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Operation Name Direcfor's Name

Blue Bird Kids Academy Kimberly Chavis

Child's Full Name Child’s Date of Birth Child's Home Telephone No.
Child’'s Home Address

Date of Admission Date of Withdrawal Email Address

Parent's or Guardian's Name Address (if different from child's address)

List telephone numbers below where parents/guardian may be reached while child will be in care:

Mother's Telephone No, Father's Telephone No. Guardian's Teiephone No. Cell Phone No
Give the name, address and phone number of person to call in case of an emergency if parents / guardian cannot he réached: Relationship
Name: Address: #;

I hereby authorize the childcare operation to allow my child to leave the childcare operation ONLY with the following persons. Please list name &
telophone number for each. Children will only be released to a parent or a person designated by the parent/guardian after verification of iD.

Name: #: | Name: #: | Name: #:
[CHECK ALL THAT APPLY: | hereby []give [ de not give ~ consent for my child to be transported and supervised by the
1. ] TRANSPORTATION: operation’s employees:
Walk home [ for emergency care [ on field trips [ to and from home [ to and from school
2. [] FIELD TRIPS: Lhereby [[] give [TJdonotgive - my consent for my child to participate in Field Trips:

Parent's Comments:

3. [ WATER ACTIVITIES: Phereby [ give [TJdonotgive - my consent for my child to participate in Water Activities:
[ sprinkler play _ [] splashing/wading pools ] swimming pools ] water table play
4, [ ] RECEIPT OF WRITTEN OPERATIONAL POLICIES:
| acknowledge receipt of the facility's operational policies including those for discipline and guidance.
5. L UNDERSTAND THAT THE FOLLOWING MEALS WILL BE SERVED TO MY CHILD WHILE IN CARE:
[ None KBreakfast  [TJAM Snack Lunch  [X PM Shack
6. MY CHILD IS NORMALLY IN CARE ON THE FOLLOWING DAYS AND TIMIES:

] Mondays from: to:
[ Tuesdays frora: to:
[ Wednesdays from: to:
1 Thursdays from; to:
1 Fridays from: to:

AUTHORIZATION FOR EMERGENCY MEDICAL ATTENTION:

In the event | cannot be reached to make arrangements for emergency medical care, | authorlze the person in charge to take my child to:

Name of Physician: Address: Ph.i:
Name of Emergency Medical Care Faollity: Address: Ph.#:
Resolute Hospital ER 5565 Creekside Crossing New Braunfels TX78130 | 830-500-6000

| give consent for the facility to secure any and ali
necessary emergency medical care for my child.

Signature - Parent or Legal Guardian

List any speclal problems that your child may have, such as allergies, existing iliness, previous serlous lliness, injuries and hospitalizations

during the past 12 months, any medication prescribed for long-term gontinuous use, and any other information which caregiver's should be
aware of: PLEASE DO NOT LEAVE BLANK: LIST ALLERGIES OR PUT “NONE"

Child daycare operations are public accommodations under the Americans with Disabililies Act (ADA), Title [Il. If you believe that such an operation
tnay be practicing discrimination in violation of Title i1, you may call the ADA Information Line at (800) 514-0301 (voice) or (800)-514-0383 (TTY).

Signature — Parent or Legal Guardian Date
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SCHOOL AGE CHILRREN:
L] My child attends the following school:

Name of School and Address
CHEGK ALL THAT APPLY:

His 7 her immunization record is on file at the school and all
requirsd inmunizations andfor tubercuiosis test are ¢urrent,
Vision and Mearing screening records are also on file.

My child has pemission to:
[.] rice a bus, andlor

School Ph.il

[ walk 1o or from school or home,
[ be released to the vare of hisfher

| sibling(s) under 18 years old,
Name of sibling(s):

| IMMUNIZATION RECORD:

- (11 have provided the childcare operation with a copy of my child's most current immunization record.

I

ADMISSION REQUIREMENT: |f your child does not attend pre-kindergarten or school aw

fallowing must be presentad when your child is admitted to the child-care

Please check only one option:

1. 71 HEALTH-CARE PROFESSIONAL'S STATEMENT:
able to take part in the day care program.

ay from the child-care operation, one of the
operation or within one week of admission.

I have examined the above named child within the past year and find that he / she is

realth Care Professional's Signature
dated copy of a heaith care professional’s statement is attached,
3. 7] Medical diagnosis and treatment conflict with the tenets and practices of a recognized refligious organization, which |
member of; | have attached g signed and dated affidavit stating this.

