YELLOW SPRINGS
COMMUNITY
CHILDRENS CENTER

Name of Child DOB

Name of Parents

Application pick up date Application drop off date

Start Date

Required Enrollment paperwork:

___ Enrollment Contract

____Payment Policy/Liability release

—__Income Eligibility Application (Child and Adult Care Food Program)
—___Enrollment Form {Child and Adult Care Food Program)
____ Child Enrollment and Health Information form
_____Medical Statement

___Immunization Records

_____State of Chio Immunizati.on Exemption {optional}
___ Health Assessment

—_ Special Diet Form

——Family information for Step Up to Quality
—_Assessment Permission

__Behavioral Policy Acknowledgment

— PRoutine Trip Permission

_____Photo/Video Audio release permission

Handbook Acknowledgment



YSCCC Enrollment contract

Enrollment Date:

Parent/Guardian name & email address:

Patrent/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, Tuesdays, Wednesday, Thursday, Friday ~  Full time or Part time

Private pay families: Monthly Tuition fee:

* A $25 registration fee is due upon initial enrollment date.
* A late fee of $35.00 will be applied to your account if payment Is received after the 5.
* We do not offer adjustments due to illness, vacations or inclement weather closings.

Title XX families: Weekly co pay:

*A registration fee of $25. 00 is not réquired but if you owe a weekly co-pay, it must be paid consistantly
each month. '

* Fees are due on a waekly or monthly,
*We do not offer adjustments due to iliness, vacations or Inclement weather closings.

* A late 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 are responsible for monthly payment of
tuition/ Title XX co pays.

| understand that | am responsible for any and ali charges assoclated 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.

Prefarred method of payment: Cash___ Check Money order ___ Creditcard _____

Credit card number: Expiration date:




YSCCC payment policy and Liabliity Release

The following terms and conditions apply to the youth program accounts for our students enrolled in
the center, daftercare 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 enroliment including your first month's tuition.
(Excluding all families enrolled in the Title’XX program)

An invoice will be provided via emall or can be sent to your mailing address on file. Please update
changes to your email and mailing address accordlngly

____ Services are billad according to the youth program schedule for which you have contracted. Any
changes to your contracted schedule must be submitted fn writing {two weeks) prior to the change.
Changes not submitted within the required titrie frame will not be adjusted on the current hilling cycle.

____Feesare notadjusted based on your child’s absences on 2 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 fater than the 5% of the month. All late payments are subject to a late fee of $35.00. If
payment isnot recelved/payment plan Is not discussed with Director or Business Manager by the end
of the month, your child will not be admitted to attend the center until your full past due balance Is
received by the end of the following month.

if your chack/ credit card payment does not process (payment rejected), a $25 returned item
charge will be added to your account in addition to 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 5 minutes after a half hour has passed.

If your child will be absent from the program on a scheduled day for any reason, please call the
center to notify the Director or administrator of theair absence.

Liability: This Is to certify that | give my child permission to attend YSCCC. | release the YSCCC fromany
liability. [ understand that is it my responsihility to arrange transportation dally at the specified pick up
time. | will be responsible for any late fees that accumulate due to late pick up, late payments and/or
rejected payments.

*Qur program cares for children ages 18 months ~ 12 years of age. Once your chitd turns 13, he/she wili
not be allowed to attend the center based on state rules and regulations. | understand that my student
must abide by the code of conduct establishad 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:




Yellow Springs Community Children’s Center

Monthly Tuition Schedule 2018
Center hours of operation 6:30a— 6:00p (No additional fee for 6:00 pick up)

10% Sibling discount | 15% Military discount Prepay at least 3 menths in advance
to receive a 5% discount off your tuition Mills Lawn Elementary families:
Additional $25.00 per Late Start Wednesday, Additional $40.00 per day for
Holidays & School Closings if not signed up for Before and After care combo.

Infant (6 weeks - 17ms) This year round program includes low teacher to child
ratio, comprehensive Creative Curriculum implementation during guided play and
interactions. Healthy on site prepared meal and free extended care until 6:00 p.m.

5 Full days $1075.00 5 Mornings or Afternoons $897.00
4 Full days $1040.00 4 Mornings or Afternoons  $803.00
3 Full Days $923.00 3 Mornings or Afternoons  $749.00

Toddler Program (18m - 3y) This year round program Includes low teacher to
child ratio, daily developmentally appropriate lesson plans, comprehensive
Creative Curriculum, use of Conscious Discipline behavior modification, healthy
onsite prepared meals that follow USDA guidelines, outdoor & indoor play areas,
community collaboration, walkable outings and experiences and free extended
care until 6:00.

5 full days $900.00 5 Mornings or Afternoon $702.00
4 Full days $865.00 4 Mornings or Afternoons $608.00
3 Full Days $748.00 3 Mornings or Afternoons $514.00

Preschool Program {3y - 5y) This year round program Includes low teacher to
child ratio, daily developmentally appropriate lesson plans, comprehensive
Creative Curriculum, use of Conscious Discipline behavior modification, healthy
onsite prepared meals that follow USDA guidelines, outdoor & indoor play areas,
community collaboration, walkable outings and experiences and free extended
care until 6:00.

