








YSCCC Enrollment contract

Enrollment Date:

Parent/Guardian name & email address:

Parent/Guardian name & emall address:

child Full name/Birthday/ Classroom

Child Full name/Birthday/Classroom

Contracted Days: {(*Circle minimum of 3 days [Days cannot change on a weekly basis):
Manday, Tuesdays, Wednesday, Thursday, Friday ~  Fulltime or Part time ™

Private pay famifies: Monthly Tuition fee:

* 8525 reglstrétion fee is due upon initial enroflment date.
% p late fee of $35.00 will be applied to your account If paymantis racalved after the 5™
* \We do not offer adjustments due to iliness, vacations or inclemeant weather closings.

Title XX familles: Weekly co pay:

%A registration fee of $25. 00 Is not required but if you owe a weeKly co-pay, it must be paid consistently
each month, ' '

® Faas are due on a weekly or monthly.
“We do not offer adjustments due to iilness, vacations or inclament weather closings.

¢ A late fee of $35.00 will be applied to your account if payrﬁent not raceived.

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

| understand that 1 am responsible for any and all charges assaciatad with my account and that Il
fail to pay any amount due in a timely manner, | will farfelt my child’s enroliment spot at the end of the
month,

~—————————tiaferrad wiethod-ofpayment=—Cast --;__—_——Cehie-ek=-JMazme,-\,&aEd-.e Creditcard . — ———

——

credit card number: Expirationdater




vsCCC payment policy and Liahility Release

The following terms and conditions apply to the youth program accounts for our students enralied in
the center, dftercare program at Mills Lawn and Sumrier camp pragram.

(please read and initicl each item)

Aregistration fee of $25.001(s due at the time of enrollment including your ﬂrs"c month's tuition.
(Excluding all families anrolled in the Title XX program)

An invoice will be p_rovlded via emall ar can be sent to your malling address on file. Please update
changes to your emalt and mailing addrass acco rdingly.

Tt ails '..Y

e b lled according o e youLH Progn e R SO TV P N ——
changes to your contracted schedule must be submitted in writing (two waeks) prior to the change.
Changes not submitted within the required tithe frame will not be adjusted on the current billing cycle,

Feas are not adjusted based on your child's absences on a day to day bass. Sick daysand other
shart-term ahsences do not qualify for any type of credit. YSCCC will not credit accounts ol days of
Inclement weather closings or defays. ‘

___The payment schedule s basadion a month to month basls. All payments are due on the first of the
month or no later than the 5" of the month. All late payments are subjectt0 @ fate fee of $35.00. If
payment.snot received/payment plan is not discussed with Director or Business Manager by the en ﬂ' -
‘of the month, your child will not be admitted to attend the center until yaur full past due balance is
recelved by the end of the following manth.

If your check/ credit card payment does not process {payment rejected), a 925 returnad item
* charge will be added to your account in addition to your required monthiy tuition fee.

Late pick up pollcy will take Into effect if your child is picked up past the closing time. Qur cexter
and aftercare program closes at 6:00. The late fee charge is $5.00 for each minute after our closing
fime and will Increase to §10 per 5 minutes after a half hour has passed.

{f 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 their absence. '

Liability: This is to certify that | give my child permission to attend YSCCC. i release the YSCCC from any
{{abllity. | understand that s it my responsibility to arrange transportation daily at the specified pick up

time. | will ba responsible for any late fees that accumulate due tolate pick up, late payments and/or
rejected payrments.

*Qur program cares for children ages 18 months — 12 years of age. Once your child turns 13, he/she wil
—”""%_"mwvmﬁtﬁzttowedﬂ:ﬁ%tea.ekthe;cenienbas.ad_o.mstatuui,as.gniﬂawwm
rmust ablde by the cade of conduct astablished by YSCCCand also the discipline code set up by e
school and the schoal district.

Print name of Parent/Guardian

Date,

Signature of Parent/Guardian

Date!




Ohio Department of Job and Family Services
CHILD ENROLLMENT 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.