4. [T} My child has boen examined within the past year by
Within 12 months of admission, | will obtaln a health
Name and address of health care professional:

Date
2. 71 A signed and

adhere to or am a

a health care professional and is able to participate in the day care program.
care professional’s signed statement and will Submit it to the child-care aperation, |

Signature - Parent or Legal Guardian o

Date
VISION R20/ ... — L0/ . [l PASS 71 FAIL
SIGNATURE " . - DATE _—
HEARING 1000 Hz 2000 Hz 4000 Hz
R . (1 pASS [ FalL
L PR
SICNATURE DATE

Signature - Parent or Legal Guardian Date




Blue Bird Kids Acadermy
Authorization for Sunscreen, Bug Repeliant & Diaper Ointment

Date:
Child's Name:

Sunscreen Authorization
YES | authorize the use of sunscreen

NO | do NOT authorize the use of the sunscreen

Bug Repeliant

YES I authorize the use of bug repellant

NO | do NOT authorize the use of bug repellant

Diaper Ointment

YES | authorize the use of diaper cream

NO I 'do NOT authorize the use of diaper ointment

Parent Signature;
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OPERATIONAL DISCIPLINE AND GUIDANCE POLICY

Purpose: This form provides the required information per minimum standards §744.501(7), §746.501(a)(7), and
§747.501(5).

Diractions: Parents will review this policy upon enrolling their child. Employees, household members, and volunteears
will review this policy at orientation. A copy of the policy is provided in the operational policies.

' DISCIPLINE AND GUIDANCE POLICY

Discipling must be:
1) Individualized and consistent for each child;
2) Apptopriate to the child’s level of understanding; and
3) Directed toward teaching the child acceptable behavior and self-control.

A caregiver may only use positive methods of discipline and guidance that encourage self-esteem, self-
control, and self-direction, which inciude at least the following:

1) Using praise and encouragement of good behavior instead of focusing only upon unaceeptable behavior;

2} Reminding a child of behavior expectations daily by using clear, positive statements;

3) Redirecting behavior using positive statements; and

4) Using brief supervised separation or time out from the group, when appropriate for the child’s age and

development, which is limited to no more than one minute per year of the child’s age.

There must be no harsh, cruel, or unusual treatment of any child. The following types of discipline and
guidance are prohibited:

1) Corporal punishment or threats of corporal punishment;

2) Punishment associated with food, naps, or toilet training;

3) Pinching, shaking, or biting a child;

4) Hitting a child with a hand or instrument;

5) Putting anything in or on a child’s mouth;

6) Humiliating, rldiculing, rejecting, or yelling at a child;

7) Subjecting a child to harsh, abusive, or profane language;

8) Placing a child in a locked or dark room, bathroom, or closat with the door closed or open; and

9) Requiring a child to remain silent or inactive for inappropriately long periods of time for the child’s age.

- (ONLYAPPLIES TO BAP/SAP PROGRAMS THAT OP 4)
A program must take the following steps if it uses disciplinary measureas for teaching a skill, talent,
ability, expertise, or proficiency:
o Ensure that the measures are considered commonly accepted teaching or training techniques;

o Describe the training and disciplinary measures in writing to parents and employees and include the
following information:

o (A) The disciplinary measures that may be used, such as physical exercise or sparring used in
mattial arts programs;
o (B) What behaviors would warrant the use of these measures; and
o (C) The maximum amount of time the measures would be imposed;
o Inform parents that they have the right to ask for additional information; and
Ensure that the disciplinary measures used are not considerad abuse, neglect, or exploitation as specifled in

Texas Family Code §261.001 and Chapter 745, Subchapter K, Division 5, of this title (relating to Abuse and
Neglect).
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SIGNATURE
This policy is effective on the following date: ‘ o

Signed by: Role!
X I_] Parent [] caregiver/Empioyee
£.] Household Member (Ch. 747 onfy)

MINIMUM STANDARDS RELATI:B TO DISCIPLINE
o Title 40, Chapter 746 Subchapter L

hitp://texrey.sos.state.by, us s/public/readiacsext, ViewTACHae views SR =408 0= 19%&ch= 7468 schil Rde=y
¢ Title 40, Chapter 747 Subchapter L,

htip:ftexred.s0s. state.bx.us/public/readiactext LMewTAC?iae view=5801 =408l 1 9&ch= 74 78sch= 8yl
e Title 40, Chapter 744 Subchapter G:
hilpi//texreg.sos.state

e tx.us/hublic/readtactext. View TACEac view:=5&di= 408 198wh=: 744 8achn Gl =Y
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ENROLLMENT AGREEMENT

This Agreement is between Blue Bird Kids Academy (the “Centet™), and

____ (the “Parents™),

The parents or guardians of (the “Child™),

Enrollment will continue until terminated in accordance with Section “C” of this Agreement,

This Agreement becomes effective upon execution.