5 full days - $737.00 5 Mornings or Afternoons $535.00
4 full days- $672.00 4 Mornings or Afternoons $468.00
3 full days - $585.00 3 Mornings or Afternoons $409.00



' Before and After School { Ages 5-12) ( Mills Lawn Elementary School Students)

(Mid-August - May) Includes snack, developmentally appropriate activities based
oh Creative Curriculum, use of Conscious Discipline behavior modifications.

Before School 6:30a - 7:40a
5 Days per week $285.00
4 Days per week $265.00
3 Days per week $205.00

Aftercare ONLY 2:40p — 6:00p
5 Days per week $390.00
4 Days per week $370.00
3 Days per week $310.00

Before and After Care Program * Includes all school closings, late start
Wednesdays, snow days and holidays.

5 Days per week $665.00

4 Days per week $625.00

3 Days per week $ 505.00

Summer Program {Open enrollment for all counties K-6) (June - mid August)
*One-Time $75.00 activity fee required which covers field trips and classroom
materials. Includes onsite prepared meals that follow USDA guidelines and
developmentally appropriate S.T.E.A.M. lesson plans.

5 days per week $650.00
4 days per week $600.00
3 days per week $575.00



GHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2018-2019

INSTRUCTIONS: To apply for free and reduced-price maals, read the household Letter and instruciions on backside of this form. Complete application and
refurn to the center. In accordance with the NSLA, information on this application may be disclosed to other Child Nutrition Programs or applicable
enforcement agencles. Parants/guardians are not required to consent to this disclosura. Part 115 to be completed by all households, Part 2 is to be used only
for a child Ilving in a household receiving food assistance (SNAP) or Ohle Works First (OWF) benefits. Part 31s only for children NOT receiving Food
Assistance or OWF henefits. Part 4 an adult househald membar must sign and date form; the last 4 digits 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 be completed annually and valid for only 12 months.

CHECK IF PART 2 - LIST EAGH CHILD’S FOOD ASSISTANCE
CENTER NAME AFOSTER | (sNAP} OR OWF CASE NUMBER, IF ANY. A VALID
oleon | CASE NUMBER GONTAINS 7 or 10. DONOT LIST SWIPE

PART 1~ PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER vesponsibility of | CARD NUMBER. 600..; . numbers not valid.

awelfara agency | Chackfype G FOOD ASSISTANGE (SNAP) oF

* NAME OF ENROLLED CHILD{REN) AGE | BIRTHDATE or gourt) of henefit: o OHIC WORKS FIRST (OWF)
1 CASENO. | _ _ _
2, I;:h CASEND., | — — — e — — — — — — — —
3. g CASENO, | — — — — — — — — — — — —
4, CASENO, | — — — o o — — — — —  — —

_PART3-TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INGOME AND HOW OFTEN IT WAS RECEIVED List names of aII household
members List all gross Income: list how much and how often. If Part 2 is completed, skip to Part 4.

a. LIST NAMES OF ALL b. CHECK | G. GROSS INCOME during the last month {amount earned before taxes & other deductlons) and
HQUSEHQLD MEMBERS IF HOW OFTEN IT WAS RECEIVED; Waekly, Every 2 Weeks, Twice Per Month, Monthly, Annually
INCLUDING CHILDREN Tﬁézgr&g 1. Eamings from work 2. Welfars payments, 3. Pensions, retirement, 4. All Other Income
LISTED ABOVE IN PART 1 before deductions child suppert, alimony Soclal Security, SSI, VA

EXAMPLE: JANE SMITH ' "$ 200 / weekly $ 150 7 twicemontn | $ 100 / monthly | § W
1 $ / $ / $ / $ /
2 $ / $ / $ / $ /
8. $ / $ / $ / $ /
4 $ / $ / $ / $ /
5 $ / $ / $ / $ /
6. 5 / $ / $ / $ /

PART 4 - SIGNATURE 8 LAST 4 DIGITS OF SOCIAL SECURITY NUMBER "Aditilt household fmember must mgnidate form If Part 3 is completed
the adult signing the form must also [ist last 4 digits of hlsiher ‘Social Security Number or check the “I do not have a Soclal Securlty Number’ box.

| Gettify that all Information on this form Is true and correct and that all income Is reported. | understand that the center vill get Federal Funds based on the
information. | understand that CACFP officials may veilfy-the Information. | understand that if | purposely give false infarmation, | may be prosecuted. .

* If Part 3 is completed, |_"!
insert last 4 digits of Social Security Number lj ." ﬂ
* x . i
. (Check if applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE | do not have a Social Security Number
Print Name: Daytime Phone Number: Work Phone Number:
Street / Apt: City / State / Zip: County:
' PART 5: RACIAL/ETHNIC IDENTITY (0ptiohal): Piease chsck appropriate boxes to Idehtify the race and ethnicity of enroiled child{ren).

