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| YELLOW SPRINGS
Community
Child__f__ern’s_‘(:enterk )

Name of Child: p.0.B

Name of Parents:

Application pick up date: Application drop off date:

Start Date:

Enroliment paperwork Checklist:
Enrollment 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 by parent (Optional)
_____ramily information for Step Up to Quality
Assessment Permission
Behavioral Policy Acknowledgement
Routine Trip Permission

Photo/Video/ Audio Release statement

Handbook Acknowledgement



Yellow Springs Community Children’s Center
Center Hours of Operation 6:30 am - 6:00 pm
Additional day charge $55.00 per day

5% discount for 3 months advance pay 10% Sibling discount

Infant Program (6 weeks -17 months)

Tuition Rates as of April 1, 2023
After Care hours of operation 2:45 pm - 6:00 pm

15% Military discount (Please bring ID)

Toddler Program (18 months - 3 years)

Attendance Monthly
5 Full Days $1172
5 Mornings or Afternoons $980
4 Full Days §1135
4 Mornings or Afternoons $877
3 Full Days 51017
3 Mornings or Afternoons 5819

Attendance Monthly
5 Full Days $984
5 Mornings or Afternoons 5768
4 Full Days $945
4 Mornings or Afternoons S664
3 Full Days 5872
3 Mornings or Afternoons $562

Preschool Program (3 years - 5 years)

After School School-Age Program (K — Age 12)

#ncludes snack in afternoon, school closings, snow days and holidays

AFTER School Care

Attendance
5 Days Per Week $428
4 Days Per Week S417
3 Days Per Week 5342

Attendance Monthly
5 Full Days 5803
5 Mornings or Afternoons 5584
4 Full Days $733
4 Mornings or Afterncons 5511
3 Full Days $639
3 Mornings or Afternoons $450

Summer Camp Program (K- Age 12)

Camp Includes Breakfast, Lunch, Snack

Additional one-time $130 fee for field trips & classroom materials.

Three-day onao:w are not available for new enrollees after April 1, 2023

Approved by YSCCC Board March 15, 2023

Attendance Monthly
5 Days Per Week $728
4 Days Per Week $706




YSCCC Enrollment contiact

Enrollmant Date:

Parent/Guardian name & emall address:

Parent/Guardian name & emazil address:

Child Full name/Birthday/ Classroom

child Full name/Birthday/Classroom

Contracted Days: (*Circle minfmum of 8 days /Days cannot change an a weekly basish:

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

Private pay familiss: Monthly Tuition fes:

*AS25 regis’crétinn fae Is due upon Initial enroliment date.
* Alate fee of $35.00 will be applled to your account if payment s recatved after the 5™,

#\We do not offer adjustments due to Hiinass, vacations ot inclement weather clasings.

Title XX farliles: Weelkly co pay:

#A reglstratlon fae of $25, 00 is not réquired but if you owe a weekly co-pay, it must be pald consistently
each motith, . ,

% faas are due on a waakly or monthly.

#\We do not affer adjustments due to tiiness, vacations or Inclement weather closings.

* i late fee of $35.00 will be applied to yaur account if payrﬁent nat recefved.

Thisis a tegal binding contract between you and YSCCC. You are respongible for monthly payment of
tultlon/ Title XX co pays.

[ understand that | am respansfole for any and all charges assoclated with my account and that i

fall to pay any amount due in a timely mannar, | will forfeft my chitd's enroliment spot at the end of the
maorth,

praferred methotof payrment—Gash——Check—— Monayorder __ Creditcard

Credit card number: Expirationdates




V5CCC pavment policy and Liability Relaase

The following terms and conditions apply to the youth program gccounts for our students enrolled in
the centet, aftercare program of Mills Lawn and Sunmmer canip prograim.

(please recd and inftial each ftem)

Aregistration fee of $25.00 is due at the time of enrolimant including your first month's tultion.
(Excluding all families enrolled in the Title XX program)

An invoice will be providad via email or can be sent o your malling address ob file, Flaase update
changes fo your email and maiiing address accordingly.

— . Senjicesare hilied according vo the yaut ORI SCNEURIE TOFTC Iy Ounave ORI =
changes to your contracted schedule must be submitted fa writtng (two weeks) prior 10 the change.
Changes not submitted within the required time frame wil not be adjusted on the current billing cycle.

