Name:

Address:

City:

Zip Code:

Home Phone:

Work Phone:

Cell Phone:

F-mail Address:

Child’s Name:

Age/Date of Birth:

Desired Start Date:

Days Per Week:

Child’s Name:

Age/Date of Birth:

Desired Start Date:

Days Per Week:

Do you want to be part of the Parent’s committee? Yes | | or No []



Ohio Department of Joh 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’s Name Date of Birth First Day at Program/Home
Home Address City

State Zip Code Home Telephone Number

Parent/Guardian Name#1 Relationship to Child

Home Address [ ] Same as Child's Home Telephone Number L] Same as Child's

City State Zip

Email Address (if applicabie) Cell Phone (if applicable)

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

Parent's Work/School Address City

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

If you answered yes, please indicate which information above toinclude onthelist O Work # [ Cellg [ Home# [ Email

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

Parent/Guardian Name #2 Relationship to Child

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

City State Zip
Email Address {if applicable) Cell Phone

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

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home, requests contactinformation
forother parents/guardians. [ Yes [ Neo
If you answered yes, please indicate which information abovetoincludeonthelist O Work# [ Cell# [O Home# 1 Email

Where can you be reached while yourchildis in this program/home?

Emergency Contacts: Parents cannot be listed as emergency contacts. Listthe name of at least one person who canbe contacted
in the eventof an emergency 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 responsibility for the child in case the parent/guardian cannotbe 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 contactcan 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

JFS01234 (Rev. 10/2021) Page1 of4



Child’'s Name

Allergies, Special Health or Medical Conditions, and Medical Foods
Fill inthis 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 monitorthe condition, provide treatment, care, or to give medication, the JFS 01236
"Child Medical/Physical Care Plan for Child Care” mustbe completed and be kept on file at the program/home.

I%oes your child have any food, medication orenvironmental allergies? {(check allthat apply)
No
[ Yes - checkall thatapply [0 Food [ Medicaton [ Environmental Please list and explain:

Does your child's allergy/allergies require child care staff to monitor your child for symptoms to take action if a reaction ocours, or give
eDmergency medication to your child? {check one)

No
O 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 ane)
[ No

[1 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
monitoryour child for symptoms or administer medication during child care hours? (check one)

[ No

O 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)
I No

O Yes - please explain

If yes, does this medication ormedical food need o be administered atthe child care program/mome?

[ No

[ Yes - a JFS 01217 *Request for Administration of Medication" mustbe com pleted and kepton file for each medication and a JFS
01236 "Child Medical/Physical Care Plan for Child Care"mustbe completed forthe medical food.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)

H No

1 Yes - please explain

Doesthis dietary restriction require a modified dietthateliminates all types of fluid milk or an entire food group?
O No

"] Yes - written instructions from the child's health care providermustbe onfile.

[T N/A - program does notprovide meals or shacks to the child.

JFS 01234 {Rev. 10/2021) Page2 of4



Child's Name

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

L] Not applicabie

List any additional information about your child that would be useful for staff to know, such as fears or ways that your child prefers to
be comforted.

[ Not applicable
List any additional information about your child that would be useful for staff to know, such as eating or sieeping habits.

[0 Not applicable
List any additional information about your child that would be usefulforstaffto know, such as special routines, or behavior needs,

] Not applicable

JES 01234 (Rev. 10/2021) Page3of4



Child's Name

Diapering Statement

Is yourchild toilettrained? [ Yes (If yes, skip to Emergency Transportation Authorization section)
C1 No (if no, fill out the following:)

The program's policyis to check diapers every
program's policy oranother:

hours. Please indicate if you wantyour child's diaperchecked according to the

[ 1agree with the program's schedule 1 ldonot agree, please check my child's diaperevery hours.

Emergency Transportation Authorization

Give Permissian to Transport Do Not Give Permission to Transport
Program orHome Name Program orHaome Name
has permission fo secure emergency transportation for OR does not have permission to secure emergency
my childin the event of an iliness or injury which requires transportation formy 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 o which my child will be s'}g; action to be taken:
transported, both
Parent's Signature Date Parent's Signature Date

Acknowledgement of Policies and Procedures
I have reviewed and received a copy of the program's or home's policles and proceduresihandbook. [lYes [No (check one)

This form, afterbeing completed and signed by the parent/guardian, mustbe reviewed for com pleteness and signed bythe
administrator/designee priorto the child receiving care.

Parent/Guardian Signature(s) Date

Administrator/Designee Signature Date

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

Parent/Guardian Initials Date of Review Administrater/Designee Initials™ | Date of Review

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

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

This is a prescribed formwhich must be used by child care providersto meetthe requirerments to rules 51071:2-12-15, 5101;2—13-1 5, and 5101:2-14-04.
This formrust be on file at the pragram or home on or before the child's first d ay of attendance and thereafter while the child is enralled.

JFS01234 (Rev. 10/2021) Page4 of4



Church of the Saviour Early Learning
Diaper Changing Schedule Notice

Dear Pavent/Guardian,

In compliance with the childcare licensing regulations we must document our diaper changing
procedures with you. Should you bave any additional needs or instructions, please indicate
below.

We change digpers every two hours but check diapers every hour, So, we change diapers
anytime in between hours as needed. Please sign below if you agree with our procedures or
complete the written section for your child.

