Ohio Department of Job and Family Services
CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE

This form shall be completed prior to the child’'s first day of attendance and updated annually and as needed.

Child's Name Date of Birth First Day at Program/Home
Home Address City =
State Zip Code Home Telephons Murnber

Parent'Guardian Mame #1 Relalionship to Child

Home Address [ Same as Child's Home Telephane Mumber [} Same as Child's

City State Zip

Email Address (ifapplicable) Cell Phane (if applicatie)

Farents Work/School Nama Parents Work/School Telephons Number

Farent's Work/School Address City

PFlease indicate if this name should be releasedita parenﬂguard ian, of a child attending the program/home requests contactinformation
forother parenisiguardians. O Yes

If you answered yes, please indicate which mformahon abovetnindudeonthelist O Work# [ Cen [ Home# [ Email
WWhere can you be reached while your child 15 in this program/home?

FarentGuardian Name #2 Relalionship to Ghild

Homs Address L] Sameas Child's Home Telephone Mumber L] Same as Childs

City Siate 7ip

Email Address (if applicabie) CellPhone - it
Parents Work/School Mame Parents Work/School Telephone Mumber

Parents Work/School Address City

Please indicate if this name should be released if a parentiguardian, of a child attending the program/home, requests contactinformation
forother parenis/fguardians. [ Yes [] No

I you answered yes, please indicate which information above o include onthigiist [IWork#  [J Cen# [0 Home# [J Email
Where can you be reached while your child is in this program/home?

Emergency Contacts: Parents cannot be listed as ememency contacls. Listthe name of at least one person who can be contacted
in the evenlof an emergency or iliness if you cannot be reached. Any person listed should be able to assistin contacting you. At least
oneg person listed mustbe able to take responsibility forthe child in case the parentiguardian cannotbe contacted and should be at least
18 years of age.

Mame Mame

City State City State

Talephone Mumber Relationship to Child Telephone Mumber Relationship to Child
Other numbars whene em ergency contactcan be reached (if Ofher numbers where emergency contactcan be reached {!'f__
apolicable} applicabls)

Name of Physician or GinioHospial

Streat Address

City Sae Telephone Mumber
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Child's Name

Allergies, Special Heatth or Medical Conditions, and Medical Foods
Fill in this section accurately and com pletely. Please note that if your child has a current health or medical condition requiring child care
staff to perform child specific care, such as: © monitor the condifion, provide treatment, care, or to give medication, the JFS 01236
“Child Medical/Physical Care Plan for Child Care” mustbe completed and be kept on file at the program/horme.

-~

Does your child have any food, medication or environmental allergies? (check alf that agply)
O ne
[ Yes - checkall thatapply [0 Food [ Medication O Envirenmental Please list and explain:

Dioes your child's allergyfallergies require child care staff to monitoryour child for symptom s to take action if a reaction occurs, or give
emergency medication to your child? (check cne)

O no

[ Yes - aJFS 01236 "Child MedicalPhysical Care Plan for Child Care™ must be completed.

Does your child have a developmental delay or special heatth or medical condition? (check one)
0 no
O 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 symplom s or administer medication during child care howrs? (check one)

[ No

O *es - a.JFS 01236 "Child Medical/Physical Care Plan for Child Care” must be completed.

Is your child currently using any medication or medical food? {check one)
[ Ne
[ Yes - please explain

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

O ne

[0 ¥Yes - a JJFS 01217 "Request for Administration of Medication” must be completed and kepton file for each medicafion and a JFS
_i'.‘|1 236 "Child MedicalPhysical Care Plan for Child Care"muslge O pletedj_qrthe medical food.

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

1 No
O Yes - please explain

Does this dietary restriction require a modified distihat eliminates all types of fluid milk aran entire food group?
[ no

[ ¥as - written instructions from the child's health care provider mustbe on file,

L1 NiA - program does notprovide meals or snacks fo the child.
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ChildsHame

List any hisiory of hospitalization, oulpatent surgery, o previous health concerns that would be needed to assist the stafl or medical
persennel in an emergency situation.

O Mot applicabie

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

[ Mot applicable
List any additional information aboutyour child that would be useful for staffto know, such as ealing or sleeping habits.