Amaerican [ndian or Alaska Natlve Aslan Black or African American

Native Hawallan or Other Pacific Islander White Other
Pleass mark one ethnic_identity: [ Hispanic or Latino _L1 Not Hispanic or Latino

Privacy Act Statement: The Richard B. Russell National Schoo! Lunch Act requires the information on thls application. You do not hava to give the Information, but If you de not,
we cannct approva the participant for free or reduced-price meals. You must include the last four digits of the Social Securlty Number of the adult household member who signs the
application. The Social Securty Number I3 not raquired when you apply on behalf of a foster child or you list a Supplemantal Nutrition Assistance Program (SNAP), Temporary
Asslstance for Needy Famllies (TANF) Program or Food Distributlon Program on Indian Reservations (FDPIR) case number for the particlpant or other (FDPIR} identifier or when you
indicate that the adult household member signing the applicaticn does not have a Social Sscurity Number. We will use your information to dstermine If the participant is ellgible fer
free or reduced-price meals, and for administration and enforcement of the Program.

State Distribution: 7/13/2018

THIS SECTION TO BE COMPLETED BY CENTER. Note: All information above this section is to be filled in by the parent or guardian.

Complete informatien below only if qualifying child(ren) by household Income from Part 3. Application Certified/Categorized as:

Per the total household size, compare total household income to the USDA Income Eligibility O FREE, based on 0 Food Assistance/OWE Case No
Guidelines to determine correct categorization. When income is listed in different frequencies ? 4 Household Size & income '
of pay in Part 3, you must convert all income to annual Income before determination. Use the o Faoster Child

following Annuai Income Conversion :

Weekly x 52, Every 2 Weeks (bi-weskly) X 26, Twice per Month {semi-monthtyy X 24, Manthly x 12 O REDUCED, based on Housshold Size & Income
Total Total Household Income: $ O PAID, based on o Incame Too High

Household ] a Incomplete

Slze: Per: oWeek o Every 2 Weeks o Twice PerMonth oMonth o Year o Invalid case number or information
Signature of Sponsor { Center Representative  Date Sponsar Certified/Categorized Form Effective Date Expiration Date

Note: Effactive date is determined by parent ar sponsor signature dale as selected on CRRS application. {Fromthe first of month of dale signed) {Valid until |ast day of menth n which
If date of parert slgnature Is not within month of cartification or immediately precading month, form was sfgned cne year earlier)

offaclive date must be date of sponsor certification.
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HOUSEHOLD LETTER - Dear Parent or Guardian

Please help us comptly with the raquirements of the Unlted States Department of Agriculture's Child and Adult Care Food Program (CACFP) by completing the
attached income eligibifity applicatlon for free and reduced-price meals. All information will be treated with strict confidentlallty. The CACFP provides
reimbursement to the child care center for healthy meals and snacks served to children enrolled in child care. The completion of the Income eligibility
application is optional. Complete the application on the reverse side using the instructions balow for your fype of household. You or your children do not have to
be U.S. citizens to qualify for meal benefits offered at the child care center. Housaholds with Incomes less than or equal to the reduced-price values listed on the
chart at the bottom of this page are ellgible for free mea! benefits. An application must contain complete information to be considered for free or reduced-price
meals. Households are no longer required to report changas regarding the increase or decrease of Income or househeld slze or when the household Is no longer
certified eligible for food assistance (SNAP) or Ohlo Works First (OWF). Once approved for free or reduced-price benefits, a household will remain eligible for
these benefits for a pariod not to exceed 12 menths. During pariods of unemployment, your child{ren) Is eligible for meal reimbursement provided the loss of
Income during this time causes the famlly to be within eligibility standards for meals. In operatlon of the CACFP, no person will be discrimlnated against because of
race, color, nattonal origin, sex, age or disability §226.23(e}2)(lv). If you have questions regarding the complation of this application, contact the child care center.
PART 1 - CHILD INFORMATION: ALl HOUSEHOLDS COMPLETE THIS PART (*denotes required Info)

«  Print the name of the child(ren} enrolled at the child cara center. All chitdren (including foster children} can be listed on the same application.

s Llist the enrolled child's age and birth date.

+  Check box Indicating If the chlld Is a foster child. Foster children that are under the legal responsibliity of the foster care agency or court are ligible for
free meals. Any foster child in the household is eliglble for free meals regardless of income.

PART 2 - HOUSEHOLDS RECEIVING FOOD ASSISTANCE OR OHIO WORKS FIRST: COMPLETE THIS PART AND PART 4 - If a child is a member of a
food assistance (SNAP) or OWF household, they are automatically eligible to receive free CACFP meal benefits.
Circle the type of benefif recelved: Food Assistance (SNAP) or Ohio Works First (OWF).

s Lista current food assistance or OWF case number for each child. This will be a 7 or 10-digit number. Do not list a swipe card number.

