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

14220 Harvard Ava,
Cleveland, Ohio 44128

(218)561-3274 phone
(216) 561-3293 fax
4035 E. 141st Street
Clevaland, Ohio 44128

216) 785-9982 phone . .
EZng 785-9814 ?E}ax Registration Form

Children Information

Name

Address

Telephone

Date of Birth

Sex

List names of geople who will pick up vour child.

1.

Z.

3.

4.

Mother

MName

Age Marital Status

Naime of Employer/Training Program/Schooi

Hours and Dates of Work/School

Phone Number of Work/School

Father

Mame

Age Marital Status

Name of Empioyer/‘rraihmg Program/School

Haours and Dates of Work/School

Phone Number of Work/Schooi




Beohieverent

Greater Achievement Child Enrichiment Center 2 & 2
Enriching children Tor the future

14220 Harvard Ave.
Cleveland, Ohio 44128

(216)561-3274 phone
(216} 561-32493 fax
4035 E. 141st Street
Clevedand, Ohic 44128
{216) 785-9982 phone
{Z16) 785-9814 fax

Getting to know vou and vour child

Number of chil

ts the child bheiiig enrolled the oldest, youngest, anly chiid, etc.
- Who cared for your child prior to enroliment in this daycare?

Has the child aftended another daycare?

!z there any inf

dren in the family

srmation we need 1o know about your child?

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

What would yau like the center to da for your child this year?

In the event of

an emergency and the parents cannot be reached please contact the following

Name Name

Telephone Telephone

Relationship Relationship
CAddress Address




Ohio Department of Children and Youth -
CHILD ENROLLMENT FORM FOR EARLY CARE AND EDUCATION PRG

GRAMS

Parents: Complete this form or an electronic version in its entirety prior to the child’s ﬁafgst day of attendance,
review annually, and update as needed. The program may supplement or substitute this decument with their

own content equivalent form and request additional information from the pare tt/guardian.
Child’s Name Date of Birth First Day at Program -
Address
City State ZipGode
Parent#1 Name Parent#1 Phone Number
Parent #1 Address [ISame as Child’s City State Zip Code
Parent#1 Email Address (if applicable) Parent#1 Cell Phone (if applicable)
Parent#1l Work/Schoot Name (if applicable) 4Parent #1  Work/School Phone Number§if applicable}
Check here if Parent#2 Name Parent#2 Phone Number
Not Applicable
Parent#2 Address (3Sarne as Child’s City State Zip Code
Parent#2 Email Address (if applicable) Farent #2 Celi Phone (if applicable)
Parent#2 Work/School Name {if applicable) Parent#2 Work/School Phone Number §f 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 Nirmber
Primary Emergency Contact #1 Other number or email ad&ress for Optional Ernergency Contact #2 Other number or email address for
emergency contact (ff applicable} emergency contact (if upplicable)
My child may be released to this emergency contact Optional My child imay he released to this émergency contact
es ] Yes
e [Owno

Does your child have a chronic health condition or dia
serve medicat foods, perform medical procedures,

administer their own medication?

[ Yes (complete or provide a Health Care Plan, documentation fror a licensed physidian, oran electronic equivalent)

Mo

gnosis that requires the program to: observe or monitor symptoms, administer medication,
avoid specific foods/environmentat conditions/activities, or allow 2 sthoo! age child to carry and

DCY 01234 (Rev. 7/2026)
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Child’s Name

Date of Birth

Information on my child's ¢

Iy

jevelopment: (personal, behavior, patterns, habits, and individual needs, etc)

The following accommodat

HEY

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

My child will receive specia

Cves
!:_i No

Name of service provider(d

m_[}_ N/A

and frequency

lized/individual services at the program:

{_| The program has per
requires emergency treat
transported.

["] The program does nod
which requires emergency,

Emergency Transportation Authorization
ission to secure emergency transportation for my child in the event of an illness or injury which
ent. The emergency transportation service will determine the facility to which my child will be

have permission to secure emergency transportation for my child in the event of an illness or injury
treatment. | wish for the following action to be taken:

: Tﬁ:is:f“"ﬁl :§hou1d‘be 8

Program Admmrstrator/ De

srgnee S;gnature '

SIGNATURE

v:ewed 2 months fromthe datetheparent: acknowiedgesaccuracy and: rece;pt of policies and
: pmcedures.

