account in addition td your raquired monthly tuition fee.

{ate pick up policy will take Into effect if your child is picked up past the closing time. Qur c:eni:jer
and aftercare program closes at 6:00, The late fee charge i §5.00 for each minute after out closing
time and will Increase to $10 par 8 minutes after a half hour has passed.

____ifyour child will be absent from the programona schaduled day for any reason, please calt thie
centar to notify the Director or administrator of thelr absence.

Lizhility: This is to certify that | give my child parmisston to attand YSCCC,  relaase the YSCSZ\‘;Z fmtn any
liability. | understand that is It my responsibility to arrange transportation daily at the specified pick up

time. twill be responstble for any fate fees that accurnulate due to late pick up, ate paymants andfor
rejected payments. -

#Qur program cares for chlldren ages 18 months — 12 years of age. Gnce your chitd turas 13, he/she wil

mtbratiowed-toatiend thacenter basad_on state rulesand regulations. i understand that my student

must abide by the cade of conduct established by YSCCC and also the discipline code set Up by e
school and the school district,

Print name of Parent/Guardian

Date: e

Signature of Parent/Guardlan Dater e




Ohto Depariment of Job and Family Services

CHILE ENROLLMENT AND HEALTH INFORMATION

FOR CHILD CARE '

This form shall be completed prior to the child's first day of aftendance and updated annually and as nseded.
Child's Name . Date of Birth First Day at Program/Home
Home Address City
State Zip Code Heme Telephone Numbsr
Parent/GuardianName #1 Refationship to Child
Home Address || Sameas Child's Home Telephone Number L{ Same as Child's
City State Zip

Email Address (ifapplicable} Cell Phons (ifapplicabls)

Parent's Work/SchoolName Parent's Work/Schooi Telephone Number

Parant's Work/School Address City

Please indlcate ifthis name shoyld be released if a parent/guardian, of a child attending the program/home requests contactintarmation
forother parentsiguardians. [ Yes [ No

If you answered yes, please Indicate whichinformationabove toinclude onthelist [l Work# [ Celi# [l Home# [ Email
Where can you be reached while yourchildis In this program/fome?

ParentGuardian Name &2 Refafionsnip to Ghild

Home Address L] Same as Chid's Home Telsphone Number 1. Same as Child's

City . ) _ State : Zip
Email Address (7 applicable) ' CellPhone :

Parent's Work/School Name Parent's Work/School Telephone Number

Parent's Work/School Addrass - City

Pleass indicate ifthis name shouid be released if a parentiguardian, of a child attending the"program.’home, reduests centactinformation
forother parentsiguardians. [} Yes 1 No

H you answered yes, please indfcate which inform ation abO\fe toincludeonthetlist LI Work # O celig [ Home#t []Email
Where can you be reached while yourchildis in this program/fome?

Emergency Contacts: Parenfs cannot be listed as emergency contacts. List the name of atleastona person wha can be contacted
In the eventof anemergency orillness if you cannot be reached, Any person listed should be able to assist in contaciing you. At least

one person listed musthe able to take responsibility for the child in case the parentiguardian cannothe contacted and should be at least
18 years of age.

Name Name

City State City State
Telephone Numbsr Relatlonship to Child Telephone Number Relationship fo Child
Other numbers where emergency contactcan be reached (if Other numbers where emergency contactcan be réaéhed {if
applicabie) applicabie)

Mame of Physiclan or ClinicMespital

Street Address

City State i Telephone Number



Child's Name

Listany history of hospitalization, outpatient surgery, or previous healin concerns that would be needed fo assist the staff or medical
personnel in an emergency situation,

] Not applicable

List any addifional information aboutyourchlldthatwou{d be useful forstaff io know, such as fears or waysthat yourchlld prefersto
be comforted.

1 Not applicable

List any addifional information aboutyaurchild that would be useful for staff te know, such as eating of sleeplng habits.

[ Not applicable

[ist any addiional informafion aboutyour child that would be useful for staff to know, such as specialroufines, or hehavior needs.