[1 Mot applicable
List any additonal information about your child that would be useful for staff o know, such as special routines, or behaviorneeds.

[1 Mot applicable
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Child's Mame

Diapering Statement
Is your child toiletrained? [ Yes (If yes, skip to Emergency Transportation Authorization section)
] No (K no, fill ut the following:)

The program's policy is 1o check diapers every 2_ hours, Please indicats if you wantyour child's diaper checked according to the
program’s policy oranother:

[ | agree with the program's schadule O 1do not agree, please check my child's diaperevery 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 emengency transportafion for OR does not have permission io secure emergency

my child in the event of an illness or injurywhich reguires transportation formy child in the event of an illness or injury
emergency treatment. The emergency ransporation Do | which requires emergency freatment. 1wish for the following
service will determine the facility to which my child will be not | action to be taken:

transported. Islgl nl

Parant's Signature Dale Parants Signature Dato

Acknowledgement of Policies and Procedures
| have reviewed and received a copy of the program's orhome's policies and procedureshandbook, [dYes [lNo (check one)

This farm, after being completed and signed by the parentiguardian, must be reviewed for completeness and signed by the
administralordesignee prior to the child receiving care.

FarentGuardian Signaturzi(s) Date

AdminisratorDesignee Signature Date

The form isto beinitizled and dated, at least annually, aflerit hasbeen reviewed by the parentiguardian. Thisis to indicate ail
information has stayed the same or changes have been noted. IF significantchanges are needed, please complete a new form.

| Parent'Guardian Initials Date of Review AdministatorDesignee inifals | Dale of Review
Parent/Guardian Initials Date of Review AdministratorDesignee Initals | Date of Review
Parent'Guardian Inifials Date of Review AdministratorDesignee Initials | Date of Review a1
Mote:

This iz a prescibed farm which must be used by child care providers io mest the requirements fo rules 5101 2-12-15, 5101:2-13-15, and 5101:2-14-04,
This formmust be on file at the program or home on or before the chid's first day of atendance and themafier while he child is enrolled.
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Ohio Deparmentof Job and Family Services
CHILD MEDICAL STATEMENT FOR CHILD CARE

Child's Name (printoriype) Date of Birth

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

Section A- EXAMINATION

\ The above named child has been examined.

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

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

Check below, if applicable:

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

Optional: Measurements and Recommended Assessments/Screenings

Height Vision [(Jves [Ne Lead Oyves [Ono
Weight Hearing [1Yes [INo Hemoglobin Lyes [nNe
EME i Dental ~ H¥Yes [ONo Other i B e e T
MNotes;

Signature of Examining Health Care Practitioner I Date of Examination

Name of Examining Health Care Practiionar Telzphone Number

Street Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MMDDYYYY FORMAT) OF DOSES OF ALL IMMUNIZATIONS.

IMMUNIZATION (Complete ONLY ONE SECTION below) ; ! :

Section 5104.014 of the Ohio Revised Code requires immunizations against the following diseases:

Chicken pox, Diphtheria, Haemophilus influen?ae type b, Hepatitis A, Hepatitis B, Influenza, Measles, Mumps, Perussis,

Pneumococcal disease, Poliomyelitis, Rotavirus, Rubella and Tefanus. ) _ AN i

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

PRACTITIONER:

[ 1 The above named child has been immunized against the diseases
listed above,

if an immunization is medically confraindicated or nof medically appropriate

for the child's age, note any exceptions by listing the specific

immunization{s): Date

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

WAIVING AN IMMUNIZATION(S):

[J 1| have declined to have my child immunized for reasons of
conscience, including religious convictions against all of the
dissases listed above or against the following disease(s):

Date
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PERSONS AUTHORIZED TO PICK UP MY CHILD

My child, _, may be picked up by the following persofis:

Name:

Telephone #s:
Relationship to child:

Name child calls person:

Name:
Telephone #s: )
Relationship to child:

Name child calls person:

MName: _
Telephone #s:
Relationship to child:
Name child calls person:

Name:

Telephone #s:
Relationship to child:
Name child calls person:

Name:

Telephone #s:
Relationship to child:
MName child calls person:

I understand that my child will not be released to anyone whose name is not on this list. 1
also understand I may change this list in writing at any time.