Fees are not adjusted based on your child's absences an a day © day basls. Sick days and other

short-4erm absences do not qualify for any type of credit. YSCUC will not credit accounts on days of
inclament weather closings or delays.

__._The payment schedule is based-on a month to month basis. All paymeﬂt_é are due on the first ofthe
month ar o later than the 57 of the month. All late payments are subjectio @ fate fee of $35.00. ff
wayment lsnof recelved/payment plan is not discussed with Ditector or Business Manager by the end
‘afthe month, your chiid will not bé admifited to attend the center until your full post due balance is
recelved by the end of the followIng manth.

(fyour check/ credit card payment does not process {paymant rejected), 8 $25 refurned fterm
charge will be added to your account in addition to your required monthly tuition fae.

Late pick up poficy will take into affect If your child is picked up past the closing time. Our center
and aftercare program closes at 6:00, The late fee charge ls §5.00 for each minute after our closing
tima and will increase to $10 per 5 minutss affer a half hour has passed.

{f your child will be absent from the program on a schaduled day for any reason, please call the
center{o natify the Director or administrator of their absence, '

Liahifity: This s to certify ihat | give ray child patmission to attend YSCCC. { relaase the YSCLC fm;lﬂ any
lability. | understand that is It my responsibility to arrange transportation daily at the specified plck up

time. | wifl be responsible for any late fees that accumulate due to lata pick up, lata payments andfar
rejected payments.

*Qur program cares for children ages 18 manths - 12 years of age. Once your chitd turns 13, he/she wil

not-beallowadtestiand-thecente chased on state rules and regulations. LU nderstand that my student

must ablde by the code of conduct established by YSCCCand also the discipline code set up by the
school and the schoal district.

Print name of Parent/Guardian Datel e

Signature of Parant/Guardian Dater o




Ohic Department of Job and Family Services

CHILD ENROLLMENT AND HEALTH INFORMATION

FOR CHILD CARE

This ferm shall be completed prior to the child's first day of attendance and updated annually and as needed,
Child’'s Name 7 Date of Birth First Day at Program/Homa
Home Address City
State | ‘ Zip Code Home Telephone Number
Parent/Guardian Name #1 Relationship to Child
Home Address ] Sameas Child's Fome Telephone Number L1 Same as Child's
City State Zip
Email Address (if applicable) Cell Phone (if appiicable)
Parent's Work/School Name : Parent's Work/School Telephona Number
Parent's Work/School Addrass City )

Please indicate if this name should be released if 3 parent/guardian, of a child attending the program/home requests contactinformation
forother parentsiguardians. [ Yes I No

If you answered yes, please indicate whichinformation abovetoinclude onthelist [ Work# [ Celi# [JHame# [JEmail
Where can you be reached while yourchildis in this program/home?

- ParentGuardian Nameo #2 Relafionship 0 Ghild
Home Address Ll Same as Child's Home Telephone Numbsr Lt Sameas Child's
City | State Zip
Email Address (if applicable] CeliPhone
Parent's Work/iSchool Name Parent's Work/School Telephone Number
Parent's Work/Schoot Address City

Piease indicate if this name should be released if a parent/guardian, of a child atiending themprogram!home, reguests contactinfarmation
forother parents/guardians, [ Yes [ No ~

If you answered yes, please indicate which information above to include on the list [T Work # [ Celt# [l Home# [ Emal
Where can you be reached while yourchildis in this program/hame?

Emergency Contacts: Parents cannot be fisted as emergency contacts. List the name of at least ane person who can be contacted
in the eventof an emeargency orillness if you cannot be reachad, Any person listed should be able to assistin contacting you, At least

ane person listed mustbe able to take responsibility forthe child in case the parentiguardian cannotbe contacted and should be at least
18 yaarsof age.

Name Nama

City State City State
Telephone Number Relationship to Child Telephone Number Relationship te Child
Other numbers where emergency contactcan be reached (if Other numbers where emergency contacican be reachad (iF
applicable) applicahle}

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number

JFS 01234 (Rev. 1072021 Pana{ nfd



Child's Name

Listany history of haspitalization, outpationtsurgery, or previoushsalth concemns that would be needed to assist the staff or medical
personnel inan am_ergencysituation.

I Not applicable

List any additionalinformation aboutyour child that would be useful for staff to know, such as fears or ways that your child prefersto
be comforted.