SKIP PART 3 ~ Do nof list names of househo!d members or income if you listed a valid Focd Assistance (SNAP) or OWF case number for each child In Part 2,
PART 3 — TOTAL HOUSEHOLD SIZE, GROSS INCOME AND HOW OFTEN RECEIVED: ALL OTHER HOUSEHOLDS COMPLETE PARTS 3 & 4.

a) Write the names of all household members including yourself and the child{ren) that attends the child care center, noting any Income received. A
household Is defined as a group of related or unrelated individuals who are living as one economic unit that shars heusing and/or significant income and
expenses of its membars. This might include grandparents, other relatives, or friends who liva with you. Attach another piece of paper if you nesd more
space fo list all household members,

b) Check the box for any persen listed as a household member {including children) that has ne income.

¢} For each househcld member, list each type of income received during the last month and list how often the monsy was recelved,

1. Eamings from work bsfore deductions: Write the amount of total gross income each household member received the last monih, before
taxes/deductions or anything else is taken out (not the take-home pay) and how often it was recelved (weekly, every two weeks, twice per month,
monthly, annually). Income [s any money received on a recuriing basis, including gross earned income. Households are not required to include
payments received for a foster child as Income. If any amount during the previous month was more or Iess than usual, write that person's usual
monthly incoma. If you normally get overtime, include it, but not if you only get it somatimes. If you are In the military and your housing is part of the
Military Housing Privatization [nitiative and you receive the Family Subsistence Supplemental Allowance, do not include these allowances as income.
Also, In regard to deployed service members, only that portion of a deployed service member's income made available by them or on their behalf to
the household will be counted as incomsa to the househeld, Combat pay, including Deploymant Extension Incentive Pay (DEIP} s also exciuded and
will not be counted as income to the household. All other allowances must be [ncluded in your gross income.

2, List the amount each person got the fast rmonth from welfare, child support or alimony and list how often the money was received.

3. List the amount each person got the last month from pensions, retirement, Social Security, Supplemental Security Income (SSI), Veteran's (VA)
benefits or disability benefits and list how often the money was recelved.

4.  Llst all other iIncome saurces. Examples include: Workar's Compensation, sirike benefits, unemploymeni compensation, regular contributions from
pecple who do not live in your household, cash withdrawn from savings, intersstidividends, income from estates/trusts/investments, net
royalties/annuities or any other Income. Self-employed applicants should report income afier expenses (net income) in column 1 under earnings
from work. Business, farm or rantal property report income should be entered in column 4. Do not include food assistance payments.

PART 4 — SIGNATURE AND LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THIS PART (* denotes required info)

a) ¥ All applicatlons must have the signature of an adult household member.

by  * The adult signing the application must also date the form.

c) * Only an application that lists Income in Part 3 must have the last four digits of the social securlty number of the adult who signs. If the adult does not
have a social security number, check the box marked, *l do not have a Sodial Security Number.” If you listed a food assistance or OWF number for
each child or If you are applying for a foster child, the last four digits of the social sscwity number are not requlred

PART 5 — RACIAL/ETHNIC IDENTITY - OPTIONAL

You are not required to answer this part In order for the application to be considered complete. This information is collected to make sure that everyona is treated
fairly and will ke kept confidentlal. No child will be discriminated against because of race, color, national origin, gender, age or disabllity.

NON-DISCRIMINATION STATEMENT: 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 activify
conducted or funded by USDA. Persons with disabllities 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 Disciimination
Complaint Form, {AD-3027) found online at: How to File a Complaint, 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 Secratary 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.

REDUCED INCOME ELIGIBILITY GUIDELINES - 185% -
Guidelines to be effective from July 1, 2018 through June 30, 2019
Households with incomes less than or equal to the reduced-price values below are eligible for free or reduced-price nieal benefits.

HOUSEHOLD SIZE YEAR MONTH TWICE PERMONTH  EVERY TWO WEEKS WEEK
1 22,459 1872 936 "864 432
2 30,051 2,538 1,269 1,172 586
3 38,443 3,204 1,602 1,479 740
4 48,435 3,870 1,935 1,786 893
5 54,427 4,536 2,268 2,004 1,047
6 62,419 5,202 2,601 2,401 1,201
7 70,411 5,868 2,934 2,709 1,365
8 78,403 6,534 3,267 3,018 1,508

For each additional
family member, add 7.992 666 333 308 154
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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, Ouiside-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 cate or Head Start center.

s List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while in care.
¢ Ifschedule lisied will frequently vary due to changes in patent/guardian schedule, check response box below chart.
e Ifthe child comes before and after school, list the hours in care for both the morning 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 (v)) Days List Hours Child Normally in Care Check (¥') Meals Child Normally Receives while in Care
in Care Arrive Depart Arrive Depart || Breakfast | Snack | Lunch | Snack | Supper | Snack
Monday
Tuesday
Wednesday |
Thursday
Friday
Saturday
Sunday w

|:| 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 ZIP CODE

In accordance with Federal civil rights Jaw 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 othar than English.