TChild‘s Namé ‘ Date of Birth ‘ Eirst Day at Program/Home
Fome Address - ' Ety
State Zip Cods Home Telzphone Number '
Parent/Guardian Name Relatlonship ta Child
Home Address Home Telephene Number

L
B

L

‘

Emall Address (If applicable) CollPhone : A
Parent's Work/School Telephone Number l Parent's Work/School Namie
Parent‘é Worlk/School Address City

Please indicate If this name should be telaased If a parent/guardian, of a child attending the center/home, requests contact information
for other parents/guardians. 1 Yes [ No

I you answered yes, please indicate which number(s) above ta include on the list Owork#  [1Cell# [OHome# [JEmail
Where can you be reached while your child is in this program/home?

Parent/Guardian Name Relationship to Child

Homgihddrass Home Telephane Numbsar

Ciy =~ .State “ Zip

Ermal Address (if applicable) ' Cell Phone
Parents Work/School Telephone Number \ Parent's Work/Schaol Name
F’arent’s Work/School Address \ City

Please indicate if fls name should be released if a parent/guardian, of a child atiending the center/hame, requests contact information
for other parents/guardians. ] Yes [ No
If you answered yes, please indicate which number(s) above to include on the list CJwork# [l Cell# O Home # [ Emall

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 svent of an emergency or illness if you cannot he reached. Any person listed should ba able to assist in contacting you. At least
one person listed must be within one hour of the centerfhome, able to take responsibility for the child in case the parentguardian cannot
be contacted and should be at least 18 years of age. -

Name Name
City ‘ . State Ciy ' State
i ‘
Telephons Numbsr Relationship to Child Telephone Number —Relationshig-to-Ghild——o

Othar numbers where emergency contact can be reachead (if Othar numbets whers emergency contact can be reached (if

applicable} applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number

JES 01234 (Rev. 12/2016) Page 10f 3



Child's Name

Allergies, Special Health or Medical Conditions, and Food Supplements

and be kept on fils at the center or family child care home.

Fill in this section accuraely and complately. 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
"Madical/Physical Care Plan" or equivalent form and/or the JFS 01217 "Request for Adminlstration of Medication” must be completed

Does your child have any feod, medication or environmental allergies? (check all that apply}

[ No :
[ Yes - check all that apply O Foed [ Medication O Environmental Please list and axplain:

ymptomns, take

No
[ Yes - a JFS 01236 "Medical/Physical Care Plan” or equivalent form and if administering medication, 2 JFS 01217
"Request for Administration of Medication" must be completed.

Does your child have a special health or medical condition? (check ora)
O No
[ Yes - pleass explain

monitar your child for symptoms or administer medication during child care hours? {check one)

I Ne - : ‘

[ Yes - a JFS 01236 *MadicaliPhyslcal Gare Plan® or aqulvalent form and if administering medication, a JFS 01217
"Request for Administration of Medication" must be completed.

Does the special hsalth or medical condition require child care staff to perform a procedute, or perform ehiid specific care such as: to

{s your child currently using any medication, food supplement or medical food (such as elecirolyle solution)? (check one)
O No

[ Yes - pleass explain

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

[l Ne

supplement or medical food.
[ N/A - program does not administer any medications.

[ Yes -a JF3 01217 "Request for Administration of Medication" must be completed and kept on file for each madication, food

Doas your child have any dietary restrictions, including thase for medical, religious or cultural reasons? (check one)
M.Mo

[1Yes - please explain

Er)__iljes this dietary restriction require a madified diet that eliminates all types of fluid milk oran entire food group?

No

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

E N/A - child does not attend a fulf ime program.

JFS 01234 (Rev. 12/2018)
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"Chiid's Name

List any history of hospitalization, oltpatient surgery, or previous health concems that would be nesded to assist the staff or meadical
personnel in anemergency situation.

special routines. This information should not be medical or health related, as that information should be included on the previous
page.

List any additional information about your child that wouid be Useiul for staif to know, such as fears, eating or sleeping habits, or J

Diapering Statement
 Trapsportation Authorization section) . [1Mo (If no, fill oyt the

e ey iy ot 1yl
e T b N Tk b A el btk A . vt =

e T

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

L|:| | agres with the program's schedule ] | do not agree, piease check my child's diaper every hours.