Parent’s Signature Date



Ohio Department of Education - Office of Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Tead Start Programs
CACFP programs cxempl from baving an eamllment form an file are: Emerpeney Sholiors, Outside School Hours, Youth Dievelopment & After Sehaol at Risk

Instructions to Complete
=  All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Start center.
= Listthe child’s name, age, birth date, the days and hours normally in care and the meals normally received while ncare.
= If schedule listed will frequently vary due to changes in parent/suardian schedule, check response box below chart.
= [fthe child comes before and after school, list the hours in care for both the morning and affernoon.
= CACFP Federal regulations 226.15(¢) (2) require that an corollment form be completed annually and sipmed by the child’s
| parcnt or guardian,
CENTER NAME
[ MIRACLES CHILD CARE
CHILID'S NAME

(please print)

T AGE | BIRTHDATE / /
month day ! Y

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

Check (v}

Drays Child

MNormally in
Care

_ List hours child normally in care Check () meals child normally receives while in care
AM [ pm Evening
Breakfast | Spack | Lunch | Snack | Swpper | Snack

Arrive Depart Arrive Depart

Monday

Tuesday

"'n‘ir't.ﬂm:sd:_;}f__

| Thursday

Friday

Satorday

] 3 | | j

| Sunday” . B _
[:] Yes, the schedule listed above may frequently vary due to changes in parents/suardians schedule.

SIGNATURE OF DATE DAY FHONE
PARENT/GUARDIAN NUMBER
MATLING ADDRESS:

STREET /APT. CITY £IF CODE

in accordance with federal civil rights law and U S. Department of Agriculture (USDA) civil rights regulations and policies, this
institution is prohibited from discriminating on the basis of race, color, national origin, sex lincluding pendar identity and sexual
ricntation), disability, age, or reprisal or retaliztion for prior civil rights activity .Program infarmation may be made available in
languages other than English. Persons with disabilitics who require alternative means of communication to obtain program
information (e.g., Braille, large print, audiotape, American Sign language), should contact the respansible state or local agency that
dministers the program or USDA's TARGET Center at (202) 720-2600 {voice and TTY) or contact USDA through the Federal Relay
ervice at (800) 877-8338.Ta file a program discrimination complaint, a Complainant should complete a Form AD 3027, USDA Prograrm
Discrimination Complaint Form which can be obtained online at: https.!/wairw, usda,gov/sites/default Fles/documents/LISDA-
DASCRE:20P - Complaint-Form-0502-0002-508-11-28-17Fax2hiail.odf, from any USDA office, by calling (266) 632-9992, ar by writing 2
letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of

he alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights {ASCR) about the nature and date
of an alleged civil rights violation. The completed AD-3027 form or lottar must be submitted to USDA by

(1} mail: U.5. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW,

Washington, D.C. 20250-5410:

(2] fax: (233} 256-1665 or (202)690-7448; ar [3) email:program.intake @usda.gov.

Thiz institution is an equal opportunity provider. Revised 5/2022
Obio Department of Education - (Mfice of Nutrition




CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2024-2025

INSTRUCTIONS: To apply for free and reduced-price meals, read the household Letter and instructions on backside of this form. Complete application and
retum to the center, In accordance with the NSLA, information on this application may be disclosed to other Child Nutrition Programs or applicable
anforcement agencies. Parents/guardians are not required to consent to this disclosure, Parf 1 i5 Io be compieted by all households, Part 2 is to be used only
for a child living in a household receiving food assistance {SNAP) or Chio Works First (OWF) benefits. Part 3 is only for children NOT receffing Food
Azgistance or OWF benefits. Part 4 an adult household member miust sign and date form; the last 4 digits of social security number must be listed if Part 3 is

completed. Far 5 5 optional, * Astersks indicate info that must be completed, Form must be mmel&led armua& and valid for un! 12 months.