Child’s Name:

Yes, I agree with your diaper changing procedure.

No, I do not approve. Please see my written instructions below.

If you decide a change is to be made in the future, you must complete 2 new form.

Parent/Guardian’s Signature Date

Staff Signature ' Date

Parent’s Written Instructions:




Church of the Saviour Early Learning Center
2587 Lee Road - Cleveland Heights, Chio 44118
(216) 3211685 Fax (216) 821-3019

Diaper wipes restrictions:  yes no

Note restrictions:

Daily Medicine: _

Explanation:

If a child receives dally medications, medical treatments, or special dietary restrictions, a medical
statement must be attached to this form and signed by the child’s physician,

a.m. P,

Napping Schedule:

Pacifiet:
At what times during the day do you want your child to have their pacifler? Sometimes:

If your child will have their pacifier continuously throughout the day, the center requests that
parents provide a pacifiet attachment strap to accompany thelr child each day.

The Early Learning Center requests that parents leave a change of clothing at the center.
If your infant’s clothes become untidy do you want your child changed? Yes ___ No____

If s0, please remember to bring a new change of dothes to the conter

ParantfGuardian Slgnature Date
Adminlstrator Signature Date
Dete

Teacher Signature



COVID 19 ACKOWLEDGEMENT AND
WAIVER OF LIABILITY

I, as parent/guardian of , and personally, acknowledge that COVID-19 Is a

disease spread and transmitted from persen o person. I understand that such disease may be spread
without the knowledge of the Church of the Saviour Early Learning Center (hereinafter “ELC"). |
understand that the ELC will follow state and federal (CDC) guldelines for day care centers but such
afforts may not prevent the potential spread of CQVIIMB within the ELC. Recognizing the possibliity of

spread of COVID-19, | understand and accept the risks associated with COVID-19 to my child and my

own person as part of my bringing my chiid to the ELC.,

|, as parent/guardian of _, and personally, hereby walve, release, discharge

ahd/or otherwise indemnify the ELC, its employees, Church of the Saviour against any claims by aron

behaif of my minor child or myself for any spread o care needed due to any COVID-19 Infections arising

from my child’s participation with the ELC,

Sighed;

Parent’s Mame Printedh:

Signed:

Parent’s Name Printed;

Parent{s) of

Date:




Ohio Departmentof Job and Family Services

CHILD MEDICAL STATEMENT FOR CHILD CARE

Child's Name {prinfor fype}) 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):

Section A- EXAMINATION

v The above named child has been examined.

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

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

Check below, if applicable:

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

Optional: Measurements and Recommended Assessments/Screenings

Height Vision OYes [ONo Lead [JYes [dNo
Weight Hearing [lYes [1No Hemoglobin OvYes [1No
BMI Dental [dyes [dNo Other

Notes:

igtreoEinng eal CaePrcin&r T | Date ofxaination '

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 DATES
(MM/DD/YYYY FORMAT) OF DOSES OF ALL IMMUNIZATIONS.,

IMMUNIZATION (Complete ONLY ONE SECTION below)

Section 5104.014 of the Ohio Revised Code requires immunizations against the following diseases:
Chicken pox, Diphtheria, Haemophilus influenzae type b, Hepatitis A, Hepatitis B, Influenza, Measles, Mumps, Pertussis,
Pneumacoccal disease, Poliomyelitis, Rotavirus, Rubella and Tetanus.

Section B - To be completed by the EXAMINING HEALTH CARE | Initials of Examining Health Care Practitioner

PRACTITIONER:

O 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

JFS 01305 (Rev. 10/2021)



Recommendations for Preventive Pediatric Health Care

American T ]
N } Bright Futures/American Academy of Pediatrics
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Summary of Changes Made to the Bright Futures/AAP Recommendations

for Preventive Pediatric Health Care [Periodicity Schedule}
e reflects changes approved in December 2022 and pu
visit wwwaa)

This schy

:nn in April 2073, For updates and a list of previous changes made,
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CHANGES MADE IN DECEMBER 2022
HIVY
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| can take place} to 2lign with recommendations of the US Preventive Senvices. 37€ h“..?no_nmﬁu {¥omens freventive Services i
Task Force and AAP policy (“Adolescants and .}Eau Adults The Pediamricien’s  2ndthe Amarican Academy of Child & Adolescent v&.ns_m.nv. wc_um_.smm

to the USPSTF thitpgy/

Role in HiV Testing and Pre- and Postexposurs HIV uB. ylaxis). - Footnote 14 has been updatad to read as foliows: “Serean for behavi EFM
2 #E s for Disease Controt and Prevention L ste 307 srad 20 folinus: iolescen and social-emotional problemns par ‘Promy Optimeal Devell
,ru: it e oy S oomete 30 has beer updated to raad as follows: *Screen adolescents S g

! soen the 2ges of 15 and 21, making svery Screening for Behaviora! and Emotional Problems’ (h

158 Who &re pessons with past of cunent injection drug usa, should be | effort to preserve confidentiality of the adolescent, as par ‘Human Deds 2014-3716), ‘Mental Hezith Competendias for Ped
¢ Immunodaficency Virus (HIV) infection: Streening’ thttps:Zwww.

