Ohio Department of Children and Youth
BASIC INFANT INFORMATION FOR CHILD CARE

This information should be completed by the parents prior to the child's first day. This information should be updated periodically
as the infant's needs change.

Child's Name Nickname

Child's Date of Birth Siblings

What are you feeding vour infant? (Check all that apply)
[1 Formula (include brand) {1 Breast milk

Formula preparation (if center/provider is to prepare.)

Amount for each feeding Frequency of feedings

My infant likes a bottle warmed: (Check one) 1 Room temp 0 Warm 1 Very warm/NOT HOT

luice (type, amount, when?)

Does child use a cup yet? 1 Ne [ Yes

Solid foods (baby food, brand, types, amounts, frequency)
*you must have writien permission from your chitd’s physician if vour child is under 4 months and given solid foods.

Are foods served room temperature or warmed?

Table food (types, amounts, frequency, special instructions}

Security items (pacifier, blankies, etc,)

Nap schedule

Hints for getting baby to sleep

Skeeping Position [} Back [ Side*[] Tummy*
* You must secure a sleep position waiver from your child’s physician if your baby is to sleep on theiv tummy or side. Please contact the
center/provider for a DCY 01235.

Special Precautions

Any additional information about your child that would be helpful or you would like staff to know.

Parent Signature Date
Primary Caregiver Signature Date
Date form last updated

DCY 01218 (Rev. 7/2025)







Greater Achievement Child Enrichment Center 1 & 2
Enriching children for the futlre

14220 Harvard Ave.
Cleveland, Ohio 44128

(216)561-3274 phone
(216) 561-3293 fax
4035 E. 141st Street
Cleveland, Chic 44128

(216) 785-3982 phone . .
(216) 785-9814 fax Registration Form

Children information

Name

Address

Telephone

Date of Birth

Sex

List names of people who wil pick up your child.

1.

2.

3.

4.

Moather

Mame

Age Marital Status

Name of Employer/Training Program/School

Hours and Dates of Work/School

Phone Number of Work/School

Father

Name

Age Marital Status

Name of Empioyer/Training Program/Schoot

Hours and Dates of Work/School

Phone Number of Worlk/School




Greater Achievement Child Enrichment Center 2 & 2
Enriching children for the future

14226 Harvard Ave,
Cleveland, Ohic 44128
(216)561-3274 phone

(2186) 561-3293 fax
4035 £, i41st Soeat

Aclueversent Cleveland, Chio 44128
(218} 785-9982 phone
{216) 785-9814 fax

Getting to know vou and your child

Number of children in the family

Is the child being enrolied the oldest, youngest, anly child, etc.

~ Who cared for your child prior to enroliment in this daycare?

Has the child attended another daycare?

Is there any information we need to know about your child?

Has anything important occurred recently, that would affect your child behavior?

What would you like the center to do for your child this year?

In the event of an emergency and the parents cannot be reached please contact the following

Mame - Name
Telephone Telephone
Relationship Relationship

.Address Address




Ohio Department of Children and Youth
CHILD ENROLLMENT FORM FOR EARLY CARE AND EDUCATION PROGRAMS
Parents: Complete this form or an electronic version in its entirety prior to the child’s first day of attendance,
review annuaily, and update as needed. The program may supplement or substitute this document with their

own content equivalent form and request additional information from the parent/guardian.
Child’s Name Date of Birth First Day at Program
Address
City State Zip Code
Parent #1 Name Parent#1 Phone Number
Parent#1 Address JSame as Child’s City State Zip Code
Parent#1 Email Address (if applicable) Parent#1 Cell Phone (if applicable)
Parent#1 Work/School Name (if applicable) Parent#1  Work/School Fhone Number (if applicabie)
Check here if Parent#2 Name Parent#2 Phone Number
Not Applicable
Parent #2 Address [ISame as Child’s City State Zip Code
Parent#2 Emafl Address {if applicable) Parent#2  Cell Phone (if applicable)
Parent#2 Work/School Name {if appiicable) Parent#2 Work/School Phone Number {if applicable}
Primary Emergency Contact#1 Name (cannot be parent/guardian) Check here if Optional Emergency Contact #2 Name

Not Applicable {cannot be parent/guardian)

Primary Emergency Contact #1 Phone Number Optional Emergency Contact #2 Phone Number
Primary Emergency Contact #1 Other number or email address for Opticnal Emergency Contact #2 Other nurnber or email address for
emergency contact {if applicable) emergency contact (if applicable)
My child may be released to this emergency contact Optienal My child may be released to this emergency contact
[Tes es
Ono Cne

Does your child have a chronic health condition or diagnosis that requires the program to: observe or monitor symptoms, administer med ication,
serve medical foods, perform medical procedures, avoid specific foods/environmentat conditions/activities, or allow a school age child to carry and
administer their own medication?

[ ves (complete or provide a Health Care Plan, documentation from a licensed physician, or an electronic equivalent)
o
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Child’s Mame Date of Birth

information on my child's development: (personal, behavior, patterns, habits, and individual needs, etc))

HE

The following accommodation(s) may be helpful to most effectively meet my child’s needs while at the program:

Cin/a

My child will receive spedialized/individual services at the program:

[dves
[] No

i Name of service providerts) and frequency

n_t:]_ N/A

Emergency Transportation Authorization
{1 The program has permissien to secure emergency transportation for my child in the event of an illness or injury which
requires emergency treatment. The emergency transportation service will determine the facility to which my child will be
transported.

[[] The program does not have permission to secure emergency transportation for my child in the event of an illness or injury
which reguires emergency treatment. | wish for the following action to be taken:

_ SIGNATURE
: Thls form should be revaewed 12 months fromthe date the parentacknowledges accuvacy and receipt of peliciesand

Prégra .fninéstraator}beség.r;e S:gnat‘e . T S - “Date

Parent/Guardian Initials Date of Review Adminisirator/Designee Initials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review
Parent/Guardian initials Date of Review Administrator/Designee Initials | Date of Review

DCY 01234 {Rev. 7/2026) Page2o0f2




Ohio Department of Children and Youth '
HEALTH CARE PLAN DOCUMENTATION & PERMISSION TO ADMINISTER MEDICATION FOR EARLY CARE

AND EDUCATION PROGRAMS

Parents: Cornplete this form or an electronic version in it entirety prior{o the child’s first day of attendance and update annually and as
reeded when a chilé has a speclal chronic health condition that may require the program o perform a medical procadure or administer
medication. The program may supplement or substitute this document with their own content equivalent form and request additional

information from the parent/guardian.

e O

Child's Name

_ li-.the—ch’i!d:-do:es:nut.h‘awe:'eaa_;spte:ci‘al...chroniz::h'ealthxmnditiionor diagnosis checkhere: | |
Skip to page 2 to give permission to administer me-dimﬁian#medicalﬁfaad. :
Complete a new form or provide separate documentation for each condition that requires different actions to be taken.

[ ] Check here if additional information/documentation is attached from a licensed dentist, licensed physician, physician
assistant (PA}, or advanced practice registered nurse (APRN). This documentation may serve as a substitute for page 1.

Special Chronic Health Condition

What are the signs, symptoms, or situations which require staff to take action, perform a medical procedure and/or administer
medication or medical food?

What are the activities, foods, conditions, etc. to avoid? [ INot Applicable

What are the instructions to care for the child or perform a medical procedure?

ifthe child’s health condition does not improve or side effects to medication appear, trained staff will do one or more of the
following:

[]calto-1-1
D Call Parent

[ ] other:

Additional Information and/or what is needed if the child care program must be evacuated:

if the special health condition does not require administering medication/medical foed: STOP HERE AND SKIPTO PAGE S

Page 1 is completed to provide instructions for performin g a medical procedure.
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ik

£

are required for administering:
¢ Medical foods.

Instructions from a licensed detist, licensed ﬁﬁysiciarf, physi-ia

> 'iwgi SRR

1 assista

e Prescription medicafions, including samples.

»  Non-prescription medicines containing aspirin.

» Topical preventative products and lotions or non-prescription medications, when the instructions for use exceed or do
not match the manufacturer's instructions or are not stored in original container.

(P}, or advanced practice registered nurse {APRN)

Child's Name

Date of Birth

Weight (if needed to determine dosage)}

What are the instructions to administer medication or medical food?

[ ] not Applicable: Instructions are not required if the prescription medication is stored in the original container with
prescription label that includes the child's full name, exact dosage, and directions for use.

What actions are to be taken if the medication or medical food is not available?

Name of Medication/Medical Food

Name of Medication/Medical Food

Name of Medication/Medical Food

Dosage of Medication/Medical Food

Dosage of Medication/Medical Food

Dosage of Medication/Medicat Food

Time of Medication/Medical Foed
Administration

1 Administer because symptoms are
present

Time of Medication/Medical Food
Administration

"1 Administer because symptoms are
present

Time of Medication/Medical Food
Administration

[] Administer because symptoms are
present

DCY 61236 (Rev. 7/2026)
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' .C\hzld s Name

PARENT/GUARDIAN
By signing this form I attest that: {check all that apply)
[t have provided information for care or implementing a medical procedure
[ 11 have trained staff and have given permission to perform the procedure
[ 11 have trained staff and have given permission to administer medication to my child

Parent Signature Date of Signature

LICENSED PHMYSICIAN, PHYSICIAN ASSISTANT, ABDVANCED PRACTICE REGISTERED MURSE, LICENSED DENTIST
Health Care Professional’s signature is only required in this box if their instructions have been provided on this form, prescribed
medication does not have a prescription label, or as directed by the manufacturer’s instructions.

Physician Signature Date of Signature

CERTIFIED PROFESSIONAL TRAINER

{A signature from a Certified Professional Trainer is not required if the parent/guardian has provided instructions for
care, training, or administering medication}

Ifa Certified Professional Trainer provided instructions, my signature indicates that:

{ Jihave provided instructions for care and/or training for the medical procedure,

[ 1 have provided instructions for administering medication.

Certified Professionals Name {please print) Phone Number
Certified Professionals Signature Date of Signature
PROGRAM STAFF

Signatures of all individuals who have received instructions for care, have been trained in performing the procedure for this
child and/or administering medication. Additional names and sighatures can be attached on a separate sheet,

Printed Name Signature Date
Printed Name Signature Date
Printed Name Signature Date
Printed Name Signature Date
Primted Name Signature Date

DCY 01236 (Rev. 7/2026) Page3cf4
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Name of Medication / edial Food |

Date

Time

Dosage

Signature of person administering medication/medical food

DCY 01236 (Rev, 7/2026)

Page 4ot 4




| Reset Form |

R

Ohic Department of Job and Family Services
FAMILY INFORMATION

FOR STEP UP TO QUALITY PROGRAMS (SUTQ)

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

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

G Child.

Who is in the child's immediate family?

Who lives at home wuth your child?

What is the primary language spoken in your chiid's home?

Are there any special family arrangements, such as shared parenting, living in two homes, or custody specifications, etc.?
Additional Detalls?

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

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

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

Has your child had a previous care arrangement? [ ] Yes or |1 No Additional Details? (Center based, in home, with family,
with parents, efc.) :

-1 My child drinks | 1mitic, 1] formita, [ juice or LI water. (Check aif ifrat applyj- -
How much and how often?

Does your child have any favorite foods?

Does your child dislike any foods?

Are there any foods your child should not be fed? (Licensing requires documentation be completed for children with food
allergies and/or dietary restrictions)

JFS 01511 (Rev. 10/2014) Page 1 0f 3



Please check gii of the words that best describe your child’s personality and behavior

1 other:

/

O active [ adventurous [ affectionate ] amdous L1 bossy [] bright [T busy [ caim [ cautious ] chesrfui

L content ] creative [ curious [J easily-angered [ ] emotional [ energetic [[] excitable 1] friendly [ ] gives-in-easily

[ happy [ hesitant [] insecure [ jealous [ fikes struciurefroutines [ joud [ ioving [T mellow [ outgoing

{1 prefers adult attention ] quist [ sensitive [T serious I shares-well [] social [ spontanecus [ stubbom [ tentasive

Are there additional personality and behavior characiensics that would be useful fo know about your child?