CHECK IF PART 2 — LIST EACH CHILD'S FOOD ASSISTANCE
CENTERNAME |MIRACLES CHILD CaRE A FOSTER {SMAP) OR OWF CASE NUMBER, IF ANY. A VALID
_ ﬂ?":ﬁd CASE NUMBER CONTAINS 7 DIGITS,
PART 1 - PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsiniity ot | R
awelfare agency | Check type  FOOD ASSISTANCE (SNAF) or
* NAME OF ENROLLED CHILD{REMN) AGE | BIRTHDATE | &rcoutAted | of benefit 0 OHIO WORKS FIRST (OWF)
3 J e [
| = ] D CASENO. |
a [:E CASENO. | __ it
N 3 loeewo |
PART 3 — TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List names of all household
members. Lm:ngrnss o Ils:hnwmuch and howaften IfPart_:iE:pnmleted. skip to Part 4.

a.  LIST NAMES OF ALL b CHECK | ©. GROSS INCOME during the last month (amount eamed before taxes & other deductions) and
HOUSEHOLD MEMBERS IF | HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monshly, Annually
INCLUDING CHILDREN ':N‘:"éﬁg 1. Eamings fomwork | 2. Walfare payments, 3. Ponsions, refiiement, | 4, All Other Income
LISTED ABOVE IN PART 1 before deductions | child support, akmony Social Security, S51, VA

EKAMIBLE JANE SMITH 1 [ S amount / how often ] % amount { how offen % amount / how oftern | $ amount / how often

1 1 g ! 5 i 3 i % !
R — ol -

2 | 5 L) - ! 3 . $ I

= 5 / $ i o, T 3 $_ i
Bt | I3 — S— - m— ]

4. ) 15 £ . 1§ s ! $ i |
p T I = I R R Ls N f

6. fg o [ 5 _J | s i

PART 4 — SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: Adult household rrmnbermustsrgrﬂdamefnrm If Part 3 is completed,
the adult signing the form must also list last 4 digits of his'her Social Security Number ar check the "1 do not have a Social Security Number™ box.
| certify that all information on this form is true and comect and that all income is reported. | understand that the center will get Federal Funds based on the
inforrmation. | understand that CACFP officials may verify the information. | understand that if | purposely give false information, | may be prosecuted,

* If Part 3 is completad,
et Bt & Mgt of Sctal Security Munhar

= - {Check if applicable) i
| SIGNATURE OF ADULT HOUSEHOLD MEMEER DATE I:t | do not have a Social Security Number

Print Marmne: Daynme Phone Number Work Phone Mumber:

Streat / Apt: Elty{SlalJa.f[p County:
| PART 5: RACIAL/ETHNIC IDENTITY {Opticnal): leemmmprmbmﬁtoldaﬂﬁfyﬂwmmdmmnfmmﬁad chitd{ran).

[ American Indian or Alaska Native 1 Asian . | Black or African American
M.atrm Hawasitan or Other Pacific tander | White:

Please mark one ethnic idendity:

[] Hispanic or Lating

| Other

[ ot Hispanic or Lating

Privacy Act Statement The Rlchard B. Russell National School Lunch Act reguires the information on this applcation. You do nol have 1o give v information, but f you do not, we
cannot aoprove the parbicigant for free or reduced-price meals. You must inclede the fast four digits of the Socisl Security Number of the adult household member who signs the
application, The Soclal Securty Number iz not reguired when you apply on behalf of & foster child or you list 8 Supplemental Mutrition Assiztance Program (SMAP), Temporary
Assitance for Meedy Families {TANF) Program or Food Distribution Program on Indian Resanations (FDPIR) tass nembor for the parbapant or other (FRPIR) identfier or whan you
indicata that the adult housohold momber signing the spplication does not have a Social Secusdty Mumber, We will wse your information to determine if the participant is ellgible for

frazis oof

reaks, and for administration and enforcement of the P
THIS SECTION TO BE COMPLETED BY CENTER. Mote: All information above this section is to be filled in by the parent or guardian.

. State Distribution: July 2024

following Annual Income Conversion:

Complete information below only if gualifying child{ren) by household income from Par 3.