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027)

found online at: hitp:/www.ascr.usda.gov/complaint_filing cust.himl, and at any USDA office, or write a letter

addressad 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, Washingfon, 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)




Ohio Department cf Job and Family Services

CHILD ENRCLLMENT AND HEALTH INFORMATION
FOR CHILD CARE

This form shall be completed prior to the child's first day of attendance and updated annually and as needed.

Chitd’s Name Date of Birth First Day at Program/Home
Home Address City

State Zip Code Home Telephohe Number

Parent/Guardian Name Relafionship fo Child

Home Address Home Telephone Number

City State Zip

Email Address (if applicabls} Cell Phone

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

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the ¢center/home, requests contact information
for other parents/guardlans. [ Yes [J No
If you answerad yes, please indicate which number{s) above to include on the list [] Work # O cell# OHome# [ Email

Where can you be reached while your child is in this program/home?

Parent/Guardian Name Relationship to Child

Home Address Home Telephone Number
City State Zip
Email Address (if applicable) Cell Phone

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

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the center/nome, requests contact information
for other parents/guardians, [ Yes [0 No
If you answered yes, please indicate which number(s) above to include on the list [JWerk# [] Cell # CIHome# [ Email

Where can you be reached while your child is in this program/home?

Emergency Contacts: Parents cannot be listed as emergency contacts. List the name of at least one person who can be contacted
in the event of an emergency or iliness if you cannot be reached. Any person listed should be able to assist in contacting you. At least
one person listed must be within one hour of the center/home, able to take responsibility for the child in case the parent/guardian cannot
be contacted and should be at least 18 years of age.

Name Name

City State City State
Telephone Number Relationship to Child Telephone Number Relationship to Child
Other numbers where emergency contact can be reached (if Other numbers where emergency contact can be reached (if
applicable) applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number

JFS 01234 (Rev. 12/2016} Page 10of 3



Child's Name

Allergies, Special Health or Medical Conditions, and Food Supplements

Fill in this section accurately and completely. Please note that if your child has a current health or medical condition requiring child care
staff to perform child specific care, such as: to monitor the condition, provide treatment, care, or to give medication, the JFS 01236
"Medical/Physical Care Plan" or equivalent form and/or the JFS 01217 "Request for Administration of Medication” must be completed
and be kept on file at the center or family child care home,

Does your child have any food, medication or environmental allergies? (check alf that apply)
[ No
[ Yes - check all thatapply [ Foed [J Medication [ Environmental Please list and explain:

Does your child’s allergy/allergies require child care staff to monitor your child for symptoms, take action if a reaction occurs, or give
emergency medication to your child? {check one)
[l No
[ Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a JFS 01217
"Request for Administration of Medication" must be completed.

Does your child have a special health or medical condition? (check one)

] No

[ Yes - please explain

Does the special health or medical condition require child care staff to perform a procedure, or perform child specific care such as: to
menitor your child for symptoms or administer medication during child care hours? (check one)
O] No
[ Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent farm and if administering medication, a JFS 01217
"Request for Administration of Medication" must be completed.

Is your child currently using any medication, food supplement or medical food (such as electrolyte solution)? {check one)
] No

[ Yes - please explain

If yes, does this medication, food supplement, or medical food need to be administered at the child care centerftype A home?

[ No

[ Yes - a JFS 01217 "Request for Administration of Medication™ must be completed and kept on file for each medication, food
supplement or medical focd.

[J N/A - program does not administer any medications.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)
O Ne
O Yes - please explain

%)es this dietary restriction require a modified diet that eliminates all types of fluid milk or an entire food group?

No

[ Yes - written instructions from the child's health care provider must be on the JFS 01217 "Request for Administration of
Medication.,"

] N/A - child does not attend a full time program.
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Child's Name

List any history of hospitalization, oufpatient surgery, or previous health cencerns that would be needed to assist the staff or medical
personnel in an emergency situation.

List any additional information about your child that would be useful for staff to know, such as fears, eating or sleeping habits, or
special routines. This information should not be medical or health retated, as that informaticn should be included on the previcus

page.

Diapering Statement

Is your child toilet trained? [ Yes (If yes, skip fo Emergency Transportation Authorization section) [ No (If no, fill out the
following)

The program's policy is to check diapers every hours. Please indicate if you want your child's diaper checked
according to the program’s policy or another:

[ | agree with the program's schedule [ | do not agree, please check my child's diaper every hours.

Emergency Transportation Authorization

Give Permission to Transport Do Not Give Permission to Transport
Program or Home Name Program or Home Name

has permission to secure emergency transportation for my OR does not have permission to secure emergency

child in the event of an iliness or injury which requires transportation for my child in the event of an illness or injury
emergency treatment. The emergency transportation Do | which requires emergency treatment. | wish for the following
service will determine the facility to which my child will be 7]°t action to be taken:

sign
transported. both
Parent's Signature Date Parent's Signature Date

Acknowledgement of Policies and Procedures
| have reviewed and received a copy of the program's or home's policies and proceduresfhandbook, [ Yes O No
(check one)

This form, after being completed and signed by the parent/guardian, must be reviewed for completeness and signed by the
administrator/designee prior to the child recelving care.