{71 Not applicable .

List any additional information aboutyour child that would be useful for staif fo know, such as eafing ot sleeping habits.

[l Not applicable
List any additional information aboutyour child that would be useful for statf to know, such as special routines, or behavior needs.

J

] Not applicable

IFA AAAA A e, ARIAANAL Pmmn B~ 4



Please review in detail our Comxﬂilnféable Disease Policy from the Parent/Guardian Handbook,

The State of Olio mandates that a child bi SYVPTOM-FREE for a firll 24 hours before refurning to the R
v . " Niaan .

center. -

i

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

b
:

Each child, as required by law, has‘a physical exam upon entering the program. This exam is to
be renewsd each year (except for school-aje children). It is vital that all parentsy/guardians communicate
any and all information pertaining to théir; child’s past and current, medical history with the Center Staff.

=== Any child exhibifing any of the following symptoms will be considered to be carrying a
communicable diseass and should not b"pbrought to the Center. Any staff member exhibiting any of the
following symptoms will be sent home ;'—.1111’5;'1 a substitute staff member will replace them.

: g ' .
Diarrhea (three or more abnorm'a?lf loose stools within a twenty-four hour period)
Severe coughing (child’s face turgs ved or bine, or whooping or barking sound is heard)
Difficult or rapid breathing RS :
Yellowing skin or eyes . '

-]

-]

@

" -
» - Reduness of the eye, obvious dischaygé, matted eyelashes, burning, itching
e Temperature of 100 degrees Fahrenheit or more ' o

¢ Unirpated, infected skin patch(es)

o Unmsiyally dark urine and/or gray dr white stool

o Stiffmeck with elevated temperature .

e Vomiting more than one thue or when accompanied by any other sign/symptom
+ Nvidence of lice, scabies or other parasitic infestation

« Sore throat or difficalty in swallowing

Teackers carefully 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/gnardian will be notified, and if they cannot be reached,

“emergency contacts” will be called. An adult will be within sight and hearing of any child who is
isolated due to iliness. s

Children are readmitted to the Center gv’ir:];ie,n symptot free for & period of 24 hours (or nit free in the |
case of lice). Because physicians and medications differ from case to case, wiitien verification that the

child is no longer contagious is required in'drder to return the child to the Center before the 24-hour
symptom free time petiod. o )

 —Childmnwho ot facling wellmb st exhitity ey OF Y FbOVE SypIORS ors Comsidarel
“mildly il” and will be cared for and obsetved for further signs of ilihess. The Center is not able to care
for mildly il children who cannot participaie in the duily activities of the Center.

-
Please call the Center and let us know how your child is fesling and inform us of any diagnosis.
Notifications of possible exposures are posted on the front door of the Center. -



Ohio Deparimentof Job and Family Servicas

CHILD MEDICAL STATEMENT FOR CHILD CARE

Child’s Name (prinforiype) Date of Birth

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

v The above named child has been exémmed.

\ The above named child is in suitable condition for participation in group care (i.e. free of infectious disease,
mentally and physically fitto be in group care).

' The above named child does not have allergies OR is allergic to the following (please list 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 considerations) accompanies this form.
Optional: Measurements and Recommended Assessments/Screenings

Helght Vislon OYes {JINo Lead dyes [INo
Weight Hearing [JdYes [JNo Hemoglobin [dves [INo
BMI Dental OYes [dNo Other

Notes:

Signature of Examining Health Care Practitioner

Date of Examination

Name of Examining Health Care Practitioner | Telephone Number

Sireet Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES

{(MR/DD/YYYY FORMAT} OF DOSES OF ALL IMMUNIZATIONS.

Section B - To be completed by the EXANINING HEALTH CARE | Initials of Examining Health Care Fratifionor
PRACTITIONER:

[] The above named child has been immunized against the diseases
listed above.

If an immunization is medically contraindicated or not medically appropriate
for the child’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):
[J | 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 disease(s): S

JFS01305 (Rev. 10/2021)



STATE OF OHIO
LEGAL IMMUNIZATION EXEMPTION
Per OHIO STATUTE 3313.671 (Exemptions)

Religious, Good Cause, and Medical Exemption Form
Amended Substitute Senate Bill No. 782. Ohio Revised Code.
Sections 3313.67L. Pat (3) and (4)

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

yea——

s i e

Section 3313.671 part (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 impair the right of a board of education of a city, exempted village, or local
school district to make and enforce tules fo secure immunization against po'iiomyelitis, ruheola,
cubella, diphtheria, pertussis, and tetanus of the pupils under it jurisdiction.

