[image: ]



Child's Name:_________________________ Sex:_________   Birthdate:______________________
Mother Name  _____________________  Address: _______________________________________
Employer _________________________________________Email Address: ___________________
Cell Phone #: _______________________________ Work Phone #:  ________________________
Father Name  _____________________  Address: ________________________________________
Employer _________________________________________ Email Address: ___________________
Cell Phone #: _______________________________ Work Phone #: ________________________
Person/s with whom the child lives: _____________________________________________________________________________________
Individuals to contact in case of an emergency, whom are also allowed to pick-up your child: 
Name: __________________________ Relation:________________Phone#:  _________________
Name: ___________________________Relation:________________Phone#:  _________________
Name: __________________________ Relation:________________Phone#:  _________________
Circle the following answers: 
Does your child have any food allergies? Yes No 
Does your child have any other allergies? Yes No 
Does your child have any dietary restrictions? Yes No 
Does your child have any special needs or health concerns? Yes No 
Please explain any "yes" answer here:  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PARENT AGREEMENT
 This agreement is entered into by and between Epic Learning Center and 
_________________________________ (parents/guardians) for the provision of childcare for 
_______________________________ (child). I have downloaded and read the Epic Learning Center Parent Handbook.  By signing and returning the parental agreement to Epic Learning Center, I declare that I am in complete agreement and will follow all said policies. I fully understand that the Epic Learning Center Parent Handbook is not a contract, but a guide for parents and students and may be revised from time to time. 
By executing this Parental Agreement, I agree to pay tuition and fees based upon the terms and conditions specified herein:
	
Age Group

	
Tuition Rates

	
Registration Fee & Curriculum Fee

	
Infants/Toddlers
(6 weeks-23 months)
	
$125/week
	Registration Fee-$100.00
Curriculum Fee-$84.00 (applied August 1st)


	
Two’s

	
$120/week
	Registration Fee-$100.00
Curriculum Fee-$84.00 (applied August 1st)


	
Preschool
(3 years & up)
	
$115/week
	Registration Fee-$100.00
Curriculum Fee-$84.00 (applied August 1st)


	
 School-Age
(Kindergarten & up)
	$70/week
 during school
$105/week
 school breaks
	Registration Fee-$100.00



Registration fees and prorated curriculum fees due at time of enrollment. 
There will be a sibling discount of 10% of the oldest child’s tuition.  


REGISTRATION
· Completed Registration Form
· Authorization for Emergency Medical Treatment
· Photo Release (Pictures displayed in facility, web page, business social media, etc.)
· Child Care Contract
· Child Care Enrollment Form
The information on these forms must be kept current. If there are any changes made, the parents hereby agree that they shall notify Epic Learning Center immediately.  
 A non-refundable one hundred dollars ($100.00) registration fee will be collected to reserve your child’s spot. All registration forms must be completed and on file prior to your child’s starting date. These include childcare contract, copy of vaccinations, photo release and child registration form.   
HOURS OF OPERATION
Care for _______________________ (child) will begin on _________________________. Normal business hours are from 6:30 AM to 6:00 PM. ________________________’s care will typically begin at _______ AM and end at _______ PM.  
TERMINATION OF CHILDCARE 
I agree to give Epic Learning Center a two-week notice if I decide to terminate childcare or pay two weeks tuition.  A Student Withdraw Form will need to be completed at this time. 
PAYMENT 
Payments are due no later than 6:00 PM on Tuesday for the current week of childcare services. If payment has not been received by Tuesday at 6:00 PM, a $10.00 late fee will be charged on Wednesday of that week if the payment is not received. Payment must be brought in order for your child to attend on the following Monday. 
FORMS OF PAYMENT  
We accept cash, check or money order.  There is a payment box set up for you to be able to drop that in.  Receipts are available up on request. 
INCLEMENT WEATHER
In the event of severe weather and unforeseen emergencies, we reserve the right to close the center. There will be no reduction in your tuition due to holidays, vacation, or illness, unless it qualifies under the vacation time listed below.  



 
LATE PICK-UP FEES 
Epic Learning Center sites are open from 6:30 AM until 6:00 PM. Parents/guardians of any child not picked up by 6:00 PM will be charged $5.00 for the first 15 minutes and $1 per minute per child thereafter.  
 2019 HOLIDAY CLOSINGS
The center will observe the following closings: 
MLK Day			Monday, January 21st, 2019
Good Friday			Friday, April 19th, 2019
Memorial Day 			Monday, May 27th, 2019
Independence Day		Thursday, July 4th, 2019
Labor Day			Monday, September 2nd, 2019
Thanksgiving	Thursday, November 28th, 2019 & 
Friday, November 29th, 2019
Christmas 	Tuesday, December 24th, 2019 & 
Wednesday, December 25th, 2019
New Year's			Tuesday, December 31st, 2019 & 
Wednesday, January 1st, 2020
STUDENT VACATION  
After six months of attendance at Epic Learning Center, your child will receive 5 days of vacation. Vacation must be used during the calendar year and will not carry over to the next year. All vacation hours not used by the end of the year will be forfeited. Vacation is to be used when your child is not in attendance at the center and must be approved through the center director.  Please contact the center director for a vacation request form. All other absences will not result in the reduction of weekly tuition.  
ACADEMIC CALENDAR
A yearly academic calendar is available on our website as well as posted in the center to inform you of events at the center, closing dates due to holidays.  The purpose of this calendar is to provide families with ample time to plan ahead to participate in these center activities.  We love having you as a part of our special events. 


SIGN-IN/SIGN-OUT PROCEDURES
It is state law that each child MUST be signed in and out using our computerized check-in system at Epic Learning Center located in the front lobby. Children may only be signed out and/or picked up each day by a parent/guardian or an adult (18 yrs. or older) authorized by a parent/guardian in writing and on file with Epic Learning Center site. A photo ID will be required to take the child. This procedure is for the safety of each child and MUST be adhered to at all times.  If, for any reason, the computer system is not functioning, a sign in sheet will be provided next to the computer for parents to manually sign their children in and out. 
HEALTH POLICY 
Our number one priority is to keep the children in our care safe and healthy.  Please do not bring your child to school ill.  If your child becomes ill while at school, we will notify you and your child will need to be picked up within one hour.  The Health Department regulations prohibit the admittance of any child into a daycare center that exhibits any of the following symptoms: 
· Fever – 100 degrees Fahrenheit or higher 
· Diarrhea – 3 or more loose bowel movements 
· Vomiting 
· Runny nose – other than clear 
· Rash 
· Discharge from eyes or ears 
· Lice 
· Any other communicable disease (chicken pox, pink eye, influenza, etc.) 
 If your child shows any of these symptoms, please keep him/her at home for a minimum of 24 hours.  If your child has seen a doctor and been on an antibiotic for a full 24 hours, he/she will be allowed to return to the classroom. Thank you for your help with this matter – we know how important your child’s health is to you! 
IMMUNIZATION POLICY 
Per state law, all public, private, and parochial day care centers, preschools and nursery schools shall notify the parent or guardian of each child currently enrolled in or attending the facility of whether there are children currently enrolled in or attending the facility for whom an immunization exemption has been filed.   
MEDICATION POLICY 
I understand and agree to the following medication policy: 
All medication sent to the center shall be in its original container and shall be labeled clearly with the child's name to ensure that medication is used for that child's use only.  
· Expired medication will not be administered. 
· Parents need to fill out the Medication Authorization Form for medicine. 
· In addition to the Parental Authorization Form, if the medication label reads “TO CONSULT PHYSICIAN,” a written physician authorization with child’s name, date, medication name and dosage must be on file in order to administer the medication.
· State Laws require parents to fill out the medication form in the office. The following needs to be stated clearly: 
· Child’s name 
· Name of medicine 
· Date(s) to be administered 
· Dosage
·  Time to be administered, 
· Special instructions (if applicable) 
· Side effects 
· Signature of parent and date of signature 
· Circumstances for administering “as needed” medication
EVACUATION EMERGENCY 
In case of an evacuation emergency, I authorize Epic Learning Center personnel to use their own vehicles to transport my child from the Center to the designated location. 
EMERGENCY CARE 
Minor bumps and scrapes are inevitable, but we make every effort to keep your child safe through close supervision and childproofing.  Minor injuries will receive the appropriate first aid.  If emergency illness or injury occurs, you will be contacted immediately.  If you cannot be reached, we will call your emergency contact numbers to make medical decisions in an emergency situation. 
AUTHORIZATION FOR EMERGENCY MEDICAL CARE
 I UNDERSTAND THAT I WILL BE NOTIFIED AT ONCE IN CASE OF AN EMERGENCY WITH MY CHILD, AND I WILL MAKE ARRANGEMENTS FOR MEDICAL CARE OF MY CHILD WITH THE PHYSICIAN OR HOSPITAL OF MY CHOICE. 
IF I CANNOT BE REACHED TO MAKE NECESSARY ARRANGEMENTS, OR IN A CRITICAL EMERGENCY REQUIRING MEDICAL CARE, I AUTHORIZE:
_____________________________________
DAY CARE PROVIDER OR HOME PROVIDER
TO CONTACT THE FOLLOWING:
______________________________________
PHYSICIAN OR CLINIC NAME/TELEPHONE NUMBER
______________________________________
DENTIST OR PEDIATRIC DENTIST NAME/TELEPHONE NUMBER
______________________________________

PREFERRED HOSPITAL NAME/TELEPHONE NUMBER
______________________________________
I authorize the facility to secure emergency medical treatment for my child.
Parent's Signature:________________________________________________  Date: ______________

WATER PLAY
I give permission for my child to participate in the Splash Day Activities. I understand that these activities will take place on campus during the summer.  
Ages 1-2 years will be on the toddler playground.  According to State Licensing Regulations, any child under the age of three may not participate in water activities as specified in Bulletin 137.  However, they will be able to go outside and play with bubbles, paints and sidewalk chalk. 
Ages 3 -5 years will be on the larger playground.  The children will be divided into groups and they will play in a variety of water sprinklers and shallow wading pools.  
PHOTOGRAPHS   
By signing this Parental Agreement, I give Epic Learning Center consent to take photographs of my child during center activities in and out of the center.  Pictures are used for the purpose of the activities within the center and will not be released to outside sources. 
WEBSITE AND FACEBOOK 
I give permission for photographs of my child to appear on the Epic Learning Center website, Facebook page and in promotional materials, including online media. _____yes   _____no 
 Website: www.epiclc.org, Facebook Page: Epic Learning Center
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Provisionally-Employed Staff Member Policy
1. Epic Learning Center may provisionally employ as a staff member, a person for whom it has requested a CCCBC-based determination of eligibility for child care purposes, and for whom the department has received a satisfactory fingerprint-based Louisiana or federal criminal history information record, pending the department’s receipt of the other CCCBC results and determination of the person’s eligibility for child care purposes.
2. A provisionally-employed staff member may be counted in child to staff ratios, but must be monitored at all times in accordance with the following.
a. A monitor of a provisionally-employed staff member must be an adult staff member for whom the center has a CCCBC-based determination of eligibility for child care purposes, (or prior to October 1, 2018, a satisfactory CBC), who is designated by the center to monitor a specific provisionally-employed staff member. 
b. We will designate a monitor for each provisionally-employed staff member present at the center.
c. The monitor will be physically present at the center at all times when the provisionally-employed staff member is present at the center. 
d. Monitors will remain within close enough physical proximity of their designated provisionally-employed staff members to be able intervene at any time if intervention is needed.
e. A monitor will perform at least one visual observation of each designated provisionally-employed staff member every 30 minutes. 
f. The center shall designate one monitor for up to a maximum of five provisionally-employed staff members at any given time. 
g. At least one monitor will be physically present at all times in any room during naptimes if a provisionally-employed staff member is present. 
3.  We will have a log provided by the department for documentation of the monitoring of provisionally-employed staff members that identifies each provisionally-employed staff member, the designated monitor for each, and the times of the visual observations.





I am signing below to acknowledge that I have read and agree to the Parent Agreement.

________________________________
Child’s Name (Please print)

________________________________  ________________________________ 
Mother’s Name (Please print)    Father’s Name (Please print)

             ________________________________  ________________________________   _______________
               Mother's Signature      Date                Father's Signature            Date              Director Initials


For Office Use Only
Entered____  Door Code____ Check In/Out Code____  
Paid Enrollment Fee____ Prorated Curriculum Fee____  
Immunization Record____ Food Program Application____
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CACFP 106 (Rev.  06 - 17 )                                                                                                                                                                                                                                                                                                     Instructions for FRPM Application   Page 2 of 4     The Sponsor/Institution Determining Official will utilize this  CACFP 108   (Standards of Eligibility) to  confirm participant’s eligibility status as Free, Reduced, or Above.     Effective July 1, 201 7   t o June 30, 2018    

Free  Price Meal Eligibility:  

Households  with  incomes  less than or  equal to   these levels  are eligible  for  free  price meals.    Household  Size  Yearly   Monthly  Twice Per  Month  Every Two  Weeks  Weekly   

1  $15,678  $1,307  $654  $603  $302  

2  $2 1,1 12  $1,760  $880  $812  $4 06  

3  $26,546  $2,213  $1,107  $1,021  $511  

4  $31,980  $2,665  $1,333  $1,230  $6 15  

5  $37,414  $3,118  $1,559  $1,439  $720  

6  $42,848  $3,571  $1,786  $1,648  $824  

7  $48,282  $4,024  $2,012  $1,857  $9 2 9  

8  $53,716  $4,477  $2,239  $2,066  $1,0 3 3  

Each  additional  family  member add  + $5,434  + $45 3  + $227  + $209  + $105  

Reduced  Price Meal Eligibility:  

Households  with  incomes  less than or  equal   to   these levels  are eligible  for  reduced   price meals.  Household  Size  Yearly   Monthly  Twice Per  Month  Every  Two  Weeks  Weekly   

1  $ 22,311  $1,860  $930  $859  $430  

2  $30,044  $2,504  $1,252  $1,156  $578  

3  $37,777  $3,149  $1,575  $1,453  $727  

4  $45,510  $3,793  $1,897  $1,751  $876  

5  $53,243  $4,437  $2,219  $2,048  $1,024  

6  $60,976  $5,082  $2,541  $2,346  $1,173  

7  $6 8,70 9  $5,726  $2,863  $2,643  $1,322  

8  $76,442  $6,371  $3,186  $2,941  $1,471  

Each  additional  family  member add  + $7,733  + $64 5  + $32 3  + $298  + $149  
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  Privacy Act Statement:   Th is explains how we will use the information you give us.   The Richard B. Russell National School Lunch Act requires the information on this application. You do not have  to give the information, but if you do not, we cannot approve your child for free or red uced price meals.  You  must include the last four digits of the social security number of the adult household member who signs the  application.  The last four digits of the social security number is not required when you apply on behalf of a foster  child o r you list a Supplemental Nutrition Assistance Program ( CID ), Temporary Assistance for Needy Families  (TANF) Program or Food Distribution Program on Indian Reservations (FDPIR) case number or other FDPIR  identifier for your child or when you indicate that  the adult household member signing the application does not  have a social security number.  We will use your information to determine if your child is eligible for free or  reduced price meals, and for administration and enforcement of the lunch and breakfa st programs. We MAY  share your eligibility information with education, health, and nutrition programs to help them evaluate, fund, or  determine benefits for their programs, auditors for program reviews, and law enforcement officials to help them  look into  violations of program rules.    

  Non discrimination Statement:   This explains what to do if you believe you have been treated unfairly.    In  accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and  policie s, the USDA, its Agencies, offices, and employees, and institutions participating in or administering USDA  programs are prohibited from discriminating based on race, color, national origin, sex, disability, age, or reprisal  or retaliation for prior civil r ights activity in any program or activity conducted or funded by USDA.     Persons with disabilities who require alternative means of communication for program information (e.g. Braille,  large print, audiotape, American Sign Language, etc.), should contact t he Agency (State or local) where they  applied for benefits.  Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA  through the Federal Relay Service at (800) 877 - 8339.  Additionally, program information may be made availabl e  in languages other than English.     To file a program complaint of discrimination, complete the  USDA Program Discrim ination Complaint Form , (AD - 3027) found online at:  http://www.ascr.usda.gov/complaint_filing_cust.html , and at any USDA office, or write a  letter addressed to USDA and provide in the lett er all of the information requested in the form. To request a copy  of the complaint form, call (866) 632 - 9992. Submit your completed form or letter to USDA by:    (1)   Mail: U.S. Department of Agriculture    Office of the Assistant Secretary for Civil Rights    1 400 Independence Avenue, SW    Washington, D.C. 20250 - 9410;    (2)    Fax: (202) 690 - 7442; or    (3)    Email:  program.intake@usda.gov .     This institution is an equal opportunity provider.    
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If your household receives  SNAP , FITAP, FDPIR, or SSI/Medicaid,   f ollow these instructions :   Part   1:     Child Care Center:    List participant’s complete legal name , age   and  date of birth (DOB) .   Indicate  CID , FITAP  or FDPIR  case   number, if applicable.                      Adult Day Care (ADC) :  List participant’s complete name and DOB. Indicate a  CID , FITAP, FDPIR, or  SSI/Medicaid case number, if applicable.    Part 2:      Skip this part.   Part 3:   An   adult   household member must indicate normal days/hours of care and meal types for the enrolled child.    Part 4:       An Adult must  Sign , enter the last 4 digits of their Social Security Number or mark the box if there is no SSN,  date, and complete the contact infor mation.   Part 5:   Answering this question is optional.      

If you are applying on behalf of a FOSTER CHILD,   follow these instructions:   Part 1:     Enter the child’s name , age,   and  DOB .     Check  “ Yes ”   Part 2:    NOTE:  A Foster Child is the legal responsibility of a w elfare agency or court .  Eligibility is categorically Free.         I f the F oster  C hild   receives “ personal   earned income”  enter that amount in Part 2, section 4.         Income received by the placing agency should  not   be included as income.   Part 3:   An   adult   househo ld member must indicate normal days/hours of care and meal types for the enrolled child.  (Days, hours ,   and meal types may vary based on actual participation)   Part 4:   Sign the form. A Social Security Number is  not   necessary.   Part 5:     Answe ring this question   is optional.  

ALL OTHER HOUSEHOLDS, including WIC households, follow these instructions:   Part 1:     Child Care Center:  List participant’s complete legal name , age,   and  DOB . Indicate  CID , FITAP or FDPIR                                                    case numbe r, if applicable.                      Adult Day Care (ADC) :  List participant’s  complete  name , age,   and  DOB. I ndicate a  CID , FITAP, FDPIR,  or  SSI/ Medicaid   case number, if applicable.     Part  2 :   Follow these instructions to report total household income from last   month.    C olumn A – Name:   List first and last name of  each   person living in  the   household, related or not, such as,  grandparents, other relatives, or friends , i nclud ing   yourself, the applicant and all other children.   Column B – Gross income last month and how  often it was received .  Next to each person’s name, list each  type of income received last month, and how often it was received.     In Box 1 , list  gross income   each person earned from work. This is not the same as take - home pay.   Gross  income is the amount  earned before taxes and other deductions.   Next to the amount each person received,  write how often; for example: weekly, every other week, twice a month, or monthly.   In box 2 , list amount each person received last month from welfare, child support,  or  ali mony.   In box 3 , list Social Security, pensions, and retirement.   In box 4 , list  ALL OTHER INCOME SOURCES:   Personal earned income by a Foster Child, W orker’s  Compensation, unemployment, strike benefits, Supplemental Security Income (SSI), Veteran’s benefits  (VA  benefits), disability benefits, regular contributions from people not in your household. Report net income  o f self - owned business, farm, or rental income.  Next to the amount each person received, write how often.   Participants  of the  Military Housing Pr ivatization Initiative   should not include housing allowance.   Column C – Check if no income:  If the person does not have any income, check the box .   Part 3:   An adult household member must indicate normal days/hours of care and meal types for the enrolled child .  ADC:   SSI/Medicaid recipients skip this part.   Part 4:     An Adult household member must s ign , enter the last 4 digits of their Social Security Number, date, and complete  the contact information  or mark the box if  there is no SSN . Adult Day Care participants , who are unable to sign,  may indicate their  “MARK”   as signature with a witness.   Part 5:      Answer this question if you choose to.  
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  CACFP 106 (Rev. 0 6 - 1 7 )   F Y 201 8   FRPM Application     CHILD AND ADULT CARE FOOD PROGRAM (CACFP)   MEAL BENEFIT INCOME ELIGIBILITY FORM   FREE   AND  REDUCED PRICE  MEAL  (FRP M )  APPLICATION   FORM (October 1, 20 1 7   –   September 30, 20 1 8 )           INSTITUTION NAME : _ _________ _______ _______________________________ FACILITY NAME:   __________________________  

