CHURCH OF THE SAVIOUR EARLY LEARNING CENTER

REGISTRATION FORM

Name:

Address:

City:

Zip Code:

Home Phone:

Work Phone:

Cell Phone:

E-mail Address:

Child’s Name:

Age/Date of Birth:

Desired Start Date:

Days Per Week:

Circle one: Toddler 18 mos. — 36 mos. Pre-K 36 mos.- 60 mos.

Child’s Name:

Age/Date of Birth:

Desired Start Date:

Days Per Week:

- Circle one: Toddler 18 mos. — 36 mos. Pre-K 36 mos.- 60 mos.

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



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

State Zip Code Home Telephone Number

Parent/Guardian Name Relationship to Child

Home Address Home Telephone Number

City State Zip
Email Address (if applicable) Cell Phone

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

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the center/home, requests contact information

for other parents/guardians. [ Yes [ No
If you answered yes, please indicate which number(s) above to include on the list [ ] Work # (Jcell# [dHome# [ Email

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

Parent/Guardian Name Relationship to Child

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

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

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the center/home, requests contact information

for other parents/guardians.  [] Yes [ No
If you answered yes, please indicate which number(s) above to include on the list []Work# [ Cell # [OHome# [J Email

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

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

Name Name

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

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number
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Child’s Name

Allergies, Special Health or Medical Conditions, and Food Supplements

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

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

[ No
[] Yes - check all that apply  [] Food [ Medication (] Environmental Please list and explain:

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

[ No
[J Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a JFS 01217

"Request for Administration of Medication" must be completed.

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

[J No

] Yes - please explain

Does the special health or medical condition require child care staff to perform a procedure, or perform child specific care such as: to
monitor your child for symptoms or administer medication during child care hours? (check one)
[JNo
[J Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a JFS 01217
"Request for Administration of Medication” must be completed.

Is your child currently using any medication, food supplement or medical food (such as electrolyte solution)? (check one)

[ No

[] Yes - please explain

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

[ No

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

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

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

[ No

(] Yes - please explain

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

[1No
[J Yes - written instructions from the child's health care provider must be on the JFS 01217 "Request for Administration of

Medication.”
[J N/A - child does not attend a full time program.
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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.

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

page.

Diapering Statement

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

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

[1 1 agree with the program's schedule [TJ 1 do not agree, please check my child's diaper every hours.

Emergency Transportation Authorization

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

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

child in the event of an illness or injury which requires transportation for my child in the event of an illness or injury
emergency treatment. The emergency transportation Do which requires emergency treatment. | wish for the following
service will determine the facility to which my child will be not | action to be taken:

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

Acknowledgement of Policies and Procedures
| have reviewed and received a copy of the program's or home's policies and procedures/handbook. [J Yes O No
(check one)

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

Parent/Guardian Signature(s) Date

Administrator/Designee Signature Date

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

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

Note: This is a prescribed form which must be used by child care providers to meet the requirements to rules 5101:2-12-15 and 5101:2-13-15. This form
must be on file at the program or home on or before the child's first day of attendance and thereafter while the child is enrolled.
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COVID 19 ACKOWLEDGEMENT AND
WAIVER OF LIABILITY

|, as parent/guardian of , and personally, acknowledge that COVID-19 is a

disease spread and transmitted from person to person. | 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) guidelines for day care centers but such
efforts may not prevent the potential spread of COVID-19 within the ELC. Recognizing the possibility 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 child to the ELC.

I, as parent/guardian of , and personally, hereby waive, release, discharge

and/or otherwise indemnify the ELC, its employees, Church of the Saviour against any claims by or on
behalf of my minor child or myself for any spread or care needed due to any COVID-19 infections arising

from my child’s participation with the ELC.

Signed:

Parent’s Name Printed:

Signed:

Parent’s Name Printed:

Parent(s) of

Date:




ADDENDUM TO PARENT HANDBOOK
Dated 6-1-2020
“COVID-19 Re-enrollment Addendum”

It is the goal of the ELC to make every effort to allow children who were enrolled prior

to the COVID-19 closing on March 18, 2020 to return to the ELC when the parent(s) wish to
have them return.