usprevertiveservicestaskforce.org/uspstfirecommendation/human-

it least A
ast once betwaen the ages of 18 and 76, Those Stincreused riskof BV tnfertion, forsilvatleastance b

G g\(usnmaﬂnmnrg_vkomﬁ 7 i
152015 2757), kmn.nmmm-& Suicide

assessment, 33 2ppropriste, per “Sudden Death inthe Young:information

ary Cars Provider fttps: 5
hatpsed i il ralussatl
d icel-canzer-screaninal. fons for petvic : 1
17, At gach visit, TIOPT inarti ential, with t 2 fnation & the Pediiric OF N T
ot e O i < Ht B o & screening should be family centered and a&.:.n_c% H

1 udnnn,&oma..wm Buring the aith concerns and sodial

nal hesith. See Poverty 5

dentifed, peria
L rvT

m&:n about nm,.mm_,‘.mw emaotional mna men

CHANGES MADE IN NOVEMBER 2021
HEPATITIS B VIRUS INFECTION
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nmmnmm_pﬂo.,nmoq fos 43_

mmn“as.wuuu¢wa.w\;1ilu=o= 3
wﬁa ng Eamdﬁa_:: _u:._n.ea

ELUORIDE VARNISH
- Footnote 37 has been updated to read a5
recommends that primary care
pr ,Emﬂ;mﬁ? of

“The USPSTF
fluoride varnish to the
gt the age amn:Jm_«

2424 edition of the AAF Red Book:Report oﬁrm Commitiee m:?,w.mnma:m
Diseases, making every effort to pressove confidentiality of the patient”

)Anw 3833”?.9 o for Puise
fHeart Diszase”

1 fu-ide suppiemes .y&.ém:aagi D:\m et T areprasent, mnu:
n the primary czre of
nanum use are notecin

ectious Diseases,
A

Assessing risk for sudden cardiac arrest and mrummm cardize death has been

addad to cecur from 13 to 21 vears {to account for the range in which the risk

assessment can take placs) to be consistent with AAF policy ("Sudden Death

in the Young: information for the Primary Care Provider?. FLUORIDE SUPPLEMENTATICN

« Foomote33 hes been addad to read as follows: “Perform arisk assessment, . Footnote 38 has been updated 4o read as foll
z5 apprepriate, per Sudden Death in the Young: information for the saurce is deficient in flucside, consider oral fuoride mrcﬁ,nn.m%mao: See
Primary Care Provider’ (httpst/dol.ora/10.1542/peds. 2021-0520441" Fluaride Use tn Caries Prevention in the Primary Care Setting’ {https:idoi

ty foupcateand
Z4. Perform sk aseessmentor oo

r!.,..:lmun Sxsosure Harms
racahland/

B | scraenin H
: | DEPRESSION AND SUICIDE RISK
The AAD oninfzcticus ; Screening for suicide risk has been added {o the existing depression screening

ARP Red Book: ‘anvn:. che Com

- recommandation To be consistent with the CLAD-2C and AAP policy.

« Fooinete i6hasbesn cuxm?g 8 read as follows: “Screen adolescents for

: depressionand s ffort 1o praserve confiden

oithe cent Ds i i
uwmnanm Pmnm“nmnﬁ _nm:nmnmrs? Assessment, and

o Infectious Diseases. Testing should be pert

and The 2ist Lentury Cures Act & Adelescent
:/vwersadoisscentheaith.crg/Advocacy/Advocacy-




Ohio Department of Job and Family Services

REQUEST FOR ADMINISTRATION OF MEDICATION FOR CHILD CARE

This form is to be completed for each prescription or non-prescription medication that a child needs to receive while
in care.

It is not required to be completed for topical products, lotions, orif the medication is required by a health care pian
(JFS 01236).

Child'sName Date of Birth (if needed fo Weight (if needed to determine
determine the correct dosage) the correct dosage)

Box 1 | The following section must always be completed by the parent/guardian.
Name of medication Dosage

[l See attached

To be administered atthe following times For the following Medication expiration
period oftime date

f undersiand:

1. This form expires twelve months from the date of my signature, if box 2 has not been completed.
2, That my child must receive at least one dose of medication at home prior to the program administering the
medication (unfess the medication is used for emergencies).

Signature of Parent/Guardian ) Date

The following section must be completed by alicensed physician, licensed dentist, advanced practice

Box 2 registered nurse or certified physician's assistant when any of the following.apply:

1. The nonprescription medication contains codeine or aspirin;

2. A physician's instruction is needed for a nonprescription medication;

3. The child does not meet the minimum age or weight requirements as listed on the label instructions onthe
nonprescription medication;

4, The nonprescription medication is to be given longer than three consecutive days within a fourteen-day period;

5. The intended use differs from the manufacturer's instructions or use

JFS 01217 (Rev. 10/2021) Page 1 of3



Instructions

[] See Attached

Possible side effects to watch forare

{1 See Attached

The chifd is under my care and should receive the above medication as written. f understand this form expires
twefve months from the date of my signature.

Signature of licensed physician, licensed denlist, advanced practice registered nurse or Date of Signature
certified physician's assistant

Phone Number

JFS 01217 (Rev. 10/2021) Page?2 of3



in care.

(JFS 01236).

This form shall be completed for each prescription or non-prescription medication that a child needs io receive while

It is not required to be completed fortopical products, lotions, orif the medication is required by a health care plan

The following section must be completed by the child care staff member, family child care provider or in-home aide fo
the child listed on this form. All medication must be documented when administered. Incomplete information elevates

the level of risk to children.

Child's Name

Name of Medication

Date

Time

Dosage

Signature of designated person
administering medication

JFS 01217 (Rev. 10/2021)
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Church of the Saviour Early Learning Center

CHILD PICK-UP FORM

Please list the names of those people who have permission to pick up

your child from the Center.

If you participate in the PFCC/TAP Program, please put a check mark
next to the person’s name who is authorized to TAP your child infout.

Name v Phone Relationship
Authorized Number
to TAP
Parent’s Signature Date

8/2023




Church of the Saviou'r Early Learning Center
2537 Lee Road
Cleveland Heights, Ohio 44118
(216) 321-1685 Fax (216) 321-3019

Photo Release

I hereby grant Church of the Saviour Early Learning Center permission to use my
child’s likeness in photograph in any and all its publications, including audiovisual
presentations, promotional literature, advertising, or website entries, without
payment or other consideration.

Name (print full name):

Signature:

Child’s name:

Relation to minor:
Address:
City, State, Zip code:

Telephone #:
Date:




ETHNIC and RACIAL DATA FORM

Agency/Daycare Center

Agency/Daycare Address

The agency or daycare listed above receives Federal financial assistance for participating in the Child and
Aduit Care Food Program {CACFP). Because they receive Federal financial assistance they are required
to record and maintain the Ethnic and Racial data of all children enrolled in the CACFP. This information
is used solely for the purpose of determining compliance with Civil Right laws and will be kept
confidential. We are requesting for each participant to ‘Seif Identify’ and provide this information,
however it is optional to Self Identify. This ethnic and racial information will remain confidential and on
file for 3 years and will only be accessible to authorized personnel.

To Self Identify, please answer the following questions.
Child’s name

Ethnic Category: Choose one

Hispanic or Latino: A person of Cuban, Mexican, Puerto Rican, South or Central American, or
other Spanish culture or origin, regardless of race. The term “$Spanish origin” can be used in addition
to “Hispanic or Latino”.

Non-Hispanic or Latino:

Racial Categories: Check all that apply

American Indian or Alaska Native; A person having origins in any of the original peoples of
North and South America, {including Central America), and who maintains tribal affiliation or
community recognition.

Asian: A person having origins in any of the original peoples of the Far East, Southeast Asia, or the
Indian subcontinent, including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan,
the Philippine Islands, Thailand, and Vietham.

Black or African American: A person having origins in any of the black racial groups of Africa.

Native Hawaiian or Other Pacific Islander: A person having origins in any of the original
peoples of Hawaii, Guam, Samoa, or other Pacific Islands.

White: A person having origins in any of the original peoples of Europe, the Middle East or North
Africa

Other

Parent/Guardian Signature Date

This institution is an equal opportunity provider




Ohio Department of Bducation « Office for Child Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

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

CACEP proginms exempt from having an enxofiment form on file are: Emetgonoy Shelters, Outside-School-Hours, Youth Davalopmont & After Sohon! At Risk

Instractions for Completion
« Al parentsiguardiuns are to complete  separate form for each child enrolled at the child care or Head Start center, *

List the ehild’s name, age, bitil date, the days and houts normally in oare snd the mesls nortaelly reoeived while in care.

Y

»  Jfschedule listed will frequently vary due to changes in parent/guardian schednle, check response box below chart,

*  Ifthe ohild comes before and afer school, list the hours in care for both the morning and afferzoon,

*  CACFP Faderal ragnlations 226.1 5(e) (2) tequize that an enrollment forin be completed annually and signed by the child's

parent or guardisn, . _ e P S
CENTER NAME Surshing Child Cove
CHILIYS NAME AGE BIRTHDATE ¢ / 4 / 2009
(plense print} ANNIE JONES 5 month /7 day / yenr

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

Check (v) Days st lours Child Normally in Care Check (v') Meals Child Normally Receives while i Care

Child Normally AM PM Tveuning
in Care Arrive | Depart | Arrive | Depart || Breskfast | Spacl Lunch | Snack | Supper | Smack

Monday 7:002m | 8:15am | 4:45pm | 6:00 pma v ) r”“ v

Tuesday 7100 am 6:00 v, I TV r\ :\ ‘3( C"\ v

Wednesday 7:00 an | 8115 am W\Hﬂ p\'n. \ \\\ \\\ Y ‘\ \ \ \'M\ v

Thursday 7:00 am \ Y:\\\é‘:tlo pJL \M\\ \ ‘/ \7\\ j

Friday 7:00 am | 8:15 am 4:\15@1% 6:1*%:1( .q\\r’\\ \\ XU — v

Saturday ,L \ \— e

Sunday J

[:[ ¥es, The schedule fisted above may frequently vaxy due to changes in paren ts/gnardians schedule

SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN Moty Jones 7/13/2015 | NUMBER  (614) 222-3344
MAYLING ADDRESS:

STRELT /APT. 123 Parlo St CILY  Columbity ZIP CODE 43715

In accordance with Federal olvil rights law and U, S, Department of Agifoulturs (USDA) clvii rights regulations and poficles,
the USDA, lis Agencies, offices, and employees, and Institutions partivipating In or administering USDA programs are
prohibited from discriminating based on race, color, natlonal orlgin, sex, dlsabllity, age, or reprisal or retallation for prior
civil rights activity in any program or activity conducted of funded by USDA.