{71 Not appticable




i ‘l;
Please review in detail our Commi\ n.lfé:_a'ble Dizease Policy from the Parent/Guardian Handbook. *

Tk}e State of Ohio mandates that a child b3 SYMPTOM-FREE for afiull 24 hours before refumning to the "’

denter. - , '

| COMMUNICABLE DISEASE POLICY
-When we send a Child home-

Each child, as required by law, has’a physical exam upon enfering the program. This exam is to
be renewed each year (except for school-gge children). It is vital that all parents/guardians communicate
any and afl information pertaining o théi: child’s past and current medical history with the Center Staff.

e

=5 Kny ehild exnibiting any of the following symptoms will be considered fo be carrying & I
commumicable diseasé and should not big brought to the Center. Any staff member exhibiting any of the
following symptorns will be sent home zlm‘d a substitute staff member will replace thew,
: B . .
Diarrhea (three or more abnori: ily Joose stools within a twenty-four hour period)
Severe coughing (child’s face turns ved or blue, or whooping or barking sound is heard)
Difficult or rapid breathing A :
Yellowing skin or eyes oo '

a

-]

-]

) .

e - Redness of the eye, obvious discharge, matted eyelashes, burning, fiching
s Teniperature of 00 degrees Fahréﬁheit or more ' o
o Untpeated, infected skin patch(es)

o Unusially dark urine and/or gray or white stool
-]
-]
L
-]

Stiff meck with elevated teqrperature

Vomiting more than one time or when accompanied by any ether stgn/symptom
Evidence of Yice, scabies or other parasitic infestation
Sore throat or difficulty in swallowing

Teachers carefitlly observe children throughout the day. Any child who is suspected of having a
communicable disease is isolated from the rest of the children and brought to the front office where they
are made as comfortable as possible. The parent/guardian will be notified, and if they cannot be reached,
“smergency cantacts” will be called, An adult will be within sight and hearing of any child who is
isolated due to illness. i

. -
Children are readmitted to the Centet when symptom free for a period of 24 hours {or ait free inthe
case of lice). Because physicians and médications differ from case to case, written verification that the

child is no longer contagious is required in'drder to return the child to the Center bafore the 24-hour
gymptom. free time period. e ‘

M;i@ﬁﬁmmwhomw&ﬁealﬁgweﬂ%ﬁéﬁé&ﬁ@fﬁﬁﬁtﬁgEﬂ?@‘ﬁﬁe“a ‘symptoms—are"mﬂsi'déred—“::
“mildly ill” and will be cared for and observed for further signs of illhess. The Center is not able to care
for mildly ilt children who cannot participate jn the daily activities of the Center.

Please call the Center and let us know h(}JW your child is feeting and inform us of any diagnosis.
Notifications of possible exposures are posted on the front door of the Center.



Ohio Departmentof Job and Family Services

CHILD MEDICAL STATEMENT FOR CHILD CARE

Child's Name (prinforfype) Date of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
(Physician/Physician's Assistant/Advanced Practice Registered Nurse/Certified Nurse Practitioner):

v The above named child has been examined.

v The above named child is in suitable condition for participation in group care (i.e. free of infectious disease,
mentally and physicalily fit to be in group care).

v The above named child does not have allergies OR is allergic to the following (please fist in space below):

Check below, if applicable:

[0 Additional information that will assist the child care program in providing appropriate child care for the above
named child (special health care and developmental cansiderations) accompanies this form.
Optional: Measurements and Recommended Assessments/Screenings

Height Vision [dYes [dNo Lead dyes [dNo
Weight Hearing [dyves [dNo Hemoglobin [3Yes [INo
BMI Dental [dyes [dNo Other

Notes:

Signature of Examining Health Gare Practitioner Date of Examination

Name of Examining Health Care Practitioner Telephone Number

Street Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MM/DD/YYYY FORMAT) OF DOSES OF ALL IMMUNIZATIONS.

“Section B - To be completed by the EXAMINING HEALTH CARE
PRACTITIONER:

(1 The above named child has been immunized against the diseases
lisied above.

if an immunization is medically contraindicated or not medically appropriate
for the childf's age, note any exceptions by listing the specific
immunization(s):

Date
Section C - To be completed by the child's parent ONLY IF Signature of Parent
WAIVING AN IMMUNIZATION(S):
[1 1 have declined to have my child immunized for reasons of
conscience, including religious convictions against all of the
diseases listed above or against the following diseasa(s): —
ae

JFS 01305 (Rev. 10/2021)



STATE OF GHIO
LEGAL IMMUNIZATION EXEME TION
Per QHIO STATUTE 3313.671 (Exemptions)