However, there are some new restrictions in place, not the least of which is the new

ratio being allowed by the State of Ohio, dictating how many children are allowed in a
classroom and therefore how many children the ELC can service.

Due to limited space, we are only accepting full-time enroliment for children.

We have set up the following parameters regarding returning children and the ability to

hold a space for each child.

1)
2)
3)
2)

5)

6)

8)

Signed

Signed

As space allows and as parents desire to have their child(ren) return, we will fill the
spaces with previously enrolled children first.

This process will follow through the months of June, July and August, until the week the
ELC closes for the late-summer break (the week leading up to Labor Day).

We are awaiting approval of additional space/classrooms by Cleveland Heights Building
Department and ODJFS.

If you requested the month of June, beginning with June 15, full tuition must be paid in
order to hold the space for your child.

If you requested the month of July, beginning July 6th, when a space is available and
offered to you, if you choose not to return at that time, the space can only be reserved
by paying full tuition.

If you requested the month of August, beginning August 3", when a space is available
and offered to you, if you choose not to return at that time, the space can only be
reserved by paying full tuition.

At any time, if a parent chooses not to hold a space with payment of full tuition, they
have the option of putting their name on a waitlist with a desired re-enrollment date.
Children of parents utilizing vouchers may not be absent more than 3 days/month
without a doctor’s return note. Failure to comply with this policy will result in loss of
enrollment at the Church of the Saviour Early Learning Center.

Date

(Parent signature)

Date

(Parent signature)



Parent Name:

ELC Parents Covid-19 Daily Questionnaire

Child:

The health, safety and overall wellbeing of our family, and yours, is always our top priority.

To help keep everyone safe, please answer the following questions about yourself and child:

1.

s e

Do you or your child have a fever or have had chills?

Do you or your child have a cough?

Are you or your child experiencing shortness of breath?

Have you or your child traveled internationally in the past 14 days?

Have you or your child been in contact with anyone who has or suspected of
having COVID-19?

I understand that it is my responsibility to make Church of the Saviour Early Learning Center
aware if any of the above responses change to “yes” on a daily basis.

Parent Signature: Date:




Ohio Department of Job and Family Services

CHILD MEDICAL STATEMENT FOR CHILD CARE

Child’s Name (print or type) Date of Birth

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

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

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

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

Street Address

City, State and Zip Code

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

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

] I have declined to have my child immunized against one or more of the diseases required by 5104.014 of the Ohio Revised Code.
Please note disease above and sign.

Signature of Parent Date of Signature

Optional
Recommended Assessments/Screenings

Vision COYes [No Lead [JYes []No

Hearing [JYes [JNo Hemoglobin [JYes [INo

Dental [OYes [JNo Other

Measurements Notes

Height

Weight

BMI
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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.

PARENT’S SIGNATURE . . DATE



Church of the Saviouvr 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:




Ohio Department of Job and Family Services
REQUEST FOR ADMINISTRATION OF MEDICATION

FOR CHILD CARE

Box 1 The following section must always be completed by,"th'e‘ 'pyéyrent’/g'qa’rdian,:

Check all that apply and complete all of the information.

[[] Prescription Medication Nonprescription Medication [] Food Supplement
[] Topical Product or Lotion [] Refrigeration Required [C] Modified Diet
Name of Child Date of Birth Weight
Name of Medication Exact Dosage

Diaper Cream Per label instructions
To be administered at the following times For the following period of time

Per label instructions 1 year

] I understand that my child must receive one dose of medication before arriving at the program (unless the
medication is used for emergencies).

Signature of Parent/Guardian Date

Box2 The following section must be completed by a Ilcensed physucnan hcensed dentlst advanced practlce ”
registered nurse or certified physncnan S assxstant . .

1. The medication contains codeine or aspirin.

2. A physician's instruction is needed for a nonprescription medication (e.g. child does not meet minimum age or
weight requirements as listed on the label instructions).

3. ltis a sample medication without a prescription label.

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

5. The topical product or lotion and the physician’s instructions exceed the manufacturer's instructions or use.

Name of child Name of medication, vitamin, diet, supplement

Dosage Possible side effects to watch for are

Expiration date

(May not exceed twelve months from the date of this request for medications of food supplements).

