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Children’s Centerﬁ

Name of Child: D.0.B

Name of Parents:

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

Enrollment paperwork Checklist:
Enrollment Contract
Payment Policy/ Liability release
__Income Eligibility Application (Child and Adult Food Care Food Program) *Must be filled out
______ Enroliment Form (Child and Adult Care Food Program)
___Medical Statement & Immunization records *Due within 30 days of Enroliment
_______State of Ohio Immunization Exemption (Optional)
Health Assessment
______Special Diet Form *Must be signed by Parent (optional)
_ Fomily 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 Tuition Rates as of April 1, 2023
Center Hours of Operation 6:30 am - 6:00 pm After Care hours of operation 2:45 pm - 6:00 pm
Additional day charge $55.00 per day

10% Sibling discount 159% Military discount (Please bring iD)

59% discount for 3 months advance pay

Toddler Program (18 months - 3 years)

Infant Program (6 weeks -17 months)
B Attendance Monthly Attendance Monthly
5 Full Days $1172 5 Full Days $984
5 Mornings or Afternoons $980 5 Mornings or Afternoons $768
4 Full Days $1135 4 Full Days $945
4 Mornings or Afternoons . 5877 4 Mornings or Afternoons 5664
3 Full Days $1017 3 Full Days $872
3 Mornings or Afternoons $819 3 Mornings or Afternoons 5562
Preschool Program (3 years - 5 years) After School School-Age Program (K— Age 12)
#Includes snack in afternoon, school closings, snow days and holidays
Attendance Monthly
SFullDavs 803 _ Attendance AFTER School Care
Y _ 5 Days Per Week S428
5 Mornings or Afternoons $584 ﬂ 4 Days Per Week $417
Z Full Days $733 _ 3 Days Per Week $342
4 Mornings or Afternoons §511
3 Full Days $639 . Summer Camp Program (K- Age 12)
i e o bR - 50 Camp Includes Breakfast, Lunch, Snack
Fnings EEERES Additional one-time $130 fee for field trips & classroom materials.
Attendance Monthly
5 Days Per Week $728
4 Days Per Week - 5706

Three-day oum.o:m are not available for new enrollees after April 1, 2023

Approved by YSCCC Board March 15, 2023



YSCCC Enrcliment Contract

Enrollment Date:

Parent/Guardian name & email address:

Parent/Guardian name & email address:

Child Full name/ Birthday/ Classroom

Child Full name/ Birthday/ Classroom

Child Full name/ Birthday/ Classroom

Contracted Days: (*Circle minimum of 3 days / Days cannot change on a weekly basis)
Monday, Tuesday, Wednesday, Thursday, Friday - Full time or Part time

Private pay families: Monthly tuition fee:

o A $25 registration fee is due upon initial enroliment date.
o Alate fee of $35.00 will be applied to your account if payment is received after the 101,
e We do not offer adjustments due to illness, vacations or inclement weather closings.

Title XX families: Weekly co pay:

e Aregistration fee of $25.00 is not required butif you owe a weekly co-pay, it must be paid consistently each month.
o Feesaredueona weekly or monthly basis.

o We do not offer adjustments due to iliness, vacations, or inclement weather closings.

o Alate fee of §35.00 will be applied to your account if payment not received.

This is a legal binding contract between you and YSCCC, You aie responsible for monthiy payments of tuition/ Title
XX co pays.

| understand that | am responsible for any and all charges associated with my account and that if [ fail to pay any
amount due in a timely manner, | will forfeit my child’s enroliment spot at the end of the month.

Preferred method of payment: Cash____ Check Money Order Credit Card ___




YSCCC payment policy and Liability Release

The following terms and conditions apply fo the youth program accounts for our studsnts enrofled in the center, aftercare program at
Mills Lawn and Summer Camp program.

(Please read and initial each item)

A registration fee of $25.00 is due at the time of enrollment including your first month's tuition, (Excluding all families
enrotled in the Title XX program)

- _Aninvoice will be provided via email or can be sent to your maifing address on file. Please update changes fo your
email and maifing address accordingly,

Services are billed according to the youth program schedule for which you have contracted. Any changes to your
contracted schedule must be submitted in writing (two weeks) prior to the change. Changes not submitted within the
required time frame will not be adjusted on the current billing cycle.

Fees are not adjusted based on your child’s absences on a day to day basis. Sick days and other short-term

absences do not qualify for any type of credit. YSCCC will not credit accounts on days of inclement weather closings or
delays.

____The payment schedule is based on a month to month basis. All payments are due on the first of the month or no later
than the 10t of the month. All late payments are subject to a late fee of $35.00. If payment is not received/ payment plan
is not discussed with Director or Business Manager by the end of the month, your child will not be admitted fo
attend the center until your full past due bhalance is received by the end of the following month.

, If your check/credit card payment does not process (payment rejected), a $25 return item charge will be added to
your account in addition fo your required monthly tuition fee.

Late pick up policy will take into effect if your child is picked up past the closing time. Our center and aftercare
program closes at 6:00. The late fee charge is $5.00 for each minute after our closing time and will increase to $10
per & minutes after a half hour has passed.

If your chitd will be absent from the program on a scheduled day for any reason, please call the center fo nofify the
Director or administrator of their absence.

Liability: This is fo certify that | give my child permission to attend YSCCC. { release the YSCCC from liability. | understand
that it is my responsibility to arrange transportation daily at the specified pick up time. | will be responsible for any late fees
that accumulate due to late pick up, late payments, andfor rejected payments.

*Our Program cares for children ages 6 weeks -12 years of age. Once your child turns 13, hefshe will not be allowed fo
attend the center based on state rules and regulations. | understand that my students must abide by the code of conduct
established by YSCCC and also the discipline code set up by the school and the school district.

Print name of Parent/Guardian Date:

Signature of Parent/Guardian Date:




Chio Depariment of Job and Famlly Services

CHILD ENROLLMENT AND HEALTH INFORMATION

FOR CHILD CARE

Thie form shall be completed prior to the child's fiist day of attendance and updated annually and as needed.
Child's Name" : : - Date of Birth _ | Frst Day af Program/Homme
Home Address o i 7 N Cliy .
State Zip Code . Homa Telephane Number
Parent/Guardian Nam e #1 Relationship to Child
Home Address [J Sameas Child's Home Telephone Number [] Same as Child's
City State Zip
Email Address (if applicable) CeliPhone (if applicable)
Parent's Worlk/School Name Parent's Worke’SchoolTeleb.hb-ne Numbér
Parents WorkiSchoo Address | T ' Cily

Please indicafe if this name should bs re't.eased ifa parént’g‘uardian, of a child attehding the progfémfhnme requests contactinformation
forother parenis/guardians. [ Yes 1 Na

If you answered yes, please indicate which information aboveto Include onthelist [ Work# [ Cei# [l Home# [ Email
Where canyou be reached while your child s In this program/mome?

Parent/Guardian NMame #2 Relationship to Child

Home Address ] Sameés Child's Home Telephona Mumber L} Same as Child's
oy T SR T
Email Address {if appficable) _ CellPhone - .
Parent's Work/School Name T | Parents Work/S,choolTe|éphoﬁéNdmb.er

Parent's Work/School Addrass City

Please indicats if this name should be released if a parent'guardian, of a chifd aftending thébrogram!home, requests cantactinfermation
forother parents/guardians. [ Yes 1 No

if you answered yes,please indicate which information above to include on thelist [ Work # [ Celi# [ Fome# [ Email
Where can you be reached while yourchildisTn this program/home?

Emergency Contacts: Parents canriot be listed as em ergencycontacts. Listthe nameof atleast one parsan who can be contacted
in the eventof an emsrgency oriliness if you cannot be reachad. Any person listed should be able to assistin contacting you. At least

ofte personlisted mustbe able to take respansibitity for the child in case the parent/guardian cannotbe contacted and shouild be at least
18 yearsof age. : .

Name Mame

City Stafe City State
Telephone Number Relationship to Child Telephone Number Relationship te Child
Other numbers where emergency contactcan be reached (i Gther numbers where emergency contactcan be reached (if
applicable) applicable)

Name of Physician o Clinic/Hospital

Street Address

City State Telephone Number

JF3 1234 (Rav. 10/2021) Page1 ofd



Child'sName

List any history of hospitalizafion, outpatisnt surgery, orprévio‘us healh concarns Matwould be needed to assist the staff or medical
personnel in an emergency situation. :

[ Not applicable

List any additionalinformation aboutyourchlid thatwould be usefu[ for staff to know such as fears or ways that yourchlld prefersto
be comforted. ,

1 Not appllcabEe

List any additional information aboutyouyr child that would be useful forstaff io know such as eatmg ot sleapmg habits.

[ Not applicable

List any additiona! information aboutyour child hatwould be useful forstaff o Know, such ag speclal routines, or beha\norneeds

I Notapplicable

JFS01234 (Rev. 10/2021) Page’ ofd



Please review in detail our Communicable Disease Policy from the Parent/Guardian Handbook. The State of Ohio
mandates that a child be SYMPTOM FREE for a full 24 hours before refurning fo the Center.

COMMUNICABLE DISEASE POLICY
When we send a child home-

Each child, as required by law, has a physical exam upon entering the program. This exam is to be renewed each
year (except for school-age children). It is vital that alf parentsiguardians communicate any and all information pertaining to
their child's past and current medical history with the Center Staff,

Any child exhibiting any of the following symptoms will be considered to be cartying a communicable disease and
should not be brought to the Center. Any staff member exhibiting any of the following symptoms will be sent home and a
substitute staff member will replace them,

e Diarrhea (three or more abnormally loose stools within a twenty-four-hour period)
»  Severe coughing (child's face tums red or blue, or whooping or barking sound is heard)
e Difficult or rapid breathing

o Yellowing skin or eyes

¢ Redness of the eye, obvious discharge, matted eyelashes, burning, itching

e Temperature of 100 degrees Fahrenheit or more

o Unfreated, infected skin patch(es)

o Unusually dark urine and/or gray or white stool

e Siff neck with elevated temperature

¢ Vomiting more than one time or when accompanied by any other sign/symptoms.
e [Evidence of lice, scabies, or other parasitic infestation

¢ Sore throat or difficulty in swallowing

Teachers 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/guardian 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.

Children who are not feefing well and are not exhibiting any of the above symptoms are considered “mildly il
and will be cared for and observed for further signs of illness. The Center is not able to care for mildly il children who
cannot participate in the daily activities of the Center.

Pleass call the Center and let us know how your child is feeling and inform us of any diagnosis. Nofifications of
possible exposure are posted on the front door of the Center.



Ohic Deparimentof Job and Famlly Services

CRILD MEDICAL STATEMENT FOR CHILD CARE

Date of Birth

Child's Name (prinfortype}

Note: Sectibns A and B must be completed by the examining Health Care Praciitioner
(Physician/Physician's Assistani/Advanced Practice Reglstered Nurse/Ceriified Nurse Practitioner):

v The ahove namad child has been examined,

\ The above named child s in sultable condition for particlpation in group care (l e. free of infectlous disease,
mentafly and physically fitto be in group cate).

‘\fThedabave named child doss not have allergies OR s allerglo to the feliowing {please fist in space below):

Check bslow, f applicabls: -

[1 Additional infarmation that will assist the child care program in providing appropriate child care for the above
named chlld {special health care and developmental conslderations) accompanies this form.

Optional: Measurements and Recommended Assessments/Screenings

Helght Vision [dYes. [INo Lead - ves Elo
Weight Heating [JYes [1No Hemoglobin [1Yes [INo
BV Dental dves [ONo Other

Notes:

T Date of Examination

Nameof Examinihg Health Care Practlitanst

: Telephone Number

Sfreet Address

Cliy, State and Zip Code

ATTACH A COPY OF THE CHILD'S HMUNIZATION RECORD INGLUDING DATES
(MFWDD/YYW FGRMAT} OF DOSES OF ALL IRRFUNIZATIONS.

i}

hgegiiem! B -Tobe camgiatadrby the E}{AMEMQMG HEALTHCARE | \nitals of Examining Health Care Practifioner
PRACTITIONER:

{1 The above named child has besn immunized against the diseases
listed above.

ff an immunization ts medically contraindicated or not medically appropriate
for the chitd’s age, note any exceptions by listing the spemﬁc

Immunization(s): Date J
Sectmn C -Tobe completed by the child's pavent GE\!LY IF | Blgnature of Parent
WAIVING AN IMMUNIZATION(S):

1 [ have declined to have my child immunizad for reasons of

conscience, including religious convictions against all of the
diseases listed above or against the following disease(s):

Date \

JFS 01305 (Rev, 102021)



STATE QF OHIO
LEGAL IMMUMIZATION EXEMPTION
Fer OHIO STATUTE 3313.671 {Exemptions)

Rethebons, Good Cagee, sad Madlonl Brempiion Pomm
Amonded Substit it Senete BT Mo, 282, by Revised Sode,
Sections 3353601 Pei {3} evd {4)

Saction 3313.671, part [3): A pupilwho presents o written statement of his parant or guardian in
which the parent or guardiat objects to the nmuntzation for pood cause, incuding rell gous
convictions, ks not reguired 10 be tmmunized,

Section 3313.871 part (41 A child whose physioian certdfies o writing that such tmmunization against
vy disease s medically contraindicated is not required to be immunized against that disease. This
sertion dooy not Hmit or impalr the right of 5 board of education of a clty, exempied village, or local
school district £ make and enforce rules t secure inwaurization against poliomyelitls, rubeols,
ruhelta, diphtheria, pertussts, and tetanus of the pupils under it jurisdiction.

1understand that the immunization Law permits mo to sign 2 waiver on my child taking the
it nlzathon.

| hereby objact and reguest the school to waiver the immunization of my child against the following:

BER Polio: Rubeelar WInAR: ,

Rubells; ... Muaps; ... Hepatitis B: . Varicells:

Mo: AL Vaccines:

Chilld's Naime:
Religlons:  Denomination
Gootl Causes  Plesse Explain

Medical Reason: _____ You must have 2 signed statement from your physicin stating the condigon
and attach it to this form.

| further undarstand that during the course of an outbreak of any of the aforementioned vacdne
praventabls diseases, that the studaint named he s whject to sxdosion from schaol for the
duration ofthe outbreak.

This action Is necogsary not Ry to protect this student, But the remander of the students and
faculty of the school.

Parent/Guardian Slgnature;

Address: Digk e




Yellow Springs Community Children’s Center Health Assessment

Parent/Guardian Health Assessment

Community Children's Center

Child's Name:

Parent/ Guardian Name:

1. My Child has a 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 *If no, please describe.

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

4. My child has been hospitalized and/or undergone surgery. {Yes/ No)

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



Yellow Springs Community Children’s Center Health Assessment
8. Thereis a history of leaming disabilities, atiention deficit disorder or language delays in the family. (If yes, describe)

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

8. If applicable, please describe health/ nutrition concerns, major childhood ilnesses or diagnosed syndromes:

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

Parent/Guardian Signature: _ Date:



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

Child's Name (Lasf) (First) Nickname (If any}

Who is in tha child's immediate family’?

Wha lives at home with your child?

VWhat 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, ete.?
Additional Details?

Are there any changes or transitions that your child has recently experienced or is expertiencing? (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,
efc.)

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

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

My child drinks L] milk, [ formula, [ juice or [] 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 and/or dietary restrictions)

JFS 01511 (Rev. 10/2014) Page 1 of 3



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

[Jactive [ adventurous [[] affectionate [ anxious [ bossy [ bright [Jbusy [1calm [ cautious [l cheerful
[ content [ creative [ curious [] easily-angered [1 emotional [1 ensrgetic [ excitable [T friendly [ gives-in-eastly
[ happy [ hesitant [] insecure [] jealous [] likes structure/routines T] loud [Jloving [1 mellow [} outgoing

[ prefers adult attention [} quiet [[] sensitive [ serious [ shares-well [_] social [[] spontanecus [} stubborn [ tentative
[ other:

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

Are there things that frighten 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 to comfort your child?

What causes your child to 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? If so, what?

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

My child sits in a [_] high chait, [ booster, || child size chair or [ aduit size chair. (Check the one that applies.)

Is your child toilet irained? If not, have you started the toilet training 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 he/she needs to use the bathroom?

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

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

JFS 01511 (Rev. 10/2044) Page20i 3



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

What might you andfor your child be anxious about as he/she statts in this program?

What are you and/or your child excited about as he/she starts in this program?

What are your expectations of this program?

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

Parent/Guardian’s Signature Date

JFS 01541 (Rev. 10/2014)
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What is WIC? WIC was established as a permanent program in
1974 1o safeguard the health of low-income women, infants, and
children up to age 5 who are at nutritional risk. This mission is
carried out by providing nutritious foods to supplement diets,
nutrition education {including breastfeeding prornotion and support),
and referrals to health and other social services. Find out more:

Where is WIC available?

The program is available in all 50 States, 33 Indian Tribal
Organizations, American Samoa, District of Columbia,
Guarm, Commonwealth of the Northern Mariana Islands,
Puerto Rico, and the Virgin Islands. While funded through
grants from the Federal Government, WIC is administered
by 89 State agencies, with services provided at a varlety of
clinic locaticns including, but not limited to, county health
departments, hospitais, schools, and Indian Health Service
facilities. To find the WIC offices serving your area go to:
http:/fwww.fns.usda.gov/wic/contacts

What food benefits do WIC participants receive?

The foods provided through the WIC Program are designed
to supplement participants’ diets with specific nutrients.
WIC autherized foods include infant cereal, baby foods,
iron-fortified adult cereal, fruits and vegetables, vitamin
C-rich fruit or vegetable juice, eggs, milk, cheese, yogurt,
soy-based beverages, tofu, peanut butter, dried and canned
beans/peas, canned fish, whole wheat bread and other
whole-grain options. For infants of women who do not fully
breastfeed, WIC provides iron-fortified infant formula. Spe-

http://www.fns.usda.gov/wic/about-wic-wic-glance

cial infant formulas and medical foods may also be provid-
ed if medically indicated. L.earn more about food benefits
here: hitp://www.fns.usda.gov/wic/wic-food-packages

Program benefits include more than feed.

WIC benefits are not limited only to food. Participants have
access to a number of resources, including health screen-
ing, nutrition and breastfeeding counseling, immunization
screening and referral, substance abuse referral, end more.
Find out more:
hitp://www.fns.usda.gov/wic/wic-benefits-and-services

Am | eligible?

Pragnant, postparfum, and breastfeading women, infants,
and children up to age 5 who meet certain requirements
are eligible, These requirements include income eiigibility
and State residency. Additionally, the applicant must be
individually determined to be at “nutrition risk” by a health
professional or a trained health official. To find cut if you

might be income eligible for WIC benefits go fo:
http:/fwic.fns.usda.gov/wps/pages/stari.jst




What is “nutrition risk” and why is it important?

Two major types of nutrition risk are recognized for WIC
eligibility: medically-hased risks such as anemia, under-
weight, history of pregnancy complications, or peor preg-
nancy outcomes; and dietary risks, such as inappropriate
nuirition/feeding practices or failure 1o meet the current
Dietary Guidelines for Americans. Women, infants, and
children at nutrition risk have much greater risk of expe-

riencing health problems. Learn more about nutrition risk:
http://www.fns.usda.gov/wic/wic-eligibitity-requirements

I'm eligible, what do | do next?

Those who are interested in applying for benefits should
contact their State agency to reguest information on where
to schedule an appoiniment. Applicants will be advised on
what to bring to the appointment in order to verify eligibili-
ty. Contact your State agency here:
hitp://www.tns.usda.gov/wic/contacts/

EBT males it easier to use food banefits.

In most WIC State agencles, participants receive paper
checks or vouchers to purchase food, while a few dis-
tribute foed through centralized warehouses or deliver

the foods to participants’ homes. However, all WIC State
agencies have been mandated to implement WIC electronic
benefit transfer (EBT) statewide by October 1, 2020. EBT
uses a magnetic stripe or smart card, similar to a credit
card, that participants use in the check-cut lane to redeem
their food benefits. EBT provides a safer, easier, and more
efficient grocery experience and provides greater flexibility
in the way WIC participants can shop. Find out mare and
check if your State supports EBT:

http:/fwww.fns.usda.gov/wic/wic-electronic-benefits-transfer-ebt

Focus en breasifeeding,

Even though breast milk is the most nutritious and com-
plete source of food for infants, naticnally less than 30% of
infants are breastfed at 1 year of age. A major goal of the
WIC Program is to improve the nutritional status of infants;
therefore, WIC mothers are encouraged to breastfeed
their infants, unless medically contraindicated. Pregnant
women and new WIC mothers are provided breastfeeding
educational materials and support through counseling and
guidance. Explore the benefits of breastfeeding and find
helpful resources here: ‘
hitp://www.fns, usda.gov/wic/hreastfeeding-promotion-and-stpport-wic

WIC Facts ;

+ [f you participate in another assistance program you
may be automatically income-eligible for WIC.

« Breastfeeding mothers are eligible to participate in
WIC longer than non-breastfeeding mothers.

» More than half of the infants in the U.S. participate
in WIC.

» WIC participants support the local economy through
their purchases.

o WIC works with farmers markets to help increase par-
ticipant access o provide fresh, locally grown fruits and
vegetables. Find out more here: ‘

hittp://www.fns.usda.gov/fmnp/wic-farmers-market-nutrition-program-franp

Where can | learn more?

Information on FNS programs is availabte at
www.fns.usda,gov/fns/



SPECIAL DIET FORM

This center/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 substantiafly limits one or more major fife
activities, has a recard of such impairment, or is regarded as having such impairment). Reasonable food accommodations
may be made for children/participants without disabilities who may have special medical or dietary needs, 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 authorized to write medicai presctiptions under state law.

T Birth Date:

Child/Participant Name: |

Parent/Guardian/Authorized Representative Name:

Email:

Home Phone: | Work Phone: - | Cell Phone:

Address. ,

City: | State: | Zip: |

To he completed by recognized state medical authority

Check and complete appropriate information. For the safety of the child, please be as specific as possible.

Yes, this child/participant has a disability that requires food accommodation?
Describe disability:

What major life activity is affected?

How does the disability restrict the diet?

Child/Par{icipant has no disability but requires a special diet |

Describe the medical or other special dietary 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
food texture changes or detailed menu fo be followed.

Signture of Reconie State MeicalAuthrity:

| Printed. Name: S ) . | Phone:




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.

Please sign permission for our teachers to conduct observations and do assessments on your child.

| give permission for the Yellow Springs Community Children’s Center to assess my child using a
variety of assessment tools (as described above) fo help set educational goals for my child while they
are enrolled in the Yellow Springs Community Children’s Center.

Parent signature:

Date:

Director's Signature:




Ohic Department of Job and Family Services
ROUTINE TRIP PERMISSION FOR CHILD CARE

Routine Trip De;;tlnatlon(s)
Bike Path, John Bryan Park, Antioch, Downtown Y3, YS library, Toddler Park, Police/Fire Station, Mills Lawn

Date of Parmission (valid for one year)

Made of Transportation (walking, school bus, public fransportation, parent vehicles, provider vehicle and driver)

Walking

Curing this trip children will have access to water that is 18 inches or more in depth.
[ yes ¥l No

Are water acfivities plannad
o )

if yes, a swimmi

My child is
1 not over 4 years and/or 40 Ibs ] over 4 years and 40 |bs {1 8 years and/or over 4' 9"

T ) e T Tt o i T

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

Parent's Signature Date

JFS 01225 (Rev. 12/2018)



PHOTO AND VIDEO/AUDIO RECORDING RELEASE

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

| DO give Permission:

Parent/Guardian Signature:

Date:

Participant Printed Name:

| DO NOT give permission:

Parent/Guardian Signature:
Date:

Participant Printed Name:




Ohio Department of Education - Office for Child Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs

CACFP programs exempt from having an enrollment form on file are: Emergency Shelters, Outside-School-Hours, Youth Development & After School At Risk
Instructions for Completion
- All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Start center.
e List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while in care.
o If schedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart.
o If the child comes before and after school, list the hours in care for both the moring and afternoon.

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

CENTER NAME
CHILD’S NAME AGE BIRTHDATE / /

(please print) month  / day / year

CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE IN CARE
Check (¥) Days List Hours Child Normally in Care Check (v) Meals Child Normally Receives while in Care
Chﬂfl Normally AM PM Evening
in Care Arrive Depart Arrive Depart ||| Breakfast | Snack | Lunch | Snack | Supper | Snack

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

[:] Yes, The schedule listed above may frequently vary due to changes in parents/guardians schedule

SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN NUMBER
MAILING ADDRESS:

STREET /APT. CITY ZIr 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 activity 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 they applied for benefits.
Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay
Service at (800) 877-8339. Additionally, program information 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 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. (rev. 12/3/2015




CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2023-2024

INSTRUCTIONS: To apply for free and reduced-price meals, read the household Letfer and instructlons on backside of this form. Complete application and
return to the center. In accardance with the NSLA, information on this application may be disclosad to other Child Nutrition Pregrams or applicable
enforcement agencies. Parents/guardians are not required i consent to this disclosure. Parf T is to be completed by all households. Part 2is 1o be used only
for a child living in & household receiving food assistance (SNAP) or Ohlo Works First (OWF) benefits. Part 3 is only far children NOT receiving Food
Assistance or OWF benefits. Part 4 an adult hauseheld membar must sign and date form; the last 4 <lgits of soclal security number must be listed if Part 3 is
completed. Part 5 is optional. * Asterisks indicate info that must be completed. Form must he completed annually and valid for only 12 monhths.

HEGICIE PAR

CENTER NAME A

PART 1 - PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER s
Check typs

* NAME OF ENROLLED CHILD(REN) AGE | BIRTHDATE of benefit:

. CASENO. 1 __ _ __ .

2. CASENO., | — o e o — e e

3. CABEND, | — — — — — — —
EASE NO, | — e e e — — —

a.  LIST NAMES OF ALL 4. CHECK | ¢ GROSS INCOME during the ast month (amouﬁt earnad b.efore‘ {axés & other deductions) a.hd'
HOUSEHOLD MEMBERS IF HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Manihly, Annually
INCLUDING CHILDREN hﬁ\%ﬁﬁg 1. Earnings from work 2. Welfare payments, 3, Penslons, retirement, 4. Al Other Income
LISTED ABOVE IN PART 1 tafore deductions child support, allmony Social Sacurity, SS1, VA

T_J [ $amount7 Fowofien | § amount how ofien, | 6 amou

b / § 3,

$
§
$
$
B

thatdf . pirposeiyv:g

* Y Part3 i :

'sccmpieie&; T ' 1' HI ﬁ
insert last 4 digits of Social Security Number
- (Check if applicable)

SIGNATURE OF ARDULT HOUSEHOLD MEMBER DATE | do not have a Social Security Number
Print Name: Daytime Phone Number: Work Phone Number:
Strest / Apt; City / State / Zip: County:

PART:5: RACIAL/ETHNIC IDENTITY {Opti Siease.checicapp es o identif ! ‘of etirollad child{ren
American Indian or Alaska Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White Other

_Please mark ohe ethnic idenity. __ Hispanic or Latino Q Not Hispanic or Latino

Privacy Act Statement: The Richard 8. Russell National Sehool Lunch Act requires the infermation on this application. You do not have to give the information, bug If you do not, we
cannot apprave the participant for free or reduced-price meals. You must include the last four digits of the Social Security Number of the adult housshold member who signs the
application. The Social Securily Number is not requited when you apply on behalf of a foster child or you st a Supplemental Nutrition Assistance Program (SNAP), Temporary
Assistance for Neady Families (TANF) Program or Food Distribution Prograrm on Indian Reservations {(FDPIR) case number for the particlpant or other (FDPIR) identifier or when you
indicate that the adult household member signing the application does not have a Social Security Number. We will use your informatlon to determine if the participant is sligibie for
free or reduced-price m d for administration and en ent of the Program. State Distribution: July 2023

“THIS SECTION TO BE COMPLETED BY CENTER: Note: ‘Allinformation above ths ssction is ta he filled inhy the parent of guard

Complete information below only if qualifying child(ren) by household income from Part 3. Application Ceriified/Categorized as:

Pet.' thg fotal househq!d size, compare tcl)tal‘household '[ncome _to t.he U.SDA: Income Eligib‘lli"ty [l FREE, based on 0 Food Assistance/OWF Cage No.
Guidelines to determine corect categorization, When income is isted in different frequencles . ;

; ' . - o Household size and income

of pay in Part 3, you must convert all incoms to annual income before determination. Use the 0 Foster Child

foliowing Annual Income Caonversion :

Weekly x 52, Fvary 2 Wesks (biweekly) X 26, Twice per Month (seml-monthly) % 24, Monthiy x 12 0 REDUCED-PRICE, based on Househoid size and

income

Total Tota] Household Income: § T PAID, basedon o Incame too high

Houssehold . o Incomplete

Size: Per: o wesek o every two weeks D iwice permonth omonth o ysar o Invalid case number or infermation
Signature of Sponsor / Center Representative Date Sponsor Certifled/Categorized Form  Effective Date Explration Date

Note; Effective date is determined by parent or sponsor sighature daie as selacted on CRRS application. {Fromthe first of month of date slgned)  (Valld until last day of month In which
If date of parent sigrature is not within month of cetiflcation or immediately precading month, form was signed one year earfier)
effactive date must be daie of sponsor certification. i )

Ravieard .luna N33



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 guestions you might have.

| have read the Parent Handhook and agree to abide by the policles stated within. If I have any guestions
%@@ﬁd@mﬁiﬂ:ﬁdﬁ&I%S*t*a!ﬂidﬁsﬁmﬁfﬁl’:'ﬂ'?ﬁ“gl,;';}f‘iﬂiﬂita‘skﬁ*:U‘.ﬂ‘diEl!iS!L‘ﬂfn‘di“haﬁﬂf&l‘rp'mt‘&ﬁﬂﬂ:&ﬁ:ﬁE)fﬁﬂi:&ﬁ:li‘.!zt'imaﬁe*.V:@EI!H? e
with the director and I will seek his/her assistance as needed.

Signature of Parent/Guardian Child's Name Date




Children’s Cen@:er.

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 calied 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

AMETUWNEX | Executive Director