Religious, Good Cause, and Medical Exemption Form
Amended Substitute Senate Bill No. 282, Ohio Revised Code.
Sections 3313.671. Pat (3) and (4)

Section 3313.671, part (3): A pupil who presents a written statement of his parent or guatdian in
which the parent or guardian objects to the immunization for good cause, including religious
convictions, is not required to be immunized. ‘

e e R T S T T P e rt— e

Section 3313.671 pari (4): A child whose physician certifies in writing that such jmmunization against
my disease is medically contraindicated is not required to be immunized against that disease. This
section does not limit or impait the right of a board of education of a city, exempted village, or local
school district to make and enforce rules to secure immunization against poliomyelitis, rubeola,
rubella, diphtheria, pertussis, and tetanus of the pupils under it jurisdiction.

I understand that the immunization Law permits me to sign 2 walver on my child taking the
immunization.

T hereby object and request the school to waiver the immunization of my child against the following:

; b;P,. T l —== ; Ia e
Rubella . Hepatitis B

Varicella i ‘ MMR

Child’s Name:

Religious: List name of denomination

Good Cause: Please Explain

Medical Reason:  You must have a signed statement from yout physician stating the condition and
attach it to this form.

I further understand that during the course of an outbreak of any of the aforementioned vaccine

preventable diseases, that the student pamed here is subject to exelusion from school for the
duration of the outbreak. '

'1%—1-8—&%&&11—1&—11ECeS-Sa:liy—{l-ﬁtﬁﬁlﬁ?ﬁfﬁt&c%hi?&fﬁ&EEt,fbuf‘*ﬂiH&m&iﬁd&%ﬂ%ﬁhﬁtﬁd%ﬂtﬁ:ﬁﬂdﬁ
faculty of the school.

i

Parent/Guardian Signature:

Address: Date:

Reviged 272010



yellow Springs Community Children's Center Health Assassment

parent/ guardian Healih Assessment

Community Children’s Center

Child’s Name:

Parent/Guardian Name:

e

ot e e e e i

i —————E T L L

1, Mychildhasa regular physician. (Yes/No)
Name of Physician:

2. My child’s birth followed a full- term pregnancy with no complications prior to/immediately

following the delivery. Yes/ No % {f no, please describe.

3. My child takes medication on a regular basis. Yes/ No
e If Yes, please list medications, frequency and reason.

4, My child has been hospitatized and/ or undergone surgery. { Yes/ Noj

5, My child has participated in therapy. (Yes/No)




Yellow Springs Community Children’s Center Health Assessment

attention deficit disorder or language delays in the

6. There is a history of learning disabilities,
farily. {If yes, describe}

7. 1have concerns about my child's development, (Yes/ No)

3. Ifapplicable, please describe health/ nutrition concerns, major childhood iilnesses of diagnosed
syndromes:
t my child:

9. |would like to share the following additional health related information abou

Date:

parent/Guardian signature: _




Ohio Department of Job and Family Services
EAMILY INFORMATION

FOR STEP UP TO QUALITY PROGRAMS (SUTQ)

Child's Name (Last) (First) Nickname (If any)

By providing complafe information about your child, you wil be assisting staff in crealing 8 positive experience for himy/her while in
care, List any information about your ohild's habits, abflities or personality that you fos! will be halpful to the staff while garing for
your child.

= "!%h%'ig’:,i.‘:}t}.‘%@m@,@!@ﬂ%’@iﬂrﬂlm, e T TR

Who lives at home with your child?

What is the primary language spoken In your child’s home?

Are there any special family arrangements, such as shared parenting, living in two homes, or custody specifications, eic.?
Additional Details?

Are there any changes or transitions that your ohild has recently experienced or is experiencing? (moved from crib to bed,
divorce, new home, death of family member, friend or pet) Additional Details?

Are there any cultural or religious practices of your family we should be aware of? (Dietary restrictions, clothing, head coverings,
etc.)

Do you have any pets at home? If so, what are they and what are their namas?

Has your child had a previous care arrangement? [TYes or [1No Additional Details? (Center based, in home, with family,
with parents, etc.)

My child drinks LI milk, [ Tformula, L1 juice or [ water. (Gheck all that apply)
How much and how often?

Daes your child have any favorite foods?

Does your child disfike any foods?

Are there any foods your child should not be fed? (Licensing requires documentation be completed for children with food
allergles andfor distary restrictions)

-— amimA A 4N

page 1 of !



