Unn DepammeTh 0F JOD and rammy Sohices
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’sName Date of Birth First Day at ProgramiHome

‘! Home Address City -

Sale Zip Code Homa Telephone Numbear

[I Parent/Guardian Name #1 Relationship to Child

%_Hurne Address [ Same as Child's Home Telephone Humber [ Same as Child's

[ City Sae Zp
Email Address (if applicable) Cell Phone (if applicable) =
Parent's Work/Schoaol Name Parents Work/School Telephone Number
Parent's Work/School Address City

Flease indicals if fhis name should be released T a parentiguardian, of a child atiending the program/home requests contactinformation
forother parentsiguardians. [ Yes [ Ne
If you answered yes, please indicate which information above to induds on thelist [ Work # [ Cell# O Home# [ Email

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

ParentiGuardian Name #2 Relationship to Child
Home Address L] Same &5 Ghilds. Home Telephone Mumber L] Sameas Child’s
City State Zip
" Email Address (f applicable] Cell Phone
Parent's Waork/School Name Parent's Work/School Telephone Number T
Parents Work/School Address City

Please indicate if this name should be released if a parantiguardian, of a child attending the program/ome, requests contactinformation
forother parentsiguardians. [ Yes O No
¥ you answered yes, please indicate which information above inincludeon thelist [0 Wom# [ Cem# [ Home# [1Email

Where can you be reéached while your child is in this program home? TR

Emergency Contacts: Parents cannot be fisted as emergency contacts. List the name of at least one person who can be contactad
in the eventof an emergency orillness if you cannot be reached. Any person listed should be able to assistin contacting you. At least
one person listed mustbe able to take responsibility for the child in case the parentfguardian cannot be contacted and should be atleast
18 yearsof age.

Name ' Mame
City Swte City Stte —
Telephone Number Relationship o Child Telephona Number Relatonship to Child
Cther numbers where @meargency contactcan be reached (if Ofher numbers where emergency contaclcan be reached (if
applicable} appli mﬁf}

Name of Physician or ClinicgHospital

Street Address

City State Telephone Number

JFS 01234 (Rev. 10/2021) Page 1 of4



Child's Mams -

Allergies, Special Heatlth or Medical Conditions, and Medical Foods
Fill in this section accurately and com pletely. Please note that if your child hasa current health or medical condition raquiring child care
staff o perform child specific care, such as: to monitor the condition, provide treatment, care, or to give medication, the JFS 01236
*Child Wedical/Physical Gare Plan for Child Care" mustbe completed and be kept on file at the program/home.

Does your child have any food, medication or environmental allergies? (checkall that apply)
1 Mo
[] ¥es - checkall thatapply [ Foed [0 Medication [0 Environmental Please list and explain:

Does your child's allergyfallergies require child cars staff to monitor your child for symptomsto take action if a reaction coours, or give
el:lmergencym&dir:ation to your child? (check one)

Mo
[ ¥es= - a JF5S 01236 "Child Medical/Physical Care Plan for Child Care” must be completed.

Does your child have a developmental delay or special health or medical condition? (checkone)
O No ;

[ ves - please explain

Does the special health or medical condition require child care staff to perform a procedure, or perform child specific care such as: o
monitar your child for symptoms oradminister medication during child care hours? (check one)

O mo

[1 Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care” must be completed.

Is your child currently using any medication or medical food? (check one)
[ No
[ Yes - please explain

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

] No

L1 Yes - a JES 01217 "Request for Administration of Medication” must be completed and kepton file for each medication and a JFS
01236 "Child MedicalPhysical Gare Plan for Child Care” mustbe completed for the medical food.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check onc)
O No
O ¥es - please explain

l[l_ii:bes this dietary restriction require a modified distthateliminates all types of fluid milk oran entirs food group?
Mo

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

[J NiA - program does not provide meals or snacks o the child.
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ChildEName

List any histary of hospitalization, outpafientsurgery, or previous health concerns that would be needed fo assist the staff or medical
persannel in an emergency siluation.