I understand that the immunization Law permits me to sign a waiver on my child taking the
irumunization.

I heraby object and request the school to waiver the immunization of my child against the following:

Rubella i Hepatitis B

Varicella i . MMR

Child’s Name:

Religious: List name of denomination

Good Cause: Please Bxplain,

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

[ further understand that during the conrse of an outbreak of any of the aforementioned vaccine

preventable diseases, that the student named here is subject to exclusion from school for the
duration of the outbreak.

'l.lhi-s—aet—wnﬂ-ﬁteees-s—aﬂr—nGtrﬁniﬁwfotecﬁhiﬁm&emfbut-ﬂite—remaiimer—raf-thze:s-mdemwnd:
faculty of the school.

Y

Parent/Guardian Signature:

Address: Date:

Revised 2/2010



Yellow Springs Community children’s Center Health Assessment

parent/ guardian Health Assessment

Community Children’s Center

Child’s Name:

Parent/Guardian Name:

e e

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

7. Wy child’s birth followed a full- term pregnancy with no complications prior tofimmediately

following the delivery. Yes/ No * If no, please describe.

3. My child takes madicationona regular basis. Yes/ No
s If Yes, please list medications, frequency and reason.

4, My child has been haspitalized and/ or undergone SUrgery. { Yes/ No}

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




Yellow Springs Community Children’s Center Health Assessment

attention deficit disorder of language delays in the

6. There is a history of learning disabilities,
family. {If yes, describe)

7. | have concerns about my chitd’s development, {Yes/ No)

8. Ifapplicable, please describe health/ nutrition concerns, major childhood ilinesses of diagnosed

syndromes:

9. 1would like to share the following additional health related information about my child:

Date: -

parent/Guardian signature:




Ohio Department of Job and Family Services
FAMILY INFORMATION
FOR STEP UP TO QUALITY PROGRAMS (SUTQ)

Nickname (If any)

Child's Name (Last) (First)

By providing complete information about your child, you will be assisting staff in creating & positive experience for him/her while in
care. List any information about your chitd’s habits, abflities or personallty that you fee! will be helpful to the staff while caring for

your child.

Who lives at home with your child?

What is the primary language spoken in your child's home?

cations, €ic.?

Are there any special family arrangements, such as shared parenting, living in two homes, or custody specifi

Additional Details?

noed or is experiencing? (moved from crib to bed,

r ransitions that your child has recently experie

Are there any changes o
of family member, friend or pet) Additional Detalls?

divorce, new home, death

clothing, head coverings,

Are there any cultural or religious practices of your family we should be aware of? (Dietary restrictions,

etc.)

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

ased, in home, with family,

Has your child had a previous care arrangement? [JYes or L1No Additional Details? (Centerb

with parents, etc.)

My child drinks [] milk, L formula, [Tjuice or L] water. (Check all that apply)
How much and how often?

Does your child have any favorite foods?

Does your child dislike any foods?

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

allergies andfor distary restrictions)

e

Page 1 of:



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

[ active [] adventurous [] affectionate [ anxious [ bossy [ bright Tl busy [ calm [l cautious [] cheerful
[ content [_] creative [ curious [ easily-angered ] emational [] energstic [ excitable [ friendly [ gives-in-easily
1 happy [ hesitant [ insecure [jealous [ likes structure/routines [ loud [ 1oving [1 mellow [ outgeing

[1 prefers adult attention [ quiet [ sensitive [[] serious [ shares-well [] social [] spontaneous [] stubborn [ tentative
[ other:

Are there additional personality and behavior characteristics that would be useful to know about your child?

Are there things that frignten your child? If so, how does he/she react and what do you do to comfort him/her?

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

VWhat causes your child fo feel angry or frustrated?

What methods do you use to respond to your child’s negative behavior?

Does your child use any special comfort or support items that help him/her go to sleep? 1 s0, what?

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

My child sits in a [ 1 high chair, | booster, 1 child size chair or [T adult size chair. (Check the one that applies.)

Is your child toilet frained? If not, have you started the toilet fraining process? Please explain the process used.

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 bathroom?

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

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

imm o AARAd Dav AD2014) Page 2 of !



Does your child have frauble

What might you and/for your child be anxious

What are you and/or your child excited about

What are your expectations of this program?

What other information would be helpful for th

Parent/Guardian's Signature

C e s e ANINAAN

sleeping (Night terrors, trouble going to sl

about as hefshe starts in this program?

25 helshe starts in this program?

e staff caring for your child to know?

cep, etc.)? Please explain.

Date

Page 3¢
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The prografi Tsavaitable in alt 50 States, 34 Indian Trib-

af Organzatens, Amefican Samoe, District.of Coluribia,
Guam, Carrotviealth of the hlarthern Mariana:lslands,
Ouarto Rics.afd the Virgin lslands. While funded through
grants from the Federal Government, WIC is adrifnistered
by 9@ State dgencids, with services provided af a variety of
clinic lacations including, but not limited to, caunty V‘éﬁalth
departments, hospitals, schodls; and Indian Health Service
facitities. To firdithe WIC offices serving your area go ta:
ht’(p://Www.fns.usda.guvfwic/t-:fnfacts C

Where is WIC avai

What food bensfits do WIC participants raceive?
The foods provided through the WIC Program 576 debigned

o safefiard té hgalth 0 iwingprie wornen, i
chidren up fo age 5 whd are at ulrfiongl risk. This miss
carriad out by' providing Autritious foads to-supplernent disfs,
fidtkition education (Hckd ‘
argd referrals to health and other s
http_:_//wWwym;s;%u_sda.g-ﬁ_?.‘.!/wi-c[abouifyyi&wic.f.—._glanc.a N

shed ds bpefrmariént

 breastfesding promotiar and support)

services. Fipd out-more:

&

el infant E,Q.mezas and medical fopds may sy be provid-

ed if medically indicated. 4 earn mgre abou feod benefits
here: httpa[,’www.fns.usda.gqg[\ggi,;lwi_gﬂg_gudwpg,;l{a_,s,eﬁ.\ S

Sar)

‘Program banefits include more than food.

WIC benefits are not limifed oniy to food. Parficivants have
access tp a number of.résqurces, including healthy scrgen-
ing, nuirition and breastfeading CQULHSEUHQ immunizatien
screening and referral, substanice abuse referral, and more.
Find out riore:- o .
http‘;/jwww.fn‘s’,usdg.gg\;{WICIwic‘Pﬂﬁﬁﬁ‘S,'ﬂ?d‘53-"‘7“3‘%9!

Am L gligible? Uy

——— —F-supplerent partcipants d é-fsf'w-ﬁr-rspe@rlﬁmu-i:ﬁte:n-’té,%———ég’:&-‘gﬂaﬁﬂ—P.@ﬁtE—t:‘d‘mlr—aﬂ@fm@@sg@jQSMQ-V-—QQMQE@DI—S;---»

WIC authorized foods include infant caréal, baby focds,
iron-fortified adult cerea), fruits and vegetables, vitarmin
C-rich fruit or vegetable juice, eggs, milk, chease, yogurt,
soy-based beverages, tofu, peanut butter, dried and canned
beans/peas, canned fish, whole wheat bread and cther
whole-grain aptions. For infants of women whao do not fully
breastfeed, WIC provides iron-fortified infant farmular Spe-

and children up to age 5 who meet certain reguirements
are eligible. These requiremnents tncl_,{qde income elighility
and State residency. Additionally, the applicant must be '
individually determined to be at "nutrition risk” by ahealth
professional or a trained health official. To find aut if you
might be income eligible far WIC benefits go to:
http://wic.fns.usda.gnv/w;]s/pages/start.jsF '




-nutrmon/feedmg practlces or failuredo rrieet, the current

nan:y Qutcames and d|eta| y risks stich @s nnapproprlate

Dietary Guidetines for Amerlcans Women, frifants, and
childreh ‘At hutrition Fisk have Fiuch gréater risk of expe-

riencing Fiealth problems. Lisarn fare about nutrition risk:
j.uisda.gew'mc/wm-ehglblllty-requarements

I'ra eligible, what do | do naxt?

Thaose who aré interésted i opplying: for benefits sfiould
contact their State agency to requast information on where
to schedule’an appointment. Applicants will be advised on
Wit 10 ng fothie appomtment iri-ordes to verlfy ehglbm-
ty. Gontacfyohr State hgéncy here '

ht'rp://www.fns.u' £ OV WICIEntdEs, e

EBT makas it easier o Uséfood banatits,

| st WiE-Staté agencies, participants receive paper

shecks e vouthars fo purchase foed, while a few/dis=
triblite food through centratized warehouses or deliver

{he faods to patticipants’ hofnes. Howaver, att WIC State
agencies have been mandated to implement WIE electionic
benefit trafisfer CEBT) statewidle by October 1, 2020-EBT
Uses a magnetic'stripe or smart card, similar to a credit

card, ihat. particmahts use in the check-oUt lanets redeem

“WlC Fatts

o [f you pariicipate in another assistance'}frbgﬁaFﬁ“y‘éﬂ
 fhay he-alitomatically income-2 ligible for WIG. -

. -:Breastfeedlng mothers are ehg:ble i0 partmpate in

- WIC-loriger than non- -preastfeeding rmothers. .

» - More than half-of the infanis in ihe U3, partmpate
inWIC.

« WIG participants support the local economy through

~fheir purchases. -« '

« WICworks with fargners | markets to heip increase par- :
ticipant access to prowde freshy; locally grown fiuits and
vegetables. Find out more hare: Lo :
hittps //ww frs. uscla =ov/ fmnp/wtc—farmers-markei-nutrltxanﬂprogram-fmnp

Where can l learn more‘?*

their food benefits. EBT provides 8 “safer; €asier, and more

“effitient grocery experience and provides greater Rexibility

in the way WIC participarits can shop. Find out more and
cheeif your State stgports EBT:.

htip: Jiwww bns usda. gav/wm/w:c-alecirnnlcnbeneﬁts-transferuebt

Information on FRIS prograns s avaftabiear oy
wwwr.frs.usda gov/fns/



e rHomePhongr s mresese i orlcRPhoper=

SPECIAL DIET FORM

This centsr/facility participates in in the Child and Adult Care Food Program (CACFP) and any meals, snacks, or milk
claimed for reimbursement must meet program requirements. Food accommodations must be made when the food
accommodation is due to a disability (a physical or mental impairment which substantially limits ona or mare major life
activities, has a record of such Impalmment, or is regarded as having such Impalrment). Reasonable food accommodations
may be made for children/participants without disabllities who may have special medica| or dietary neads. Food
accommodations are to be supported by a statement signed by a recognized state medical authority which Is defined as a
state licensed health care professional who is autharized to write medical prescriptions under st'atg lavw,

e completed by patent; ot

ild/Participatit Name:
Parent/Guardian/Authorized Representative Name:
Email;

Address:

City:

Chisck and coimplets appropriate inforrhation. For the safely of the child, flease bs &S Spacific 4 possible. .

___ ] Yes, this child/participant has a disability that requires food'accommbdétipn?

Describe disability:

Wh'at‘major‘éﬁiﬁe?aiﬁctivity is affected?

How does the disability restrict the diet?

Child/Participant has no disability but requires a special diet

Describe the medical or other special dietary need that restricts diet: .

[ List foodHype of food to be omittod.

| List food/type of food to be substitited for omitted food(s). Please be specific regarding any neaded

| food-texture-changes ordotailed-ment to-befoliowad:

Siature of Recgized Stteedica! Autrity: | Date:

Printed Name: Phone:

USDA is an equal opportunity provider. Rev. 7/15/2018



Yellow Springs Community Children's Center
Assessment Permission Form

Each year the teaching staff of the Community Children’s Center performs
developmental assessments 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
journey.

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

e e T i PPt S i ————————EEE L C SRS e
B e i

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 described 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 Destination(s)

Date of Permission {valid for one year)

Mode of Transportation (walking, school bus, public fransportation, parent vehicles, provider vehicle and driver}

During this trip children wili have access o water that is 18 Inches or more in depth.
[ Yes O No

Are water activities planned in water that is 18 inches or more in depth? 1 Yes [ANo
if yes, a swimmting permissian slip is required

My child is

[] not over 4 years and/or 40 Ibs [ over 4 years and 40 Ibs (] 8 years and/or over 4' 9"

i

| 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 rielease

For my child’s participation in activities to be conducted by the Yellow Springs Community
Children’s Center, | hereby glve me parmission and cansent, now and for all time, to YSCCC and
collaboerating third parties to make, produce, edit broadcast any video, fiim, footage, sound
track recordings and photo reproductions of me/my child for marketing purposes via print,
soclal media, television, radio and/or sound track recordings.

| Do give Perimission:

Parent/ Guardian Signature:
Date:

Participant Printed Nama:

1 DO NOT give Permission:

Parent/ Guardian Signature:

Date:

Participant Printed Name:




Ohie 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 having an eproliment form on file ave; Emergency Shelters, Outsids School Hours, Youth Development & Afier Sehool at Risk
Instructions to Complete

¢  All parents/guardians are to coraplete a separate form for each child enrotled at the child care or Head Start center,

¢  Listthe 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.
o Ifthe child comes before and after school, kist the hours in care for both the morning and afternoon.
e CACFP Federal tegulations 226.15 (e) (2) require that an enrollment form be completed annualiy and signed by the child’s
parent or gnardian.
CENTER NAME
=R TEC RN EAGEWT_______mf-BERIlAI‘? / /
{please print) menth [/ day ! year
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 (+') meals child normally receives while in care
Child Normally AM PM Evening
in Care Arrive Depart Arxrive Depart ||| Breakfast | Snack | Lunch | Snack | Supper | Snack
Monday
Tﬁesday
Wednesday
Thursday
Friday
Saturday
Sunday

D Yes, the schedule listed above may frequently vary due to changes in parents/guardians schedule.

SIGNATURE OF DATE PAY PEHONE
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, ot reprisal or retaliation for prior civil rights activity in any
program ot activity conducted or funded by USDA.

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

-whe-are-geaf; hard-sFiearifg-or iave-Specehdisabilifies nay contacr USDAthroug i the Faderal Relay Service at {800 877:8339——=
Additionally, program Information may be mada available in languages ather than English.

To file a program comptlaint 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 affice, or write a letter addressed to USDA and provide in

the letter alt of the information requested in the form. To request a copy of the complaint form, call (866} 632-9992. Submit your

completed form or letter 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) email:program.intake @ usda.gov.

This institution is an equal opportunity provider. Revised 10/2019
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INGOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Flcal Year 2020-2021
INSTRUGTIONS: To apply for free and reduced-price meals, read the househald Letter and instructions an backslde of this form. Complata application ar
rafu to the center. In aceordance with the NSLA, informatfon on this appilcation may be disclosed to ofher Chills Nutrition Pragrams or applicabls
enforcement agencles. Parsnts/guardians ars not rsiulred to cansent to this disclosurs, Parf 1is to be sonpletad by ail households. Part 21s to be used
for a child fiving In & household recelving food asslstance (SNAP} of Ohio Works First {QWF) bensfls. Part 3 js oly for children NOT recetving Foad
Asslstance or OWF benefits. Part 4 an adult housshald mambsr must sigr d@id date foriit; the Idst 4 digits 6 saclal securlly tivimber muEs b tisted if Part ¢
complsted. Part & Is oplional, * Asterisks Indicate info that must ba completed. Form raust be completed annually and valld for only 12 months.

SENTER NAME

PART 1~ PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER
" NAME OF ENROLLED CHILD{REN) AGE | BIRTH DATE

{LES
ANGE (SNAP

nalle FIRST (OWE]

of bengflt

. CASENO. | _ __ _ ' _

2 CASEND, | i
CASENO., | — e ———
CASENO,

S ANCOMEANTHIOW OF) EOFLIEY Eli
heis completed slip ¢

£ M o Aty z %%, ch EbLEl: 2 i I e e i T -.J’lf.

b.CHECK™ | €. GROSS INGOME dufing tha 145t month (arount earned bafors taxgs & ofher deduntons) an
IF . .;H’C}W OFTEN IT WAS RECEIVED; Weskly, Every 2 Waeks, Twlca F?far»-Month. Monthly, Annu:

Tﬁ%ﬁg 1. Elimings fromwork | .| 2, Welfara payménts, { 3, Penslons, fetiranfent, | 4. All Othsr Indorie
N Beforedeductions 7| ohild suppatt, alimany Soctal Sdeurity, S8, VA

e Is Teported = (nderstar
Al e stand AALE T plrmosal s miss frims
* IfPart 3 Is complated,

tnsett last 4 digits of Social Socurib

] AP -
amoer | JL ]