Please check all of the words that best describe your child's personality and behavior

[Jactive [ladventurous [] affectionate [ anxious [ bossy [1 bright [ busy Deam Cea
[1 content [ creative [ curious [ easily-angered [} emotional [ energetic L] excitable [ friendly [ gives-in-easily
[1happy [ hesitant [] insecure [l jealous [ likes structurefroutines [ toud [ loving 1 me

[ prefers adult attentio
[1 other:

utious [ cheerful

liow [ ouigoing

n [ quiet [ sensitive [ serious [] shares-well [ social [] spontaneous [ stubborn [ tentative

Are there additional personality and behavior characteristics that wou

1d be useful to

Are there things that frighten your child? [f so, how does he/she react and what do you do to comfort

What routines/actions or items do you use to comfort your child?

What causes your child

1o feel angry or frustrated?

\What methods do you u

se to respond to your child’s negative behavior?

Does your child use any special comfo

What is your child's mood upon waking? (happy, grouchy, clingy, slow to awaken)?

know about your child?

him/her?

rt or support items that help him/her go to sleep? I s0, what?

My child sits in a L1 high chair, [ booster, [ child size ¢

Is your child toilet Trained? If not, have you started the toilet training process? Please explain the pr

Does your child need assistance when using the toilet? If so, how?

What words, gestures or signs does your child use if helshe needs to use the pathroom?

What time does your child normally go to bed at might and wake up in the morning?

What tima(s), and for how long, does your child usually nap?

i o AAsAd (Rav ANP014)

hair or L adult size chair. ( Check the one that applies.)

ocess used.

Page 2 of |



Does your child have trouble sleeping (Night terrors, trouble going to sleep, etc.)? Please explain.

What might you and/or your child be anxious about as helshe starts in this pragram?

at are you andfor your child excited about as helshe starts in this program?

What are your expectations of this program?

What other information would be helpful for the staff caring for your child to know?

ParentGuardian's Signature Date

e emaa men AQANAAN Page 3 (



LS

draifi s avalileble i all 50 States, 34-Indian Trib-

2l Orgarizations, Avietican Samoa, District of Colunfbia,
Guarn, Corniriohweslth of the Notthern Mariena Istands,
Buarte Rizs, afd the Virgin Islands. While funded through
grants from the Federal Government, WIC is adiriinisterad
by 90 State dgencids, with services provided at a variety of
clinic locations including, but nat limited fo, caunty frealth
departments, hospitals, schools; and Indian Health Service
faciiitias, To findithe WIC offices serving your area go to:
http://Www.fns.usda.guv/wicfﬁ&nf'acts C

What food bensfits do WIC pafticipa‘nts.receive‘?
The foods provided through the WIC Progrér aé debigned

94’(0 safegiard e health o low—lﬂCOﬁEWOrnen ‘
children up o age 5 who are at it
cariied out by providing nulsitious foods to-supplément ¢

Fiet s bpgfirheite i program - |

rifional visk. This raission is

als,-

Ailifion education (el bieasifeeding promotion and supor
ani peferrals to health and ather ¢
hitepe//wnwfos usta.gov/wic/about-wic-wic-glance

ssprvices. Find out mere:

cial infé;ni farmutas and‘;mediqaiffooq_s ‘.rfnay eﬂ_s@. befpr,ovid~
ed if medically indicatedLearn.more about feod benefits
here: httpz[/www.fns.usda.gq_y[wi,;[wi_g:{gqq;pg{.;r;-,l{.a}gpa .

‘Program benefits include more than.food.

WIC benefits are not limited only to food. Parficipants have
access o a number of resurces; including health screen-
ing, nutrition end breastfeeding coupselid; immunization
screening.and referral, substance abuse referral, and more.
Find out more: - L
http;ﬂwww.tnls'..usdq.gp\;{w';c/wic;pgngﬁis-and-seryicqa

Amielghte? ¢

#f--——ta--supp-temem—t—pﬁTﬁ-e@-aﬁt—s?—d-iefséw‘l‘%rrSpe@ﬁ‘muﬂtﬁréﬂt-éf—
WIC authorized foods include infant ceféal, baby fdds, )
iron-fortified adult cereal, fruits and vegetables, vitamin
C-rich fruit or vegetable juice, eggs, milk, cheese, yogurt,

say-based beverages, tofu, peanut butter, dried and canned

beans/peas, canned fish, whole wheat bread and other

whole-grain aptions. For infants of warhen who do not fully

hreastfeed, WIC provides iron-fortified infant formular Spe-

! g women. infants,
ard children up to age B who raget cerfain requirernents
are eligible. These requirements include income eligibility
and State residency. Additionally, the applicant must be
individually determined to b at "nutrition risk” by a health
professional or a trained health official, To find out If you

might be income eligitle for WIC benefits go io
http://wic.fns.usda.gaw’wpsipages/stari.jsf" ‘