=

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

1 Mot applicable
List any addifional information about your child that would be useful forstaff to know, such as eating or sleeping habits.

[1 Mot applicable
List any addiional information about your child that would be usetul for staff to know, such as special routines, or behavier needs.

[ Mot applicable
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Child's Mame

Diapering Statement
Is your child ilet trained? [ Yes (If yes, skip to Emergency Transportation Authorization section)
[ No (If no, fill out the following:) N

The program's policyis fo checkdiapersevery _ 2. hours. Pleaseindicate if you wantyour child's diaper checked according o the
program's policy oranother:

O Iagree with the program’s schedule O 1do notagree, please check my child's diaper every hours,

Emergency Transportation Authorization

Give Permizsion to Transport Do Not Give Permission to Transport
Program or Home Name Program or Home Mame
has permission to securc emengency transportation for OR does not have permission to securs emergaency
my child in the svent of an iliness or injury which requircs transportation for my child in the event of an iliness or injury

emergency freatment. The emergency frmansporiation Do | which requires emergency reatment. [wishfor the following
service will determing the facility to which my child will be ;“;1 action to be taken:

transported. Batt

Parent's Signature Date Parent's Signature Date

Acknowledgement of Policies and Procedures
1 have raviewed and received a copy of the program's orhome's policies and procedureshandbock. [Yes [(INo (check one)

This form, after being completed and signed by the parent/guardian, mustbe reviewed for completeness and signed by the
administrator/designee priorto the child receiving cars.

ParentiGuardian Signature(s)] Date

AdministratorDesignee Signatura Date

The form isto beinifizled and daled, at least annually, after it has boen reviewed by the parentiguardizn. Thisis to indicate all
infarmation has stayed the same or changes have beennoted. If significantchanges are needed, please complet a new form.

Parent'Guardian Initials Liate of Review .Admi:'ﬁstamr.’[}eé'gme Inials | Date of Review

Parent'Guardian Initials Datz of Review AdministratorDesignes Initials | Date of Review

ParentiGuardian Initals Date of Review Administrator/Designee Iniials | Date of Review
Mote:

Thisis a prescribed facm which must be wsed by child cars providers to meet the requirements to rules 5101:2-12-15, 5101.2-13-15, and 5101:2-74-04,
This formmust be on file atth e progmm or home on or before the child's first day of atendance and thereafter while the child is enmillad.
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Chio Deparimentof Job and Family Services
CHILD MEDICAL STATEMENT FOR CHILD CARE

Childs Name (printorfype) Date of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
(Physician/Physician's Assistant/Advanced Practice Registered Nurse/Certified Nurse Practltlnner]

Section A- EXAMINATION
+ The above named child has been examined.

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

wahe above named child does not have allergies OR is allergic to the following (please list 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 heaith care and developmental considerations) accompanies this form.

Optional: Measurements and Recommended Assessments/Screenings

Height Vision [lYes [INo Lead [dyes [ONo
Weight Hearing [1Yes [1Ne Hemoglobin ~ OYes [OnNe
BMI Dental Ldyes [DONo Other

Motes:

Signature of Examining Health Care Practitioner ‘ Date of Examination
MName of Examining Health Care Practitioner Telephone Number

Strest Address City, Stale and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MMDDNYYYY 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, Diphthena, Haemophilus influenzae type b, Hepatitis A, Hepatitis B, Influenza, Measles, Mumps, Pertussis,

Pneumococcal disease, Poliomyelitis, Rotavinus, Rubella and Tetanus. ey

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

PRACTITIONER:

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

If an immunization is medically contraindicated or not medically appropriate

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

immunization{sj: Date

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

WAIVING AN IMMUNLIZATION(S):

J 1 have declined to have my child immunized for reasons of
conscience, including religious convictions against all of the

diseases listed above or against the following disease(s): = ST
ate

JFS 01305 (Rev. 10/2021)



PERSONS AUTHORIZED TO PICK UP MY CHILD

My child,

Name:

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:

Name child calls person:

Name:
Telephone #s:
Relationship to child:

Name child calls person:

MName:
Telephone #s:
Relationship to child:

Name child calls person:

___, may be picked up by the following persoris:

I understand that my child will not be released to anyone whose name is not on this list. |

also understand I may change this list in writing at any time.

Parent’ s-éignature

Date



(thio Department of Education - Office of Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs
CACFP programs cxempt from baving an cnraliment form on il are: Emirpency Shelters, Outsids School Flours, Youth Development & After School at Tisk
Instruoctions to Complete
= All parems/guardians are to complete a separate form for each child enrolled at the child care or Head Start center,
= List the child’s name, age, birth date, the days and hours nommally in care and the meals normally received while ncare.
= If schedule listed will frequently vary due to changes in parent/seardian schedule, check response box below chart.
= Ifthe child comes before and after school, list the hours in care for both the morning and afternoon.
= CACEFP Federal regulations 226.15(¢) (2) requirc that an enrollment form be completed annually and signed by the child's
___parent or guardian.
| CENTER NAME
i MIRACLES CHILD CARE : =l B :
CHILDS NAME [ AGE EIRTHDATE ! !
(pleage print) | month day i yeur

CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
e AND THE MEALS RECEIVED WHILE IN CARE
Check () List hours child normally in care ~ Check (+) meals child normally receives while in care
Days Child AM PM Evening
Normally in Arrive | Depart | Arrive | Depart || Breakfast| Spack | Lunch | Snack | Supper | Snack
Care -

Monday

| Tucsda}l

| Wednesday

Thursday
Friday

Saturday

Sum:la}r

|_ Yes, the schedule listed above may frequently vary duc 1o changes in pareats/suardians schedule.

SIGNATURE OF DATE DAY PIHONE
PARENT/GUARDIAN NUMEER
MAILING ADDRESS:

STREET /APT. CTIY 2 CODE

In accordance with federal civil rights law and U.5. Department of Agriculture {USDA) civil rights regulations and policies, this
nstitution is prohibited from discriminating on the basis of race, color, natianal arigin, sex {indluding gender identity and sexual
rientation), disability, age, or reprisal or retaliation for prior civil rights activity .Program information may be made available in
anguages other than English. Persons with disabilities who require alternative means of communication to obtain program
information {e.g., Braille, large print, audiotape, American Sign Language), should contact the responsible state or local apency that
administers the program or UsDA’s TARGET Center at (202) 720 2600 (voice and TTY) or contact USDA through the Federal Relay
Service at (BDO) 877 B339 To file 2 program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program
[Discrimination Complaint Form which can be obtained online at: attps./fenanw usda.sovsites 'default files/documents/US0A-
LASCRI 20P-Lomalaint-Form 0502 0002-505-11-22-1 /f axd Mail.odi, from any USDA office, by calling [866) 632-9992, or by writing a
ietter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of
the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date
fof an alleged civil rights violation. The completed AD-3027 form or letter must be submitted to USDA by:

(1) mail: L.5. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW,
Washington, D.C. 20250-9410;

(2) fax: (B33) 256-1665 or (202)690-7448; or (3) email:program.intake@usda.gov.

This institution is an equal opportunity provider. Revised B/2022

Ohio Department of Edocation - (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 appheation and
return 1o the center. In accordance with the NSLA, information on this application may be disclosed to ather Child Mutriion Programs or applicable
enforcament agencies. Parents/guardians are not required to consent to this disclosure. Part 1 is to be completed by all households, Parf 2 is to be usad only
for 2 child living in a household receiving food assistance (SNAP) or Ohic Werks First (OWF) benafits. Part 3 is only for children NOT receiting 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 rmonths.