{Chack if applicabla) . ‘
SIGNATURE OF ADULT HOUSEHOLD MEMBER |~ DATE, L] 1o ot have s Soctal securty Number
Print Ndme: B | Daytime PhondNumpar ~* e “Work Pline Nufibar
Street / Apt; o City / Stata { Zip: Courtty: — .
PART 57 RAGIAL/ETHNIC DENTTIY {Optora. Bloss i 28 10 1d6REHy tha face and StARIGIE b Sfolied SANCGBRY. i v
Armerican Indlan or Alaska Native ] .+ | i Blagk orAfiican American
Naflve Hawalian or Other Pacific Islander White | other o
Please mark ona ethnic Identiy: _Q_H[spanic or Latino . E_N,ot Hispanic or Lating

Prlvacy Act Statement: The Richard B, Russell National Sehoo! Lanch Act requlids the Information on tis aplication, You do rot hava f glve the Informatian, but If you do not
cannat approve the participant for fiee or. reduged-prics meals. You mustincluds the last folr digits of the Soclal Securlty Number of the adult hougsheld member who signs
application. The Sqcial Securlty Nuniber i ot required whén you agply a1t bshalf 4f a foster ohild or you list a Supplemental Nuirition Asslstancs Frogram {SNAR), Tempe
Asslstance for Needy Familas{TANF) Frograifi or Féad Distribution Prograian Tidiair Réservations (FOPIR) case number for the particlpant or other (FOPIR) Identifier or when
Indlcate that the adult housshald mariber signinyg the application Ages not have a Sagial Security Number, We wil use your informatien to datermine if the participant s allgtbl
fras or reduced-price meals, and for administration and enfarcement of the Program. -~ 70" W
State Distribution: 7/1/2020
THIS SECTION TOBE COMPLETED BYCENTER. “Nata? )] Information AoVe this'sattlan 1816 ba tillad fii by tha pareit or girEfilan,
} Complets information below only ff quauﬁdn%'_ctﬁld(ﬂen)‘b%hausehéld~ineeme;frﬁmpa-r‘t;% - =Application-CerlifiediCategorized-as:
T { Pertheitotal tonisold 5128, Gompars Tota] household income to th USDAlncomé Blighhlity | 1 dghers ‘basad ¢ 200 Agelstanes

ki ' - ) ; on o Pocd Assistance/OWF Case b

Guldelngs to daterming correct eatagorization. When Income s listed In different frequandies | = T REEs based on o

of pay in Part 3, you must donvert all incatne to aniriad income bsfore datérmination. Uss tha E I;gé[tiertg;?ij EZ? afd Income
following Annual fncorme Conversion : e

Weekly x 52, Evary 2 Waeks (piwsekly) X 28, Twice per Month (semimanthiy) x 24, Monthly x 12 [ REDUCED, basad en Housshold slze and income
Total Tatal Househo!d Incoma: § 3 o [ PAID, based on o Incame tao high
Houssheld . - _ e o Incanplele

Size: Perroweek o every iwoweaks o twice permonth omonth oyear o Invalid case number or inform
Signature of Sponser / Genter Representative Dats Sponsor Certified/Categorized Form  Effective Dale Explration Date

Nate: Eifaclive date ls determined by parsnt or spansor signature date 4s selected an CRRS applcation,
If date of parent slyrtaturs s netwithin month of certification ar Imerediately preceding month,
offactive date must be date of sponsor certifleation, '

(From the first of month of date signed)  {Valid unlit last day of month i
form was slgniad one year oar




Dear Parent/ Guardian,

Welcome to 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 Handbook and coming to us with any questions you might have.

| have read the Parent Handbook and agree to abide by the policies stated within. if | have any guestions
Same m-—-@Eﬁﬁd@s::-m:m:.t%m‘ﬁdzaﬁstasn:dzsamethi:ﬁgﬁkmﬁli:a'skﬁ":u-ndzemtan:d:thatiﬂfmpEetﬂfieﬂﬁﬂzﬁzp.extieireﬁ:tti:tﬁmfasteiy:ﬁaall: =

with the diractor and 1 will seek his/her assistance as needed.

Signature of Parent/Guardian Child's Name Pate




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

LTV | Executive Director