Parent/Guardian Sighature(s) Date

Administrator/Designee Signature Date

The form is to be initialed and dated, at least annually, after it has been reviewed by the parent/guardian. This is to indicate all
information has stayed the same or changes have been noted. If significant changes are needed, please complete a new form.

Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review

Note: This is a prescribed form which must be used by child care providers to meet the requirements to rules 5101:2-12-15 and 5101:2-13-15, This form
must be on file at the program ar home on or befare the child's first day of attendance and thereafter while the child is enrolled.
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P

: Please review in detail our Connﬂ‘ nj{fé;able Disease Policy from the Parent/Guardian Handbook. -
The Siate of Ohio mandates that a child beTSYTMPTOM—FREE for a full 24 hours before returning to the
dé.:{ltef. - ; . '

' COMMUNICABLE DISEASE POLICY
-When we,send a Child home-

Each child, as required by law, ha%s a physical exam upon entering the program. This exam is to
be renewed each year (except for school-age children). It is vital that all parents/guardians communicate
any and all information pertaining to thr.l:ir_ «child’s past and current medical history with the Center Staff

Any child exhibiting any of the following symptoms will be considered to be carrying 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 merber will replace them,

[ : .
¢  Diarrhea (three or more abnormahy' loose stools within a twenty-four hour period)
e Severe coughing (child’s face turns red or blue, or whooping or barking sound is heard)
° Difficult or rapid breathing b
* Yellowing skin or eyes 1
¢ Redness of the eye, obvious dischafg:é, matted eyelashes, burning, itching
® Temperature of 100 degrees Fahrenbeit or more
* Untreated, infected skin patch(es)
° Unusually dark urine and/or gray or white stool
e Stiff neck with elevated temperature
¢ Vomiting more than one time or when accompanied by any other sign/symptom
¢  Evidence of lice, scabie.s 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 whera 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 e}d_ult will be within sight and hearing of any child who is
isolated due to illness, e

Children are readmitted to the Center when symptom free for a period of 24 hours (or nit free in the 1
case of lice). Because physicians and medications differ from case 1o case, written 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 period. E

Children who are not feeling well and a,re hot extibiting any of the above symptoms are considered
“mildly ill” and will be cared for and obsetved for further signs of illhess. The Center is not able to care
for mildly ill children who cannot participate in the daily activities of the Center.

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



e

Ohio Department of Job and Family Services
CHILD MEDICAL STATEMENT FOR CHILD CARE

Child's Name {print or fypa} Date of Birth

¥ This above named child has been examined, the immunization status recorded, and the child Is In suitable condition for
participation in group care.

v" This above named child has been immunized in accordance with the reqmrements of section 5104.014 of the Qhio
Ravised Code (please note any exceptions below).

Signature of Examining Physician/Physician's Assistant/Advanced Practice Registered Nurse/Ceriified Nurse Date of Examination
Practitioner

Name of Physician/Physician's Assistant/Advanced Practice Nurse/Certified Nurse Practitioner Telzphone Number

Street Address

City, State and Zip Code

ATTACH A COPY OF THE CHILD'S'IMMUNIZATION RECORD WITH DATES OF DOSES OF ALL IMMUNIZATIONS

Exceptions to Immunization requirements pursuant fo 5104.014 ORC (please include nameas of requirement diseases against which the
child has not bean immunized and whether it is because the immunization is medically contraindicated, not medically appropriate for the
child’s age, or declined by the parent).

«[+] l-have:declined to have-my child immunized-against one or more of-the-diseasesirequired-by:5104.014-0f the-Chio-Revised Code. -~ -~} ==

Please note disease above and sign.

Signature of Parent Date of Signature

Optional
Recommended Assessments/Screenings

Vision (IYes [INo lead [1Yes [1No

Hearing : [dYes [1No Hemoglobln Clves [No

Dental ' [ 1Yes [1No Other

Measurements Notes

Height

Weight

BMI

JFS 01305 (Rev. 122016}




STATE OF OHIO
LEGAL IMMUNIZATION EXEMPTION
Per OHIO 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 guardian in
which the parent or guardian objects to the immunization for good cause, 1nclud1ng religious
convictions, is not required to be immunized.

Section 3313.671 part (4): A child whose physician certifies in writing that such immunization 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 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 a waiver on my child taking the
immunization.

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

DRI ) "~ Poli ~ Rubeola
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 your 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 named here is subject to exclusion from school for the
duration of the outbreak.

This action is necessary not only to protect this student, but the remainder of the students and
faculty of the school.