Are there things that frighten your child? if so, how does hefshe react and what do you do io comfort himfher?

What routines/actions or items do you use 1o comtort your child?

What causes your child io feel angry or frustrated?

What methods do vou use to reéponé i your ehild’s negative behavior?

Does your child use any special comiort or suppori ftems that help him/her go to sleep? If so, what?

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

Ny chitd sits in a L1 high chair, [T booster, [] child size chair or || 260k size chair. {Check the one that applies.}

Is your child ioilet trained? If not, have you staried the iollef fraining process? Please explain the process used.

Doas your child need assistance when using the follet? ¥ so, how?

What words, gestures or signs does your child use it helshe needs fo use the bathroom?

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

What time({s}, and for how long, does your child usuaily nap?

JFE 01511 (Rev. 1012014)
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Does your child have trouble sieeping (Night terrors, trouble going to sleep, etc.}? Please explain.

What might you andfor your child be amdous about as he/she starts in this program?

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

What are your expeciations of this program?

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

Parent/Guardian’s Sighature Date

JFS 01511 (Rev. 10/2014)
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Greater Achievement Child Enrichment Center 1 & 2
Enriching children for the future

14220 Harvard Ave,
Cleveland, Ohio 44128

{216)561-3274 phone
{216) 561-3293 fax
4035 E. 141st Street

evennant Cleveland, Chic 44128

{216) 785-9982 phone
{216) 785-9814 fax

Permissions & Agreement

Field Trips

| hereby give permission for the staff to take my child on field trips with the understanding that | will be
notified in advance whenever these field trips will involve any form of transportation {other than
walking}. Furthermore, | understand that the center accepts full responsibility for my child’s safety.

Parent/Guardian Sighature

Date

Photographs & Recordings

| hereby give permission for the staff to use photographs and/or recordings of my child for
noncommercial educational and publicity purposes.

Parent/Guardian Signature

Date

Tuition & Participation

| hereby agree to pay whatever fees have been set for me, when due and to participate in the program
as much as possible. { will follow the rules and procedures of the program that have been presented to
me.

Parent/Guardian Signature

Date







Greater Achievement Child Enrichment Center £ & 2
Enriching children for the fuiure

14220 Harvard Ave.
Cleveland, Chio 44128

{216)561-3274 phone
{218) 561-3293 fax
4035 E. 141st Street
Cleveland, Ohio 44128
{216) 785-9982 phone
(216) 785-9814 fax

Child Care Cenier Fee Agreement

i, , am responsible to pay the aforementioned

Caretaker Parent

Provider a fee of § for my child, on

Child Name

a basis. This fee is payable no fater than the 5™ day of the month.

Monthly/Weekly

[ understand that my child my child may not start care in a new month without a payment of the
previous month. In addition to the monthly child care copayment, | may be required to pay fees which
aren’t the responsibility of the County Agency upon satisfactory arrangements with the child care
provider. These types of fees include, but are not limited 1o late fees, activity fees, transportation fees,
fees charged for absentee days which exceed those reimbursed by the County Agency and fees charged
by the provider for child care services which exceed the hours and days authorized. | further understand
according to Rule 5101:2-16-35{K}(1), ineligible for child care benefits shall continue as long as
delinquent copayments are owed to the child care provider, unless satisfactory arrangements are made
to pay delinquent copayments. Arrangements to pay delinquent copayments must be satisfactory to
both the caretaker parent and the provider. By signing this document, | agree to abide by these terms.

Caretaker Parent

Date







Ohio Depariment of Children and Youth
ROUTINE TRIP PERMISSION FOR CHILD CARE

Routine Trip Destination(s) % P DR %ﬂ{:h\%\;Q % E ,} Fioveems So ¢ %Q@%‘N\N WRALS

h\\’)ﬁ“cu‘“\g et Y LR Phger V‘wﬁ:‘g & il S
Date of Permission {valid for one year}

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

During this trip children will have access to water that is 18 inches or more in depth.
[ 1vYes ONo

Are water actiwtres planned in water that is 18 inches or more in depth? [ClYes [_]No
i requnred)

Chfld s Name

My child is
[1 not over 4 years and/or 40 Ibs [] over 4 years and 40 tbs F18 years and/or over 4' 9"

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

Parent's Sighature Date

DCY 01225 {(Rev. 6/2025)






Grezter Achievement Child Enrichment Center 1 & 2
Enriching children for the future

14228 Harvard Ave.
Ceveland, Chio 44128

{216)561-3274 phone
{216) 561-3293 fax
4035 E. 141st Street
Cleveland, Ohio 44128
(216) 785-9982 phone
{216) 785-9814 fax

Welcome to Greater Achievement Child Enrichment Center 1 & 2

Please bring the following items for vour child/ren to be left at the
center.

1.

A box of Pampers { infant/toddler class)

2. A box of Kleenex (all classes, except school age)

NS U W

Baby wipes ( all classes, except school age)

A small sheet/ blanket and a small pillow { toddiers/preschool}
Sleeping sack, or swaddle{with Velcro straps) { infants)

A complete change of clothes ( all classes, except school age)

A plastic bib with pocket (infants/ toddlers)

Please make certain all items including change of clothes are properly
fabeled with your child name or initials.

If you have any guestions please feel free to talk to, or call the center
and ask. |

Thank you

Mrs. Toni Sparks

Center Director






CHILD AND ADULT CARE FOOD PROGRAM
INFANT MEALS ~ PARENT PREFERENCE LETTER

TO: Parents and Guardians of Infants under one year of age
FROM: NAME OF

CENTER/PROVIDER
TOPIC: Who will provide food for'your infant’s meals?

Due to participation on the Child and Aduit Care Food Program (CACFP), all children enrolled at this child care center or
family child care (FCC) home receive meals free of charge. The CACFP is a U.S. Department of Agriculture (USDA) child
nutrition program. Child care centers and family child care homes are reimbursed a meal rate to help with the cost of
serving nutritious meals to enrolled children. These centers and FCC homes can be reimbursed daity for up to two meals
and one snack served to each enrolled child, including infants. Emergency Shelters can be reimbursed for up to three
meals. The meais must meet CACFP meal pattern requirernents for children and infants.

To meet CACFP requirements, the center or FCC home is required 1o offer formula and other required infant food to all
enroiled infants. The iron fortified infant formula we will provide for infants untit they turn one vear of age is:

NAME OF FORMULA

A parent or guardian may decline the formula offered by the center or home and supply the infants formula themselves.
However, when an infant turns one year of age, the center or FCC home will begin to provide mitk and the other required
food items to meet the meal pattern requirements for toddler age children.

To assist us in your infant formula and food preferences, please complete preferences below by checking one item each in

aLN, g

I want the center or FCC home provider to provide formuta for my infant

p dian: List N fF Ia You Will Provide
D I will bring iron fortified infant formula for my infant arent/Guardian: List Name of Formu u Wi rro

D  will bring expressed breast milk for my infant

D f will come to the center or FCC home to breast feed my infant
Solid Food: (check one)
D Fwant the center or FCC home fo provide alf solid foods for my infant when he/she is developmentally ready

D twill bring one solid food item for my infant when he/she is developmentally ready for it and the center will provide all
other required components including formuta.

*Note: If your feeding preferences change, you will be asked to compiete a new form.

INFANT NAME: INFANT BIRTHDATE:
PARENT/GUARDIAN
SIGNATURE: DATE:

In accordance with federal civil rights law and USDA civil rights regulafions and policies, the USDA, s agencies, ofices, amployees, and instifutions
participating in or administering USDA pragrams are prohibited from discriminating based on race, coler, national origin, retigion, sex, disability, age, marital
status, familty/parental status, income derived from a public assistance prograrm, political beliefs, or reprisal o retafiation for prior civil rights activity, in any
program or activity conducied or funded by USDA {not &li bases apply to all programs). Remedies and compiaint filing deadlines vary by program or incident.

Persons with disabilities who require alternative means of communication for program information (e.g., Braille, Jarge print, audictape, American Sign
Language, efc.) should contact the state or local agency that administers the prograrn or contact USDA through the Telecommunications Relay Service at
711 (voice and TTY). Additionally, program information may be made available in languages other than English,

To fite a program discrimination complaint, complete the USDA Program Discrirnination Complaint Form, AD-3027, found online at How to File a Program
Discrimination Complaint and at any USDA office or write a letter addressed to USDA and provide in the letter ail of the information requested in the form. To
request a copy of the complaint form, call {866) 832-9962. Submit your completed form or tstter to USDA by:

1. Mail: LS. Department of Agriculiure, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Mail Stop 9410, Washington,D.C.
20250-9410;

2. Fax: {202) 690-7442; or

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

USDA is an equal opportunity provider, emplayer, and lender. ' Rev. 8/2025







CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARF COMPONENT
fNCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2026-2027

INSTRUCTIONS: To apply for free and reduced-price meals, read the household Letter and instructions on backside of this form. Complete application and
return to the center. In accordance with the NSLA, information on this application may be disclosed to other Child Nutrition Programs or applicable
enforcement agencies. Parents/guardians are not required o consent o this disclosure. Part 7 is to be completed by all households. Parf 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 receiving Foed
Assistance or QWF 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, The form must be completed annually and valid for only 12 months.

CHECK IF PART 2~ LIST EACH CHILD'S FOOD ASSISTANCE

CENTER NAME A Eﬁﬁfk {SNAPY OR OWF CASE NUMBER, IF ANY, A VALID
(The legal CASE NUMBER CONTAINS 7 DIGITS.
PART 1 —PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibillty of '
. awelfareagency § Check type 0 FOOD ASSISTANCE (SNAP) or
NAME OF ENROLLED CHILD{REN) AGE | BIRTHDATE § Sremudt Meeh | of bensfit: o OHIO WORKS FIRST (OWF)
1, ; CASENO. | o e o e e

2, . l:_;]ﬁ CASE NG,

3. I:Ji CASE NC.

4t | s 2 CASENO. | @ — — — — — — —

PART 3 ~ TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW COFTEN IT WAS RECEIVED: List names of all household
members. List all gross income: list how much and how often. If Part 2 is completed, skip te 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, Monthly, Annually
INCLUDING CHILDREN "l’ggg;% 1. Eamings from work 2. Welfare payments, 3. Pensions, retirement, 4. Al Other Income
LISTER ABOVE IN PART 1 before dedictions ¢hild support, alimony Social Security, SSI, VA

EXAMPLE: JANE SMITH $ amount / how often | $ amount / how often $ amount / how often | § amount / how offen
i 3 { S / 5 / 3 [
2 $ i $ i $ / $ i
3. $ / $ L $ { $ [
4 $ / b / 3 { $ /
> $ I $ / $ / 3 !
6. ek |8 / $ ! $_ ! 3 /

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

1 certify that ali information on this form s true and correct and that all income is reported. ! understand that the center will get Federal Funds besed on the
information. | understand that CACFP officials may verify the information. 1 understand that if | purposely give false infermation, | may be proseculed.

*If Part 3 is completed, D D D I:;;
insert last 4 digits of Social Security Number §

¥ * {Check if applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE ﬂ f do not have a Soclal Security Number

Print Name: Daytime Phone Number: Work Phaone Number:

Street/ Apt: City / State / Zip: County:

PART 5: RACIAL/ETHNIC IDENTITY (Optional): Please check appropriate boxes to identify the race and ethnicity of enrolled ch:ld(ren)
American Indian or Alaska Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White Other

Please mark one ethnic identity: {:} Mispanic or Latino ) E:] MNot Hispanic or Latino

Privacy Act Statement: The Richard B. Russell National Schoot Lunch Act requires the information on this application. You do not have to give the information, but if you do not, we
cannot approve the participant for free or redused-price meals. You must include the last four digits of the Social Security Number of the adult househeld member who signs the
application. The Social Security Number is niot required when you apply on behalf of a foster child or you list a Supplemental Nutrition Assistance Program (SNAP), Temporary
Agsistance for Needy Families {TANF} Program or Food Distribution Program on Indian Reservaticns {FDPIR) case number for the parficipant or other (FDPIR) identifier or when you
indicate that the adult household member signing the application dees not have a Social Security Number. We will use your information to determine if the participant is eligibie for

free or reduced-Errce meals, and for administration and enforgement of the Pragram.

THIS SECTION TO BE COMPLETED BY CENTER. Note: All information above this section is to be filled in by the parent or guardian

Comptlete information below only If qualifying child(ren} by household income from Part 3. Application Cerlified/Categorized as:

Pef thz:: total househq[d size, sompare H?ta! _householdlincome_to _the L{SD{-\ income ESigibiility 1 FREE, based on o Food Assistance/OWF Case No.

Glidelines to determine correct categorization. When income is listed in different frequencies o Household size and income

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

following Annual Income Conversion:

Weekly x 52, Every 2 Weeks (biwsekly) X 26, Twice per Month {semi-montily) X 24, Monthly X 12 & REDUCED-PRICE, based on Household size and
income

Total Total Household income: $ T3 PAID, based on o Income too high

Household o Incomplete )

Size: Per: o week o every two weeks o twite per month o month o ysar o Invalid case number or information

Signature of Sponsar / Center Representative Date Sponsor Certified/Categorized Form  Effective Date Expiration Date

Note: Effective date is defermined by parent ar sponsor signature date as selectad on CRRS application. (From the first of month ofdate signed) {Valid until izst day of month inwhich

If date of parent signature is not wittin month of cerlification or immediately praceding month, form was signed one yearearfier}

effective date must be date of sgonsuraerﬁﬁcaﬁon.




HOUSEHOLD LETTER - Dear Parent or Guardian

Piease help us comply with the requirerents of the U.S. Department of Agticulture’s Child and Adult Care Foed Program (CACFP) by completing the attached income sligibility application for free
and raduced-price meals. Al information will be treated with sirict confidentiality. The CACFP provides refmbursement to the child care center for healthy meals and snacks served to children enrollsd
I chil sare. The completion of the income eligibility applieation is optional. Complete the application on the reverse side using the instructions balow for your type of housshold. You or your
children do not have to be U.S, citizens to qualify for meal benefits offerad at the chiid ¢are center. Households with incomes less than or equal to the reduced-price values listed on the chart at the
bettom of this page are eligible for free meal benefits. An application must contain complets Information to be consitlered for free of reduced-price meals. Households are no loger required to report
chaniges regarding the increase or decrease of incoma or household size or when the household is no longer certified eligible for food assistancs {SNAP) or Ohio Works First {OWF). Once approved
for free or reduced- price benefiis, a household will remain efigible for these benefits for a pericd not fo exceed 12 months. During periods of uremployment, your chitd{ren) is eligible for meal
relmbursement provided the loss of incotme during this time causes the family to be within eligibility standards for meals. In operation of the CACFP, na persen will be discriminated against because of
race, color, naticnal origin, sex, age or disability §226.25(2)(2){iv). If you have qusstions regarding the compietion of this application, confact the child care centsr.

PART 1 - CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART (*denctes required info)

e Printthe name of e child{ren) enrolied at the child care center, All children (including foster childrer) can be Eisted on the same application.

e Listthe enrclied chiid's age and birthdate.

o Cheok box indicating if the child Is a foster child. Foster children thet are under the lagat respansibility of the foster care agency or court are eligible for free meals. Any foster child in the
household is elighle for free meals regardless of income, Attach documentation to show foster child status.

PART 2 - HOUSEHGLDS RECEIVING FOOD ASSISTANCE OR OHIO WORKS FIRST: COMPLETE THIS PART AND PART 4 - I 2 child Is a member of a food
assistance (SNAP) or OWF household, they are automaticatly eligible to receive free CACFP meal benefits.
Circle the type of baneft received: Food Assistanca (SNAP) or Ohio Works First (OWF).

= Lista current food assistance or OWF case number for each child, This wil be a 7-diglt number, Do notlista swipe card number.

SKIP PART 3 - Do not iist names of household members or income i vou listed a valid Food Assistance (SNAP) or OWF case number for each ohild in Part 2.
PART 3 - TOTAL HOUSEHOLD SIZE, GROSS INCOME AND HOW OFTEN RECEIVED: ALL OTHER HOUSEHOLDS COMPLETE PARTS 3 & 4.

8)  Write the names of ail household members Including yourseif and the child{ren) that attends the child care center, noting any incorme received. A household is defined as a group of related
or unrelated individuals who are living a5 one sconomic unit that share housing end/or significant income and expenses of its members, This might include grandparents, other relatives, or
friends who live with you. Attach another pizce of paper If you need more space to st all household members.

b)  Check the box for any perscn fisted as a household member {including children) trat hasno incoma,

G}  Foreach household member, list each fype of inceme recsived during the fast month and list how often the monheywas received.

1. Eamings from work before deductions: Write the amount of total gross inctime each household sember received the kst ronth, before taxes/deductions or anything else is taken
out {not the take-home pay) and how often it was received {weekly, every wo weeks, twice per monih, monéhly, annially). income is any money received on & recurting basis,
inciuding gross eamad income. Households are niot reguited to include payments received for 2 foster child as income. I any amount during the previous month was more or less
than usual, write that person's usual monthly income. If you nomally get overtime, include i, but not if you only get it sometimes. I you are in the military 2nd your housing is part of
the Wilitary Housing Privatizaticn Initlative and you receive the Family Subsistence Supplemental Allowance, do not include these allowances s income. Also, regarding depicyed
service members, only that portion of a deployed service member's income made available by them or on their behalf to the household will be counted as income %o the household.
Combat pay, including Deployment Extension Incentive Pay {DEIP) is also excluded and will not be counted as income %o the household, All ofher allowances must be included in
your grossincome.

2. Listthe amount sach person get the last monih from welfare, child support o alimeny and fist how often the money was received.

3. Listthe amount each parson got the last month fom pensions, retirement, Social Security, Supplemental Securliy ncome (SS1), Veteran's (VA) benefits o disability benefits and
list how often the money was received.

4. Listall offier income souirces, Examples include: Worker's Compensation, strike benefits, unemployment compensation, regufar contributions from people who do not live in your
househcld, cash withdrawn from savings, interestfdividends, income from estatss/rustsfinvestments, niet royaltiesfannuities or any ofher income. Setf-eroploved applicants should
report income after expenses (net income} in column 1 undsr eamings from work. Business, farm or rental property report income should be entered in column 4. Do not include
food assistance paymenis,

PART 4 ~ SIGNATURE AND LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THIS PART {* denotes required info}

a} * Allappiications must have the signaturs of ar adult household member,

b)  * The adult signing the application must aiso date theform.

c) *Only an appiication that fists income i Part 3 rust have the last four digits of the social securily number of the adult wio signs. if the adult doss rot have a sogial security number,
check the box marked, *f do not have a Social Security Number.” If you fisted food assistance or OWF number for each child or if you are applying for a foster child, the last four digits of
the social security number are not required.

PART 5 - RACIAL/ETHNIC IDENTITY - GPTHINAL

You are net required o answer this part for the appiication to be considered compiete. This informiation is collected to make sure that BVeryons is treated fairly and will be kept confidential, No

child wili be discriminated againgt because of race, color, national origin, gender, age or disability.

MON-DISCRIMINATION STATEMENT: In accordance with federal civil rights taw and USDA civil rights regulations and policies, the USDA, ifs agencies, offices, employees, and institutions
garticipaling in or administering USDA programs are prohibited from diseriminating based on racs, color, nefional origin, religion, sex, disability, age, marital status, familylparental status, income
darived fram a public assistance program, political beliefs, or reprisal or retaliation for prior civit rights activity, in any program or activity condusted or funded by USDA (not all basss apply o ail
programs). Remedies and complaint fiing deadlines vary by program or incident.

Persons with disabilities who requirs aiternative rmeans of communication for pragram Information (e.g., Braille, large print, audiotape, American Sign Languags, etc.) should contact the state of local
agency that adrministers the program or contact USDA through the Telecommynications Relay Servics at 711 (veice and TTY). Additionally, program information may be made avaiiabia In languages
other than English.

To file a program discrimination complaint, complete the USDA Program Discrimination Complaint Form, A3-327, found online a1 How to Fils & Program Discrimination Complaint and at any USDA
office or write 8 letter addressed o USDA and provide in the Jetter all of the information requested in e form. To request a copy of the compiaint farm, call {B68) 632-5892. Submit your completed
form or letter to USDA by

Mail: U.S. Department of Agriculture, Office of the Asslstant Secretary for Civil Rights, 1400 independance Avenue, SW, Mail Siop 9410, Washington, D.C. 20280-8410; Fax: {202) 690-7442; or
Email: prograsn. intskeBusds anv

USDA fs an equal opportunity provider, emplover, and lender.

REDUCED-PRICE INCOME ELIGIBILITY GUIDELINES
Guidelines to be effective from Juiy 1, 2026 through June 30, 2027.
Houssholds with incomes lass than or equal to the reduced-price values below are efigible for free or reduced-price mealbenefits.

Number of Members Armual Monthly Twige Per Month Every Two Wasks Weakly
1 §29.526 2,481 1,234 1136 568
2 $40,034 3,337 1.868 1.540 770
El 350,542 4,212 2108 1,944 972
4 $81,050 5,088 2,544 2,343 1175
3 $71.558 5,864 2,982 2,753 1,377
[] $82,0886 6,839 3.420 3,157 1,579
7 $82,574 7718 3,858 3,561 4,781
8 $103,082 8,591 4,296 3,965 1,983
Each Addiiiir;adl Member $10,508 876 438 405 203




Ohio Department of Education and Workforce - 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 exempt fiom ha\n‘r]ﬁ an enrollment form on file are: Emergrency Shelters, Ouiside School Hours, Youth Devejonment & Atter School at Risk

Enstructions to Complete
e All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Start center,
e List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while incare.
e Ifschedule listed will frequently vary due to changes in parent/guardian schedule, check response box belowchart.
»  Ifthe child comes before and after school, Hist the hours in care for both the rhomning and afternoon.
e  CACFP Federal regulations 226.15(e) (2) require that an enrollment form be completed annually and signed by the child’s
parent or guardian,

CENTER NAME

CHILD’S NAME AGE BIRTHDATE / /
(please print) month  / day / year

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

Check (v) List hours child normally in care Check () meals child normally receives while in care

Days Chiid
Normally in
Care

AM PM Evening
Arrive Depart Arrive Depart [l Breakfast| Smack | Lunch | Saack Supper | Snack

Moenday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

[:[ Yes, the schedule listed above may frequently vary due te changes in parents/guardians schedule.

SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN NUMBER
MAILING ADDRESS

STREET /APT. CITY ZIP CODE
PARENT BIRTHDATE / / PARENT EMAIL

month / day / vear

In accordance with federal civil rights law and USDA civil rights regulations and poiicies, the USDA, its agencies, offices, employses, and institutions participating in or
administering USDA programs are profibited from diseriminating based on race, color, national origin, religion, sex, disability, age, marital status, family/parental status,
income derived from a public assistance program, political beliefs, or reprisal or retalistion for prior civil rights activity, in any program ot activity conducted or funded
by USDA (not all bases apply to all programs). Remedies and complaint filing deadlines vary by program or incident.

Persons with disabilities who require alternative means of conumunication for prograt information (e.g., Braille, large print, audiotape, American Sign Language, etc.)
should contact the state or local agency that administers the program or contact USDA through the Telecommunications Relay Service at 711 {voice and TTY).
Additionally, program information may be made available in languages other than English.

To file a program discrimination complaint, complete the USDA Program Discrimination Complaint Form, AD-3027, found online at How to File a Program
Discrimination Complaint and at any USDA office or write 2 letter addressed to USDA and provide in the letter all of the information requested in the form. To requesta
copy of the complaint form, call (866) 632-9992. Submit yaur compileted form or letier to USDA by:

1. Mail: 1.8, Departrment of Agricutture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Mai} Stop 9410, Washington, D.C.
20250-5410;

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

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

USDA is an equal oppornunity provider, employer, and lender. Revised 8/2025

Ohio Department of Education and Workforce - Office of Nutrition
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@z:wd nutrztmn today means a stmnger tomorrowl!

support from the Child
and Adult Care Food
Program to serve
healthy meals to your
children.

| must meet USDA?
nutrition standards.

Questions? Concerns? |
Child Care Resources CACFP Program Specialist
203 HullStSuitA 25 S Front St

Columbus, OH 43215
87706446388

Learn more about CACFP at USDA’s website:

hitps:/Aaww.fns . usda.gov/
USDA Is an equal opportunity provider, employer and lender.

United States Department of Agricuiture
Food and Nurition Servics FNS-317
November 2019



jBuena nutricidn hoy significa un mafiana mas saludable!

Esta guarderia infantl
recibe ayuda del Child
and Adult Care Food
FProgram para servir
comidas nufritivas a sus
ninos.

C@mi das servidas.

Child Care .ﬁ.sr.‘___; 'Prog
203 HUl SESut A S F’mnt@t
ij 10l z-s* VA, 23224 Mumbus OH 43215

Aprenda mas informacion sobre CACFP en el sifio web del
LISDA: httos/harvesw ns usda.gov/
USDA &s un proveedor, empleadory prestamista que offece igualdad de apammaaﬁew

United Staies Depariment of Agriculture
Food and Nufrition Service FNS-317
Noviembra 2019
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& T Agcerdancs -wxrﬁh‘ Faderstiz dihe 4.5, Department of Agricuiue
(USDAY oivil ights segulations and ‘policiss, this institviion is prohibied
ror -discriminating .on the bagis of rage, coler, fational-argin gncluding

English preficiency), Felighon, sax, disability, age, masiial B,

Temily/parental status, income derived From 2 public assistance program,

polivcal belisfs, reprisal.or retaliation for Prierchvil rghlis activity in any

Program o activity conducied or funded by USDA, ot all profiting

hasas.apply ic.all aprograms)

Program dntformation may s made avaiabie in languages ather than
English. Porsens with disabillies wiko sequire altemnaiivemeans of
Cemmunication for program infermation {e.g., braille, arge print,
audiptapa, Averican SignLanguage) should coniact i responsibie
State-or ool Agercy ihat administers the program arconiact USDA
ihrough the Telecommunications Ralay Service at 711 (veice and TTYY,

Yo fie a program discrimination complaing, 2 complainant should
complete.a Form ADS3027, USPA Program Discrimination Complain
Form, wiich can be obiainst onling at

any UBDA office, by <caliing (B66) £22.0882, ardy
addressed do USDA, The istiar must.conain the complainanits RERe,
-athdress, telephone wiumber, and & wities cescription of the alleged
discriminztery aclion in sulfciont-datai 0 iform the Oifice of the
Assistant Searetany for Civl Righlis {OASCR} aboul the nature ang
adate of an alleged Chil Hahis vielation. The.complsted AD3027 Sorm
ordghier mugi be submitted o LISDA Loy

Falsrab

U8, Department of Agrivutive

Cifios of the Assistant Seotetary for Thil Righis

1400 dndapandence Avenpe, Sty

Washingion, 0.0, 20050:8440: or

S

This dnzifuiion ke 2n ecus) CBpotunity previder.

pushRE e e

© acuerdo conlz ley fedetal v ias reglamentacionss ¥ poiiticas ge
#r0arechas civiies del Departamenie de Agricelivra de les BE, Y.
3.8, Depariment of Agioulivee, SDA), esiadnstitucion fiene
protitbids discAmingr por motives de raza, Solore pals ds onigen
{incluyenda domisio fimiiade dai ingkds), religlen, sexo, discapatidad, edag,
estade oivll, estado farmiliar / parenial, Ingresos provenienies de un
srograma de ssistencia piblics, creendias paliticas, represalias ¢ venganza
por haber partivipade anistiormente en actividades relacionadas con les
derechys oivlles en cualguier programa o aclividad lievade @ cabo o
dinamciade por-¢l FSBA. (No todaes 1as causss dediscriminacién profibidas
se apfican 2 todos los programas).

Ladnformacion del programa pueds estar disponible en idismas distinios 3
inglés. Las persenas con discapacidades Gue requieran medios alternativos
de-comuinicacidn para-ohienar informatitn a&l programa {p. &), brallie, letra
grantle, olitas ds audic y lengtaie de sefias americano} deben
‘acmunicarse con la agencia estata)l o loeal FEEpONEERe Yue sdminiEite o
Programa & comanicarse con -2 USDA o revés del Semicio de
Retransmistén de Telecomunicaciones af 714 {voz y THY).

Fara presentar una queja por-dieciminagisn ©n &l programs, o eclamanie
debe complatar ol formulasio AD-3027, ol forrmulasio de €liia por
discriminacionen el programa del LHSDA, qtie Se putde shiener an Hres,
o0 R S R O T s, dleude
CuElguleroficing del UEDA, lemande a1 {888) 632-5892 o escriblendo una
<arta dirigida 2l USDA. La carta debe tener

elnombre, ta direecitn, & isldfone del reclamanis Yy una-descripcitn escriia
de da su 12 aecién -discriminalors con sulicients detalle para informar
alsubsereann ds demohos ciites (AEUR) sobre la naturalera v la fecha
e una supuesta vidlaciin s los-derechos iviles. Eldormulario AD-3057 o
I8 caria completos deben enviarse ol LISHA por:

SO

W8, Deperiment of Agriculture

Office of the Assistant Secretary for Civil Rigihts

1400 independence Avenns, SUY

Washingfon, D.C. 262809415 o

seres detriaice:

A,




This childoare facilify pamczpaies i l:he Chﬂd and ﬁ@w‘i Qams Food s’f‘mgram Q%CFP = feﬁera&i orogram et provides
healihy mealy gad snacks to childrern recaiving day cars.

Each day milllons of childzen pasicipate in CACFR af childoare homies and confers scross the countny. Provilers e
refmbursed for serving nulriiops mels wilch mest USDA reguiremenis. The progremn biavs o vitalrofein m@mwwgz pisles
cuality of day care and meking ¥ more sfordable for lowsincome familles.

Heals CACFP homes and centers follow meal requitements esiablished by USDA.

. Brealdast | Lunch oy Supper - Snacks {Two of e

, | v somponenist

A R : " Wi

| Fruit OR Vegelable  Meat or meat altemate Meat or meat affermate

- Graing or Bread® ) Ereins or bread | Grains or bread
"Meatest Allemate sy - Vegstable AND Fruit

[ S ; " 1 Frglt or Second Vegeiable fiserdng | ~ T

. replaco entire graln D0 | yuovegeiobles they must be | Vegslable

| Sxfweek | diforent fogds)

FParticipating Facilities

WMany different homes and cenders operate CACFP and share the common goat of bringing ruifious

meals and snecks to participants. Participaling facilities ncluder

= Chitd Care Centers: Licensed or approved public or privale nomy
Head Siart programs, and some for-profit centers.
Family Child Care Homes: Licensed privale homes.
Atter Schoo! Care Programs: Cenlers in fouwrincome arsas provide free sracks awdior
meais lo schookage children and youlh,

2 Emergensy Shelters: Programs providing meals o homeless children.

Elgibility Siste agencies reimburss Tedilifes that offer non-residentisl day care o the ollowing childrem
o Children aged 12 and undsr,
& Migrent children aged 15 ant youngsr, and
= Youdhs through 18 b emergency sheflers and sfter sehoof care programs in needyrareas.

el childesre confors,

Contact Information

g 3;‘@%3‘ h,ave ﬁ;ws‘fs@m @»bmﬁ CACFF, please mﬂ%aca one of the fai!@wmg

f‘é%‘GF? Pm@mm Spema}rsr?
Z5 3. Front Steet, MS 303
Colurmbuys, OH 432954183
Phone §14-466-7045
Tl Eresr 1-200-808-5735

Ohitd Care Resouices, g
5 East 2™ Sireet

Richmond, YA 23224
Tolt Frew: 1-855.427-2868

dondiserimination: in scoordance with federal oivi ights faw and USEYS civif rights regulistions and policies, e USDA, its ogencies, offices,
emplovees, and institulions porticipating in or administedng USSP programs ave prohibiled kom disoriminating based om race, celor, nefional origin,
religion, sex, disabifly, sge, martial status, family/parental status, Income derived frore o public assistarce pragranm, poitical belisfs, orreprisalar
retstation for peor civif rights achivity, In any program or aetivily condusied er fumded by USDA ot ait bases apply o 2f programs). Remedies snd
complaint fiing deadines vary by program er incident.
Persons with dissbilities who require sltemelive-means of communication: for program information fa.g.. Breflle, large pint, audiotape, American: Sigm
Language, otc.} should sontact the siate or local agency that administers ihe program oF comtact USDA through the Telecommmunicaiions Falay Sorvica gl
711 fvolee and TTY). Addttiongily, progesen infosmation mdy be made avalfable in languages oiker thaw Englieh.
o e & program diserimination complaint, complete the USDA Program: Discriminafon Complsint Form, AD-8027 found onlie st How fo File & Progam:
Liscammination Complaint and of any USEA office or weile & lelier addressed o USDA and provide in the letier aff of (he information requested i the form.
To request 2 copy of ihe complaint form, calli (866) 632-8992. Submit your completed form of letier to USTHA by

% Wi LS Depadment of Agriculivre, Ofioe of the Assistant Secretary for Civil Rights, 1489 Independence Avenue, S, Mail Stop 9448

Washingion, 0.0 20250-841%

2, Foox (200) 880-744%; o

3. Bumik progmminiskefusda.ooy.
UBDA is ar sovel opgorumily previder, smaplover, and lorder,

Revised 8872025




Ohio Department of Job and Family Services
CHILD MEDICAL STATEMENT FOR CHILD CARE

Child's Name (prinfortype) Date of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
{Physician/Physician’s Ass;stantlAdvanced Practlce Regsstered Nurse!Cert:fled Nurse Practutsoner)

Sectlon A- EXAMINAT!ON

v 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).

+ The above named child does not have aliergies OR is allergic to the following (please list in space below):

Check below, if applicable:

[0 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. -

Opticnal: Measurements and Recommended Assessments/Screenings

Height Vision D Yes [ONo Lead Ovyes [No
Weight Hearing dves [lNo Hemoglobin COdves [ONo
BMI Dental [ Yes [JNo Other

Notes:

Name of Examining Health Care Practitioner Telephone Number

Street Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MM/DD/YYYY FORMAT) OF DOSES OF ALL NIMUNIZATIONS.

| IMMUNIZATION(Coniplete ONLY. ONE SECTION below)
‘Section 5104.014 of the 0 jo-Ri ,
“Chicken pox; Dlphthena femoph | at
-Prietimococcal disease;: Pollomyellt{s Rotav:rus Rubelfa and: Tetanus 2 i e
Section B - To be completed by the EXAMINING HEALTH CARE initials of Exammmg Viealth Care Pract!twner
PRACTITIONER:

{1 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 exceptions by listing the specific
immunization(s): Date

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

WAINVING AN IMMUNIZATION(S):

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

Date

JFS 01305 (Rev. 10/2021)