' Parent/Guardian Initials

Date of Review

Administrator/Designee Initials

Date of Review

Parent/Guardian Initials

Date of Review

Administrator/Designee Initials

Date of Review

Parent/Guardian Initials

Date of Review

Administrator/Designee initials

Date of Review

DCY 01234 (Rev. 7/20286}

Page 2 of2




Ohio Department of Children and Youth
HEALTH CARE PLAN DOCUMENTATION & PERMISSION TO ADMINISTER MEDICATION
AND EDUCATION PROGRAMS

Parents: Complets this form or an electronic version in is entirety prior to the child’s first day of attendance @ad update annually and as
needed when a child has a special chronic health condition that miay require the program to perform a medical procedure or administer
medication. The program may supplement or substitute this document with their own content equivalent form and request additionat

information from ihe parent/guardian.

.

e s
Child's Name

FOR EARLY CARE

i the child doesnot have aspecial chronic health condition or diagnosis check here:| |
_ S-kip:to-;'p;age-2«&0-;'gi_we.;pe_rmissim‘:to:adminisﬁermed’icationfmedit_—ai~fooed, ‘

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, shysician

assistant (PA), or advanced practice registered nurse {APRN). This documentation may serve as a substitute for page 1.

Speciat Chronic Mealth Conditien

What are the signs, symptoms, or situations which require staff to take action, perform a medical procetiure an d/or administer

medication or medical food?

What are the activities, foods, conditions, etc. to avoid? LI Not 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 dg
following:

[ lcallg-1z
[ call Parent

[ ] other:

ohe or more of the

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

If the special heaith condition does not require administering medicationmedical food: STOP HERE AND SR 70 DAGE &

Page 1is completed to provide instructions for performing a medical procedure.

DCY 01236 {Rev. 7/2026) Page
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tnstructions froma !lcens
are required for administs
¢ Medical foods.

s Prescription med

= Norn-prescription
Topical preventaf

not match the mé

icatians, including samples.,
medicines confaining aspirin.

ed'dentlst 1scensed physician, physman assistant (PA) or advanced biiact:ce registered nurse {APRN)
2ring:

ive products and lotions or non-prescription medications, when the instructions for use exceed or do
snufacturer's instructions or are not stored in original container. '

Child's Name

Date of Birth

Weight {if needed to determine dosage)

What are the instructions

to administer medication or medical food?

i Dot Applicable: instructions are not required if the prescription medication is stored in the original container with
grascription fabel 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 avaitable?

Name of Medication/Medjcal Food Name of Medication/Medical Food

Name of Medication/Medical Food

Dosage of Medication/Me

dical Food Dosage of Medication/Medical Food

Dosage of Medication/Medical Food

| Time of Medication/Medigal Food Time of Medication/Medical Food

Administration

[} Administer because s
present

Administration

mptoms are {71 Administer because symptoms are
present

Time of Medication/Medical Food
Administration

[ 1 Administer because symptoms are
present

DCY 01236 {Rev. 7/2026
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Child's Name

PARENT/GUARDIAN

By signing this form | attest that: {check all that apply)
[ 1ihave provided information for care or implementing a medical procedure
[_11have trained staff and have given permission to perform the procedure
[] 1 have trained staff and have given permission to administer medication to my child

Parent Signature Date of Signature

LICENSED PHYSICIAN, PHYSICIAN ASSISTANT, ADVANCED PRACTICE REGISTERED NURSE, LICENSED DENTIST
on this form, prescribed |

Health Care Professionat's signature is only required in this box if their instructions have been provided
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)
If a Certified Professional Trainer provided instructions, my signature indicates that;

[T1have provided instructions for care and/or training for the medical procedure,

[dihave 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 signatures can be attached on a separate sheet.

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

DCY 61236 (Rev. 7/2026) Pag
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Rl

Child’s Ne

Date

Time

Dosage

Signature of person administering medication/medical food

DCY 01236 {(Rev. 7/2026)
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Ohio Department of Job and Family Services
FAMILY INFORMATION
FOR STEP UP TO QUALITY PROGRAMS (SUTQ)

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

care. List any tnformat:on about your ch.rfd's habfts abii:tfes of persona!ity that you fee! wﬂl be helpi"m to'th
your ch.fld ' . . _ _ .