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:

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. Mychild takes medication on a regular basis. Yes/ No
s 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

6. Thereisa history of learning disabilities, attention deficit disorder or language delays in the
family. {If yes, describe)

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

8. |f applicable, please describe health/ nutrition concerns, major childhood illnesses or diagnosed
syndromes:

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

Parent/Guardian signature: Date:




What'i :s WIC? WIC was est abllshed asa permanen’r program in
1974 to safeguard the health of low-Income warnen, infants, and
children up to age 5 who are at nutritional risk. This mission is
carried out by providing nulrilious focds to supplement diels,
nutrition education Gncluding breastfeading promation and support),
and referrals io health and other social:sgrvices. Find out more:

Where is WIC available?

The program is availabla in all 50 States, 34 Indian Trib-

al Organizations, Amefican Samoa, District of Columbia,
Guam, Commoniwealth of the Northern Mariana Islands,
Puerto Rice, and the Virgin Islands. While funded through
grants from the Federal Government, WIC is administered
by 90 State agencies, with sérvices provided af a variety of
clinic lecations including, but not limited to, county hrealth
departments, hospitals, schools, and Indian Health Service
facilities. To find the WIC offices serving your area go to:
http://www.fns.usda. guv/wlc/contacts

What food benafits do WIC participants receive?

The foods provided through the WIC Program are designed
to supplement participants’ diets with specific nutients.
WIC authorized 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
whcle-grain options. For infants of women who do not fully
breastfeed, WIC provides iron-fortified infant formuta® 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. Learn more about food benefits
here: htip://www.fns.usda.gov/wic/wic-food-packages .

Program benefits include more than food.

WIC benefits are not limited only io food. Participants have
access to a number of resources, including health screen-
ing, nutrition and breasifeeding counseling, immunization
screening and referral, substance abuse referral, and more.

Find out more: :
http://www.fns.usda.gov/wic/wic- benehts and-services

Am | eligible? .

Pregnant, pestpartum, and breastfeedmg women, infants,
and children up to age 5 who meet certain requirements
are eligible. These requirements inclide income eligibility
and State residency. Additionally, the applicant must be -
individually determined to be at “nutrition risk” by a health
professional ar a trained health official. To find out if you

might be income eligible for WIC benefits go to:
http://wic.fns.usda.gov/wps/pages/start.jsf




nancy outcomes; and duetary risks, such as mappropnaie
nutntlon/feedlng practices or failure to 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-eligibility-requirements

I'm eligible, what do | do next?

Those who are interested in applying for benefits should
contact their State agenicy to request information on where
to schedule an appointment. Applicants wili be advised on
what to bring to the appointment in-order to verify eligibili-
ty. Contact your State agency here: '
hitps/fwww.fns usda. gov/wic/contacts/

EBT makes it easier to use food benefits.

In most WIC State agencies, participants receive paper
checks or vouchers to purchase food, while a fewdis-
tribute food through centralized warehouses or deliver

tha foods to participants’ homes. However, all WIC State
agencies have been mandated to implement WIC electronic
henefit 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-out lane to redeern
thelr food benefits. EBT provides a safer, easier, and more
efficient grocery experience and provides greater flexicility
in the way W|C participants can shop. Find out more and
check if your State supports EBT: .

http://www.fns.usda.gov/wic/wic-elactranic-benefits-transfer-ebt

- WIC Program isto |mprove ‘fhe nutrmonal staius of mfants

therefore, WiC mothers-are. encouraged to breastfeed

their infants, unless medically contraindicated. Pregnant 7
women and new WIC rgthers are provided breastfegding
educational materials and support through cotinseling and
guidance, Exglore the benefits of breastfeeding and find

helpful resources here: «
hitp//www.fns,usda. gov/wtc/breastfeedlng pramation- and-support—wm

Wlf;. Facts

+

Where canl learn more?

If you participate in another assistance prbgram you
may be automatically income-eligible for WIC.
Breastfeading mothers are eligible to participate in
WIC longer than nen-breasifeeding mothers.

More than half of the infants in the U.S. participate
in WIC. '
WIC participants suppart the local economy through

iheir purchases.

WIC works with farmers markets 10 help increase par- -
ticipant access o prowde fresh, locally grown fruits and
vegetables. Find out more here;

http://www.fns.usda.gov/fmnp/wic—farmers-markel-nutritiun—program-fmnp

+

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



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 substantially limits one or more major life
activities, has a record 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 medical prescriptions under state law.

_To be completed by parent, guardian or authorized representative

Child/Participant Name: Birth Date:
Parent/Guardian/Authorized Representative Name:

Email:

Home Phone: | Work Phone: | Cell Phone:
Address:

City: | State: | Zip:

To be completed by recognized state medical authority
Check and compilete appropriate information. For the safely of the child, please be as specific as possible.

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

What major life activity 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 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 to be followed.

Signature of Recognized State Medical Authority: Date:

Printed Name: Phone:

USDA is an equal opportunity provider. Rev. 7/15/2016




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 the child's immediate family?

Wha 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, etc.?
Additional Details?

Are there any changes or transitions that your child has recently experlenced or is expariencing? {moved from crib to bed,
divorce, new home, death of family member, friend or pet) Additional Details?