P ART 1. CHILD OR ADULT EN ROLLED TO RECEIVE DA Y CARE    (USE A SEPARATE APPL ICATION FOR EACH PAR TICIPANT)  

Print Name of  Participant:  (First, Middle Initial, Last)  Age  DOB  (mm/dd/y y)  

Foster Child?  Yes  ___ _ __  No:  ______  If participant is in Foster  Care, Eligibility is  FREE .     Enter Foster Child’s    Personal Income Earned   in  P art   2, Section 4     (If applicable)  

Enter  CID   # for     Child or Adult  Care, if applicable :        

Enter FITAP o r FDPIR # for  Child  or Adult Care, if applicable:   

Enter SSI/Medicaid #    for Adult Day Care Only   

P ART   2 . Total Household Gross Income   If you listed a  CID /FITAP/FDPIR/SSI/Medicaid   case # above,  Eligibility is FREE (Skip PART   2 . )  

A. Name   (List  everyon e   in household,  including child listed above)   B. Gross income and how often it was received   Example s : $100   /   monthly   $100   /   twice a month    $100   /   every two weeks   $100   /   weekly  C.  Check    if NO  income  

1. Earnings from work  before deductions  2. Welfa re, child  support, alimony  3. Social Security,  pensions, retirement  4. All Other Income  

 $            /                 $            /                 $            /                 $            /                     

 $            /                 $              /                 $            /                 $            /                     

 $            /                 $            /                 $            /                 $            /                     

 $            /                 $            /                  $            /                 $            /                     

 $            /                 $            /                 $            /                 $            /                     

 $            /                 $            /                 $              /                 $            /                     

  P ART   3:    USDA Supplemental Annual Enrollment Information: (This section must be completed annually by an adult household member for  all children enrolled at  Child Care Centers   participating in th e USDA Child and Adult Care Food Program.)     Expected Days of participation:    _ __ __  Monday   __ __ _ Tuesday   _ __ __ Wednesday   _ __ __ Thursday   _ __ __  Friday       Expected Hours of participation:   From____   To ____   or   Before   School:   From _____To_____     Aftersc hool :    From   _____To_____     Expected Meal participation:     ___ _ __  Breakfast    __ __ ___   Lunch     __ __ __   Snack          P ART   4.  Adult  Signature ,   Social Security Number , and Contact Information   An adult household member must sign this form. If  Part  3   is comp leted, the adult signing the form must also list his or her Social Security Number or  mark the   “I do not have a Social Security Number” box. (See Privacy Act Statement  on page 2 .)   I certify that all information on this form is true and that all income is r eported. I understand that the center will get Federal funds based on the information  I give. I understand that CACFP officials may verify the information. I understand that if I purposely give false information , the participant receiving meals  may lose th e meal benefits, and I may be prosecuted.       Sign Here: ________________________________ _________________      Print Name: ______________________________     Date: ____________       Address:__________________________________________________________ _______________ ____     Phone   Number:____________________       Social Security Number:   XXX   - XX   -   __ __ __ __                I do not have a Social Security Number   __________________________________________________________________________________________________________________ _________________________________________________________________________________________________________________________ _____________________ __________________________________________________________________________________________________________________ ________________________________________________________________________________________________________   Part 5. Participant’s ethnic and racial identities (optional)   Mark one ethnic identity:     Hispanic or Latino     Not Hispanic or Latino    Mark one or more   racial identities:       Asian      White      Black or African  American       American Indian or Alaska n   Native       Native Hawaiian or Other Pacific Islander     ________________________________________________________________________________________________________ ___________________________________ ___________________________________________________________________________________________________ __________________________________________________________________________________________________________________________ __________________________________________________________________________________________________________________   For Official Use Only :   Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice A Month x 24, Monthly x 12     Total Income: ___________ _ Per:     Month ,         Twice a month ,          Every two weeks ,          Week ,          Year     Household size: _ ____________ _     Eligibility Determination:     __ ____ _Free        CID (Food Stamp)/FITAP/FDPIR/SSI/Medicaid Eligible           _ _ ___ _Reduced             _ ___ ___Above/   Paid        Extended Categorical Eligibility Validation Attached     ____YES     ____NO     Determining Official’s Signature:   ____________________________________________ ________________   Date: _____________ ___________    

      Dropped Date: ___________  Re - Entered Date: ___________  Transferred Date:______________            