Instructions

This child is under my care and should receive the above medication as written.

Signature of physician, dentist, advanced practice registered nurse or certified physician's assistant

Date of signature Phone number

Name of child Name of medication, vitamin, diet, supplement

This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the
last administration of the medication or product. One form must be used for each medication.
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Ohio Department of Job and Family Services
REQUEST FOR ADMINISTRATION OF MEDICATION
FOR CHILD CARE

Box 1 The following section fnust always be'completed by ,the’parent/guya'rd,iéh,,1  ,

Check all that apply and complete all of the information.

[] Prescription Medication . Nonprescription Medication 1 Food Supplement
[] Topical Product or Lotion [] Refrigeration Required [C] Modified Diet
Name of Child Date of Birth Weight
Name of Medication Exact Dosage
Sunscreen As directed on label

To be administered at the following times For the following period of time

Per label instructions 1 year

[ I understand that my child must receive one dose of medication before arriving at the program (unless the
medication is used for emergencies).

Signature of Parent/Guardian Date

Box 2 The following section must be completed by a licensed physmlan hcensed dentlst advanced practlce .
registered nurse or certif‘ ed physuman s assistant. , , , , -

1. The medication contains codeine or aspirin.

2. A physician’s instruction is needed for a nonprescription medication (e.g. child does not meet minimum age or
weight requirements as listed on the label instructions).

3. Itis a sample medication without a prescription label.

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

5. The topical product or lotion and the physician’s instructions exceed the manufacturer's instructions or use.

Name of child Name of medication, vitamin, diet, supplement

Dosage Possible side effects to watch for are

Expiration date

(May not exceed twelve months from the date of this request for medications of food supplements).

Instructions

This child is under my care and should receive the above medication as written.

Signature of physician, dentist, advanced practice registered nurse or certified physician's assistant

Date of signature Phone number

Name of child Name of medication, vitamin, diet, supplement

This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the
last administration of the medication or product. One form must be used for each medication.
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CHURCH OF THE SAVIOUR EARLY LEARNING CENTER
HOLIDAYS FOR 2020

THE EARLY LEARNING CENTER WILL BE CLOSED ON THE FOLLOWING DAYS:

WEDNESDAY ~ 1/01/20 ~ NEW YEARS DAY
MONDAY ~ 1/20/20 ~ M.L. KING’S BIRTHDAY
MONDAY ~ 5/25/20 ~ MEMORIAL DAY

FRIDAY ~ 7/3/20 ~ IN OBSERVANCE OF
INDEPENDENCE DAY SATURDAY ~ 7/04/20

WEEK OF AUGUST 31 ~ SEPTEMBER 7, 2020
*¥**WE WILL BE OPEN THIS YEAR***

MONDAY ~ 9/07/20 ~ LABOR DAY
REOPEN TUESDAY~ 9/8/2020

THURSDAY & FRIDAY ~ 11/26/ & 11/27/20
THANKSGIVING

CLOSED AT NOON ON DECEMBER 24~JANUARY 03, 2021

DECEMBER 28 ~ JANUARY 01, 2021
(NO TUITION DUE THIS WEEK)

CLASSES RESUME MONDAY, JANUARY 04, 2021



CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
SN INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2019-2020

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 other Child Nutrition Programs or applicable
enforcement agencies. Parents/guardians are not required to consent to this disclosure. Part 1 is to be completed by all households. Part 2 is to be used only
for a child living in a household receiving food assistance (SNAP) or Ohio Works First (OWF) benefits. Part 3 is only for children NOT receiving Food
Assistance or OWF benefits. Part 4 an adult household member must sign and date form; the last 4 digits of social security number must be listed if Part 3 is
completed. Part 5 is optional. * Asterisks indicate info that must be completed. Form must be completed annually and valid for only 12 months.

CHECK IF PART 2 — LIST EACH CHILD’S FOOD ASSISTANCE
CENTER NAME A FOSTER (SNAP) OR OWF CASE NUMBER, IF ANY. A VALID

e CASE NUMBER CONTAINS 7 digits.

PART 1 - PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibility of

a welfare agency Check type o FOOD ASSISTANCE (SNAP) or
* NAME OF ENROLLED CHILD(REN) AGE BIRTH DATE or court) of benefit: o _OHIO WORKS FIRST (OWF)
1 D CASENO. | _ _
2. D CASENO. | — — . __ __
3 D CASEND., | — oo
4 D CASE NO. e e sy ey g e

PART 3 -~ TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List hames of all household
members. List all gross income: list how much and how often. If Part 2 is completed, skip to Part 4.

a. LIST NAMES OF ALL b. CHECK ¢. GROSS INCOME during the last month (amount earned before taxes & other deductions) and
HOUSEHOLD MEMBERS IF HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually
INCLUDING CHILDREN r\ljo(/')ZOEN}I?é) 1. Earnings from work 2. Welfare payments, 3. Pensions, retirement, | 4. All Other Income
LISTED ABOVE IN PART 1 N before deductions child support, alimony Social Security, SSI, VA

EXAMPLE: JANE SMITH | ! $ 200 / weekly $ 150 /twice month $ 100 /monthly $ /
1 L1 |s / $ / $ / $ /
e L1 |s / $ / $ / $ /
s L1 |s / $ / $ / $ /
% $ / $ / $ / $ /
3 LI |s / $ / $ / $ /
6 L s / $ / $ / $ /

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

information. | understand that CACFP officials may verify the information. | understand that if | purposely give false information, | may be prosecuted.

* If Part 3 is completed, H :
insert last 4 digits of Social Security Number .

* * (Check if applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE I;] | do not have a Social Security Number
Print Name: Daytime Phone Number: Work Phone Number:
Street / Apt: City / State / Zip: County:
PART 5: RACIAL/ETHNIC IDENTITY (Optional): Please check appropriate boxes to identify the race and ethnicity of enrolled child(ren).
American Irdian or Alaska Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White ’ ‘ Other
Please mark one ethnic identity: E Hispanic or Latino E Not Hispanic or Latino
Privacy Act Statement: 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 :he participant for free or reduced-price meals. You must include the last four digits of the Social Security Number of the adult household member who signs the
application. The Social Security Number is not required when you apply on behalf of a foster child or you list a Supplemental Nutrition Assistance Program (SNAP), Temporary
Assistance for Neecy Families (TANF) Program or Food Distribution Program on Indian Reservations (FDPIR) case number for the participant or other (FDPIR) identifier 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 the participant is eligible for
free or reduced-price meals, and for administration and enforcement of the Program.

State Distribution: 7/13/2019

THIS SECTION T ) BE ( IMPLETED BY CENTER.” Note: All information above this section is to be filled in by the parent or guardian.

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

Per thg total hou;sehqld size, compare tgtal.household income .to Fhe USDA lncomeVEIrglbm.ty [0 FREE, based on o Food Assistance/OWE Case No.
Guidelines to determine correct categorization. When income is listed in different frequencies HMousshold sizes snd ircomea

of pay in Part 3, you must convert all income to annual income before determination. Use the o Foster Child

following Annual Income Conversion : =

Weekly x 52, Every 2 Weeks (bi-weekly) X 26, Twice per Month (semi-monthly) X 24, Monthly x 12 O REDUCED, based on Household size and income
Total Total Household Income: $ O PAID, based on o Income too hlgh

Household ) o Incomplete

Size: Per: nweek o every two weeks o twice per month omonth o year o Invalid case number or information
Signature of Sponsor / Center Representative Date Sponsor Certified/Categorized Form  Effective Date Expiration Date

Note: Effective date is determined by parent or sponsor signature date as selected on CRRS application. (From the first of month of date signed) (Valid until last day of month in which
If date of parent signature is not within month of certification or immediately preceding month, form was signed one year earlier)
effective date must be date of sponsor certification.
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Ohio Department of Education - Office for Child Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