EEgﬁa&i.;p@ﬁi&aEt{ﬂm.v_amgl;bﬁgﬁﬁﬁjﬁi




nu’trmon/feedmg practlces or fallure to rriegt, the current
Dletary Guidelines, for Americans Women frifants, and
childreh at Hutrition fisk have Witk gréater risk of éxpe-

riencing kiealth problems. Leari more dbout nutrition risk:
: hitp‘,’/www._ USdaéOV}'WIC/ch-ellgiblllty-requ'lremen'lS

ey ehgible, what do | do naxt?

Those who 4te intérested i applyfg:far benefits should
contact their State agency to request information on where
to schedulean appal intment. Appllcan’rs will be adyised on
Wwhit 1 Biring tothe appom’sment 53 order to verlfy ehgrbmliﬂ
ty. Contatt your Staté agéncy here:

hitp//www.fristisds: Soviwicicantages .

EBT makes it sasier to usé-footl benefits,

" |A rsEr Wit State dgencies, participants receive paper:
chatks orvauehersto purchiase food, while a few'dis-
triblite foad through centralized warehouses or deliver
the foods to participants’ hatres. However; 'all WIC Stdte
agencies have heen mandated to implement’ WIG electromc
benefit trafister (EBT) statawide by Otabir 1, 2020:EBT
Uses a magnetic stripe or smart card, similar to a credit

ancy outc:omas,and dletary rlsks stich s lnapproprlate eV

wlr.?: Fatts

s If you participate in anothei‘ gsdistance’ prograrn y@u
. fhay be-automatically ly income-eligible for WIC.
:Breas’tfeedmg mpthers are eligible 10 partu:tpa:ce i

- WiCorger-than non= breastfeedmg mothers. , © +
‘More than half of the infants in the .S, pariicipate

in WIC.
WIG particlpants support the local ecenomy through

-their purchases:

WICworks with farmers | marke’rs to he!,p increase par~ :
ficipant access to provtde fiash; locally grawn fruits ancl
vegetables. Find out marg heres o4 e
http://www.fns.usda.gav/fmnp/wnc-farmers—market -nuirifon-prograrm-fmnp

__card, that particdpants use in the check- ol laHe 1 Fedearn Where can ‘ 1eam more

Tfarmation on ENS fragrams (s avatanteat=— —
www.ins.usda, gov/fns/

their food benefits. EBT provides a safer, easier, and rmare
‘efficient grocery experience and provides greater flexibitity
in the way WIC participarits cari shop. Find out more and
cheek'if your State supparts EBT:.

http: {fweerw.fns.usda.gov/ wic/wic-slectranic-hanafits-transier-eht

i

-t



SPECIAL DIET FORM

This center/facility participates in in the Child and Aduft Care Food Program (CACFP) and any meals, snacks, or milk
claimed for refmbursement must meet program requirements. Food atcommodations must be made when the food
accommodation is due to & disability (a physical or mental impairment which substantially limits one or more major life
activities, has a record of such impairment, or is regarded as having such impairment), Reasonabls food accommodations
may be made faf children/participants withaut disabilities who may have special medica) or distary needs, Food
accommodations are to be supported by a statement signed by a recognized state medical authority which is defined as a
stats I:censed health care professional who is authorized to write medical prescriptions under state law,

Child/Partic!pant Name: ! Birth Date!
Parent/Guardian/Authorized Representative Name: '
Email:
— '?‘_:;::a;|;|f|Lde:;:;ﬂr|z|.8.;?:_£.n——;=£;;@l@wgﬂ(ﬁ@‘h‘@ﬁefm;mi_%@“_gh SR ===
Address: |
City: | State: | Zip:
_"al_ authonty?-. L

“Check and complefe appropnafe mfrmat:on For the safefy of the child, p!easa be s spec;caspossrb!e

. I vYes, this chlidlpart[clpant has a dlsahthty that requires food accommodaﬂon"
Descrlbe disability: :

What major‘iﬁfe?%ﬁctivity is affected?