Are there any cuitural 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 names?

Has your child had a previous care arrangement? [] Yes or [J No Additional Details? (Center based, in home, with {amily,
with parents, etc)

My child drinks (1 milk, L1 formula, [] juice or [] water. {Check all that apply)
How much and how often?

Doas your child have any favorite foods?

Does yaur child dislike any foods?

Are there any foeds your child should not be fed? (Licensing requires documentation be completed for children with food
alfergies and/or dietary restrictions)

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



Does your chlld have trouble slesping (Night terrors, trouble going to sleep, etc.}? Please explain.

What might you and/or your child be anxious about as he/she starts 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 helpful for the staff caring for your child to know?

Parent/Guardian’s Signature Date

JFS 01511 (Rev. 10/2014)
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Ohio Department of Job and Family Services

BASIC INFANT INFORMATION FOR CHILD CARE

This information should be completed by the parents prior to the child's first day. This information should be updated periodically
as the infant's needs change. :

Child's Name Nickname

Child's Date of Birth Siblings

What are you feeding your infant? (Check all that apply)
] Formula (include brand} 7] Breast milk

Formula preparation (If center/provider is to prepare,)

Amount for each feeding Frequency of feedings

My infant likes a bottle warmed; (Check one) [0 Room temp [ warm ] Very warm/NOT HOT

Tuice (type, amount, when?}

Does child use a cup yet? [ No [ vYes

Solid foods (paby food, brand, types, amounts, frequency)
*pou must have written permission from your child's physician if voun child is under 4 months and given solid foods.

Are foods served room temperature or warmed?

Table food (fvpes, amounts, frequency, special instructions)

Security items (pacifier, blankies, etc.)

Nap schedule

Hints for getting baby to sleep

Sleeping Position 1 Back [] Side* d Tummy*
*You must secure a sleep position waiver from your child's physician if your baby is to sleep on their tummy or side. Please eontact the
center/provider for g JFS 01233,

Special Precautions

Any additional information about your child that would be helptul or you would like staff to know.

Parent Signature Date
Primary Caregiver Signature Date
Date form last updated

TFS 01218 (Rev. 12/2016)



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 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 signature:

Date:

Director’s Signature:




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

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. To support this, Yellow Springs Community Children”s
Center will not tolerate excessive disrespect toward faculty or students, bullying or violence of any kind
of disregard of the rules put into place to ensure the safety of children. If you child participates in any of
these behaviors, he or she will be subject to suspension or expulsion from YSCCC.

The following protocolis in place to prevent these events: {

Incident #1: The parent will be called and the child will recelve a warning with the expectation that the
behaviors will not continue.

Incident #2: The parent will be called and the child will be asked to go home immediately. An
individualized behavior plan will be put into place, if necessary, nating specific strategies to help the
child self-regulate,

Incident #3: The parent will be called and the child will be asked to go home immediately with a two day
suspension. :

Incident #4: The parent will be callad and the child will be asked to go home immediately and the child
will not be allowed to return to the center,

Child’s Name:

By signing this form, | acknowledge this behavior palicy and will follow it as needed.

Parent signature: Print Name: © Date:

Executive Director:




Ohio Departmeant of Job and Family Serwces
ROUTINE TRIP PERMISSION FOR CH!LD CARE

' Routlne Trip Desllnatlon(s) :
Bike path, downtown YS, Antloch, Glen Helen, YS Iibrary. ToddlerPark Police & Fire Station, Mills Lawn,

Date of Permission {valid for one ysar)

Mode of Transportation (walking, schoof bus, public transportation, parent vehicies, provider vehicle and driver)
Walklng

During this trip chlldren will have access to water that is 18 fnehes or mora in'depth.
] Yes ] No

'

Are water activities pIanned g water that is 18 inches or more indepth? [ Yes No

i it
Chlld’s Name

My chlld Is
i [ not over 4 yedrs andfor 40 [bs [0 over 4 years and 40 |bs [ 8 years and/or over 4' 9"

[ grant psrmission for my child to participate in the routine trips described albov-e:

Parent's Signature T Date

JFS 01225 (Rev. 12/2018}



Photo and video/Audio recording rlelease

F——— e ey

For my child’s participation in activities to be conducted by the Yellow 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,
social media, televislon, radio and/or sound track recordings.

[ Do give Perimission:

Parent/ Guardian Signature:

Date:

Participant Printed Name:

| DO NOT give Permission:

Parent/ Guardian Signature:

Date:

Participant Printed Name:




Dear Parent or Guardian,

Welcome to the Yellow Springs Community Children’s Center! We are delighted to have your child in our
care and would like for him or her to be kept safe and comfortable here. Please help us by reading
through the provided parent handbook and come to us with any questions you might have.

| have read the Parent Handbook and agree to abide by the policies stated within. If 1 have any questions
or do not understand something, | will ask. | understand that interpretation of policies ultimately falls
with the director and | will seek her/his assistance as neaded.

Signature of Parent/ guardian:

Child’s Name

Date:



