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Congratulations!!

Your child is enrolled, or you may be considering enrolling your child, in a learning and development program
whose level of quality exceeds Ohio’s child care licensing standards.

High quality learning and development program settings are important because early experiences last a
ifetime. Your child has 1,892 days from the day they are born until they enter kindergarten. What happens on
this journey lays the foundation for success in school and life.

Achieving a Step Up To Quality Five-Star rating means that your child is in a program that has demonstrated a
evel of quality that meets all requirements and standards for the first three rating levels and is eligible to gain
additional points needed to achieve a higher star rating. Programs have flexibility to earn points in the areas
that best support their values, goals and structure. Below are some of the ways a program can provide
ncreased quality at the Five Star level.

- Lower staff/child ratios
Teachers have more time to support your child's individual development and learning. This is
important because 90% of brain development occurs by the time your child is 6 years old.

> The administrator and teachers have higher education qualifications.
The administrator and most teachers have a bachelor’'s or master's degree and many years' experience
working with young children. These qualifications benefit your child's development and learning.

> The administrator and teachers complete more than 20 hours of specialized training every two
years.
The administrator and teaching staff are committed to expanding their education and skills to better
support your child’'s development and learning.

- Teachers develop lesson plans that support each child’s growth.
Teachers plan intentional and purposeful activities and experiences that meet the needs, interests and
abilities of children and supports them where they are in their development.

- The program completes assessments to evaluate and improve the learning experience.
Regular assessments are done with your child to help keep track of their growth over time. This lets
teachers adjust how they offer experiences to your child daily.

The program values its families and community.
Programs work with families and neighborhood organizations to provide more opportunities for
children.

For more infor_mation on your program or other star rated programs visit
http://childcaresearch.chio.gov/

To stay current with information regarding learning and development
programs in your area and statewide, visit
https://boldbeginning.org/
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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.

Child'sName ‘ Date of Birth First Day at Program/Home
Home Address ' City

State Zip Code Heme Telephone Number

Parent/Guardian Name #1 ' 7 Relationship fo Child -

Home Address LI Same as Child's - Home Telephone Number LI Same as Child's

City . . State Zip

Emalil Address (if applicable)} Cell Phone (if applicable)

Parent's Worlechoql Name _ Parent's Work/Schocl Telephone Number

Parent's_ WorldSchool Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/ome requests contactinformation
forother parenisfguardians. [ Yes O No :

If you answered yes, please Indicate which information above toincludeonthelist [ work# O Cell# [0 Home# [ Emai

Where canyou be reached while your child is in this program/hame?

Parent/Guardian Name #2 Relationship to Child

Home Address L1 Same as Child's Home Telephone Number 1 Same as Child's

City ) : State Zip
Email Address (if applicable) .. _ Qell Phone

Parent's Work/School Name F.'arent‘s Worl-dSchooI Telephonle Number

Parent's Worlk/School Address . City

| Please indicate if this name should be releasedif a parenb’guardian, of a child attending the program/home, requests contactinformation
forother parentsiguardians. [ Yes O No _
If you answered yes, please indicate which information above to include on the list [ Work # Ll celt# [OHome# [lEmail

Where canyou be reached while your childis in this program/home?

Emergency Contacts: Parents cannot be listed as emergency contacts. Listthe name of at least one person who can be contacted
in the eventof anemergency orillness if you cannot be reached. Any person listed should be able to assist in contacting you. At least
one person listed mustbe able to take responsibilityfor the child in case the parent/guardian cannotbe contacted and shoutd be at [east
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 numberswhere émergency contactcan be reached (if
applicable) applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number
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Child's Name

Allergies, Speclal Health or Medical Conditions, and Medical Foods
Fill in this section accurately and completely. Please nofe that if your child hasa eurrent health or medical condition requiring child care
staff to perform child specific care, such as: to monitorthe condition, provide freatment, care, or to give medication, the JFS 01236
"Child Medical/Physical Gare Plan for Child Care" mustbe completed and be kept on file at the program/home.

Doss your child have any food, medication orenvironmental allergies? (checkallthat apply)
I No
O Yes - checkall thatapply 1 Food [ Medication [ Environmental Please list and explain:

Doesyour child’s allergy/allergies require child care staff to moniter yourchild for symptoms to take action If a reaction occurs, or give
emergency medication to your child? (check one)

O No

I Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care"must be completed.

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

[ No

O Yes - please explain

Does the special health or medical condition require child care staff to perform a procadure, or perform child specific care such as: to
monitoryour child for symptoms or administer medication during child care hours? (check one)

| I No -

°| LI Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care” must be completed.

Is your child currently using any medication or medical food? (check one)

O No

[ Yes - please explain

If yes, does this medication or medical food need to be administered atthe child care program/ome?

0 No .

[ Yes - a JFS 01217 "Request for Administration of Medication" mustbe completed and keptonfile foreach medication and a JFS
01236 "Child Medical/Physical Care Plan for Child Care" mustbhe completed forthe medical food.

Does your child have any dietary resfrictions, including those for medical, religious or cultural reasons? (check one)
O No

[ Yes - please explain

II::JIGtasthis dietary restriction require a modified dietthateliminates all types of fluid milk or an entire food group?
No :

O Yes - written instructions from the child's health care provider mustbe on file.

O N/A - program does notprovide meals or snacks fo the child.
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Childs Name

List any history of hospitalization, outpatientsurgery, or previous health concerns that would be needed to assist the staff or medical
personnel in an emergency sifuafion.

1 Not applicable

List any additional information aboutyour child that would be useful for staff to know, such as fears or ways that yourchilg p:;efersto
be comforted.

[ Notapplicable
Listany additionalinfermation aboutyour child that would be useful for staff to know, such as eating or sleeping habits.

[J Notapplicable
List any additional informatien aboutyour child that would be useful for staff to know, such as specialroufines, or behaviorneeds.

[ Notapplicable
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Child'sName

Diapering Statement

Is your child toilet trained? [ Yes (if yes, skip to Emergency Transporiation Authorization secfion)
[ No (If no, fill out the following:)

The prbgram's policyisto checkdiapers every

hours. Please indicate if you wantyour child's diaper checked according to the
program's policy or another:

[ 1agree with the program's schedule O 1do notagree, please check my child's diaperevery hours.
Emergency Transportation Authorization

Give Permission to Transport Do Not Give Permission to Transport
Program orHome Name -+ | Program orHome Name
has permission to secure emergency transportationfor - OR does not have permission to secure emergency
my child in the event of an illness or injury which requires _ transportation formy child in the event of an Hliness or injury
emergency treatment. The emergency fransportatiori Do | whichrequires emergency treatment. | wish for the followmg
service will determine the facility to which my child will be ;:;:1 action to betaken:
fransported. both
Parent’s Signature Date - . Parent's Signature Date

Acknowledgement 6f Policies and Procedures
| have reviewed and received a copy of the program's or home's policies and procedures/handbook, [lYes [No {check ong)

This form, after being completed and signed bythe parent/guardian, mustbe reviewed for completeness and signed by the
admmlstratorldestgnee priorto the child receiving care.

Parent/Guardian Signature(s) Date

Administrator/Designee Signature Date

The form isto be lmtlaled and dated, atleast annually, afterit hasbheen rewewed by the parent{guardlan This is to indicate all
mformation has stayed the sameor changes have been noted f mgmﬂcantchanges are needed please complete a newform.

ParentGuardian Inftals Dafe of Review Admlmstrator/Demgnee Initials | Date of Review

Parent/Guardian Initials Datie of Review Administr_ator/Designee_lnitials Date of Review

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

This Is aprescribed formwhich mustbe used by child care providers to meet the req uirements to rules 5101:2-12-15, 5101:2-13-15, and 5101:2-14-04.
This farmmusthe on file atthe program or heme on ar before the child's first d ay of attendance and thereafter while the child is enralied.
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. Ohio Departmentof Job and Family Services

CHILD MEDICAL STATEMENT FOR CHILD CARE
Child’sName (printorifype) - : Date of Birth

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

v The above named child has been examined.

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

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

Check below, if applicable:

[0 Additional information that will assist the child care program in provrdmg appropriate child care for the above
named child (special health care and developmental considerations) accompanies this form.

Optional: Measurements and Recommended Assessments/Screenings

Height Vision ClYes [ONo -Lead EyYes [No
Weight Hearing Cdyes [No Hemoglobin [dyes [ONo
BMI Dental Oves [ONe Other

Notes:

Signature of Examining Health Care Practitioner ' Date of Examination

Name of Examining Health Care Practitioner ' . . Telephone Number

Street Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DA TES-‘
(MM/DD/YYYY FORMA'U OF DOSES OF ALL IMMUNIZATIONS.

Section B - To be completed by the EXAMINING HEALTH CARE inigials of Examming Health Care Practitioner
PRACTITIONER:
[0 The above named child has been immunized against the diseases
listed above. _
If an immunization is medically contraindicated or not medically appropriate
for the child's age, note any exceptions by listing the specific
immunization(s}): Date

Section C - To be completed by the child's parent ONLY IF Signature of Parent

WAIVING AN IMMUNIZATION(S):

[0 | have declined to have my child immunized for reasons of
conscience, including religious convictions against all of the
diseases listed above or against the following disease(s):

Date

JFS01305 (Rev. 10/2021)




Ohio Department of Job and Femi!y Services
FAMILY INFORMATION
FOR STEP up TO QUALITY PROGRAMS (SUTQ)

Child's Name {L&st) o . {First)’ Nickname {if any) -

Who is in the child's immediate family? '

Who lives at home with your child?

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

Are there any spacial family arrangements, such as shared parenting, living in twe homes ar custody spectf cations ste. ’?
Additional Details?

- Are there any changes or fransitions that your child has recentiy expenenced or Ie experlenc:ng? (moved from Cl’!b to bed ‘
.| -divorce, new home, death of family member friend or pet) Additional Details?

ST

1 Are there -any cultural or religious practices of your famlly we should be aware of? (Dietary restrictions, clothing, head coverings,
efc.)

Do you have any pets et_heme‘?_' If so, what are they and what are their names?

DTN

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

My child drinks I_—_I milk, 1 formu[a O] jmce or[] water (Check aH that apply)
How much and how often?

Does your child have any favorite foods?

Does your child dislike any foods?

Ara there any foods your child should not be fed? (Licensing requires documentation be completed for chlldren with food
allergies and/or dietary restrictions)

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




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

|:l active [ adventurous [] affectlonate I:I anxlous I:[ bossy O braght l:] busy [J caim [Jcautious [ cheerful

[ content [ creative [ curiouis D eassly-angered I'_'] emotional [ energetic [ excitable” [] friendly [T gives-in-easily

[T happy [ hesitant [[] insecure ] jealous [ likes structurelroutlnesEI loud [Tioving [} mellow [J outgoing

[T prefers adult attention [] qulet IZI sensitive T serious [J shares-well I:I social (] spontanecus [ stubborn [T tentative
[ ather:

v
r

“Ate there additional perépnélity a-ncl'beha_\.'ior characteristics that.wo'uld be useful to know about your child?

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

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

_What causes your child to feel angry or frustrated?

]l

| What methods do you use to. respond fo your child's negative behavior? . ' . E

B -f.iDo*es your.g::hild‘ﬂs-e any speéial'cdmfort or.support.ftemsthat help him/her go to sleep? If so, what?

What is your child's modd upen 'wéking?. (happy, grouchy, clingy, slow to awaken)?

My child sits in a L] highr chalr, ] booster, [] child size chair or [] adult size chair, (Check the one that ap,t;ﬁeé, ). .

Is your child toilet trained? If not, have ydu started the toilet iraihing'prbcess? Please explain the process used.

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

What words, gestures or signs does your chitd use If he/she needs to use the bathroom?

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

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

JFS 01511 {Rev. 10/2014) Page 20f 3




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

What might you and/or your child be anxious about as hefshe 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?

44 Zrdf

e
EENE

Parent/Guardian's Signature Date

JFS 01511 (Rev. 10/2014)
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CHILD CARE ATI'ENDANCE POLICY

(TO BE COMPLETED BY PARTICIPANTS USING SERVICES THROUGH THE
DEPARTMENT OF HUMAN SERVICES)

The Center for Families and Children Day Care Programs, under contract with the
Ohio Department of Human Service, agree to provide day care placement for
children whose parents meet eligibility requirements.

The contract sets forth specific expectations for contract year attendance Your
child is expected to utfhze the service.

No child is expected to be absent for more than two days per month, and no
more than 10 days every 6-month period. The center director is required to
report any two consecutive day absences to the Department of Human Services.

The centér must support the attendance po[ncy We need your cooperation and
hiope that you will have your child in attendance each day.

Please note that the center does not make this policy, however, we must be able:
to operate our center effectively. So, it is necessary for us to collect payment from
parents for any days the child is absent over 10 days per 6 months. This payment
s expected on the first day after ten days are used.

I have read and agree to the above policy and indicate my consent to cooperate
with this policy by signing my name below.

Parent/Guardlan Signature:

Date:

Director Signature:

Date:
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PARENT HANDBOOK AGREEMENT

| have read the Parent Handbook and accept and agree to the terms and
conditions stated within. :

Parent/ Guardian Signature:

Date:

POSITIVE GUIDANCE PLAN:

We use positive guidance and redirection to help children with behavior concerns.
If that is not sufficient, a plan will be developed with family and staff. The [ast
course of action would be termination of services,

| have read the Positive Guidance p]an and accept and agree to the terms and
conditions stated within.

| r?P.are:nt/Guardlan Signature:

Date:

CONSENT FOR PHOTOGRAPHS:

Photos and videos of children participating in our program may be taken from
time to‘time and may appear in various public materials, brochures, magazines,
etc. Your signature approves your child’s participation to be a part of such activity
for the center/camp without compensatlon

Parent/Guardian Signature:

Date:




weekly/bi-weekly/monthly basis. The tu1t|on/ co-payment is due no -
later than Friday evening this week before the scheduled week of care.

Alate fee will be assessed in the amount of S25, 00 if tuition is not paid

on time.

lunderstand that n1y child may not start care in a new billing cycle:

without payment of all outstanding fees _frem the previous billing cycle.
In addition to my co-payment, | may be required to pay fees which are
not the résponsibility of the County Agency upon satisfactory '
agreements with the child care provider. These types of fees lnclude
But are not limited to, enrollment fees, late fees, activity fees,

~ transportation fees, fees for absentee days Wthh exceed those
reimbursed by the County Agency and fees charged by the provider for
child-care'services which exceed the holrs and days authorized,

| further understand accordlng to Rule 5101:2-16-35(k)(1), ineligibility
for child care beneflts shall continue as long as delinquent co-payments
are owed to the center. Unless_ arrangements have been made and are
satisfacto'ry for the center, services will remain discontinued.

By signing this document, | agree to abide b‘y all terms and conditions.

Date - Parent/Gdardian |

"*y""*'f:f

slimn _ W
st % - | | %@g@gﬁ%
Child Care Center Fee Agreement
, | am responsible for paying the prowder :
fee of : for my child: ona




Pick Up List

For the safety and protection of your child, please designate up to three adults
who are allowed to pick him/her up from the center. ID will be requested at plck

up for anyone who is not a parentfiegal guardian.

Child’s Name:

I, . (parent/guardian), grant permlssmn for the

fol!owmg people to pick up my child{ren):

Parent Signature:

Date:

Administrator Signature:

Date:




_ Educare Preschool _
4386 Mayfield Rd. South Euclid, OH | Ph: 216-505-5837

Educare - Excell Preschaol ' Excell
Preschool 3031 Monticello Rd. Cleveland Hts., OH |Ph: 216-321-5224 Preschool

l hereby acknowledge receipt of the following recommended Health and Safety guidelineﬁ for
Covid-19 Pandemic, It is imperative that the safeguards listed below are adhered to:

All adults will be required to wear a face mask or covering upon entry of the facility.

Childrert's températures will be taken twice a day. Parents must come immediately if your child’s
temperature is above 100 degrees.

Parents are not allowed pass designated entry markers,
~ (Parents may sign up for face time options based on staff availability)

Families must adhere to approved schedules of service. '
Blankets will not be permitted
No outside foods will be permitted

(special diet restriction rﬁust be approved) ‘

-Bock bags are NOT permitted extra cld'thing must be in a sealed Ziploc bag.
Visitors are not permitted in the Center. '
We ask'that only ONE person comes in to drop off or pick up your child.

State and program inspectors must wear face shields or-mask during all visits.

Your cooperation and understanding is appreciated as we take all necessary

We reserve the right to terminate services immediately if the above recommendations are not
followed. - ' '

Parents Name: Parents Signature;

Child: Date:




R

Educare Excsll
Preschool Preschopl

WAIVER AND RELEASE OF LIABILITY

This WAIVER AND RELEASE OF LIABILITY Is made by:

>

, ("Client”},

(Write rlmr_mes of all parents/legal guardians) -

on behalf of Client and on behalf of the following minors under the Client’s care {("Minors”):

(Write names of ol minors/children)

Client desires to use the Child Care Center services {the “Services”) provided by {Excell], an Ohio limited liability
company, with office located at [Monticello Blvd. Cleveland Hts, Ohio 44118} ({the “Company”), and as [awful
cansideration for the Services provided by the Company in accordance with the applicable provisions of the Ohio
Administrative Code (the “OAC"), including, without limitation, Rule 5101:2-12-02.1, agrees on behalf of himself
and/or herself and on behalf of Minor to provide the waiver and release of liability (this “Waiver and Release”) in
favor of and for the benefit of the Company. '

a.' Client hereby acknowledges that, in accordance with Rule 5101:2-12-02.1 of the OAC, ane or
more of Client is currently employed providing health, safety, and essential services, as such Is defined by the Dhio
Department of Job and Family Services, and as a result, is eligible to use the Services provided by the Company.

b. CLIENT ACKNOWLEDGES THAT CLIENT IS AWARE AND UNDERSTANDS THAT, WHILE THE
COMPANY IS TAKING ALL PRECAUTIONS REQUIRED BY APPLICABLE LAW, THE SERVICES CONTEMPLATED UNDER
THIS WAIVER AND RELEASE INVOLVE THE RISK OF SERIOUS ILLNESS, DEATH, OR OTHER INJURIES TO CLIENT,
MINOR, AND OTHERS, INCLUDING THOSE RESULTING FROM COVID-19, THE DISEASE CAUSED BY THE NOVEL
CORONAVIRUS. CLIENT, ON '




BEHALF OF HIMSELF AND/OR HERSELF AND ON BEHALF OF MINOR ACKNOWLEDGES THAT CLIENT IS VOLUNTARILY
ENGAGING EXCELL INC. AND THE BLUEROOM LTD, DBA EUCLID EDUCARE TO PROVIDE THE SERVICES WITH
KNOWLEDGE OF THE RISKS INVOLVED AND HERBY AGREES TO ACCEPT I\ND ASSUME ANY AND ALL RISKS OF
ILLNESS, DEATH, OR OTHER INJURIES, WHETHER CAUSED BY THE NEGLENGENCE OF EXCELL INC. AND THE BLUE

. ROOM LTD. DBA EUCLID EDUCARE OR OTHERWISE. ) .

¢, Client, on behalf of himself and/or on behaif of the above-listed Minor, and on behalf of
each of the heirs, executors, administration and representative and all parents and legal guardians of Minor,
hereby expressly waives and releases any and all just, directors, managers, employees, agents, representatives,
affiliates, members, equity holders, successors, and assigns {collectively, “Releasees”}, on account of illness, death,
or-other injury arising out of or attributable to Client’s or Minor’s veluntary use of the Services, whether arising out
of the negligence of Excell Inc. @nd The Blue Room LTD. DBA Euclid Educare or any of the Releasees or otherwise.
Client, on behalf of himself and/or herself and on behalf of Minor, hereby covenants not to make or bring any such
claim against Excell Inc. and The 8lue Room LTD. DBA Euclid Educare or any other Releasee, and forever releases
and discharges Excell Inc. and The Blue Room LTD, DBA Euclid Educare and all other Releasees from liability under
such claims invalving any illness, death, or other injury attributable to COvID-19. '

d. As a material inducement for Company to provide Services, Client represents and
warrants that all parents and/or legal guardians of Minors are listed above as Client and. have signed below.

BY SIGNING THIS WAIVER AND RELEASE, CLIENT, ON BEHALF OF HIMSLEE AND/OR HERSELF AND ON BEHALF OF
MINGR, ACKNOWLEDGES THAT CLIENT HAS READ AND UNDERSTOOD ALL OF THE TERMS OF THIS AGREEMENT

" AND THAT. CLIENT IS VOLUNTARIY GIVING UP SUBSTANTIAL LEGAL RIGHTS OF CLIENT AND MINOR, INCLUDING THE
RIGHT TO SUE EXCELL INC. AND THE BLUE ROOM LTD. DBA EUCLID EDUCARE IN RELATION TO ANY POTENTIAL
'ILLNESS, DEATH OR OTHER INURY ARISING OUT OF THE SERVICES OR CLIENTS AND/OR MINOR'S POTNETIAL
EXPOSURE TO COVID-19. J

Client Name - ’ Client Name

Client Signature o - -Client Signature
Address ' Address

Date Date




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

é S P e

“Routine Trip Destihatién(s) ] .
Nature walks around the corner, down the streat, and on the playground

Date of Permission (valid for one year}

‘Mode of Transportation (walking, school bus, public transpoftation, parent vehicles, provider vehicle and driver)
Walking '

During this trip children Wil] have access to water thatis 18 inches or moreg in depth.
O Yes No

Are water activities planned in water that Is 18 inches or more in depth? [ Yes No
if yes, a swirnming permission slip is required)

Child's Name

My child is
[ not over 4 years and/or 40 Ibs [ over 4 years and 40 Ibs 1 8 years and/or aver 4' g"

' [:grantpermission for my child to participate in the routine trips described above.

Parent's Signature ' Date

JFS 01225 (Rev, 122016}




Ohm DEpal tment of F Educatlon Office of Integrated Student Supports .

CHILD AND ADULT CARE, FOOD PROGRAM
| ENROLLMENT FORM

Reqmred Form for use hy Child Care Centers and Head Start Programs

CACEP promexempt from havmg a1 enrollment formn oo ﬁla dre:! Emergency Sheltcrs Outsnde Schcol Hours Youth Davelopn:ent & Aftcr School at R]:;k
Insiriictions to Complete. - C
o« All parents/guardians are to complete a separate form for each ch.11d en.rolled at the C]Jlld care or Head Start center.
o  List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while in care.
o Ifschaedule listed will ﬁequentiy vary due to changes in parent/guardian schedule check response box below chart,
* If'the child comes before and after school, list the hours in care for both the moming and afternoon.

e CACFP Federal regulahons 226.15(e) (2) require that zn em'ollment form be completed annually and signed by the child’s
parent or guardian.

CENTER NAME _ ‘

CHILDS NAME " AGE “[BIRTHDATE | 7

" (please prinf) ~ : : ) — month [ day - ) - year

CHECK THE NORMAL DAYS AND HOURS YOUR CHILD ISIN CARE
_ T AND THE MEALS RECEIVED WHILE TN CARE
Check (v') Days l List hours child normally in care Check (v') meals child normally receives while in care
Chﬂ_d Normally ' AM M Evening
~inCare | Arrive Depart | Arxrive Depart |l Breakfast | Snack | Lunch | Snack Supper | Snack

. Monday

Tuesday

Wednesday | .

Thursday
1 Friday .
j Satirday’ .

Sunday .

|:| Yes, the schedule hsted ahove may frequently vary due fo changes in parentslguardlaus schedule

SIGNATURE OF ' . o _ DATE ) " DAYPHONE

PARENT/GUARDIAN : NUMBER
MAILING ADDRESS: ' - T T
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 c:\ni rights activity in any .
program or activity conducted or funded by USDA.