How does the disabllity resfrict the diet?

Child/Participant has no disability but requires a speciaf diet
Deascribe the medical or other spacial distary need that restricts diet;

List food/type of food to be omitted,

| List food/type of food to be substituted for omitted food(s). Please be specific regarding any needed
Ifood texture changesordetailod-mentto-bafollowed:

inatue f Regizd State MedicaAthity:

| at:

Printed Name;:

Phone:

USDA is an equal opportunity provider.

Rev. 7/15/2016



Yellow Springs Cormunity Children’s Canter
Assessment Permission Form

Each year the teaching staff of the Community Children’s Center performs
developmental assessmants and observations in the Fall, Winter and Spring. We
utilize the Creative Curriculum, Developmental Screenings (ASQ, & ASQ, SE) and

maintain individual portfolios to help teachers plan for each child's educational
journay. -

Parent teacher conferences are scheduled in the Fall and Spring to discuss
observations, share work and create educational goals for your child.

 Please sign permission for our teachars to conduct observationsanddo . . ..

assessments on your child.

[ give my permission for the Yellow Springs Community Children’s Center to assess
my child using a variety of assessment tools (as describad above) to help set

educational goals for my child while they are enrolled in the Yellow Springs
Community Children’s Center.

Parent sighature:

Date:

Director's Signature:




Ohio Department of Job and Family Services

ROUTINE TRIP PERMISSION FOR CHILD CARE

Routine Trip Information

Routine Trip Destination(s)

Date of Permission (valid for one year)

Mode of Transportation (walking, school bus, public transportation, parent vehicles, provider vehicle and driver)

During this trip children will have access to water that is 18 inches or more in depth.
[ Yes [J No

Are water activities planned in water that is 18 inches or more in depth? []Yes [JNo
(if yes, a swimming permission slip is required)

Child's Information

Child‘s Name

My child is
[] not over 4 years andfor 40 Ibs ] over 4 years and 40 Ibs [[] 8 years and/or over 4' 9"

Signature

| grant permission for my child to participate in the routine trips described above.

Parent's Signature Date

JFS 01225 (Rev. 12/2016)



Photo and video/Audio recording rlelease

WL ey we aena s e )

. For my child’s participation in activities to be c:onducted by the Yeliow Springs Community
Children’s Center, | hereby give me permission and consent, now and for all time, to YSCCC and
collaborating third parties to make, produce, edit broadcast any video, film, footage, sound
track recordings and photo reproductions of me/my child for marketing purposes via print,
soctal media, television, radio and/or sound track recordings.

[ Do give Permission:

Parent/*Guardian Signature:
Date:

Parficipant Printed Name:

1 DO NOT give Parmission:

Parent/ Guardian Signature:

Date:

Participant Printed Name:




Ohio Department of Education - Office of Integrated Student Supports

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs
CACEP programs exempt from baving an entollmont form on fils are: Binergency Shelters, Gutside Schaol Howrs, Youth Development & After School at Risk

Instructions to Complete

«  All parents/guardians are to complete a separate form for each child enrolted a the child care or Head Start center,

«  List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while in care.
s Ifschedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart.

»  Ifthe child comes before and after school, list the hours in care for both the morning and afiernoon.

e CACFP Federal regulations 226.15(¢) (2) require that an enroliment form be completed annually and signed by the child’s
parent or guardian.

CENTER NAME

I*@ H11=12 ’S—N’AMEwﬁﬂ'ﬂgﬁéﬂ_mﬂim* T N e e A AR HERA T
{please print)

CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE IN CARE
Check (v') Days List hours child normally in care Check (v') meals child normally receives while in care

Child Normally AM PM Evening
in Care Arrive Depart Arrive Depart || Breakfast | Snack | Lunch | Snack | Supper | Snack

Monday

Tﬁesday

Wednesday

Thursday

Friday

Saturday

Sunday

I:_—_I Yes, the schedule listed above may frequently vary dae to changes in parents/guardians schedule.

SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN NUMBER

MAILING ADDRESS:

STREET /APT. ) CiTY ZIP CODE

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA,
its Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from

discriminating based on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior civil rights activity in any
program or actlvity conducted or funded by USDA.

Persons with disabilities who require alternative means of communication for program information {e.g. Braille, large print,
audiotape, American Sign Language, etc.), should contact the Agency (State or local) where thay applied for benefits. Individuals

—wWhoare-teat hard o eanng ot fave-specehoisabilitesmay contatt USHAthraugh theFederalRelay-Service at {800 877-8339——
Additionally, program infaormation may be made available in languages other than English.

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online
at: http://www.ascr.usda.gov/complaint_filing_cust.html, and at any USDA office, or write a letter addressed to USDA and provide in
the letter all of the iInformation requested in the form. To request a capy of the complaint form, call (866) 632-9992. Submit yaur
completed form orletter to USDA by:

{1} mail: 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; or

{3) emali:program.intake@usda.gov.

This institution is an equal opportunity provider, Ravised 10/2019




L e LTI T s = p R nas wALROMTE MPE N WOPANVED \JUI'I'II“UNE‘.[‘!I
INCONE ELIGIBILITY APPLICATION FOR FRE] -AND REDUGED-PRICE MEALS Fiscal Year 2020-2021
INSTRUCTIONS: To apply for free and reduced-price meals, r5ad fhe household Letter and insiructions on backside of thls form. Complate application ar
returm fo the center. In accordance with the NSLA, lnformatfon on this apglicafion may be disclosed to other Child Nutrition Programs or applicable
i nis/guardians are not rafulred to consent to this disciosure, Parf 1 ts to be completad by &l households. Parf 2is to be used
far a ohild living In & household recslving food dssistance {SNAF) oF Ohlo Works Ficst (OWF) benefts, Part 3is. oply for chidren NOT recaiving Food
! { * banafts. Fan adult housshald memiér misst slgti shd date forifi: t st 4 dights 6F social securlty Aurmber must bé listed i# Part &
completed. Part & Is oplional. * Asterieks Indicate Info that must ba completed. Form musibe complstad annually and valid for anly 12 months,
: N : ) p !-i-c =S >:. ".,-:5 = o Flafs, dir ] 15
CENTER NAME ; 5

RN

PART 1 -- PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT GENTER

- Check typ E
* NAME OF ENROLLED CHILD(REN) AGE | BIRTH pATE of benefit:
1, ‘ i b doasewo. | T :
2. . leasEio, |
3, : ] GASENO. | — oo
‘ o Ay
gﬂ?ﬁ:“@n -w_" T Ll 5 ko il m{%’v:-m‘aoﬁ LEh Bt : ey T A
b. CHECK™'| ©. GROSS IN uring month (arount earned bafore taxgs & other deductions) an
HOUSEHOLD MEMBERS IF . .;HQW OFTEN IT WAS RECEIVED; Weekly, Every 2 Weeks, Twica Eféer:}(\flonth, Manthly, @@I:
INCLUDING GHILDREN l}‘ﬁéﬁ?g | 1. Bamings fromwode | 2. Welfare payments, | 8.Penslons, yetirenient, | 4. Al Other indortia
LISTED ABOVE IN PART 1 0 | beforedaductions 7| ofild suppott, alimony | Soclal S&cdriiy, 581, VA )

LGOI
LA

o
i

y Numbar
¥ * (Ghack if applicabls) T
SIGNATURE OF ADULT HOUSEHROLD MEMBER . DATE Q I do ot have a Sociat Securlty Number
Prifit Néme: * S ' S R

Baytima Prone Number ~© “1 "otk Phond Nafioar

County:

e
b AR R LR S U £

n——
R e e o

\CIAUETENIC IDENTIF (65

e—
»?J"' el ey

- entify the rate #nd Sthintcity Bf &F i"""ﬂéci?é"i:t[d{r.en'j.,.
American Indian or Alaska Native ‘ _ | Blagk orAfrlaan Amarican | |
Natlve Hawalian or Othar Pacific Istander YWhite ' 'ijﬁ'éf ' A

Plaase mark one sthiic Idsnbty; ] Hispanle or Latino Q_Not Hispanlc or Latino
Privacy Act Statement: The Richard B. Russel| Math

anal School Liinait Act réqiiifds the' nformation on this afifilication. You do not havs fo give the irfarmatian, but if you do not
cannat approve the partlipant for free or.redusad-prics meals. You miust include the fast four digits of the Soctal Sacurlty Number of the adut househiold member who sligns
application. The Soctal Security Nunibar is,not required whan you apply on bshalf of a foster child or you st a Supplemantal Nutrftfon Asalstance Pragram (SNAP), Tempa