Par the total household size, compare total household income to the USDA Income Elgibility
Guidelines to determine correct categarization. When income is listed in different frequencies
of pay in Part 3, you must convert all income to annual incomea bafore determination. Use the

Weekly x 52, Every 2 Weeks (woaiay) 2 25, Twice per Month (samementhey x 24, Monthly x 12

Application Certified/Categorized as:
1 FREE, based on 1 Food Assistance/OWF Case No,

11 Household size and income
n Faster Child

[J REDUCED-PRICE, based on Household size and
income

Total Total Household Income: $

Household
Size:

Per: i week 1 every two weeaks o twice per month o month o year

[1 PAID, based on o Income too high

rn Incomplete
1 Imvalid case number or information

Signature of Sponsor / Center Representative

Date E:pnnsor Lm'lif‘ad![.ategonzad Fom
Male: Effactive dete 5 detormened by parant or sporsoer signature dale s selected on CRAT appliceton
detdm!WBmmmdmﬁMumMg mnith,

Expiration Date
(Wialad untd la=t day of manth inwhich
Tarm was signed one yearearker)

S
{From fhe first of month of dalo signad)




HOUSEHOLD LETTER - Dear Parent or Guardian

Please halp us comply with the requirements. of the LS. Department of Agricufture's Child and Adult Care Food Program (CACFF) by completing the attached mcome: eligibility application for free
and reduced-price meals. All nformation will be treated with siict confidentiality, The CACFP provides rembursemant to the chid care center for heativ mesals and snacks senved fo chidren enrolled
in chitd care. The complation of the income eligibllity application is optional. Complete the application on the reverse side using the nstructions below for your type of household. You or your
chitdren do not have fo be 1.5, citizens fo qualify for meal benefits offered at the child cane center, Households with incomes kess than or egual to the reduced-price values Bed on the chart at the
bostom of this page are efigible for free meal benafits. An apofcation must contain complete information to be considened for frea of reduced-price meaks. Howseholds ane no longer requined to repor
changes reganding the increass or decrease of income ar household size or when $he househeld i no longer ceriied efigide for food assistance (SHAP) of Ohio Works First {OWF}, Once approved
for free o reduced- price benefits, a howsehold will remain eligible for these berefits for a period not to cxceed 12 months. During periods of unemplayment, your childiren) is eligible for meal
reimburssment provided the lass of income during this Bme causes the family to be within eligibility standards for meals. In operation of the CACFP, no parsen will be discriminated against because of
race, color, naticnal origin, sex, age or disability §225.23(e)(2) ). ﬁwuhmqmshnr:smgaﬂmﬂwnwpiﬂmulm application, contact the child care center,

PART 1 — CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART (*denotes required info}

=« Print the name of the child(ren) ennolizd at the chid care center, All chiidren (incleding foster children) can be fisted an thesame application.

= Listihe enrolled chikfs age and birth date.

= (Cheek by indicating if the child Is a foster child, Foster children that are under the legal responsibility of the foster care agency or court are eligible for free meals, Any foster child in the
househald is efigible for free meals regardiess of income, Attach documentafion to show foster child status.

PART 2 - HOUSEHOLDS RECEVING FOOD ASSISTANCE OR OHIO WORKS FIRST: COMPLETE THIS PART AND PART 4 - If a child is a member of a food
assistance (SMAP) or OWF household, they are automatically eligible to receive free CACFF meal benefits,
Circle the type of benefit received: Food Assistance (SMAP) ar Ohio Warks First (OWF).

s Lista cument food assistance or OWF case number for each child. This will be a T-digit number. Do not kst a swipe card number,

SKIP PART 3 - Do not Bist names of household members or mcome if you listed a valid Food Assistance {SNAP) or OWF case number for each child in Part 2.
PART 53— TOTAL HOUSEHOLD SIZE, GROSS INCOME AND HOW OFTEN RECEIVED: ALL OTHER HOUSEHOLDS COMPLETE PARTS 3£ 4.

a)  Wrile the names of all household members inchading yoursall and the child{ren) hat attends the child care center, nobing zny income received. A househaold is defined as a groug of related
or unrelated individuls who ars Fving 5 one econormic unit that share housing andier signiicant income and expenses of its mambers, This might include grandpanents, ofher relatives, or
friends wha five with vou, Aftach another piece of papar if you need mone space to fist all howsehold members,

b} Check the box for any person fisted as a housshold member (incuding children) that hes noincome.