Emergency Transprortation Authorlzation ‘
Do Not Give Permission to Transport J

r Give Permission to Transport

Program or Home Name Program or Home Name

does not have permisslon to secure emsergency
transportation for my child in the event of an iliness or injury
which reguires emergency treatment. | wish for the following
| action to be taken:

has permission to secure emsrgency transportation for my
child in the event of an Iliness or injury which requires
emergengy-treatment, The emergency transportation
service:will determine the facility to which my child wili be
transported,

Parent's Signature Date | Parent's Signature Date J
L.—
Acknowledgement of Policies and Procedures
| have reviewad and received a copy of the program’s or home's policies and procedures/handbook. 1Yes L Ne

{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 Signature(s) Date

Administrator/Designee Signature Date

Parent/Guardian Initials Date of Review

Administrator/Designee Initials | Date of Review
Parent/Guardian nitials Date of Review Administrator/Designee Inifials | Date of Review
Parent/Guardian Inifials Date of Review AdmimstratoriDesignee Initials | Date of Review

Nate: This ls a prescribed farm which must be used by ohild care providers ta meet the requirements fo rules 5101:2-12-15 and 5101:2-13-15, This form
must be on file at the program ar home an or bafore the child’s first day of altendance and thereafter while the child is enrailed.

JFS 01234 (Rev. 12/2018) Page 3cf 3



-
Please review in detail our Commlilnicable Disease Policy from the Parent/Guardian Handbook.
The Siate of Ohio mandates that a child be SYM]?TOM—FR'DE for a full 24 hours before returniog to the ‘

. cem:er . ) i

 COMMUNICABLE DISEASE POLICY
-Wh‘en vﬁ'&é}_send a Child home-

Each child, as requlred by law, has 'a physical exam upon entering the program. This exam is to
be renewed each year (except for sehool ege children). It is vital that all parents/ guardians communicate
any and all information pertaining to the1r child’s past and current medical hrstory with the Center Staff,

=

child & exbrbﬂmg an:?oft the 1 fo Towing symptoms “will be eonmdered tobe ¢ carrymg i
communicable diseasé and should not be brought to the Center. Auny staff member exhibiting any of the
following symptotns will be sent horne and a substitute staff member will replace them.
| ! Il

Diarrhea (three or more abnormahy loose stools mthm a twenty-four hour period)

Severe coughing (child’s face turnb red or blue, or whooping or barking sound is heard)

Difficult or rapid breathing s :

Yellowing skin or eyes L
- Redness of the eye, obvious dlscharge, matted eyelashes, bummg, 1tch.1ng

Temperature of 100 degrees Fahreqhelt or more

Untaieated; infected skin pateh(es) '

Unustially dark urine and/or gray or white stool

Stiff meck with elevated temperature

Vomiting more than one time or wheén accompanied by any other sign/symptom

Evidence of lice, scabies or other parasitic infestation

Sare throat or difficulty in swallowing

Teaehers carefully observe children throughout the day. Any child who is suspected of having &
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 illness, ,

Children are readmitted to the Center When symptom free for a period of 24 hours (or nit free in the
case of lice). Because physielans and medications differ from case to case, wiitien verification that the

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

m_ddly ili” and W]ll be cared for and observed for fucther signs of illhess. The Center is not able to care
for mildly ill children who cannot partlcrpate in the darly activities of the Center.

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

= = BT



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

Child’s Name {printor ype) | Date of Birth

v This above named child has been examined, the immunization status recorded, and the chlid s in suitable condition for
participation in group care. ' ' .

¥ This above named child has been immunized in accordance with the requirements of section 5104.014 of the Ohio
Revised Code (please note any exceptions below). '

Signature of Examining Physician/Physician's Assistant/Advanced Practice Registered Nurse/Certified Nurse Date of Examination
Practitionar .

TNams of PhysicianPhysicians AssistantA

.

N e sy
T e e e e o

e e e e e

dvanced Practica Nurse/Certiied Nuee Pracifoner | Telephons Numer

i

Street Address

City, State and Zip Code

ATTACH A COPY OF THE .CH!LD'S IMMUNIZATION REGORD WITH DATES OF DOSES OF ALL IMMUNIZATIONS

.|l
&

Exceptions to Immunization requirements pursuant to 5104.014 ORC (please nclude names of requirement diseases againstwhich the
child has not been Immunized and whether it Is because the Immunization is medically contraindicated, not medically apprapriate for the
child's age,ordedlined by the parent). :

«f=l-] Fhave:declined o havesmy child iImmunized-against one or mare of the. diseasesirequired-by-6104:014.0f the-Ohlo-Revised Code. - =

Please note disease abave and sign.