By providing complete fnfonnafion about your child, you will be ass:stmg staff in creatrng a pos.rtive expenence for hmzﬁver while in
e staff while caring for

Who is In the chi'tcf's ediate faihily?

Who lives at home with your child?

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

Are there any special family ammangements, such as shared parenting, living in twe homes, or custody spe
Additional Details?

cifications, etc.?

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

from corib fo bed,

etc}

Are there any cultural or religious practices of your family we should be aware of? (Distary restrictions, clgthing, head coverings,

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

with parenis, etc.)

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

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

Poes 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 ch
allergies and/or dietary restrictions)

ildren with food

JFS 01511 (Rev. 10/2014)

Page 1 of 3



i
i
!
i

Please check alf of ih? words that best describe your child's personality and behavior

[Hactive [ adventé,lrous [ affectionate [_] anxious [ bossy [] oright ] busy [J calm [ cautious [} cheeriui

[T content [T creativd [] curious L] easily-angered [ emotional [] energetic [_] excitable [] friendly [] gives-in-gasily

U happy [ hesitant [ ] insecure [ jealous [ fikes structure/routines [ joud [Jioving [ mellow [ ouigoing

[ prefers aduit atiention O quiet [ sensitive [] serious [7] shares-well [] social [T spontanecus [ stubborn [ tentative
] ather:

Are there additional personality and behavior characteristios that would be useful to know about your child?

Are there things that frighten your child? If s0, how does he/she react and what do you do fo comfort himvher?

What routines/actions ¢r items do you Use o comfort your child?

What causes your child to feel angry or frustrated?

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

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

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

My child sits in a || high chair, ] booster, L] child size chair or || 2duli sz chair, {Check the one that applies.}

Is your chiid toilet trainefi? if not, have you staried the toilef fraining process? Please explain the process used.

Does your child need assistance when using the loilet? if so, how?

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

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

What time(s}, and for holv long, does your child usually nap?

JFS 01511 (Rev. 10/2014) Page 2 of 3




Does your child have trouble sleeping (Night terrors, froubie going 1o steep, eic.)? Please explain.

What might you and/or your child be anxious about as hefshe starts in this program?

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

What are your expectations of this program?

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

Parent/Guardian's Signature

Date

JFS 01511 (Rev. 10/20114)
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Greater Achievement Child Enrichment Center L & 2
Enriching children for the future

14220 Harvard Ave.
Cleveland, Ohio 44128

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

Permissions & Agreement

Field Trips

I hereby give permission for the staff to take my child on field trips with the understandirig that { will be
natified 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 Signature

Date

Photographs & Recordings

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

=

Parent/Guardian Signature

Date

Juition & Participation

I 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 Sighature

Date







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

e | 4035 E. 141st Street
ievenient Cleveland, Ohio 44128
{216) 785-9982 phone
{216) 785-9814 fax

Child Care Center Fee Apreement

! , 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 later than the 5% day of the mg

Monthly/Weekly

i understand that my child my child may not start care in a new month without a paymen
previous month. in addition to the monthly child care copayment, | may be required to pé

nth.

t of the
y 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 to iate fees, activity fees, transp
fees charged for absentee days which exceed those reimbursed by the County Agency an

pitation fees,
i 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 sat
hioth the caretaker parent and the provider. By signing this document, | agree to abide by

Caretaker Parent

sfactory to
these terms.

Date







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

_ stnation(s) (e codver Ay, V& 3, Tuwes Som , Nied
LA0eary oo V3 e o vied & Shewnec

e BENES

Date of Permission (valid for one year)

Mode of Transportation (walking, school bus, public fransportation, parent vehicles, provider vehicle a

rid driver)

Buring this trip children will have access {o waier that is 18 inches or more in depth.
[l Yes T nNo

Are water activities planned in water that is 18 inches or more in depth? ] Yes [ Ne

(it yes, a swimming permission slip is required)

Child's Name

My child is
[ not over 4 years and/for 40 Ibs [1 over 4 years and 40 Ibs [1 8 years andfor over

4| gu

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

Parent's Signature Date

DCY 01225 (Rev. 6/2025)







CHILD AND ADULT CARE FOQD PROGRAM: CHILE CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2026-2027

INSTRUCTIONS: To apply for free and reduced-price meals, read the household Letier and instructions on backside of this f

rm. Complete application and

return to the center. In accordance with the NSLA, information on this application may be disclesed to other Child Nutrition Pr?grams or applicable
enforcement agencies. Parents/guardians are not required to consent to this disclosure. Parf 7 is fo be completed by all households, Part 2 is to be used only
for a child living in a household receiving food assistance (SNAP) or Ohio Works First (OWF) benefits. Parf 3is only for children NOT receiving Food
Assistance or OWF henefits. Part 4, an adult household member must sign and date form; the last 4 digits of social security nbimber must he listed if Part 3

is completed. Part § is optional. * Asterisks indicate info that must be compieted. The form must be completed annually and valid for caly 12 months.

CHECK IF PART 2 - LIST EACH CHILD'S FOOD ASSISTANCE
CENTER NAME A gﬁﬁf" {SNAP) OR OWF CASE NUMBER, IF ANY. A VALID
il CASE NUMBER CONTAINS 7 DIGITS.
PART 1 — PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER sesponsibility of '
awelfare agency & Check type o FOOD ASSISTANCE [(SNAP) or
* NAME OF ENROLLED CHILD(REN) AGE | BIRTH DATE Or court. hitach §  of benefit: o OHIG WORKS FIRST (OWF}
ocumentation)
1. e CASE NO. U S
2 L} oenseno. | _ _ 1 _ _
3 gﬁ CASE NQ. e VU —
i
s d b oomseno | ol

PART 3 - TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW QFTEN IT WAS RECEIVED:
how often. If Part 2 is completed, skip to Part 4.

members, List all gross income: list how much and

Liést names of all household
$

3. LIST NAMES OF ALL b. CHECK c. GROSS INCOME during the last month {amount eamed before ctxes & other deductions) and
HOUSEMOLD MEMBERS iF HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually
INCLUDING CHILDREN rfgggﬁ% 1. Earnings from work 2. Welfare payments, . Pensions, retifement, 4. All Other income
LISTED ABOVE IN PART 1 bafore deductions child suppert, alimony Social Security, 51, VA

EXAMPLE: JANE SMITH $ amount / how often $ amount / how often $ amount / how often $ amount / how often
$ / $ / $ [ 5 /

2. $ { $ / $ [ $ /

3. 3 / $ { $ { $ £

4, 3 / 5 / $ / 3 /

> $ / $ / $ { $ !

6. Lt | s ! $ / $_ / $ !

PART 4 - SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: Adult household member must sign/date form. If Part 3 is completed,

the adult sighing the form must also list last 4 digits of hisfher Sccial Security Number or check the “l do not have a

| certify that ali information on this form is true and correct and that all income is reporfed, | understand that the center will ge
the information. | understand that if | purposely give faise infgrmation, | may be prosecuted.

information. | understand that CACFP officials may veri

Scocial Security Number” box.
Federal Funds based on the

*

* if Part 3 is completed,

insert last 4 digits of Social Security

{Check if applicable)

SIGNATURE QOF ADULT HOUSEHOLD MEMBER DATE Qg I do not have a Social Security Number
Print Name: Daytime Phone Number: Work FPhoneg Number:
Street 7 Apt: City / State / Zip: County: o
PART 5: RACIAL/ETHNIC IDENTITY {Opticnal): Please check appropriate boxes fo identify the race and ethnicity of enrolied chiid{ren}.
American [ndian or Alaska Native Aslan Black or Afﬁéan American
Native Hawailan or Other Pacific Islander White Other

Please mark one ethnic identity:

[ tispanic or Latino

£l

Not Hispanic or Latino

Privacy Act Statement: The Richard B. Russell National School Lunch Act requires the information on itis application. You do not have to give tl

information, but if you do not, we

cannot approve the participant for free or reduced-price meals. You must include the last four digits of the Scocial Security Number of the adulihousehold member who signs the
application. The Social Security Number is not required when you apply on behalf of a foster child or you list a Supplemenial Nutrition Assistance Program (SNAP), Temperary
Assistance for Needy Families (TANF} Program or Food Disiribution Pregram on Indian Reservations (FDPIR) case number for the participant or giher (FDPIR) identifier or when you
indicate that the adult household member signing the application dees not have a Social Securily Number. We will use your information to detertnine if the participant is sligible for

free or reducec!—grice meats, and for adminisiration and enforcement of ihe Program.

:

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

following Annual Income Conversion:

Complete information below only if qualifying child(ren) by household income from Part 3.

Per the total household size, compare tota!l household income fo the USDA Income Eligibility
Guidelines to determine correct categorization, When income is listed in different frequencies
of pay In Part 3, you must convert all income fo annual income before determination. Lise the

Weekly x 52, Every 2 Weeks (piweekly) X 26, Twice per Month (semi-mentily) X 24, Monthly x 12

Application CertiﬁediCat?gorized as:

o Hpousehold size and income
rz Fbster Child

] FREE, based on iy Fogd Assistance/OWF Case No.

income

0 REDUCED-PRICE, bésed on Household size and

Totai Total Househeld income: $

Household
Size:

Per: o week o every two weeks o twice per month o month o year

O PAID, hased on 1 Income too high

o lacomplete
o lavalid case number orinformation

Signature of Sponsor / Center Representative

effective date must be date of sEnnsurcerﬁﬁcation.

Date Sponsor Certified/Categorized Form  Effective Date
Note: Effective date is determined by parent or sponsor signature date as selested on CRRS application.
if date of parent signature is not within month of cerlification or immediately preceding month,

{From the first of month ofdate signgd)

Expiration Date
{Valid until last day of month inwhich
form was signed one yaarearfier}




HOUSEHOLD LETTER - Dear Paretttior Guardian

Pleass halp Us comply with the fequirements of the U.S. Department of Agriculture’s Child and Adult Care Food Program (CACFP) by completing the attached income eligibility application for free
and reduced-price meais. All informatian will be treated with strict confidentiality, The GACFP provides raimbursement i the child care center for heaithy meals and snacks served to children enrolied
in child care. The completion of the inceme efigibility application is optional. Complete the appiication on the reverse side using the nstictions below for your type of housshold. You or your
children do not have to be U.S, cifizens o qualify for meal benefits offared at the ohild care center, Houssholds with incomes less than or equal to the reduced-price valugs listed on the chart at the
bottom of this page are efigible for freeimeal benefits. An application must contaln complete Information to be considered for free or taduced-price meals, Households are no longer required to report
¢changes regarding the increase or deciease of income or hiousehold size or when the household is no fonger certified eligibie for food assistance (SNAR) or Ghio Works First (OWF). Once approved
forfree or reducad- price benafits, a hajisehold will remain efigible for these benefits for a pariod not to sxesed 42 months, During periads of unerpicyment, yeur chitd{ren) is efigible for maai
relmbursement provided the loss of incbme &uring this ime causes the family to be within eligibility standards for meals. in operation of he CACFP, no person will be discriminated against because of
racs, color, national crigin, sex, age or Eisebiiity §226.23(e)(2)(1v). If you have quastions regarding the completion of this application, contact the child care center.

PART 1 - CHILD INFOGRMATION: ALL HOUSEHOLDS COMPLETE THIS PART ("dznotes required info}

e Printthe name of the child(en) snrolled at the child care center, Af chitdren (inciuding foster ciildren) can be listed on the same appfication.

o Listthe anrolied child's.agg and birth date.

e Check box indicating if the thild is & foster child. Foster chiidren that are undar the legal responsibiity of the foster care agency or court are eligible for free meals. Any foster child i the
household is eligible for frep meas regardless of income. Attach dosumantatiars to show foster child status.

PART 2 -HOUSEHOLDS RECEIVING FOOD ASSISTANCE OR OHIO WORKS FIRST: COMPLETE THIS PART AND PART 4 ~ If 2 child Is a member of afood
assistance {SNAP) or OWF household, they are automatically sligible to receive free CACFP meal benefits.
Circle the type of banefit received: Food Assistance {SNAP) or Ohie Works First {OWE),

o Lista curentfood assistante or OWF case number for each child. This will be s 7-digit number. Do not list a swipe card nurber,

SKIP PART 3 - Do 5ot fist names of hosshold members or income if you listed a valid Foed Assistance (SNAP) or OWF case number for each child in Part 2,
PART 3 - TOTAL HOUSEHOLD SIZE,% GROSS INCOME AND HOW OFTEN RECEIVED: ALL OTHER HOUSEHOLDS COWPLETE PARTS 3 & 4.

a)  Write the names of all household members including yourself and the chili(ren) that attends the child cars senter, nofing any incorms received. A household is defined as a group of retated
or tnrelated individuals whc%ére living 28 ene economic unit that shase housing andvor significant income and expenses of s members. This might include grandparents, other relatives, or
friends who live with you. Altach another piece of paper if you need more space to Jist i household members,

o)  Check ihe box for any perstn listed as a household member (including children) that hasno income.

¢)  Foreach household member, iist each type of income recelved during the last month and fist how often the moneywas received.

1. Eamings from work hefore deductions: Writs the amount of total gross Incoms each househald member recelved the last month, before taxesfdeductions or anyihing else is taken
out {not the fake-ho e pay) atwd how often it was received (weekly, every two weaks, twiee per month, manthly, annually). Income is any money received on a recurring basis,
including gross earngd income., Households are not required fo include payments raceived for a foster child as income. If any amount during the previous month was more or less
than usual, write thatperson’s usual monthly kxcome. If ydu nomnally get overtime, include 1, but not if you only get it somefimes. If you are I the millitary and your housing is part of
the Military Housing Privatization Initiative and you receive the Family Subsistence Supplemental Aiowancs, do not include these aliowances as income, Alse, regarding depioyad
service members, only that porfion of a deployed service member’'s income made avallable by them or on thelr behaif to the household wif be counted as income to the kousehold,
Combat pay, including Deployment Extensicn Incentive Pay {DEIP} is also excluded and will not be counted as Incorme 1o the househald, Af other allowances must be incksded in
your grossincome, |

2. Listthe amount eachiperson got the last month from welfare, chiid support or alimeny and list how often the money was recsivad.

3. Listthe amount gachiperson got the fast month from pensions, retirement, Social Security, Supplementz) Security Income (S}, Veteran's (VA} benefits o disabiffty benefits and
fist how ofien the moxiey was received.

4. Listall other income Sources, Examples inciude: Worker's Gompensation, sidke bensfits, unerployment compensation, reguter contributions from peopie whe do net live in your
househoid, cash withtrzwn from savings, interestfdividends, ingome from estatesftrustslinvestments, net royatiieslannuities or any other income. Self-employed applicants should
feportincoms after ekpenses (net income) in colurmn 1 under eamings from work. Business, farm or rantal property repert income should be entared in colurn 4. Do ot include
food assistance payments.

PART 4 - SIGNATURE AND LAST 4 ziszrs OF SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THIS PART [* denotes required info)

a} " Al epplications must h Ve the signaturs of an adult household member.

b}  *The adult signing the appfication must also date theform.

¢} *Oniy an application thal lists income in Part 3 must have the fest four digits of the sogial security number of the adutt who signs. If the adul does not have a social segurity number,

check the box marked, "{ to not have a Social Security Number.” If you fsted foed assistance of OWE number for sach chid or i you are applying for a foster child, the Jast four digits of
the soclal security numbelr are not required.
PART 5 - RAGIAL/ETHNIC IDENTITY < OPTIONAL
- You are net required to answer this part Jor the appEcation to He considerad complete. This information is collecied fo make sure fhat everyone is treated fairly and will be kept confidential. No

child wil be discriminated against because of race, color, national origin, gender, age or disability.
NOW-DISCRIMINATION STATEMENT: | In accordance with federal civil rights law and USDA civil rights regulations and policies, the USDA, its agencies, offices, employees, and instiutions
parficipating in or administering USDA %;ograms are prohibited from diseriminafing based on rage, color, national origin, religion, sex, disability, age, marital status, family/parental status, income
derived from a public assistance prograjn, political belists, or repdsal or retaliation for prior civil rights activity, in any program or activity conducted or funded by USDA (not all bages apply to all
programs}, Remedies and complaint fiing deadfines vary by program or incident.
Persons with disabilities who require alfgmative means of comrmunication for program Information (e.g., Braffle, large print, audiotape, American Sign Language, etc.} should contact the state or Incat
agency that administers the program or dontact USDA through the Telecommunications Relay Service at 711 {voice and TTY), Additicnally, program information may be made available in languages
ather than English.
To file a program discrimination complaidt, complete the USDA Program Discrimination Complaint Farm, AD-3527, found online at How to File a Progrars Discrimination Complaint and at any USDA
office or write a letter addressed o USDA and provide in the letter all of the information requested in the form. To request a copy of the compiaint form, catt (066} 632-8952. Submit your completed
form or letter to USDA by:
Mail: U.S. Depariment of Agriculture, O‘Eﬁce of the Assistant Sectatary for Givil Rights, 1400 Fependence Avenue, SW, Maj Stop 9410, Washington, £.C. 20260-8410; Fax: (202) 690-7442: or
Email: gragsos nbekeBusds go ¢
USDA Is an equal apportunity provider, sinpioyer, and lendar.