c} Fnreadihmlsehnldmﬁnberﬁtﬂamtypenflmﬂmmmmddunr@ﬂﬁhﬂmﬂ!anﬂlmhwmnwmymm

. Eamings from work before deductions: Wi the amount of total gross income each household member received the last monith, mmﬂaﬂﬂ{muﬂﬁlﬂc&&i&tﬁ]ﬂn
nut {not the take-home pay) and how often & was received (weskly, evary two weeks, twice per manth, monthly, annually), Income i any money received on a recarring basis,
including gross eamed ncame. Househalds are not required to include payments received for a foster child as ncome. if any amount dunng the previcys month was more or less
thian wsual, wrile Biat person's wsual monthly income. fyou nomally get overtima, include it, but not if you only gel it somelimes. If vou are in the miitary and your housing is part of
ihe Military Housing Privatization Initiaive and you receive: the Famdy Subsistence Supplemental Alliowance, do notinclude these allowances as income. Also, in regard o deployed
senvice members, only thal porion of a deployed service member's ncons made available by tem or on their behalf to the housshold will be counted as income i the howsehold.
Combat pay, including Deployment Exiension Incentive Pay (DEIP) is also excluded and will not be counted as income to the household. All other allowances must be included in
WOUr gross Moome.

2 List the amount each person got the last month from welfare, child support or alimony and st how often the money wasreceived.

3, List tho amount each person got the kst month from pensions, refirement, Social Secynty, Supplemental Security Income: (551, Veteran's (WA} benefils or disabity benefits and
izt howr often the roney was recanved.

4, Listall gther income soues, Examples nchude: Warker's Compensation, siike bencis, unemployment compensation, requiar contributians fraen people who do not lve in your
howsehold, cash withdrawn from savings, interestidividends, ncome from estatesfrustsiinvestments, net royaltiestannuities or any ofher income, Self-emplayed applicants should
repaort incoms after expanses (net ncome) in column 1 undor oamings from work. Business, fam or renizl property regard income should be enlzgred in column 4, Do nof inclyde
food assistance payments.

PART 4 — SIGNATURE AND LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THIS PART (" denates required info)

a)  * Al applications must have the signature of an adult housshold member.

b)  *The adul signing the application must alsa date the fom.

c)  * Cnly an apphicaticn that ists income in Part 3 must have the |ast four digits of the social secuwity number of the adult who signs. If the aduli does not have a social security member,
check the bo: marked, % do not have a Social Secusity Mumber.” if you listed & food assistance or OWF number for aach child or if you are appiying for a foster child, the st four digits
of the social security rumbear are nofrequired

PART 5= RACIALETHNMIC IDENTITY ~ OPTIONAL
You e nol required 1o answer this parl i order for he application to be considered complete. This information is collected to make sure that everyone is teated faity and will be kept confidential.
Mo child will be discriminated against because of race, color, national onigin, gender, age of disabiity.

MON-DISCRIMINATION STATEMENT: In accordance with Federal civil rights law and U_S. Department of Agricutture (US0W) civil ights requiations snd policies, the US04, s Agendes, offices, and
employees, and instilulions paricipating in or admintstering LISDA programs are prohibited from discriminating based on rmce, color, national odgin, sex {including gender idenfity and sexual grigntation),
disabilfly, age, or reprisal or retaliaton for priar civil nghts activity i any program of acivity conducted or funded by USDA, Persons with disabilities wha mquire afiemative means of communication
for program information (e.g. Braills, larmge pant, audictape, American Sign Language, eic ), should contact the Agency (State or local) whers they applied for benefits, Individuals who are geaf, hard
of hearing or have spesch disabiliies may contact USDA through the Federal Relay Service at (800) 877-8330. Addifionally, program information may b= made available in languages other than
English. To file a program complaint of discrimingtion, complete the LIS0A Program Discrimenation Complaint Form, (AD-302T7) found onfing at: How o Fie a Complaint, and at any USDA office, or
wirite a lottar addressed to USDA and provide in the lstter all of the information requesied in the form, To request a copy of the complaint fomn, call (855) 632-9292. Submi your completed farm or leker
to USDA by: (1) mail: U.5. Department of Agriculture Office: of the Assistant Secretary for Civil Rights 1400 Independence Avenue, SW Washinglon, D.C. 20250- B410; (2) G (202) 630-1442, or (3)
email: prograrm.intakceSwsda.goy, This instiution i an equal oppostumity provider.