Asalstancs for Mesdy Farrilies (TANF) Pragrari or Fdod Distdbution Prograrmi‘cn Iridlian Rdervatiars (FDPIR) case number for the participant or ather (FDPIR) identifler or when
Indicata that the adult household member signing the application daes not have a Sgclal Securty Number, We wiil use yaur information ta determine if the particlpant |s llgibl
fras or reduced-price meals, and for adminlstration and enforcemart of the Program. - ¢ ¢ b

State Distribution: 7/1/2020

ik HISISEGTIGN?ECEEE-iG,Oi"v}!EEETEU".'B‘i!fl:CENTEE.?{&N'é‘fé“f???"ﬁ;il Tnforfiation S56ve this Section IS ta'be filled T by thé parent BEglErian. L0
Camplste information below anly If qualifying child(ren fhousehéld-insame;fram—%—-—Apgﬂgatlpm&e;ﬁf@di@at&gﬁﬁ;ew

~Per e total iousehold si78, compars fofl halBehold incg

, 1coms to the USDA Incarie Elighblitty
Gidelines to deterimine corract categosization, When inco

i ) 1o EREE, based on r Foodl Assistanca/OWF Case N
me s listéd In different fraquancies AR

of pay in Part 3, you must convart all incoma to annidl income before determinétion, Use the o Housahmc] Siz& and fncom

i o Foster Child .
following Annual incoms Canvarsion i
Waeekly x 52, Every 2 Waeks (biweskly) X 26, Twice per Month semi-menthly) x 24, Monthly x 12 [ REDUCED, based on Househald siza and ncome
Total Total Household Incoma: § g o O PAID, bassd on o Income too high
Housshold __ ‘ T o lncomplata
Siza: Perroweek oevery twoweeks o twice permonth © month o vyear o Invalld case number or inform

Signatura of Sponsar/ Gentar Reprasentative Date Spansar Certiied/Categorized Form  Effective Dats Expiration Data

Mote: Effactlve data Is determined by parant or spensar signature date as selected on CRRS application, (From tha fiest of month of data efgned)  (Vald until last day of monlht
If date of parent signaturs Is notwithin month of cartification or Immediaiely preceding month, form was slgned one year sar
effeclive date myst be date of sponsor certiflcation,




Dear Parent/ Guardian,

Welcome {o the Yellow Springs Community Children’s Center! We are delighted to have your child/ren
in our care and would like for him/her to be kept safe and comfortable here. Please read through the
Parent Handbaok and coming to us with any questions you might have.

{ have read the Parent Handhook and agree to abide by the policies stated within. If  have any questions
e sprdomotundenstand-somethingrbwillask=kunderstand-that-interpratation-of:p olicies-ultimately=fallssmss
with the director and | will seek his/her assistance as needed,

Signature of Parent/Guardian Child's Name Date




Children’s Center

Dear Yellow Springs Community Children’s Center Parents/ Guardians,

As you know, it is our top priority to keep your children safe while in our care. We want each
child to feel safe and enjoy their time here at the Children’s Center. In order to support this, Yellow
Springs Community Children’s Center will not tolerate excessive disrespect towards faculty or other
students, bullying or violence of any kind, or disregard of the rules put in place to insure the safety of

children. If your child participates in any of these behaviors, he or she will be subject to suspension or
expulsion from YSCCC.

Staff and parent collaboration is vital for a child’s success when navigating through emotional and
behavioral challenges. If we do not receive equal support/ participation in helping children through
these challenges (utilizing referrals, screenings, testing, therapies, adjusting home practices to support
specifics challenges at school and home) we have the right to disenroll the child from the center for
safety purposes and to ensure we can provide an optimal learning environment for all children.

The following protocol is in place to prevent these events:

Incident #1: The parent will be called and the child will be asked to go home immediately with a one-day

suspension the following day. An individualized behavior plan will be put into place, if necessary, noting
specific strategies to help the child self- regulate.

Incident #2: The parent will be called and the child will be asked to go home immediately with a two-day
suspension.

Incident #3: The parent will be called and the child will be asked to go home immediately and the child
will not be allowed to return to the center.

Child name:

By signing this form, | acknowledge this behavior policy.

X

Parent Signature Print name Date

X

A ETUWNX | Executive Director