Signature of Parant Date of Signature

Optional
Recommended Assessments/Screenings

Vision [dYes [INo Lead [1Yes [No

,. N - v e ¥ - = r—‘—|‘-h—l,‘..
Faarmg . CIves L No Hemagiopin res Ny
Dental ' dYes [No Other '

Measurements Motes
Height

Weight
BMI

JFS 041305 (Rev. 12/2016)



A -

STATE O¥ 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 & written statement of his parent or guardian in
which the parent or guardian objects to the immunization for good cause, including religious
convictions, is not required to be immunized. '

Section 3313.671 part (4): A child
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 securc immunization apainst poliomyelitis, tubeola,
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;

" DPT. | _ 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 actipfi is-necessary not only-to-protect-this-stude nt-but-the remainder-of-the-stedents:and———
faculty of the school.

Parent/Guardian Signature:

Address: Date:

Revised 2/2010



Yellow Springs Community Chiidren’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 Physiclan:

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
e 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

There is a history of learning disabilities, attention deficit disorder or language delays in the
family. (If yes, describe)

e et e

e R e e e e L

w

Parent/Guardian signature: Date:

| have concerns about my child’s development, (Yes/ No}

If applicable, please describe health/ nutrition concerns, major childhood illnesses or diagnosed

syndromes:

| would like to share the following additional health related information about my child:













Where,is WIC available?
The program s avajiablesin all 50 States, 34 Indian Trib-

al Organizztidns, Ametican Samos, District of Coluriibia,
Guarn, Corfriehviealth of trha-Northern Mariana:slands,
Puerta Rigd, ard the Virgin 1slands. White fundad through
grants from the Federal Governrient, WIC is administered
by 90 State agencies, with s&rvices provided at a variety of
ciinic locations inciuding, but nat limited to, caunty krealth
departments, hospitals, schéols; and Indian Health Sarvice
facilitids. To find:the WIC offices sarving your area go to:
hﬁp //www frs. usda gaw’wm/cantaci’s

What food benah’t: do WIC partmpan%s recewe?

WIC authonzed foods include iifant catéal baby fodds,
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 cannad
beans/peas, canned fish, whole wheat bread and other
whole-grain optiens. For infants of women who do not fully
breastfeed, WIC provides iron-fortified infant formular Spe-

'Program benefits include more than,

cnal mfant formulas and medtcal foods may alsa be prowd
ad if medically |nd1cated Learn.pgre about, f@od benefits
here: http://www.fns.usda.goy/wx;/wl_g.fgq,d;pgpkages o

e

WIC benefits are not limited only to foed. Partlcwpants have
access to a number of -résguyrces; inc uding health-screen-
ing, nutrition and breastfeeding counse mg lmmurnzatlon
screening.and referral, silbstance abuse. referral and mare.

Find cut more: : ‘
httpy //www’ms usda guv/wm/wic—benehts-and serwces

Am t ehuzble’? . | N

e gnamﬁpasipartug;,; nd hrpaqffppdlng women !nfants
and children up o age 5 who mget cartain raquirernents
are eligible. These requnrements lnchude income etigihility
and State residency. Additionally, the applicant must e
individually determined to be at “nutrition ri isk” by 2 health
nrofessicnal or a trained health official. To find out | if you

might be income eligible for WIC benefits go tc:
hitp://wic.fns.usda.gov/wps/pages/startjsf




Those who dre intérested in-applyjng:for benefits sfould
contact thelr State agency to request information on where
to schadule an appointment. Applicants will be advised on

What o brlng tothe appowntment iri-order to Verlfy el gnb!h-
ty. Contact your Staté agency here' ‘
https//www frisitisda; govfmz/coniacts/

ity

w
Hiee

EBT rmskes it easter to dsé-food banefits,
Ik midst WIE State agencies, participants recéive paper"
shecks orvourhers to purctiase food, while a few’ ‘dis-
trtbute food ’fhrough centratizéd warehouses or deliver
the foods to participarits’ ‘hmes. Howavar:dlt \N!C State
agencies have been mandated to implement” WIC electronic
benefit transfer (EBT) statew He By Cetobat 1, 2020-EBT
uses a magnetic stripe or smart card, similar 10 a credlt
___card, that particizants Use in the check-out lare 16 redeem

"wu: Facts

Where can l learn more?\

« If you participate in another ] *éi—s"tancé‘pi’r’bgﬁa"r’ﬁ“y‘é'u

. thay he automatically incomie-eligibie for WIG. «

+ ‘Breastfeeding mipthers dre eligl ble o partlcipate i
WIC dorger-than nan= breastfeedmg rnethess. .

» . Marethan half of the infants inthe U.S. partimpate

inWiC.,
« WIC par’uclpants support the ocaLecenomy through
~their purchases. - 7
« WICworks with farmers marke’ts to help increase par—
{icipant aceess to prowde frash; locally grawn feuits and
vegetables. Find out marg. herer . o oo ,
http: //'www frs. usda gov/ mnp/wm—farmers -market-nutrition-program-fmanp

;'; I RTE
.

their food behefits. EBT provides & safef, easier, and more
“affidiant grocery experience and provides greater flexibility
in the way WIC participarits ¢an shop. Find out more and
cheek i your State sUpporis EBT:.

http://www fris.usda.gov/wic/wic-glectro nic-benefits-transfer-ebt

o raion o RS Brograns tsavalatteat— s
www.fns.usda.gav/tas/ ;



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 mada whén the food
accommodation is due to a disabillty (a physica} or mental impairment which substantially timits one or more major life
activities, has a record of such Impalrment, or is ragarded as having such impairment). Reasonable food accommodations
may be made for children/participants without disabilities who may have special medical or dietary needs. Faod
accommodations are to be supported by a statement signed by a recognized state medical authority which is definec as a
state licensed health care professional who is authorized to write medical prescriptions under state law.

ve

"To be completéd by parent, guardian or authorized representative .~ .~
S Birth Date!

Child/Participaint Name:
Parent/Guardian/Authorized Representative Name:
Email;

-Home:Phompsmssn s Ml orePhonossms sesemmmes CollPhoRe e e e
Address:

City: | | | State: | | _ 1Zipr

“To be completed eriize state medical authority N L
Check and complete appropriate information. For the safety of the child, please be as spacific s possible.

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

What majorifeiactivity 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 distary need that restricts dist: m

[ 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
|Fose-textursthanges ordetalled-mentto befollowetk: ‘ —

Signature of Recognized State Medical Authority: Date:

Printed Name: - ‘ Phone:

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



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 si

assessments on \ your “child,

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

Parent sighature:

Date:

Director’s Signature:




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

it'is ourtop priotity 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 wilt not tolerate excessive disrespect toward faculty or students, bullying or vialence of any kind
of disregard of the rules put inta place to ensure the safety of children. If you chiid participatesinany of
these behavfors, he or she will be subject to suspansion or expulsion from YSCCC.

The foﬂowma nrotor:ol is m D!ace to urevent these events (

Incident #1: The parent will be called and the child wili recelve a warning with the expectation that the
behaviors will nat cantinue. '

Incident #2: The parent will be called and the chitd wiil be asked to go home immadiately. An

individualized behavior plan will be put into place, If necessary, noting 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
suspanslen, .

[nctdent#d: The parent will be called and the child will be asked to go home Immediately and the chiid
will not be allowed to return to tha center,

Child’'s Name:

By signing this form, | acknowledgs this behavior palicy and will follow it as needad.

Parentsignature: Print Name: -~ Date:

Exacutive Directar:




- Ohio Department of Job and Fam'ly $ervices
ROUTINE TRIP PERMISSION FOR CHILD CARE

Rout[ne Tﬂp Daslinationi(s) '
Bike path downtown Y38, Antiogh, Glen Helen, YS llbrary, Toddler Park, Police & Fire Station, Mﬂ!s Lawn,

Date of Permission (vahd for orte ysar)

Mode of Transgdrtation (walking; school bus, public fransportalior, parent vehlclas, providar vehicle and driver)

Walklng

My childls
[ notaver4 yedrs andlor 40 lbs [ over 4 years and 40 lvs [ 8 years and/ar ovar 4' 9"

| grant permlssmn for my chlld to partlclpate in the routine trips dsscribad above.

Parent's Slgnature | Date

JES 11225 {Rev. 12/2018)



Photo and video/Audio recording rlelease

R T et R P

For my chtld’s participation in activities to he conducted by the Yellow Sprmgs Community
Children’s Center, | hereby give me permission and consent, now and for all fime, to YSCCCand
coliaborating third parties to make, produce, edit hroadcast any video, film, footage, sound
track recordings and photo reproductions of me/my child for marketing purposes via print,
soclal media, television, radio and/or sound track recordings.

[ Do give Retimission:

Parent/%uardian Signature:

Date:

Participant Printed Namie:

| DONOT give Permission:

Parent/ Guardian Signature:

Date:

Participant Printed Nama:




e

Ohio Department of Education - Office of Integrated Student Snpports

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs
CACFP programs exempt fom having an enroliment form on file are: Emergency Shelters, Outside School Hours, Youth Development & After School at Risk

Instructions to Complete
s  All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Start center.
List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while in care.
If schedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart.
If the child comes before and afier school, list the hours in care for both the motning and afternoon.

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

CENTER NAME

-__Hiaﬁa—i_- = / e e e B e =Rl

CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE IN CARE

Check (v') Days List hours child normally in care Check (v)) meals child normally receives while in care

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

Monday

Tﬁesday

Wednesday

Thursday

Friday

Saturday

Sunday

l:[ 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 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- teat hard ot hearing or ave speech-disabilities may contact USOAthrough-the Fedaral Relay-Serviedat{800)-877-8335:

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
completad form or letter to USDA by:

(1) mail: U.5. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW,
Washington, D.C. 20250-8410;

(2} fax: (202) 690-7442; or

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

This institution is an equal apportunity provider. Revisad 10/2019

Ohio Department of Education - Office of Integrated Student Supports



INCOME ELIGIBILITY APPLIGATION FOR FREE AND REDUGED-PRICE MEALS Fiscal Year 2020-2021

INSTRUCTIONS: To apply for free and raduced-price meals, read the holisehald Letter and lnstrustions on kackside of this form. Complets application ard
return to the center. In accordance with the NSLA, Information on this applicaion may be disclosed to ofher Chlld Nutrtlon Programs or applicabla
nis/guardians are not rauired to consent to ths disclosure, Parf 1 Is to ha' complatad by &l Rousehalds, Part 21s to be used only
for.a child fiving In & housahold recaiving food dssistance (SNAP) of Ohlo Waorks First (OWF) benéfits. Part 3 s oply for childran NOT recelving Food
Assistance or OWF beriefits. Part 4 an adult household membsr must slgh aind date forifi; tha 14st 4 dig'ts &f soctal Securlty Humber must b& ligled If Part 3 Is
completed. Part & 1s optional, * Asterisks Indleate info that must be completed. Form must ba complated an

PART 1 ~ PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT GENTER

: Vi
CE (SNAP) or

Chacktype o FOODASSISTANCE (SNA|
* NAME OF ENROLLED CHILD(REN) AGE | BIRTHDATE ofbeneflt;  © OHIO WORKS FIRST (OWF)
. ‘ LA ] caseno, | e L
2, - ] el CASEND, | — o o

3-‘ ; : ng 1 caseno. e

1o
ﬂi n. s B e A Lot ':m,. Rt
LIST NAMES OF ALL ¢. GROSS INCOME durfng tha a8t month (arount eamed bafore taxgs & other dedustions} and
HOUSEHOLD MEMBERS N iF ‘ ‘;H'C.)W OFTEN [T WAS RECEIVED; Waekly, Evary 2 Weseks, Twice Per-Mgnth, Monthty, Anuaily
INCLUDING GHILDREN lh?échgg | 1. Eamings fromwork .| 2. Welfara paymants, 3, Penslons, retiramient, | 4. All OtherIndaie
LISTED ABOVE IN PART 1 TUTj beforededustions 'Y ek Soclal S&ouriy, SSI; VA
S A
. F__ o
: Y S
3 7
$ )

ST S I E bl

DIGITS OF

* If Part 3 is comple . (=
: : Insett last 4 digits.of Social Security Number ‘
; (Check if applicable) R

SIGNATURE OF ADULT HOUSEHOLDMEMBER | — — DATE. 2l 1do not have a Soclal Security Number
Print Name:  * o | Daytime Phoré Number: ¢ "Wk Phionis Numisar:

Sireet / Apt: City / State / Zip:

1.5 RAGIAL/ETHNIGAL _. ‘ : sthritcity.of #firolied child(s
American Indian or Alaska Native _ Asian | . | Blagk orAfrlcan Amarlean
Natlve Hawaltan or Other Padific Islander White other -

Pleass mark ons sthnlc idenfity: ] Hispanic or Lafino ) QNot Hispanic or Latino

Pelvacy Act Statement: The Richard B. Russell Natjonal Séhoo Lnch Act réqutrds thé infofmation on this agplication, You d not have to give the information, but If you deo not, we
canniot approve the partidipant for fra or.reduged-prics reeals. You must (ncluds the ast four digits of the Soclal Securlty Number of the adult houssHalé membar who signs the
epplicailon. The Soctal Secyrity Nurriber fs nat raquirad when yal apply on bahalf ¢ a foster child or you fist & Supplemantat Nutrftion Asslstance Program {SNAR), Tamporary
Assistance for Needy Farmilics (FANF) Prograh ér Féod Distribution Prograini'on Indiah Reservatlons (FDPIR) case number for the parficlpant or other FOPIR) identiler or when yau
indicate that the adult housshald member signing the application does not hays a Sqclal Seaunrity Numbar, Wa wil use your infermation to determine If the parlicipart Is eligible for
fres or reduced-price meals, and for administration and enforcemdis of the Program. -~ 77 e T

State Distribution: 7/1/2020

THIS SECTION T0'BE'COMPLETED BY CENTER. ANStoL JAN TRoran HHISSBEHor I3 to b 1184 I by 8 PATGRt of QUardian,
Camplete information below enly ¥ qualifying child(ren).by househéld-iacome fram Part s —Application-Cerlifigd/Cateyarzedws

| Per the tatal housshold size, compare tofal hausaheld incoms to tH8 USDA [Mcami@ Blighlity | o fres moced o £.omif £ achr, N
Guldslines to dtermine cofreat catsgorization. When income s fistsd In different fraquencies | = ey based or ;E‘O’ffs’ ﬁ;ﬁffg:’:gdvy:cgri? o
of pay In Part 3, you must convert all Incoine to annd| Indome betara detefmination, Use the o Fostar Chlld
fellowing Annual Income Canverston : S ——
Weekly x 52, Every 2 Waeks (biweekly} X 26, Twica per Mornth (semimantily x 24, Monthly x 12 [0 REDUGED, based on Household slze and income
Total Total Household tncome: § - - [ PAID, based on @ Income too high
Household T a Incomplete
Siza: Peroweek oavery twoweeks o twice parmonth omonth oyeaar a Invalld ¢ase number or infarmatic
Signature of Sponsor/ Centaf Raprasentative Date Sponsar Certifiad/Categorized Farm  Effective Date Explration Dats
Nota: Effactive data s determined by parent or spenser signature date as selected en CRAS appilcation, (Fram the ficst of manth of dete signad)  (Valid unitilast day of month In whi
If dats of parsnt signature Is not within manth of certification ar Immediataly precading manth, form was signed ana year earlier)
sffackive date must be dats of spansor earfification,

Ravizad Julv 20620 a



Dear Parent/ Guardian,

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

| have read the Parent Handbook and agree to abide by the policies stated within. If | have any questions
e ied omotsingderstandssomethingrhwillaskelunderstand=thatinterpretationofpoliciesultimatelfollsmmmrmr—
with the director and | will seek his/her assistance as needed.

Signature of Parent/Guardian Child’s Name Date




",

Child’s Name : Birthdats :
Mailbox #; — .~  Enrollment Date : * Allergies :
Address.: Home phor.‘uéE :

Hmail :
Parent's/Guardian’s name : @H:phonc :
Parent's/Guardian’s warkplace : Work phone:
Parent’s/Guardian’s nam ; Cell phone :
Parent’s/Guardian’s workplace : ‘Work phone:

Doctor :

Doctor’s phone !

phone :

Bmergency contacts ;
phone :
Pick-up people : phons :
phone
Medical Information
Special Needs
Photographs of Child: Yes No Incinde in Parent Roster : Yes No
Emergency transport :  Yes Hospital

Parent / Guardian signature(s)

No.

Date

Date