CHECK IF PART 2 — LIST EACH CHILD'S FOOD ASSISTANCE
CENTERNAME |MIRACLES CHILD QaRE A FOSTER (SNAF) OR OWF CASE NUMBER, IF ANY. A VALID

fr?:tunu CASE NUMBER CONTAINS 7 DIGITS,
| PART 1 PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibiltty of R S
swesre agency | Check type  © FODD ASSISTANCE [SNAP) or
" NAME OF ENROLLED CHILD{REN) AGE | BIRTHDATE | or court. AftaCh | o benef 0 OHIQ WORKS FIRST (OWF)

1 L . —
z | ﬂ 1 caseNO.
a Ij | caseno.
4, I:! CASE NO

PART 2 — TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List names of all household
members. List all gross income: st how much and how oﬂan. " Part 2 |soomphmd skip to Part 4.

a LIST NAMES OF ALL . CHECK | ¢ GROSS INCOME during the last month (amount carmed before taxes & other deductions) and
HOUSEHOLD MEMBERS IF | HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Manth, Monthly, Annuzily
INCLUDING CHILDREN '}’U’ZER‘:" | 1. Eamings from werk 2. Weifare payments, | 3. Pensions, retimmond. | 4. All Other Incoma
LISTED ABOVE IN PART 1 MEOME | pofore deductions child support, alimony | Social Security, SSL VA |

| EXAMPLE:JANESMITH | T [ | $amount/howoiten | 5amount/howoften | $amount/howofien | $amount/how often |
. il i I |s _ s / | s / | s /
| 2. 1T T s I | s 3 | s ! | s i
& _ 1 ; 3 | . ! |3 !
A S ___|s ! s ! 5 !
5- - - — 5 — 5__—_:;_ . s — Ill 5 = If $ lll
6. [ % g i I 5 i 3 i S !

PART 4 — SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMEBER: Adult household member must sign/date form. If Part 3 is completed,
the adult signing the form must also list last 4 digits of histher Social Security Number or check the “I do not have a Social Security Number” beot.

| cartify that all imformation 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.

*1f Part 3 is completed, , ]
| insert last 4 digits of Social Security Number
o

" {Check if applicable)
L

SIGNATURE WLD‘ULT_I’_I_D_I..ISEHD_I._D IEER‘_ DATE ___—I.dn not | hm a Socrgn_l Securltv Number -
Print Name: | Daytime Phone Number: Werk Phone Number:
Street | Apt: | ity State 1 Zip: | coumy: g
I PART 5: RACIAL/ETHNIC IDENTITY (Optional): Please check appropriate boxes to identify the race and ‘sthnicity of enrolled child(ren).
American Indian or Alaska Mative ]: Agian B ] Black or Affican American |
Mative Hawaiian or Other Pacific Islander | l White - [ | Other
Please mark one ethnic identity: [[] Hispanic or Lating [] Mot Hispanic or Latino

Privacy Act Statement The Richard B. Russel| Natio—n;l School Lunch A requines the mformation on this application. You do not nave to give the imfomation, but if you do not, we
cannol apgrove the participant for free or reduced-price meats, You must include the kst four digits of the Sodal Security Nurmber of the ddult household member who signs the
application. The Soclal Security Mumber ks not requircd when you apply on behalf of a foster child or you st a Supplemental Mubrition Assistance Program (SMAP), Temposary
Assistance for Meody Famiies (TANF) Prograrm or Food Distribution Program on Indian Resenations (FDPIR) case numbsr for the participant or ofher (FDPIR) identifier or when you
mm.atematmaadmhumhddmmberslgmg the application doas not have a Social Sacurity Numbaer. We will use your nformation o determine i the particioant is cligible for

fres or reduc meals, and for administration and enforcament of the ram. State Distribution: July 2024
THIS SECTION TO BE COMPLETED BY CENTER. Nota: All information above thrs 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/Categonized as:
Per the total household sire, compars total housshold income to the USDA Income Eligibility 1 FREE. based on 1 Food AssistancelOWE Case N
Guidelines to determine comect categorization. When income is listed in difierent frequencies = eEb bt inoeries
of pay in Part 3, you must convert all income to annual income before determination. Use the [.] Foster Child
following Annual Income Conversion:
Weekly x 52, Every 2 Weooks fpweedy) X 26, Twice per Month fsemi-monthly) % 24, Monthly x 12 [1 REDUCED-PRICE, based on Household size and
INCOme
Total Total Household Income: $ [1 PAID, based on 0 Income too high
Household 11 Incomplete
Sirp: Per: i week 01 every two weeks 0 twice per month 0 month 1 year 11 Invahd case number or information
Signature of Sponsor [ Center Representative Date Sponsor Certiied/Categonized Form  Effective Date Expiration Date
Mola Effecines dolie is datarminad by prment or sponsar sgnahura dala as salecied on CRES application {From the lirst of month of dale signed) {alkd wnlil In=t day of month inwhich
lﬂmﬁm:@wﬁm@mm@qmammmmm torm was signnd ane yearaarier]




HOUSEHOLD LETTER - Dear Parent or Guardian
Pleasz help us camply with the requirements of the ULS. Dapartrrent of Agriculture’s Child and Adult Care Food Program (CACFP) by completing the attached income eligibility application for froe
and reduced-price meals, All information wil be traated with strict confiderdsadity. The CACFP provides reimburserment fo the child care center for healthy meals and snacks served to children enrolied
in child care, The completion of the income eligibility application is optional. Complete the application on the reverse side using the instnuciions below for your type of househald. You ar your
children do mot have to be LLS. ciizens to qualify for meal berefits offered at the child care center. Households with incomes less tan or equal to the reduced-price values [Bted on the chart at the
bottom of this page are eligiple for free meal benefits, An application must contain complete infarmation to be considered for free or reduced-price meals. Households are no longer required 1o regort
changes regarding the increase or decrease of income or household size orwhen the household is ne longer cerfified eligible for food assstance (SNAP) or Ohin Warks First (OWF). Once approved
for free of reduced- price benefits, a household will remain eligible for tese benefiis for a period not to exceed 12 months, During periods of unemployment, your childjren) iz eligizle for meal
reimbursemant provided the loss of income during this time causes the familly io be within eligibility standards for meats, In operation of the CACFP, no person will be disciminated against because of
raca, color, national ongin, sex, age or disability 5226 23(e)(2)(v). H you have questions regarding the completon of this applcation, contact the child care center,
PART 1 — CHILD INFORMATION: ALL HOUSEHOLDS € OMPLETE THES PART [*denvtes required infio)

«  Print the name of the child{ren) enrolled at the child cane center, All children (including foster children] can be listad on thesame application,

= Listthe enmolled child's age and hirth date,

«  Chedk box indicating if the child is a foster child. Foster children thatare under the legal responsibility of the foster care agency or court ane eligible for free meals. Any foster child in the

haowsehold is eligibke for free meals regardess of income. Atlach documentation to show foster child siahus.

PART 2 - HOUSEHOLDS RECEIVING FOOD ASSISTANCE OR OHIO WORKS FIRST: COMPLETE THIS PART AND PART 4 - H a child is a member of a food
assistance (SNAF) or OWF housshold, they am a eligible to receive fres CACFF meal banefits.
Circla ther type of benefit received: Food Assistance (SNAP) or (hio Works First (OWF).

= Listacument food assistance or OWF case number for each chikd, This will be a 7-digit rumber. Do nof list 2 swipe cand number,
SKIP PART 3 — Do not list names of household members or income if you Ested a valid Food Assistance (SMAP) or OWF case number for each child in Part 2.
PART 3 - TOTAL HOUSEHOLD SIZE, GROSS INCOME AND HOW OFTEN RECEVED: ALL OTHER HOUSEHOLDS COMPLETE PARTS 38 4.

a)  Write the names of all household members including yourself and the child{ren) that attends the child care cenler, noling any income recened. A household is defined 23 2 group of related

orunretated individuals who are fiving as one economic wnit that share housing andior significant income and expensss of its mambers, This might intlude grandparents, other relalives, or

Triends wha lve with yoo. Attach another piece of paper if you neod mane space to list all household members,

b}  Check the box for any person listed as a househald member (inchiding children) that has noincome.

(3] anachhuusahmdmnharHmmqummdﬂnmhhﬁmhmdﬁthnnﬁenhmymm
Eamings from work befiere deductions: Write the amounl of tofal gross inceme each househald mambar received the last manth, behretaxwdedun’ﬂnmaranymmalmkstdm
aut {nof the take-home pay) and how often it was received (weekly, every two weeks, fwice per month, manthly, anmuaily), lweame i any money receved on a recumng basis,
inciuding gross eamed income. Households are not required to include payments received for a foster child &3 income. If any amount during the previows month was more o7 less
than usual, write that person’s usual monihly income, I you nommally get overtime, include &, but not & you only gel it sometimes. i you are in the military and your housing is part of
the Mitary Housing Privatization Initafive and you receive the Family Subsistence Supplemental Allwance, do notinclude these allowances as income, Also, in regand to deployed
sefvice members, only that portian of a deployed service member's income made available by them or on their behalf ko the housahold will be counted 25 meome fo e household,
Combat pay, including Deployment Exiension Incentve Pay (DEIP) & also excluded and will ot be counted 35 income o the household. All other allowances must be included in
YOUr gross income.

2, Listthe amount each person gof the last manth from welfare, child suppor or almany and Est how often the money wasrecsived.

3. List the amount each person got the last month from pensions, refirement, Socizl Secunty, Supplemental Securnity income (S50, Veberan's (VA) benefits or disability benelits and
list how often the money was received.

4 Listall other income sources. Examples inchude: Worker's Compenzation, strike benedits, unemployment compensation, reguiar contritutions from people who do not fine in your
housahold, cash withdrawn from savings, inferestidividends, income from estatesfrustsiinvestments, net royatliesfannuiSies or any ofher income, Selfemployed applicants should
repart incorme after expanses {net income) in column 1 wnder eamings from work. Business, fam or reniz] property repor income should be entered in cofumn 4. Do not include
food assistance payments.

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

a) " Al applications must have the signature of an adult houschold member.
b} * The adull signing e appbeation must also date the form.
) " Only an application that fists income i Part 3 must herve B st four digits of the social secefty number of the adult wha sgns. f the adult does nat hawve a socal seourity number,

check: the box marked, T do not have a Social Security Mumber,” if you listed a food assistance or OWF number for each child or i you are applying for a foster child, the last four digts
of the social security nurmber ara nolrequired.
PART 5 - RACIALETHNIC IDENTITY — OPFTIONAL
You are not requined {o answer this pant in order for the application to be considered comgplete. This information is collected to make sure that everyane is teated fairy and will be kept confidential.
ho thild will be discriminated against because of race, color, national origin, gender, age or disability.

NON-DISCRIMINATION STATEMENT: In accordance with Federal civil rights law and U.5. Department of Agncutture (US0W] civil ights requiztions and policies, the US0WA, & Agencias, offices, and
arnployees, and insfitutions paricipating in or administaring LISDA pregrams are prohibited from discriminating based on race, coder, national odgin, sex (including gender identity and sexual orentation),
dizability, age, or repisal or retaliation for prior civil fights actvity in any program or aciivity condected or funded by USDA, Persons with disabilities wha require sliemative means of communication
for program mformation (e.q. Brailie, large print, audotaps, Amencan Sgn Language, efc), should contact the Agency (State or local) where they applied for benefs. Individeats who are deal, hand
of heaning or have speech disabilities may contact USDA, through the Federal Refay Service at (B00) 377-8339, Additionally, program information may be made availeble in languages other than
English, To file a program complaint of distrimination, compdete Be LSDA Program Discrimination Complaint Form, (AD-3027) found onfine at: How to Fie 3 Complaint, and at any USDA office, ar
write a letier addressed to USDA and provide in the letter all of the information requested in the form, To request a copy of the camplaint form, call (856) 632-2552. Submit your complated form or letier
to USDA by (1) mail: U.S. Department of Agriculture Office of the Assistent Secretary for Civil Rights 1400 Independence Avenue, SW Washington, D.C. 20850- 8410; (2) fax: (207) 630-T44Z; or (3)
ermal program.intakefusds oov, This institufion is an equat opportunity provider.

iyl R REDUCED-PRICE INCOME ELIGIBILITY GUIDELINES
Guidelines to be effective from July 1, 2024 through June 30, 2025, Households with incomes less than or equal to the reduced-price values below
» g are eligible for free or reduced-price meal benefits,
HOUSEHOLD IWICE PER EVEEY TWD
SIEE _&EH.U.EL MONTH ] z 1 WEEKS | _EE |
- e 427861 2322 1,151 /. 1,072 536
s 537,814 3,152 1,576 1,455 728
rrrrr T -:;“ = e 54?'?5? 3881 1,591 1,838 919
iznkit . iy +——5an5 =i : | [ = _
I 4 o T Sn St 2220 1,110
5 $67,673 5,640 ] 2 603 1302
" i i 577,628 . B, 465 3235 2986 1,453 ]
i BT AN . R B - TR R ) A 1685
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PERMISSION TO PHOTOGRAFPH

Throughout the year there are opportunities for your child to be photographed/videoed. These peotos
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

[] No 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.

N5 o L |

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

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

Ll A

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

Notes:

Signature Date



FAMILY NEEDS ASSESSMENT

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 [parent/guardian)
and Miracles Child Care for the care of the following child(ren):

Name: ___Date of Birth: e =
Name: Date of Birth:

Name: Date of Birth:

Parent #1 employment hours to Parent #2 employment hours to

Arrival Time: Departure Time: (not to exceed 9 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 maximurm 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.

Over 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 required 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 information on holidays, vacations and other absences. Vielation 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

NOCAC

ssp.benefits.ohio.gov Sug.mer' $190

LN

* 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: gl per minute per child before 6 AM or after 5:30 PM

PFCC Times Missing 10 per 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.

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.

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 $D5 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 Activity Ideas for

labeled with your child’s name

INFANTS
3 Clean, empty bottles/day

('nb sheet

Iapers & wipes
Bibs

Lurp cloths -
Extra clothing

Pacitier

Summer- sun hatfsunscreen (form)

TODDLERS *
napers/Pull-ups
Wipes
Lixtra clothing
Small pillow and blanket *

Diaper cream (form required)

Summer-sunscreen (form required) .

Winter-hat, gloves, snow gear

Transitions: o

Ideas when transitioning to Miracles —

Schedule a time to visit the classroom
with your child.

R.ead stonies about going to school.
Give your child an item from home or a
photo to bring the first few days.

Ideas to prepare your child for a new class-
Ihaper eream ({orm required) rOOMm

Visit the classroom with your child and
meet the new teacher.

Dscuss your child’s new room with
themn.

Ideas for transitioning out of our program -

Schedule a goodbye party for child’s
last day at the program.

Read stonies about making new friends.
Make a goodbye card with your child.

Ideas for transitioning to a new classroom

within our program

PRESCHOOLERS

Iixtra clothing
Small pillow, blanket, & sheet

Summer-sunscreen (form required)

Winter-hats, gloves, snow gear

SCHOOL AGERS
Extra Clothing

Summer-sunscreen {form required)

Winter-hats, gloves, snow gear

Decorate a thank you card with your
child to give to current teachers and
classmates to say goodbye.

Visit your child’s new classroom and
meet teacher.

Work on new expectations with your
child at home such as going to an open
cup, adjusting activities to prepare your
child to go to a new environment.