s s—— REDUCED-PRICE INCOME ELIGIBILITY GUIDELINES (L = NRE
Guidelines to be effective from July 1, 2024 through June 30, 2025, Households with incomes less than or equal to the reduced-price values bejow
Lo St e are eligible for frec or reduced-price meal bencfits, gl . =
HOUSEHOLD IWiCE PER EYEEY TWO
b Sige |  ANMUAL | MONWH | “mowtH | Twegks 00 | 2 WERK )
2 1 P $27.861 3337 waeE [ 0= 536
2 437814 3,152 1,576 1,455 728
g P 547,767 T __3'531 ¥ 1.997 'Iﬁ i 919 E
M- SR B - S, SRR
557,720 4,510 Z.405
st S I D B N R SRS PR U NN B
5 67,673 5 640 2520 2 603 1302
g I 577,626 i 6463 3,235 | 2,986 ~ 1,493
i 7 Sy 1 e ] asm 0 ] soee 1 temy 0 |
! e S 557,532 B128 7 L0ET 3.752 1,876
Foreadiaddrtmnal Family |




PERMISSION TO PHOTOGRAFPH

Throughout the year there are opportunities for your child to be photographed/videoed. These photos
may be used for classroom activities, holiday displays, or promotional purposes (such as newspaper
articles) or video assignment for teachers who are also in college. We must have a parent/guardian’s
approval to photograph and display these photos/videos. Please check the appropriate box(es).

Child’s Name

[[1 Mo photos/videos

[] YES-to ALL photos/videos

Yes, you may use my child’s photos on Miracles Child Care Website.

Yes, you may use my child’s photos on social media.

Yes, you may use my child’s photos in classroom photos.

Yes, you may use my child’s photos on art projects to be given to child’s family.
Yes, you may use my child’s photos in newspapers.

Yes, you may use my child’s photos on Miracles Child Care Newsletters.

B B & 3 Bl B

Yes, you may use videos of my child for college student’s assignments.

MNotes:

Signature Date



FAMILY NEEDS ASSESSMENT

it

Name: Date:
Do you feel the need for any of the No Issues | Sometimes | Oftenan
following types of help or assistance? an Issue Issue

1. Paying for the special needs of my child
(ex. Medicines, healthcare needs,
immunizations, etc.

2. Applying for assistance for my child

3. Having enough food on hand for at least -
two meals for my family

4. Applying for SNAP or assistance

5. Having a safe and secure place to live

6. Having working plumbing, lighting and/or
heat

7. Purchasing and obtaining furniture,
clothing, toys, diapers

8.Having special travel equipment for my
child (ex. Car seats)

9. Finding someone to talk to about my own
or my child's development and/or education

10. Finding a supportive person to talk to
about raising my child

11. Managing the daily needs of my child at
home

12, Finding care for my child in the future

Miracles Child Care 1-2025




Miracles Child Care Agreement

This agreement is made between
and Miracles Child Care for the care of the following child{ren):

(parent/guardian)

Mame: Date of Birth:

Name: Dateof Birth:

Name: Date of Birth:

Parent #1 employment hours to Parent #2 employmenthours __~ to
Arrival Time: - Departure Time: (not to exceed 2 hours per day)

Variations in schedule:

Parents are expected to adhere to arrival/departure times within 10 minutes of this agreement. Any
variation from these times must be approved by the administration of Miracles Child Care.

The fees for over 9 hours per day, with a maximum child care limit of 9.5 hours/day are as follows:

9 hours—9:15 hours 510 per child for 1-15 minutes over 9 hours.

9:16 —9:30 hours additional 510 per child for 16-30 minutes over 9 hours.

Owver 9:30 hours additional 51 per child per minute after 9.5 hours.

School age children’s times are calculated based on earliest check in and latest check out at Miracles
Child Care.

Fees apply to all families including PFCC.