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

Instructions for Completion .
- All parents/guardians are to complete a separate form for each child enrolled at the child 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.
e If schedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart.
o  Ifthe child comes before and after school, list the hours in care for both the morning and afternoon.
e  CACFP Federal regulations 226.15(e) (2) require that an enrollment form be completed annually and signed by the child’s
parent or guardian.
CENTER NAME

CHILD’S NAME AGE BIRTHDATE / /
month  / day / year

(please prirt)

CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE IN CARE ‘
Check (v) Days List Hours Child Normally in Care Check (¥') Meals Child Normally Receives while in Care

Child Normally AM PM Evening
in Care Arrive Depart Arrive Depart #l Breakfast | Spack | Lunch | Snack | Supper | Snack

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

[:l Yes, The schedule listed above may frequently vary due to changes in parents/guardians schedule

SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN NUMBER
MAILING ADDRESS:

STREET /APT. CITY ZIP CODE

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies,
the USDA, its Agencies, offices, and employees, and institutions participating in or administering USDA programs are
prohibited from discriminating based on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior
civil rights activity in any program or activity conducted or funded by USDA.

Persons with disabilities who require alternative means of communication for program information (e.g. Braille, large print,
audiotape, American Sign Language, etc.), should contact the Agency (State or local) where they applied for benefits.
Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay
Service at (800) 877-8339. Additionally, program information may be made available in languages other than English.

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

found online at: http://www.ascr.usda. gov/complaint_filing_cust.html, and at any USDA office, or write a letter

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

complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by:

(1) Mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue,
SW, Washington, D.C. 20250-9410;

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

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

This institution is an equal opportunity provider. (rev, 12/3/2015)




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

Each day more than 2.6 million children participate in CACFP at child care homes and
centers across the country. Providers are reimbursed for serving nutritious 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 CACFP homes and centers follow meal requirements established by USDA.

Breakfast Lunch or Supper Snacks (Two of the four groups:)
Mitk Milk Milk
_Fruit or Vegetable Meat or meat alternate Meat or meat alternate
Grains or Bread Grains or bread Grains or bread
Two different servings of fruits Fruit or vegetable
or vegetables

Participating
Facilities Many different homes and centers operate CACFP and share the common goal of bringing
nutritious meals and snacks to participants. Participating facilities include:

¢ Child Care Centers: Licensed or approved public or private nonprofit child care
Centers, Head Start programs, and some for-profit centers. »

e Family Child Care Homes: Licensed or approved private homes.

s  After School Care Programs: Centers in low-income areas provide free snacks to
School-age children and youth.

e Emergency Shelters: Programs providing meals to homeless children.

Eligibility State agencies reimburse facilities that offer non-residential day care to the following children:

¢ Children age 12 and under,
¢ Migrant children age 15 and younger, and
¢ 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

Church of the Saviour Early l.earning

Center CACFP Consultant
2537 Lee Road 25 S. Front Street, MS 303
Cleveland Heights, Oh 44118 Columbus, OH 43215-4183

614-466-2945

_

Nondiscrimination: In accordance with Federal law and U. S. Department of Agriculture policy, this institution

is prohibited from discriminating on the basis of race, color, national origin, sex, age, or disability. To file a
compliant of discrimination, write USDA, Director, Office of Civil Rights, Room 326-W, Whitten Building, 1400
Independence Avenue, SW, Washington, D. C. 20250-9410 or call (202)720 5964 (voice and TDD). USDA s an

equal opportunity provider and employer.




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

Child's Name (Last) (First) Nickname (If any)

By providing complete information about your child, you will be assisting staff in creating a positive experience for him/her while in
care. List any information about your child's habits, abilities or personality that you feel will be helpful to the staff while caring for
your child.

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 special family arrangements, such as shared parenting, living in two homes, or custody specifications, etc.?
Additional Details?

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

Are there any cultural or religious practices of your family we should be aware of? (Dietary restrictions, clothing, head coverings,
etc.)

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

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

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

Does your child have any favorite foods?

Does your child dislike any foods?

Are there any foods your child should not be fed? (Licensing requires documentation be completed for children with food
allergies and/or dietary restrictions)
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Please check all of the words that best describe your child’s personality and behavior

[T active [1adventurous [ ] affectionate [[] anxious []bossy [ ] bright [ ] busy [ ]1calm [ cautious [] cheerful

[ content [] creative [[] curious [] easily-angered [_] emotional [] energetic [] excitable [] friendly [ gives-in-easily
[Ihappy [ hesitant []insecure []jealous [] likes structure/routines [[] loud [] loving [] mellow [] outgoing

[[] prefers adult attention [] quiet [_] sensitive [ ] serious [ ] shares-well [[] social [] spontaneous [[] stubborn [] tentative
[ other:

Are there additional personality and behavior characteristics that would 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 him/her?

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

What causes your child to feel angry or frustrated?

What methods do you use to respond to your child’s negative behavior?

Does your child use any special comfort or support items that help him/her go to sleep? If so, what?

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

My child sits in a [] high chair, L] booster, [_] child size chair or [ ] adult size chair. (Check the one that applies.)

Is your child toilet trained? If not, have you started the toilet training process? Please explain the process used.

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

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

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

What time(s), and for how long, does your child usually nap?
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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 he/she starts in this program?

What are you and/or your child excited about as he/she starts in this program?

What are your expectations of this program?

What other information would be helpful for the staff caring for your child to know?

Parent/Guardian's Signature Date
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Ohio Department of Job and Family Services

ROUTINE TRIP PERMISSION FOR CHILD CARE

Routine Trib De‘stinaytion(s)y o
ELC Neighborhood Walking Field Trip
Date of Permission (valid for one year)

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

Walking or strollers
During this trip children will have access to water that is 18 inches or more in depth.
[1ves 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 Name

My chiid is

[ not over 4 years and/or 40 lbs "] over 4 years and 40 Ibs (] 8 years and/or over 4' 9"

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

Parent's Signature
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CHURCH OF THE SAVIOUR EARLY LEARNING CENTER
TUITION PAYMENT POLICIES

WEEKLY -RATES EFFECTIVE September 1. 2020
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SCHOOL AGE SUMMER CAMP | PRESCHOOL | TODDLERS | INFANTS
(5 days) $250.00 $250.00 $270.00 $290.00
When available (3 days) $215.00 $215.00 $225.00 N/A

5 days am + pm = $135.00

5 days am or pm = $120.00

Transportation —for | school age only
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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 $70.00 family registration fee. An annual registration fee of $35.00 is due each

September.

Discounts:
A 10 % discount will be given to full pay families when two full time children from the same

family are attending at the same time. The discount will be applied to the tuition of the 2™ child
(lowest rate). These discounts don't apply to the before/after school program.

Deposit:
One week's tuition must be prepaid for all children, this includes school agers. This deposit will
be refunded if the ELC receives a 2-week written notification that the student will be withdrawn

or will be refunded if the account is current.

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 the fourth week of August and one

week during the Christmas and New Year's holidays.

Student Vacation/Sickness:

There can be no reduction to the 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. There is an additional $35.00 fee during
the school year on days that school age students are at the center a full day. For school agers who
were enrolled during the summer and would like to drop in on days their school is closed the fee

is $50.00 per day.

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 be
charged for the 2 weeks following your child's last day of attendance.




Tuition’

\—-
Express

Automated Payment Processing
Safe —

Convenient — Easy

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

ELECTRONIC FUNDS TRANSFER AUTHORIZATION FOR BANK ACCOUNT and CREDIT CARD

| (we) hereby authorize (business name)

to initiate credit card charges to

the below-referenced credit card account (Section A) OR, initiate debit entries 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.

COMPLETE 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 #
Address City State Zip
Bank or Credit Union Name Bank or Credit Union Address City State Zip
Routing Transit Number (see sample below) Account Number (see sample below) |:| Checking D Savings
Authorized Signature Date
For Official Use Only John Sample PO OF The Ve i A service of
Mary Sample .
123 Nice Street @
Date Received Anytown, USA
Pay to the 0 £
e ot Attach Voided Check Here s :
Employee Signature Deposit slips.not accepted Dollars 4
SOFTWARE®
\ [i123456789K 18003380 | 0226 5

Routing Number  Account Number

Check Number

Copyright Procare Software 1/16/2015