Persans with disabilities wha 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 bensfits. 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 informiation may be made available in languages other than English.

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

{1) mail: U.S, Department of Agriculture, Office of the A5515tant Secretary for Civil nghts 1400 Independence Avenue, 5W,
Washington, D.C, 20250-941¢;

(2} fax: {202) 630-7442; or

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

This institution is an equal oppartunity provider. ' Revised 10/2019"
' ~—-——@hio-Department of Education- Office of Integrated Student-Supports - - LI R




GHILD AND ADULT GARE FOOD PROGRAM: CHILD CARE COMPONENT

INGOME ELIGIBILITY APPLICATION FOR FREE

R FREE AND REDUCED-PRIGE MEALS Flscal Year 20212022

INSTRUGTIONS: To apply for free and reduc e
return to the center. In accordance with the NSLA, Information on this application m
enforcement agencles, Parents/guardians are niot required o consent
for achild living in a household receiving food assistance (SNAP) or O
Assistance or OWF. benefits. Part 4 an adult household member must

ed-price rrieals, read the household Letter and instructions on backside of

: f this. form. Coniplete application and

ay be disclosed to other Child Nutrition Programs or applicable
to this disclosure. Part 11s to be completed by all house

eholds, Parf 2is'to be used only :

hlo Works First (OWF) benefits. Part 3 Is only for children NOT receiving Food
sign and date Torm; the last 4 digits of sacial securty number m '

1ust be listed If Part 3 is

B

completed. Part 5is optional. * Asterisks indicate info that must be completed, For

CENTER NAME

_PART1-PRINT INFORMATION FdR ALL CHILDREN ENRDLLED AT CENTER

m must be completed annually and valid for only 12 months;

vh oo e

"0 FOOD ASSISTANGE [SNAS) o

* NAME OF ENROLLED CHILD(REN) AGE | BRTHDATE | fSrssliy 38| of benefi: _* o OHIO WORKS FIRST (OWF))
! : ' - (] CASENO. | _ _ _ _ T i
2, CASENO, | —— . . ____ _
.8 CASEMO, | — — oo . __

GITARH,

1% ot el Lt e st £y AT At
a LIS b. CHECK st month (amount eamned before taxes & other deductions) and
- HOUSEHOLD MEMBERS '“TE HOW OFTEN IT WAS RECEIVED: Waekly, Every 2 Weeks, Twics Per Month, Monthly, Annually
INCLUDING CHILDREN ! Tl\?é:zor\?l? 1. Earnings from wark 2.Welfare payments, | 3. Pensions, retizement, | 4. Afl Othar Income
LISTED ABOVE INPART 1 - bgfore deductions child support, alimony Soclal Sscurity,
{EX A ROUnt O T ot LHOW BRer. 25 6 ot 7}
1. /. /
2,
3.
4,
5.
6.

Ul

SIGNATURE OF ADULT HOUSEHOLD MEMBER

A 5 A A A . irp _‘ R e B
- . ST S © . 7| * KPart3iscompleted, . T y
: ) ) - | ——insert last 4 digits of Social Security Numbear DE Bﬂ EE'
* . ® . - _ = = =

I:E {Check if apjplicable)

DATE
L _,Erintmgmﬁ;,,.,.. S S

1 do not have a Social Security Number

—~i-|-Daytime Phone Numbar:
Streat/Agt

County:

SRR

T o FIEPE ey
Ao and ethnicity ofenraiied child{ics

Black or African Amerlean

Native Hawallan or ther Padiiic |slander WHite

Pleass mark oné ethnic identity: L] Hispanic or Latino

1 Nat Hispanic or Lating

Other

Privacy Act Staiement: The Richard B, Russell National School Lunch Act requires the informdtion on this &
cannat approve the pariiclpant for free ar reduced-price meels. You must ingiude the last four digis of the
application. The Social Security Nurnber is nat raquired when you apply on behalf of a foster child or you
Assistance for Needy Fanillies (TANF) Program or Faad D!

indicals that the adult housshald member sigring the application does net have

frees orreduced-price meals, and for adminfstration and enfarcement of the Program.,

State Distribufion: July 2021 ]

ppllcation. You de not have to give the information,
Social Security Numbsr of the adult househeld m

list & Bupplemental Nutritior. Assistance Pragra
istribution Program on indian Reservations (FDPIR) case number for the participant or cther (FDPY
: a Sodial 3ecurity Number, We will use your information to determine If the

but if you do not, we
amber whe signs the
m (INAP), Temporary
R} ldentifier orwhen you
participant is eligible for

:THIS SECTIONTO BE COMPLETED'BY.CENFER.*%Not3* Al nformation ahove this 566

tio 16 6 b filled 17y the PaTent oF GuUardiar.

Complete Infermation below cnly if qualifying child{ren) by hatisehold income from Part 3.
Perthe total household size, compare total housshold incame to the USDA Incoma Eligibility
Guldelines to determine correct categarization, When income is listed in different frequencles
of pay in Part 3, you must conver all income to annual Incarne befora detarmination. Usa the
following Anaual Income Conversion :

Weekly x 52, Evary 2 Weeks (riwsskly) x 26, Twice per Manth (seml-manthly) X 24, Monthly x 12

|| Application Geriified/Categarized as;

O FREE, based on o Food Assjstance/OWF Casa No.

o Household size and Income
a Fqster Child

0 REDUCED, based on Household size and incoms

Total Total Houszhold Incame: 3
Household - _
Siza Perroweek bevery twoweeks otwice permanth omonth o year

O PAID, based on” o Income toag high
0. Incemplete

Signature of Sponsor / Center Representative

Note: Sffactive date is determined by parent or spensor signature date as salzcted on CRRS application,
If dale of parent signature is not within manth of certification o Immediately preceding month,
affaclive date must be date of sponsor carlification,

a_Invalid case number or information

Date Sponsor Certified/Categorized Form  Effective Date
(From the: first of month of date signad)

Expiration Date
{Valid until last day of month in which
form was signed ane year earliar)

Ravized .lnls 2021




HWWInmeLl LEER = Qe Farent or wuaraian

Please help us comply with the requirements of the U.S. Department of Agriculiurs’s Child and Adult Care Food Program (CACFP) by completing the attached ricame
eligibility application for free and raduced-price meals. All information will be reated wiih strict confidentlality. The CACFP provides relmbursement to the child care center for
healthy meals and snacks served to children enrolled in child care, The cempletion of the income eligibility application is optional. Complata the application on the
reverse sids using the Instructions below for your type 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. Households with incomes less than or equal to the reduced-price valtes listed on the chart at the Bottom of this page are eligible for frea meal benefits. An application
must cenlain cornplete information fo be consldered for free or red uced-price meals. Households are ne longer required to report changes regarding the increase or decrease
of income or hausehold size or when the household is no longer certified eligible for food assistance (SNAP) or Ohle Works First (QWF), Once approved for fres or reduced-
price benefits, a hausehold will remain eligible for these benefits for a period not to exgesad 12 months. Durlng periods of unemployment, your child{ren} Is eligible for mea|
reimbursement provided the loss of income during this time causes the family te be within eliglbility standards for meals. In operation of the CACFP, no persch will be

discriminated against because of race, color, national origin, sex, age or disahility §226.23 (e)(2){iv). If you have questions regarding the completion of this application, contast
the child care cénter. ’ . il

PART 1- CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART (*denotes required info)
*  Print the nama of the child{ren) enrolled &t the child care center. All children {including foster children) can be listed on the sarme application.
+  Listthe enrolled child's age and birth date. ' .
+  Check box indicating If the chlld Is & foster child. Foster children that are under the legal responsibility of the foster care agency or court ars eligihle for free meals.
Any foster child in the household Is eliglble for free meals regardless of income. ’
PART 2~ HQUSEHOLDS REGEIVING FOOD ASSISTANCE OR OHIO WORKS FIRST: COMPLETE THIS PART AND PART 4 If a child Is a member of a food
asslstance (SNAF) or OWF household, they are automatically ellgible to rocelve free CACFP meal benefits.
Circle the type of benefit racelved: Food Asslstance (SNAP) or Ohio Works First {OWF}). . .
»  List a cument food assistance or OWF case number for each child. This will bs a 7-digit number. Do neot list & swipe card nurmber,
SKIP PART 3 —~ Do not list names of household members or income If you listed a valld Food Asslstarice {SNAP) or OWF case number for each child in Par: 2,
PART 3-TOTAL HOUSEHOLD SIZE, GROSS INCOME AND HOW OFTEN RECEIVED: ALL OTHER HOUSEHOLDS COMPLETEPARTS 33 4.
a) Write the names of all household members inciuding yourself and the child(ren) that attends the child care center, noting any income recelved. A household |z
daiined as a group of related or unrefated individuals who are living &s one economic unit that share housing andfor significant income and expenses of its mambers, .
This might Include grandparants, other retatives, or friends who live with you. Attach another piece of paper if you nead more spacs to list all household membaers.
B)  Chack the bax for any parson listed as a housshold member (ncluding children) that has no income.
¢} For each housshold member, fist each type of Income recelved during the last month and list haw otien the manay was recelved.

1. Earnings from work hefore deductions: Write the amount of total gross income each housshold member recsived the last menth, before taxes/deductions or
anything else Is taken out (not the take-home pay) and how often it was received (waekly, every two weeks, twice per month, monthly, annually). lncame Is
any money regsived on a recurring basls, Including gross earned incame. Households are not required to include payrments received for a foster child as
incorne. If any amount during the pravious month was more or less than usual, write that person’s usual menthly income. If you normally gat avertime, include
i, but not if-you only get it sometimes. I you are In the mllitary and your housing is part of the Military Housing Privatization Initiative and You receive the
Famlly Subsistence Supplemental Allowance, do nat Include these allowances as Incorme. Also, In regard to deployed service members, only that portion of
& deployed service member's Income made available by them or on their behal ta the housshald will be counted as Incoms ta the household. Combat pay,
including Depioyment Extenston Incentive Pay (DEIP) is also excluded and will not Be counted as income to the househald. All other allowances must he
Included in your gross Income, : o~

2. Llstthe amaunt each persen got the last manth fram welfare, child support or alimony and list how often the money was received,

3. Listthe amount each person got the last manth from pensions, retirement, Social Security, Supplemental Security Income {SS1), Vateran's (VA)-benefits or

- disability benefits and list how ofter: the meney was recelvad, . . .

4. List all ether income sources, Examples include: Worker's Compensation, strike banefits, unemployment compensaiicn, regular contributions from péop]é
wha do not live in your household, cash withdrawn from savings, Interest/dividends, income from estatesftrustsfinvestments, net royaltiesfannuities or any
other income. Seff-employed applicants sholld report income after expenses (nat Income) in column 1'under earnings from work. Business, farm or rental
progetty raport incoma should he entered in column 4. Do not include food assistance payments. o

PART 4 - SIGNATURE AND LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THIS PART (* denotes raquired info)
a) *Allapplications must have the signature of an adult household member, ) ) . :
b} * Theadult signing the application must also date the form. L
¢) *Onlyan application that lists income Iri Part 3 must have the Jast four digits of the soclal seeurity numiber of the adult who signs. If the adulf does nat have a
—sodialsecurity numbet, check the box marked, "I do nat have a Sacfal Security Number.” If you-llsted a food assistance-or OWF number for each chitd or if you
. -are applying for a foster child, the last four digits of the social security number ars not required. ’ ’
PART 5-RACIAL/ETHNIC IDENTITY - OPTIONAL .
‘You are nat required to answer this part in arder far the application te be considarad complete. Tis information is collected to make sure that everyane Is treated faifly and
will be kept confidential. No chitd will be discriminated against because of race, coler, national orlgin, gender, age ar disability, ) ’

NON-DISCRIMINATION STATEMENT; In accordance with Federal civil rights law and U.S, Department of Agriculiure {USDAY} 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 racs, calor, national erigin,
sax, disabllity, 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 alterrative
means of communication for pragram informaticn (e.g. Braille, large print, audiotape, American Sign Language, efc.), should cantact the Agency (State or local) where they
appltedforbensefits. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-3332. Additionally,
pragram information may be made avallable in Janguages other than English. To file a program camptiaint of discrimination, complate the USDA Program Discrimination
Complaint Ferm, {AD-3027) found enline at: Haw ta File 5 Gamplaint, and at any USDA office, orwrite a letter addrossed to USDA and provide in the letter all of the information
requestad In the formi. Torequest a copy of the cemplaint form, cail (866) 632-9992, Subirit your completed form or lefter to USDA by (1) mail: U.S. Department of Agricultura
Office of the Assistant Secretary for Civil Rights 1400 Independence Avenus, SW Washington, D.C. 20250-8410; (2) fax: (202) 690-7442; or (3) email:
program.Intake@usda.gov. This institution is an equal opportunity provider, . ’

;-
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Ohic Department of Job aﬁd Family Services
PERMISSION TO PARTICIPATE IN SWIMMING ACTIVITIES
. CHILD CARE CENTERS AND TYPE A HOMES

Licensing rules 5101:2-12-17 and §101:2-13-17 require parental permission for the water actwmes
yom child will be engaging in: (check all that apply for this activity)

] Befme the child swims in watel two feet or more in depﬂl

[1 Before the child participates in 1ct1v1t1es near water two feet or more in depfth - no water
activities planned.

[_] Before infants and toddlers use wading pools.

[[1 Before school children participate in swimming activities in lakes, rivers, ponds, cleeks or other
similar bodies of water.

(Checlk one)
[ The- center will be providing additional adults above the required staff /child ratios.

[[1 The center will NOT be pr ov1dmcr additional adults above the reqlmed staff /ehild ratios.
(Required ratiods: )

I give permission for my child to participate in the following swimming/water activities:

Swin site

Date(s)

Departure/Arrival Times
from Center

Mode of Transportation,
{parent's driving, provider vehicle,
| public transportation, schoo] bus,
cte.)

C}Jﬂd’s Name and Dafe of
Birth

My child is a: [} Swimmer : [] Non swimmer

Parent Signature _ Date

This is a sample form provided by ODIFS.

- IFS 01227 (Rev. 172007)




N PARENTS:

Please label your child’s
outerwear and accessories to
prevent mishaps.

Thank you!