Parsons with disabllities who require alternative means of communication for program Information (e.g. Braliie, Jarge print,
audlotape, American Slgn Language, eto,), should contaot the Agency (State or local) where they applied for benefits.
Indlviduals who are daaf, hard of hearing or have spesch disabllities may contact USDA through the Federal Relay
Service at (800) 877-8339. Additionally, program Information may be made avallable In languages other than English,

To file a program complaint of disarimination, complste the USDA Program Disorimination Complaint Form, (AD-3027)

found online at: hitp v asor.usda, gov/complaint filing custhitml, and at any USDA office, or write 4 Jetter

addressed to USDA and provide in the lstter all of the information requested in the form, To request a copy of the

complaint form, call (866) 632-9092. Submit your completed form or fetter to USDA by

(1) Mall: U.S. Department of Agriculture, Office of the Asslstant Secretary for Civil Rights, 1400 Independence Avene, '
SW, Washington, D.C. 20260-9410;

(2) Fax: (202) 690-7442; or

il: program.Intake@usda.cov,
(3) Email: program.intalke@usda.gov, frev. 12/3/2015)

This ingtitution is an equal opportunity provider.




Ohio Department of Edueation - Office of Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

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

CACPP programs exenipl from havinﬁ an enrottmont form on file are: Emerpeney Shel;gLs. Quiside School Hours, Youth Devologment & After Schvol al Rjék

Instructions to Complete
s Al parents/guardians are to complete a separate form for each child enrolled at the child care or Head Startcenter.
¢ List the child’s name, age, birth date, the days and lours normally in care and the meals normally received while incave,
«  [fschedute listed will frequently vary due to changes in parent/guardian schedule, checl response box belowchart.
o [fthe child comes before and after school, list the hours in care for both the morning and afternoon.
®  CACFP Federal regulations 226.15(e) (2) require that an enroliment form be completed annually and signed by the child’s
parent or guardian.
CENTER NAME
CHILD?S NAMIE AGE BIRTHDATE / /
{picase print} month  / day / yenr
CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE IN CARE
Check (v) List hours child normally in enye Check (v") meals child normally receives while in care
Days Chilfi AM M Lvening
Norgsally in Arrive | Depart | Arrive | Depart || Breakfast| Spack | Lunch | Snack | Supper | Snack
are
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday m
[:] 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. Iy ZIP CODE

In accordance with federal civil rights Taw and U.S. Department of Agriculture {USDA) civil rights regulations and policies, this
institutlon is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identlty and sexual
brientation), disability, age, or reprisal or retaliation for prior civil tights activity .Program information may be macde avallable in
languages other than English. Persons with disabilities who require atternative means of communication to obtain program
information (e.g., Brallle, large print, audiotape, Amerlcan Sign Language), should contact the responsible state or local agency that
administers the program or USDA's TARGET Center at (202} 720-2600 {voice and TTY) or contact USDA through the Federal Relay
Service at {800) 877-8339.To file a program disciimination complaint, a Complainant should complete a Form AD-3027, USDA Program
Diserimination Camplaint Form which can be obtained anline at: hitps://www.usda.gov/sites/default/files/documents/USDA-
(ASCRUZ0P-Complaint-Form-0508-0002-508-11-28-17Fax2 Mail.odf, from any USDA office, by calling {866) 632-9992, or by writing a
letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of
the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civll Rights (ASCR) about the nature and date
of an alleged civil rights violation. The completed AD-3027 form of letter must be submitted to USDA by:

{1) mail: U.$. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW,
Washington, D.C, 20250-8410;
(2) fax: {833) 256-1665 or {202)690-7448; or (3} emall:program.intake@usda.gov.
This Institution is an egual opportunity provider.

Ohio Department of Education - Office of Nutrition

Revised 8/2022




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

INSTRUCTIONS: To apply for free and reduced-price meals, read the household Letter and instructions on backside of this form. Complete application and
return to the center. In accordance with the NSLA, information on this application may be disclosed to ofher Child Nutrition Programs or applicable
enforcemaent agencles. Parents/guardians are not required to consent to this disclosure. Part 1 s 1o be completed by all households. Part 2 is to be used only
for & child living in a househeld receiving food assistance (SNAP) or Ohio Works First (OWF) benefils, Part 3 is only for children NOT receiving Foor
Agsistance or OWF benefits. Part 4 an adult household member must sign and date form; the last 4 digits of social securily number must be listed if Part 3 is
completed. Part 5 is optional. * Astevisks indicate info that must be completed. Form must be completed annually and valid for only 12 months.

CHECK IF
CENTER NAME A FOSTER
e CHILD
il (The legal
responsipility of
. awolfaro agoney " Check type 0 FOOD ASSISTANCE (SNAF) or
" NAME OF ENROLLED CHILD(REN) AGE | BIRTHDATE | neom e || Of benefit: 0 OHIO WORKS FIRST (OWF)
1 i CASENO. | _
[ P I [::[' EASENDE | o s e o s
4 . o . - EBABEND., | s o v nay o o
|:|~ - CABE MO | oo o o con o i o

E AND HOW OFTN IT WAS RECEIVED: List names of all household

b, CHECK | ©. GROSS INCOME during the last month (aount earmed before taxes & other deductions) and
13 HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually

Tﬁéﬁ,\?&? 1. Earnings from work 2. Welfare payments, 3. Pensions, retirement, 4. All Othey Income
hefore deductions child support, alimony Social Securily, SSI, VA
I $ amount / how often | $ amount / how often $ amount / how often | $ amount / how often
! I ERE: / $ / $ / $ /

2 I I 5 / $ / $ /
1|8 / 5 / 5 / . DR N—
4 R / $ / $ / $ /

B Ll s $ / $ / $ /

[l L s / 5 / 5 / 5 ;

AR

PRIV SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: Adult household member must signfdate form. If Part 3 is completed,
the aduli signing the form must also list last 4 digits of his/her Social Security Number or check the “1 do not have a Social Security Number” box.
I certily that all information on this form is frue and correct and that all income is reported. 1 understand that the center will get Federal Funds based on the

irdormation. 1 understand that CACFP officials may verify the information. | understan [ jf | ) ‘v false information, | may be rosecutad.

]

y  (Gheck if applicable)
- SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE [:Ij I do not have a Social Security Number
i F‘rlnt Name: Daytime Phone Number: Work Phone Number:
vaet [ Apt City / State / Zip: County:

i ACIALIETHNIC IDENTITY (Optional): Please check appropriate boxes to identify the race and ethnicity of envolled child(ren).
Asian Black or African Ametican

[—— ||\ ian or Other Pacific 1slander Whi Other

Ploase mark ane ethnic_Identity: [] Hispanic or Latino L] Not Hispanic or Latino
Privacy Act Slalement The Richard B, Russell National Schaal Lunch Act requires tha information on lhis application. You do not have to give the information, but if you do not, we
cannol approve the participant for free or reduced-price meals. You must include the last four digits of the Social Security Number c_)f the ad_ult household member who signs the
application. The Socizt Securly Number is not required when you apply on behalf of a foster child or you list a Supplemental Nutnt_ion Assistance F’rogram' (Si\{Af-’]. Temporary
Assistance for Neady Families (TANF) Program or Food Distribution Program on Indian Reservalions (FDPIR) case number for the participant or other (FDPIR) identifier or when you
indicate that the adult householkd member signing the application does not have a Social Security Num_b:ar. We will use your information to determine if the participant is efligible for
freo or reduced-price meals, and for adminisiration and enforcement of the Program, State Distribution: July 2023

TS BECTION TO BE COMPLETED BY CENTER. Mote: ‘Al information:above this section is to befilled In by the parent or guardian.

Application Cerlified/Categorized as:

1 FREE, based on 0 Food Assistance/OWF Case No.
r1 Household size and income
i1 Foster Child

[1 REDUCED-PRICE, based on Household size and

' American Indian or Alaska Native

i Complete information below only if qualifying child(ren) by household income from Part 3.

| Por the total household size, compare total household income to the USDA Income Eligibility
Guidelines o determine correct categorization. When income is listed in different frequencies
of pay in Part 3, you must convert all income to annual income before determination. Use the
o iollowing Annual Income Conversion :

! Weelkly x 52, Every 2 Weeks (biweekly) X 26, Twice per Month semi-montly) X 24, Monthly x 12

form was signed one year earlion)

income
&% ] ased on  n Income too high
Toial Total Household income: $ C1 PAID, b 16 4

4| Bousehold ) ) @ Incomplete ‘ _

| Size: Par: mweek 1 every iwo weeks o iwice per monih  month o yeal m Invalid case number or information
£ . . 1, ' wa? o v
f‘g Signature of Sponsor / Center Representalive Date Sponsor Certified/Categorized Form  Effective Date ) Expiration Date o
'51 ol Elfestive date is delermined by parent or sponsor signalure dale as selected on GRRS application. (From (he first of month of date signed)  (Valid until last day of month in which
!

saront signature is not within month of cartification or immediately preceding month,
ale st be date of spensar corilfcation

Pevsieasd Tme 2099



Suilding For the Future

This childcare facility participates in the Child and Adult Care Food Program (CAGFP), a federal program that provides
healthy meals and snacks to children receiving day care.

Egch day millions of childrep_ participate in CAGFP at childcare homes and centers across the country, Providers are
relmpursed for serving nutrlyous meals which meet USDA requirements. The program plays a vital role in improving the
quality of day care and making it more affordable for low-income families,

Meals CACFEP homes and centers follow meal requirements established by USDA.
Breakfast Lunch or Supper Snacks (Two of the
five components})
ik Milk Miike
Fruit OR Vegetable Meat or meat alternate Meat or meat alternate
Grains or Bread* \?é?gtsa S{:LGN“S Grains or bread
*|
rgﬂ?aUMeattl Alternlate MaY 1 Fruit or Second Vegelabls (Ifserving Fruit
place entire grain up to iwo vegetables they must be Vegetable
3xiweek different foods)

Participating Facilities
Many different homes and centers operate CACFP and share the common goal of bringing nutritious
meals and snacks o partisipants. Parficipating facilities include:
« Child Care Centers: Licensed or approved public or private nonprofit childcare centers,
Head Start programs, and some for-profit centers.
» Family Child Care Homes: Licensed private homes.
s After School Care Programs: Centers in low-income areas provide free snack andfor meal
to school-age children and youth,
+« Emergency Shelters; Programs providing meals to homeless children.

Eligibility State agencies reimburse facilitles that offer non-residential day care {o the following children:
s Children aged 12 and under,
« Migrant children aged 18 and younger, and
e Youths through 18 in emergency shelters and after school care programs in needy areas.

Contact information

If you have questions about CACFP, please contact one of the following:
Sponsoring Organization/Center Ohio Department of Education

CACFP Program Specialist
25 S. Front Street, MS 303
Columbus, OH 43215-4183

Church of the Saviour
Early Learning Center

Phonea: 614-466-2945

2537 L.ee Rd
Toll Free; 1-800-808-6235

Cleveland Hts, OH 44118

Nondiscrimination In accordance with faderal civil rights law and U.S. Depariment of Agticulture {USDA) civil rights regulations and palicies, this

fon i ited from discriminating on the basls of race, color, national origin, sex (Including gendar identity and sexual otlentatiorn), qisabnhty. age,
::nrsrtgg:isgi zrp:f:t];i|liaattie:n for prior civil rlgh!g activity. Program Information may be made avallable in languages other than English. Persons with di;:abllgtles
who reguire alternative means of communication to abtain program information (e.g.. Brallle, large print, audlotape, American Sign Language), s tos.xt
contact the responsible state or local agency that administers the program or USDA's TARGET Center at (202) 720-2600 (voice anle;rY) gr conAa; o027
USDA through the Federal Relay Service at (800} B77-8339. To file a program discrimination complaint, 2 Complatnant should comF’) l?S?D ?\ é’f\"é‘cﬁo} 027,
USDA Program Discrimination Gomplaint Form which can be obtalnad online at: hﬂg_s__:ﬂwww.usda.govlsllesldefaLlltfmesfdocun'lents ; - ASEH _.Il_h_-_
Complaint-Form-0508-0002-508-11-28-17Fax2Mail pdf, from any USDA office, by calling (8(3:6)‘ 632-9992, or by wrlting a latter addresse t(f)i‘ | A ileto
leftar must contain the complainant’s name, addrass, telephone number, and a written desaription of‘ the allagegl discriminatory actien lr;3 §g7|fc c?n :al aﬂer
inform lhe Assistant Secretary for Civil Rights {ASCR) about the nalure and date of an alleged civll rights viclation, The completed AD- arm or e

musl be submitted to USDA by:

1. Mait:

U.S. Department of Agricuiture

Office of the Assistant Secretary for Civil Rights

1400 Independence Avenue, SW

Washington, D.C. 20250-9410; or

2. faxt

{833) 256-1665 or (202) 690-7442; or

3. email: Program.Intake@usda.qov 0812023

This institufion is an equal opportunity provider.




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

Child's Mame (Last) {Flrst) Nickname (If any)

8y praviding complate Information about your child, you will be assisting staif in ereafing ap"ésiﬂve ekper!ah&eﬂi“oxhim/her: while In
care. List any Information about your child's habils, ablliles or personality that you foel wilf be helpfil to the staff whils caring for-

your chifd.

Who s in the child's immedlate family?

Who lives at home with your chiid?

What is the primary language spoken In vour child's homa?

Are there any speclal famlly arrangements, such as shared parenting, lving in [wo homes, or custody speclfications, efo.?
Additional Detalls?

Are there any changes or transitions that your child has recently experlanced or Is exparlencing? (moved from crib to bed,
divoroe, new home, death of family member, fiiend or pat) Additional Detalls?

Are there any cuitural or religlous practices of your family we should be aware of? {Dletary rastriotions, olothing, head coverings,
etc,}

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

Has your child had a previous care arrangement? [ Yesor [ No Additional Detalls? (Center based, in home, with famlly,
with parenis, etc.)

My chitd drinks [_] milk, [_] fermula, [T julce or [} water. (Chack afl thet apply)
How mugh and how often?

Does your child have any favorite faods?

Does your child distike any foods?

Are there any foods your chiid should not be fed? (licensing requires documentation he completed for children with feod
allergles and/or dletary restrictions)

JFS 01611 {Rev. 102014} Page 1 of 3



Flease check gl of the words that best describe your chiki's personality and behavior

[lactive [T adventurous [l affeotionate [ anxious [ bossy [J bright [ busy £J caim [ eautious [ cheerful

[ content [ creative [ curlous [7 easily-angered [J emotional [ enaigetic [ excitable [ friendly ] glvas-in-easily

[ happy [ hesitant [7] Insscure [ jeatous [ likes structurefroutings 3 toud [Fioving [ mellow [ outgoing

[J prefors adult attention [ quist ] sensttive [ setious [] shares-wall [T sociat [J sportanecus 7] stubborn [ tentative

T other:

Are there addillonal personality and behavior characienstos that wolld be useful to know about yvour child?

Are there thinga that frighten your child? If so, how doas helsho react and whet do you do fo comfort himiher?

What routines/actions or ltems do you Use to cormtart your chlld?

What causes your ¢hlid to feal angry or frustrated?

What methods do you use to raspond {o your chiid's negative behavior?

Daes your ohild use any special comfort or support itams inat help himfher go to sleep? IF so, what?

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

My child sits in & {_I high chair, [Tbooster, [_] child slze chalr or [-] aduit size Ghalr. {Check the one thal epplies.)

Is your chitd toflet trained? If nol, have you started the toliet raining process? Flease explain the process used.

Does your chiid need assistance when using the tollel? I so, how?

What words, gestures or slgns does your chifd use If he/she needs to Gse the batireom?

What time does your child nomally go fo bed al night and wake up in the motring?

What time(s), and for how Iong, does your chifd usually nap?

JFS 01511 (Rev. 10/2014) Paga2of3




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

What might you andfor your ohild be anxious ahott as hefshe stans n This program?

What are you and/or your child exclted about as hefshe starts in (his program?

What are your expectafions of this program?

What other Information wolld be heipiul for the stalf caring for your chlld to know?

Parent/Guardian's Slgnature Date

JFS 01611 (Rey, 10/2014) Pagn 3 of




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

Routine Trip Destination(s) -

Date of Permission (valid for one year)

Mode of Transportation (walking, school bus, public transportation, parent vehicles, provider vehicle and driver)

During this trip children will have access to water that js 18 inches or more in depth.
[]Yes [ No

Are water activities planned in water that is 18 inches or more in depth? [] Yes [ No

(if yes, a swimming permission slip is required)

Child's Information .~

Child's Name

My child is
[J not over 4 years and/or 40 Ibs [ over 4 years and 40 Ibs [] 8 years and/or over 4' 9"

F grant permission for my child to participate in the routine trips described above.

Parent's Signature Date

JFS 01225 (Rev. 12/2016)



CHURCH OF THE SAVIOUR EARLY LEARNING CENTER
TUITION PAYMENT POLICIES

WEEKLY RATES EFFECTIVE April 1, 2023
R ool ool o sllelalllf o ol el ol 9 SRR o ool koo oo o o o o o oo oo o
PRESCHOOL | TODDLERS | INFANTS
$280.00 $300.00 $320.00

*'}:******w******1’:***‘;‘;**:’.‘4\'-k**:‘c*:\'**************w’r******a\'}h’e*s’e******w*******:‘:******h-':

Payable:
Tuition must be paid, in advance, on Monday by check, cash or money order.

Registration Fee:
To register your child, you must first complete a registration form and pay an initial non-refundable
$75.00 family registration fee. An annual registration fee of $35.00 is due each September.

Discounts:
A 10 % discount will be given to private-pay families when two children from the same family are
atlending at the same time. The discount will be applied to the tuition of the 2" child (lowest rate).

Deposit:
A security deposit of one week's tuition must be prepaid for all children. Upon withdrawal, this deposit
will be refunded if the ELC receives a 2-week written notification that the student will be withdrawn,

Delinquent Tuition Payments:
A late fee of $10.00 will be imposed on delinquent accounts every week.

Center Closing:
Tuition is not charged when the center is officially closed for one week during the Christmas and New
Year's holidays.

Student Vacation/Sickness:

There can be no reduction of tuition for student absences due to illness or vacations. Our expenses are
directly related to the number of enrolled students and are not reduced when a student is temporarily
absent due to illness or vacations.

Withdrawal:
Please remember that we must have written notice at least 2 weeks in advance of your intent to withdraw

your child from the program. If we do not receive this notification, you will not be refunded your
security deposit.

872023
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We are excited to offer the safety, convenience and ease of Tuition Express"—a payment processing system that allows secure,
an-time {uition and fee payments to be made from either your bank account or credit card.

ELECTRONIC FUNDS TRANSFER AUTHORIZATION FOR EANK ACCOUNT and CREDIT CARD

I (we) hereby authorize (business name) to initiate credit card charges to
the below-referenced credit card account (Section A) OR, initiate debit enlries to my {our) checking or savings account,

indicated below (Section B). To properly affect the cancellation of this agreement, | (we) are required to give 10 days written
notice. Credit union members: please contact your credit union to verify account and routing numbers for automatic payments.
Check with the center for accepted credit card types.

ETE ONE SECTION ONLY

SECTION A (Credit Card)

Cardholder Name Phone #

Cardholder Address City State Zip
Account Number Expiration Date

Cardholder Signature Date

SECTION B (Bank Account)

Your Name Phone #
Addrass City State Zip
Bank or Cradit Union Name Banlk or Credit Union Address City State Zip
Rauting Transit Number {see sample below) Account Number (see sample below) |:| Checking D Savings
Autiorized Signature Date
John Sample ﬂw- ' m-: r-m i oazz A service of

For Official Use Oniy 5555555555

Mary Sample
123 Nice Street

Date Recelved Anytown, USA

Pay to the ; x “ "

o Attach Voided Check Here 3
Employee Signature Bieposit shps not accepted Dolfars

procare
SOFTWARE

RAulckls N22a -
i 1 E15 i J

Account Numbar Ghinck Number Copyrlght Procare Snftware 111612015

i!:iEE»'I'ﬁ 5
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