We are reguired by the State of Ohio to provide staffing to cover specific staff/child ratios; therefore, we
require that you follow the above times. If circumstances arise that cause a change in your schedule,
please communicate with the administration of Miracles Child Care with at least one week notice.
Written work schedules and child care schedules may be required for all parents. Failure to adhere to
these times may result in a re-evaluation of continued care.

The Parent Handbook contains policies and procedures that must be followed. It also contains a price list
and inforration on holidays, vacations and other absences. Violation of policies or delinquent payments
may result in termination of care.

Parent/Guardian Printed Name Parent/Guardian Signature Date

Administrator Signature Date



Miracles Child Care
Tuition and Fees
Prices effective January 1, 2025

Weekly Rates Tax ID Available Upon Réquest
INFANT | TODDLER | PRESCHOOL SCHOOL AGE
$240 $220 $200 Before &/Or Calamity
After School Only*
Weekly 140 $40/day
2 Hr. Delay $14 $16
Income based child care
assictance: Neo School $37 $40
NOCAC
ssp.benefits.ohio.gov Su'r:'nmer‘ $190
un

* Calamity day care is only available when school is not in session and
we have been informed in advance of your child's schedule.

Initial Registration: $30 per family

Materials Fee: $35 per child Due August 15th annually (full year students)
Summer Fun Fee: TBD per child (Summer Fun Students)

Late Payment Fee: $5 per week  Payment is due on Monday of the current week.
Early/Late Charge: il er minute per child before 6:30 AM or after 5:30 PM

PFCC Times Missing lt?pe.r' week, if times are not entered completely

The fees for over 9 hours per day, with a maximum child care limit of 9.5 hours/day are as follows:

9 hours - 9:15 hours  $10 per child for 1-15 minutes over 9 hours.
9:16 - 9:30 hours additional $10 per child for 16-30 minutes over 9 hours.
Over 9:30 hours additional $1 per child per minute after 9.5 hours.

Sﬁ:l;gul age children’s times are calculated based on earliest check in and latest check out at Miracles
Child Care.

Fees apply to all families including PFCC.

Holiday Policy

On planned holidays when we are closed, tuition will be prorated and you will not have to pay for the
days that Miracles Child Care is closed. If Miracles Child Care closes for any other reason, tuition will
be prorated as well.

Other Charges
Diaper or Pull-up 3 each
Wipes 1 each
Unreturned item of clothing $5 per piece

* Repeated violation of policies will result in evaluation of continued care. When payments are two
weeks behind, children will not be accepted into care until account is current and the child's place on
the roster will be forfeited after one week without full payment.



ITEMS NEEDED FROM HOME

*Please make sure all items are Parent A{:ti\ri‘ty Ideas for
labeled with your child’s name Transitions: -
INFANTS

3 Clean, empty bottles/day Ideas when transitioning to Miracles —

Crib sheet

Diapers & wipes » Schedule a time to visit the classroom

e with your child.

8 » Read stories about going to school.
Burp cloths « Give your child an item from home or a
Tixtra clothing photo to bring the first few days.

Pacifi -

i Ideas to prepare your child for a new class-
Diaper cream (form required) TOOMm
Summer- sun hat/sunscreen ( form)

«  Visit the classroom with your child and

meet the new teacher.
TODDLERS s Discuss your child’s new room with
[mapers/Pull-ups them.
Wipes Ideas for transitioning out of our program
Extra clothing
Small pillow and blanket e Schedule a goodbye party for child’s

last day at the program.
« Read stories about making new friends.
Summer-sunsereen (form required) « Make a goodbye card with your child.

Winter-hat, gloves, snow pear

iaper cream (form required)

Ideas for transitioning to a new classroom

within our program

PRESCHOOLERS :

Toxtea cloiing . Dt?cc-raie a thank you card with your

Small pillow, blankel, & sheet child to give to current teachers and
classmates to say goodbye.

« Visit your child’s new classroom and

Winter-hats, gloves, snow gear meet teacher.

« Work on new expectations with your
child at home such as going to an open

SCHOOL AGERS cup, adjusting activities to prepare your

Tixtra Clothing child to go to a new environment.

Summer-sunscreen (form required)

Summer-sunscreen (form required)

Winter-hats, gloves, snow gear