A. BASIC SERVICES

o

The Center will provide a child care and enrichment program of play and learning
experiences appropriate for the ages of the children enrolled. A balance of active and
quiet play will be established, with individual and group activities geared toward the
emotional, social, and physical growth of young children. Each child will be placed in a
group of peers based on age, level of development, and special needs as determined by
the staff of the Center,

Regular operating hours will be from 6:00am-6:00pm, Monday through Friday
throughout the year, except closing holidays and inclement weather as described in the
Parent Handbook.

Children in attendance will have a nap or rest time each day, and will receive breakfast in
the morning, mid-morning snack, lunch and a mid-afternoon snack. Meals provided are
prepared under USDA guidelines.

Children will receive assistance with personal care as needed. Please notify your child’s
teacher if they are potty trained and require assistance. Teachers will assume potty trained
children are self-sufficient unless notification is given.

The Center will notify Parents of suspected exposure to any communicable illness
through postings or notes sent home.

The Center will make reasonable efforts to safeguard children’s personal belongings, but

will not be responsible for lost or broken items. Items must be labeled. Please check lost
and found bins frequently.




o The Center or any staff member will report any suspicion of child abuse, neglect or
endangerment to appropriate authorities.
PAYMENT PROVISIONS

Tuition is due and payable on the first day of the month. A late charge of $25.00 is due if payment is
received after the 3" day of the month. Enrollment is terminated if payment is not received by the 10 day
of the month. If the 3rd of the month falls on a Saturday, payment is due on Friday. Some parents
choose to pay twice a month. For parents that take this option the same grace period applies, You
have the 3-day grace period and then a late fee and if the 3rd day is on the weekend it is due on
Friday. Tuition WILL NOT be refunded for any reason under any circumsiances.

©  $25 non-refundable waiting list fee if the classroom is full and you want to wait for a spot
$50 non-refundable enrollment fee required in order to hold a spot in a classroom at the
time of enrollment. ‘

o Payments are due on the first of each month. A fter the 3", there will be a $25 late fee and
$5 for each additional day until tuition is paid. There is an option of paying tuition twice
a month is needed.

o Ifachild leaves the Center after 6:00 pm for any reason, a Late Pick-up Charge of $5.00
and $1.00 PER MINUTE will be due and payable. Late Pick-up charges are calculated to
the time the Child actually leaves the Center.

© There are NO REFUNDS OR CREDITS allowed for time missed from school for any
reason,

B. OBLIGATIONS OF PARENTS
The Parents will:

e Furnish required medical information within fourteen {14) days of enrollment
and regularly thereafter;

o Bring the Child to a teacher each day, staff will sign your child IN and upon
pick-up, staff will sign OUT your child on the class attendance register,

® Notify the Center when a person not previously authorized in writing or not
known to the staff will pick up the Child.

e Dress the Child appropriately following guidelines in the Parent’s Handboolk.

e Abide by “Illness Exclusion” and “Arrival Time” policies. ‘

o Notify the Center if the Child contracts or is exposed 10 any communicable
tllness or is absent for any other reason.

o Immediately pick up the Child when notified of illness.

o Attend Parent conferences when requested

o Keep ENROLLMENT RECORD information current

o Give the Center written noticed of withdrawal two weeks in advance.

e Refrain from reprimanding or disciplining child of other families while on the
Center premises.

o Abide by all rules and policies in the Parent Handbook.




C. TERMINATION OF ENROLLMENT
Enrollment will be considered terminated it
o Payment is delinquent beyond the 3" day of the week.

o The Parent fails to comply with this Agreement, the Parent Handbook, ot any
other rules of the Center.

o The Center, in its sole discretion, determines it is unable to meet the needs of
the Child, or that it is not in the best interest of the Center or other children
enrolled to have the Child continue in attendance.

o There is serious illness or death of the Child.

© The Center and its staff retain the sole right and responsibility to determine any
dispute factual matters regarding termination of enrollment.

D. MEDICAL TREATMENT AUTHORIZATION
e The Center is authorized to secure such emergency medical treatment as may be required.
o The Parent agrees 1o pay all expenses incurred in connection with such emergency
medical treatment.

The Center will use its best efforts to immediately notify a parent or a person designated
to be called in case of an emergency.
o The Parents authorize any licensed physician or medical center to treat the Child in case
of an emergency,
E. HEALTH CERTIFICATION

o}

The Child has been examined within the past year by a licensed physician and is able 1o
participate in the early childhood program at the Center.

o The Center will be provided with a “Medical Information/Immunization Record” form
within two weeks, completed and signed by the Child’s physician.

o The Director or Supervisor of the Center is authorized, as necessary, to administer an
aspirin substitute (Tylenol, ect.) which the Parent will provide in its original container.

F. PARENT’S HANDBOQK/GUIDE TO DAY CARE
o The Parents have received the Center’s Parent Handbook.
G.  CHILD RELEASE PROCEDURE

 The Center will release the Child only to those parents and others the Parents designate in
writing, along with positive identification, by any person picking up the Child.

o The Pavents will notify The Center, in advance, if a person not previously authorized in
writing or not known to the staff will be coming for the Child. This person will be
required to provide photo identification.

H. PHOTOGRAPHS RELEASE

o The Center is authorized to photograph the Child and use the resulting photographs for
any school related use, including but not limited to news media or promotion, and the
Parents release all rights, title, and interests in the finished photographs and negatives.

I MODIFICATION QF THIS AGREEMENT

o This Agreement may be modified by the Center, by written notice to the Parents,

whenever any circumstances covered by the Agreement change,




J. OTHER TERMS/SIGNATURES

©  The Parents will cooperate with the policies of the Center, perform the obligations of the
parents set forth in this Agresment, and abide by the rules, regulations, and policies
provided by the Center,

o The Parents will not employ or attempt to employ any person employed by the Center for
a period of twelve months affer their employment by the Center terminates,

¢ The Parents have read the terms of this Agreement and all questions have been
satisfactorily answered,

o The Parents release the Center, its owners, officers, and staff from any liability for injury
or damages of any kind not resulting from gross negligence.

PARENT/GUARDIAN SIGNATURE:

Signed:

Date:
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Purpose:

These questions are designed to give you the information needed to provide the best, most

appropriate care for children. This information is confidential and parents must be reassured it
will not be shared without their written permission.

Experts in the field recommend completing an assessment form for each child. It can help

start mutual trust and respect that will develop into a strong, cooperative partnership between
parents and caregivers.

The assessment should be completed prior to enroliment. Give parents an opportunity to
review your enroliment forms and parent handbook before you complete the assessment form.
The parent handbook or operational policies set forth your program’s philosophy and values.

The enroliment interview is the time to obtain critical information about the child and provide
information on your program's operational policies, such as health checks (if conducted),
procedures for the release of children, and iliness and exclusion criteria. It also provides parents
an opportunity to assess your program and determine if it is best suited for their child’s needs.




Texas Dept of Family Ch | Id Assessment Form Form 7293

and Protective Services November 2012

Child Name (last, first, middle) Social Security No.* | Enroliment Date | Date of Birth
Street Address (if rural, attach directions) City County Zip

Mailing Address (if different) -- Street or P.O. Box City County Zip
Telephone No. (include A/C) l

* if applicable.

1. Health
Does your child have any allergies? [ ] Yes l [] No

If so, what allergies does your child have?

How should we respond if he/she has an allergic reaction?

Does your child have an existing illness? [] Yes [ ] No
Has your child had a previous serious iliness or injury, or hospitalization during the past | [] Yes ] No
12 months?
Is your child taking any medication? L] Yes [1 No
If so, how is the medication administered, and will it need to
be administered while he/she is in care?
Is the medication prescribed for continuous use? ] Yes [] No
Are there any side effects we should be alerted to? [l Yes ] No
2. Toileting:
Does your child need assistance with toileting? l [] Yes I LJ No
How can we best help?
What are your ideas about toilet training?
How can we best help?
3. Behavior:
Does your child have any special fears? [ Yes [ No
How does your child communicate his/her needs? ] Yes L1 No

Are there any special words that your child uses
that might not be readily recognized?

How do you tell your child to stop a behavior that you
don't approve of or that might be dangerous?

When your child gets upset, what helps him/her
calm down?

What is a good way to distract your child when
he/she is having a temper tantrum?

Are there any particular routines that are
particularly helpful at naptime?




Texas Dept of Family
and Protective Services

Child Assessment Form

Form 7293
November 2012

What position is most comfortable for your child when he/she is napping?

4, Eating Preferences:
What are your child's favorite foods?

Does your child use utensils, eat with fingers, feed self?

Does your child choke easily while eating?

[l:] Yes

‘[]No

5. Activities:
What activities do you like to do with your child?

What activities does your child like to do when playing with
other children?

What does your child like to do when he is playing alone?

6. Family History:

Tell me about your family (i.e. child’s parents, siblings,

grandparents, and other extended family)

I verify that the above assessment was discussed with the parent(s) of

Signature of Director

Date Signed

I verify that the director appropriately relayed the information concerning my child's assessment.

Signature of Parent

Date Signed

Additional Comments:




ADVANCE Child Care, Inc.

Dear Parent/Guardian:

This fetter is intended for parents or guardians of children enrolled in a child care center. Your child is enrolied in a center that
wfers healthy meals 1o all enrolled children as part of our padicipalion in the W.S. Depariment of Agricuiture’s {USDA) Child and
4dult Care Food Program (CACFP), The CACFP provides reimbursements for healthy meals and snacks served tc children
enrolied in child care. Please help us comply with the requirements of the CACFP by completing the attached Meal Bansfit
ty Form, In addition, by filing out this form, we will be able lo determine if your child{ren) qualifies for free or

reduced price meals.

1. Do | need fo fill out a Meal Benefit Form for each of my children in day care? You may complele and submit ane CACFP
Meal Benefit Income Eligibility Form for all children enrolled in child care in your household only if the children in child care are

enraolled in the same center. We cannet approve a form that is not complete, so be sure lo read the instructions carefuly and fill
cut allr d inf Return the p form to the child care center's director.

2 Who can get free meals without providing income i Hon? Chidren in holds getfing N

Program (SNAP) (formerly Food ps), Temporary Assi for Needy Families (TANF), or Food Distribution Program an
Indian Reservations (FDPIR) can get free meals. Fosler children (reference question #8 for more information on foster children)
and children enfolled in a Head Start Program (HSP), Eary Head Start Program {EHSP), or Even Stad Program (ESP) and
have not entered kinderaarten) are also eligible for free meals. Households with children enrolled in a HSP, EHSP or ESP can
frovide a cerficaticn lettar from the p of the child's and da not need ta complete the CACFP Meal Benafit
Income Eligibifity Form.

3. VWho can get reduced price meals? Your chidren can get Jow cost :mwﬁ a your household income is within the reduced price fimits
on the Income Chart, sent with this Sort. Chidren in pasticy in WiC may be eligdde for reduced price meals,

4, May I fill out a form if someone in my household is not a U.S, citizen? Yes. You or your children do not have to be U.S.
ctizens 1o gualify for meal benefils offered at the child care center.

5. Who shoutd | include as members of my household? You must include everyone in your household (such as
gra ndparents, other relatives, of friiends who five with you) who shares income and expenses. You must include yourself and ail
children who live with you. You also may include foster children who live with you.

6. How do I report incame information and changes in employmant status? The income you report must be the total gross
income lisled by source for each housshold member received last menth. If last month's incoms doas not accurataly reflect your
crcumstancas, you may provide a projection of your monthly income. If no significant change has occurred, you may use last
month's income as a basis to make this projection. If your household's income is equat to or less than the amounts indicated for
your household's size on the attached Income Char, the center will receive a higher level of reimbursement. Once properly
approved for free or reduced price benefils, whether through income or by providing a curent SNAP, TANF, FDPIR case
number, you will remain efigible for those benefits for 12 months. You should netify us, however, if you or someene in your
househald becomes unemployed and the loss of incame causes your househoid income to be within the eligibility standards.

7. What if my income is not always the same? List the amount that yau narmally get. For example, if you nommally get $1000
each month, but you missed seme work last month and only got $900, put down that you get $1000 per month. If you normatly
get overtime, include it, but not if you only get it sometimes.
-8, What if | have foster children? Foster children that are under the legal responsibility of a foster nma agency of 8:: are
efgible for free meals. Any foster child in the household is eligible for free meals iless of income. H
foster children on the Meal Beneft Form, but are not required to include pay for the foster child as income.
Households wishing to apply for such benefits for foster children can provide the Texas Department af Family and Prolective
Services Fomm 2085FC, Placement Authonzation Foster Care/Residential Care, fo their child's caregiver and do not need to
camplete the CACFP Meal Benefit Income Eligility Form.
9. We are in the military, do we include our housing and f all um income? If your housing is part of
the Military Housing Privatization Iniliative and you receive the Family it Si tal Al , do not include
these allowances as income. Also, in regard fo deployed service members, only thal noao: of a deployed mm_.snm member's
_:noam made available by .:m_.: 2 an their behalf fo the household will be counted as incame fo the household. Combat Pay,
g Deplay ive Pay (DEIP) is alsa excluded and will not be counted as income {0 the hausehold. All
other m:.uim:wmm Bcﬂ be included in your gross income.
10. {Pricing program only} Will the information 1 give be veriffed? Maybe. We may ask you to mm:u written proof to venfy the
information you submitted on the form. What if | disagree with the decision about fhe inf H P on this form?
You can talk te Amy Pringle, either in person or by telephene at (832) 282-1351. You may ask for a hearing by calling or writing
1o Max Taylor, Advance Child Care, inc.; 523 West First Ave; Corsicana, Texas 75110, (903)872-5231.
In the operation of child feeding programs, ne person will be disciminated against because of race, color, national origin, sex,
age or disability.

If you have ather questions or need help, call Amy Pringle at (832) 282-1351.

Sincerely,
Advance Child Care, inc.

CACFF Meal Beneftt Income Form
Suty 2011 Letter to Househokds {Child Care Centers}

Form H1€25-A
e 2213

Income Eligibility Guidelines Ingrescs maximes para determinar
for Delermining Free and Reduced-Price Benefits ia elegibifidad para ei programa de nuiricidn
July 1, 2018 - June 30,2018 1 de julic de 2018 - 30 de junio de 2019
FAMILY ANNUAL FONTHLY TWICE MONTHLY BI-WEEKLY WEEKLY
SIZE SECLUCED SEDLGED RECUCED RECUCED RECURED
i 522,433 836 3364 s432
2 330,453 $2538 $1.269 si372 =
N 358,443 52264 §1.602 §1.479 5740
“ 546,435 52870 51,385 833
= s8t427 £4538 s2.268 $2.054 $1.047
£ saudtg 5202 52801 $2461 1,20t
7 $70.411 35285 $2.632 §2,708 $1.355
B
= $73,403 $6534 33237 $3,016 $1.568
Fer each addtonal
membsredd:  ST.952 SEES $333 3363 184
Chiidren frem households whose incemes ate at or below the fevels Lo nitias xn irgresas igual 7 x [os rivetes indicedon
shown sbave, ¢r who receive Temporary Assistance for Needy o gue Riten Temparel pata
Famities {TANF) or Supplemental Hulrition Assistance Program o R mr?a_ééi de Asisizntia ! .E_EDE {SNAR),
. o i a rograna Riasen nay
{SHAP) benelits, are eligibie tor free pr reduced-price meais. {FOPIRY califican pors recibir Ba_n: retiitas 0 a peotin roducid "
Aduft Day Care participants whose houschold incomes are 2t or below
the levels shown abave, of wha receive Madicaid, Supplemental
Security Income {SS1} or SNAP benets, zre eligibie tot free o artetigrments, 0 gua rReden Mesiesle, Supurised do Ingrase Suplementari
reduced-price meats, 1SS, TANF, 0 beneficics do SHAP o FDPIR eallfican a3 retidiz comisas
Sratites 0 2 precio reducido.




INSTRUCTIONS FOR
CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM
(CHILD CARE)

Follow these instructions, if your household gets SNAP, TANF or FDPIR:

Part 1 : List all enrolled children and household members.
Part 2: List the eligibility number for any household members (including adults) receiving SNAP or TANF or
FDPIR benefits. The SNAP or TANF number must be the 8 or 9 digit EDG# assigned by HHSC {see illustration).
Part 3: SKip this part,

Part 4: Skip this part.

Part 5: Sign the form. The last four digits of a
Sacial Security Number are not necessary.
Part 6: Answer this question if you choose.

Part 7: Answer this question if you choose. Gna izt x..

Pttt gy kten

Medicald Programs
Focd Swamp Program

sp Numbee -

Cavemirara Gonnsronr 0l

o Wee, e

e

If you are applying on behalf of a FOSTER OI__.U. follow these instructions:
If all children you are applying for are foster children, or if you are only applying for benefits for the foster child:

Part 1: List all foster children. Check the box indicating that the child is a foster child.
Part 2: Skip this part

Part 3: SKip this pan.

Part 4: Skip this part.

Part §: Sign the form. A Social Security Number is Rot necessary.

Part 6: Answer this question if you choose.

Part 7: Answer this question if you choose.

If ssme of the children in the household are foster children.

Part 1: List all enrolled children and household members. For any people, including children, with no income,
you must check the *No Income Box.” Check the box if the child is a foster child.

Part 2: If the household does not have an el ty number, skip this part.

Part 3: Applies only to parents/guardians of children in Tier I Day Care Homes. Sponsors must provide the
List of Eligible Federal/State Funded Programs (H1660), with this form to households with children
enrolled in Tier It Day Care Homes. Parents/Guardians can enter the program name and number as
applicable.

Part 4: Follow these instructions to report total household income from this month or last month.

Column A— Name: List only the first and last name of each person living in your househald who share
income and expenses, related or not (such as grandparents, other refatives, or friends who live with
you) with income. include yourself and all children living with you. Attach another sheet of paper if you
need to.

Column B — Gross income and How Often it was Received: For each househald member, list each
type of income received for the month. You must tell us how often the money is received - weekly,
every other week, twice a month, or monthly. See next.

Box 1: List the gross income, not the take-home pay. Gross income is the amount earned
before taxes and other deductions. You should be able to find it on your stub or your boss
can tell you,
Box 2: List the amount each person got from the month from welfare, child suppod, alimony.
Box 3: List retirement, Social Security, Supplemental Security Income (SSi), Veteran's (VA)
benelits, disability benefits.
Box 4: List ALL OTHER INCOME SOURCES including Worker's Compensation, unemployment,
strike benefits, regular coniributions from nmou_m who do not live in your household, and any other
income. For ONLY the self-employed, report income after expenses in Box 1. Box 4 is for your
business, farm or rental property. Do not include income from SNAP, TANF, FDPIR, WiCor
Federal education benefits. If you are in the Military Housing Privatization Initiative or get combat
pay, do not include this housing alibwance as income.

Part 5: Adult household member must sign the form and list the last four digits of the Social Security Number or

mark the box if s/he doesn't have one.
Part 6: Answer this question if you choose.
Part 7: Answer this question if you choose.

ALL OTHER HOUSEHOLDS, including WIC households, follow these instructions:

Part 1: List all enrolled children and household members. For any people, including children, with no income,
you must check the “No Income Box.”
Part 2: Skip this part.
Part 3: Skip this part.
Part 4: Foliow these instructions to report total household income from this month or last month.
Column A - Name: List only the first and last name of each person fiving in your household who share
income and expenses, related or not (such as grandparents, other relatives, or friends who five with
you) with income. Include yourself and ali children living with you. Attach another sheet of paper if you
need to.
Column B - Gross Income and How Often it was Received: For each household member, listeach
type of income received for the month. You must tell us how often the money is received —weekly,
every other week, twice a month, or monthly.
Box 1: List the gross income, not the take-home pay. Gross income is the amount earned
before taxes and other deductions. You should be able to find it on your stub or your boss can
tell you.
Box 2: List the amount each person got from the month from welfare, child support, alimony.
Box 3: List retirement, Social Security, Supplemental Security Income (SSf), Veteran's (VA}
benefits, disability benefits.
Box 4: List ALL OTHER INCOME SOURCES including Wortker's Compensation,
unemployment, strike benefiis, regular contributions from people who do not live in your
household, and any other income. For ONLY the self-employed, report income affer expenses
in Box 1. Box 4 is for your business, farm or rental property. Do not include income from SNAP,
FDPIR, WIC or Federal education benefits. If you are in the Military Housing Privatization
Initiative or get combat pay, do notinclude this housing allowance as income.
Part 5: Aduit hausehold member must sign the form and list the last four digits of the Social Security Number
or mark the box if s/he doesn't have one.
Part 6: Answer this question if you choose.
Part 7: Answer this guestion if you choose.

Privacy Act Statement: This explains how we will use the information you give us.

Non-discrimination Statement: This explains what to do if you believe you have been treated unfairly.




CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM (Child Care)

Part 1. All Household Members

Name of Enrolled Child(ren):

CHECK |IF A FOSTER CHILD (THE
LEGAL RESPONSIBILITY OF A
WELFARE AGENCY OR COURT)
*|F ALL CHILDREN LISTED BELOW
Names of all household members ARE FOSTER CHILDREN, SKIP TO | CHECK

{First, Middle Initial, Last) PART 5 TO SIGN THIS FORM. IF NO INCOME

O
1

Part 2. Benefits: if any member of your household receives SNAP, TANF, or FDPIR, provide the name and eligibility number for the
person who receives benefits. If no one receives these benefits, skip to part 3.

NAME: ELIGIBILITY NUMBER:

Part 3. (Applies only to parents/guardians with children enrolled in a day care home) If any member of your household receives
benefits listed on the enclosed List of Eligible Federal/State Funded Programs (H1660), provide the name of the program and eligibility
number: NAME: ELIGIBILITY NUMBER:

Check here if no eligibility number [}

Part 4. Total Household Gross Income-—You must tell us how much and how often

B. Gross income and how often it was received
Note: Self-employed report income after expenses in box 1

A. Name 1. Earnings from work | 2. Welfare, child suppont, |3. Pensions, retirement,  |4. All Other Income

(List only household members with |before deductions alimony Social Security, SSi, VA

income) benefits

(Example) ) .

Jane Smith $200/weekly $150/twice a month $100/monthl $200/bi-month
$ / S/ $_ 7/ $ 1
$__ /1 $_ /7 S/ S/
S/ $___ /[ S/ S/
$_ /1 S /I $_ /1 $___ 7/
$ / $ / $ / $ /

Part 5. Signature and Last Four Digits of Social Security Number (Adult must sign)

An adult household member must sign this form. If Part 4 is completed, the adult signing the form must also list the last four digits
of his or her Social Security Number or mark the “l do not have a Social Security Number” box. (See Privacy Act Statement on the
next page.)

1 certify that all information on this form is true and that all income is reported. | understand that the center or day care home will get
Federal funds based on the information | give. | understand that CACFP officials may verify the information. | understand that if |
purposely give false information, the participant receiving meals may lose the meal benefits, and | may be prosecuted.

Sign here: Print name:
Date:
Address: Phone Number:
City: State: Zip Code:
Last four digits of Social Security Number: _* _*_*-_* *- O /!do not have a Social Security Number
October 2016 CACFP Meal Benefit Income Eligibility

Child Care Form
Page 1




CCS-1500 . CACFP NEW STUDENT ENROLLMENT FORM
Child Care Center Name: Blue Bird Kids Academy Site Code:
INSTRUCTIONS: Complete ALL Fields. Sign and Date form. Submit back to Day Care Director.

Parent's First Name:

Parent's Last Name:

Parent's Phone Number:

Child's Last Name:

SIS S FWISUUNU: [N ANV R VR

L
L
Childs First Name: B
L
|

Child's Birthdate:

Special Needs: [dves []NO (Provide Professional Documentation)
Foster Child: [1ves  [[]NO (Provde DFPS Form 2085FC)

d Start / Early Head Start /
Head Start / Early Hea [Jves  [JNo (Provde HSP/ESP/EHSP Documentation)
Ethnic ldentity: (mark only 1) [ Hispanic or Latino  [_] Not Hispanic or Latino

l:l White L—_| Black/African American D Am. IndiarvAlaskan Native

Racial ldentity: {mark 1 or more)
D Asian D Native Hawaiiar/Other Pacific Islander

Gender: Owvele [ remale

Child Care Center Enroll Date: I ! l / ’ ' E / t l ‘ ’ i

Child's Normal Days in Care:

Center's Days of Operation L__] Mon D Tue D Wed [:] Thur L—_] Fri D Sat D Sun
M-F

Child's Normal Hours in Care: }

Center's Hours of Operation t [ H || Oam. TO ' i H | | Oam.
06:00 AM-06:00 PM I:] p.m. D p.m.
Meals/Snackes Child Receives:

Meals/Snacks Served at Center [(dere Oams uw evs Osue [Jevs
PIM S LUN BRK

Times Child Attends Public

School e L H | ] [Jam. TO | H | ’ [Jam.
(school age children only) [:] p.an. I:] p-m.
PARENT CERTIFICATION

» My child may be in care on different days & hours than listed above. l:l Yes D No
« [ certify the information on this form is true and correct to the best of my knowledge.
o | certify that | have received access to WIC and CACFP literature within the last 12 months.

BN

Signature of Parent/Guardian Date of Parent/Guardian Signature

Sponsor Use Only:

Non - Discrimination Statement:

In accordance with Federal civil ightslaw and U.S, Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agendies, offices and employees, and ingtitutions
participating in or administering USDA programs are prohibited from disciminating based on race, color, national origin, religion, sex, gender identity (inciuding gender expression), sexual
orientation, disability, age, marital status, family/parental status, income derived from a public assistance program, political beliefs, or reprisal or retatiation for prior civil rights activity, in any
program or activity conducted or funded by USDA (not all bases apply to all programs). Remedies and complaint filing deadlines vary by program or incident. Personswith disabilities who
require altemative means of communication for program information {e.g., Braille, large print, audiotape, American Sign Language, etc.) should contact the responsible Agency or USDA's
TARGET Center at (202) 720-2600 (voice and TTY) or 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 disciimination complaint, complete the USDA Program Discrimination Complaint Form, AD-3027, found online at Howto File a Program
Discimination Complaint and at any USDA office or wite 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 Assstant 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. Thisinditution isan equal opportunity provider.




Infant Declaration Form:

Child Care Center Name

INSTRUCTIONS TO PARENTS:
Complete BOTH sections on this form. Sign and date where indicated. Submit to child care provider.

Section 1

Infant’s Name Birth Date / /

Parent’s Name

My Child is allergic to the following foods:
(A Doctor’s note is required for any foods that cannot be substituted within the same food group.)

Section 2

Your child care provider offers the following infant formula(s):

Parent Declaration -  Select only QNE of the following options.

D Center will provide ALL meal components for infant named above.

OR

D Parent will provide ALL meal components for infant named above.

OR

D PARENT and CENTER will provide meal components for infant named above,
as indicated below:

0-5 6-11
Months  Months

( ) Center OR ( ) Parent will provide Iron Fortified Infant Formula / Breast Milk () ()

( ) Center OR ( ) Parent will provide Iron Fortified Infant Cereal ()

( ) Center OR ( ) Parent will provide Infant Fruits/Vegetables ()

( ) Center OR ( ) Parent will provide Infant Meats ()

( ) Center OR ( ) Parent will provide Crusty Bread/Crackers )

*** This form must be updated and submitted any time there is a change in Section 2.

__( ) - / /
Parent Signature Parent Phone Number Date

Please include your phone number so our CACFP Sponsor can contact you if they have any questions.