REDUCED-PRICE INCOME ELIGIBILITY GUIDELINES
Guldelines to be effective from July 1, 2026 through June 30, 2027,
Househalds with incoimes [ess than or equal to the reduced-price values helow are sligible for free or reduced-price meatbenefits.
Number of Members Annual onthly Twice Per Month Evary TwoWeeks Weskly
1 $28.526 2,461 1,231 1,136 £68
2 $40,034 3.337 1,669 1,540 770
3 $50,542 4,212 2,106 1,544 972
4 $81.050 5,088 2,544 2,348 1475
§ $71,658 5,964 2,982 2,753 1,377
s $82.066 5,830 3,420 3,157 1,579
7 392,674 7.715 3,358 3,561 1,781
] $103,082 8,501 4,206 3.955 1,983
Eaph Addhim Marmber $10,508 876 438 405 205




Ohio Department of Education and Workforee - Office of Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FOR

Required Form for use by Child Care Centers and Head Start Programs
CACFP oroprams exempt from having an enrollment form on file are; Emergency Shelters, Outside School Hours, Youth Developme:

nt & After School at Risk

Instructions to Compiete

All parents/guardians are to complete a separate form for each child enrolled at the child care or Hea
List the child’s name, age, birth date, the days and hours normally in care and the meals normally rec
If schedule listed will frequently vary due to changes in parent/guardian schedule, check response bo
If the child comes before and after school, list the hours in care for both the morning and afterncon.

1 Startcenter.
eived while incare.
< belowchart.

month / day / year

® 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) mouth  / day ! year
CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE IN CARE
Check (v) List hours child normally in care Check {(v") meals child normaliy réceives while in care
Days Child AM PV Evening
Normally in Arrive | Depart | Arrive | Depart || Breakfast| Snack | Lunch | Smack | Supper | Snack
Care :
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
D Yes, the schedule listed above may frequently vary due to changes in parentsiguardians schedule.
SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN NUMBER
MAILING ADDRESS
STREET /APT, CITY ZIP CODE
PARENT BIRTHDATE / / PARENT EMAIL

administering USDA. programs are prohibited from discriminating based on race, color, national origin, religion, sex, disability, age, marital
income derived frotu a public assistance program, political beliefs, or reprisal or retaliation for prior civil rights activity, in any program or a
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 communication for program information {e.g., Braille, large print, audiotape, Amel
should contact the state or local agency that administers the program or contact USDA through the Telecommumications Relay Service at 71
Additionally, program information may be made available in fanguages other then Hnglish,

To file a program discrimination complaint, complete the USDA Program Discrimination Complaint Form, AD-3027, found online at How 4
Discrimination Complaint and at any USDA office or write a letter addressed to USDA and provide in the letter alf of the information reques
copy of the complaint form, call (866) 632-9952. Submit your completed form or letter to USDA by:

20250-9410;
2, Fax: (202) 690-7442; or
3. Email: program.intake@usda.gov.

USDA. is an equal opportunity provider, employer, and lender.

1. Mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Maii Stop 9414

In accordance with federal civil rights law and USDA civil rights regulations and policies, the USDA, its agencies, offices, employees, and institutions participating in or

status, family/parental status,
tivity conducted or funded

rican Sign Language, etc.)
{voice and TTY).

p File a Program
ted in the form. To request 2

, Washington, D.C.

Revised §/2025

Ohie Department of Education and Workforee - Office of Natrition







COUNCH. FOR ECONOMIC OPPORTUNITIES IN GREATER CLEVELAND

Potential Partners,

We have received your application, health, safety, and education inspection/observation and we
are now moving forward with the process. Keep in mind there may be some items that you may need to
address within your inspections/observations before the signing of your contract but weiare confident
that you are willing and able to do so. Attached you will find the “Letter of Intent” and below are the
required documents that you will need for each child that you have chosen to participate in the Head
Start program. Please return the “Letter of Intent” as soon as you have completed it, keéping in mind
that you should have a minimai of 10 children willing to participate in the partnership.

Required Documents

« Verification of age (at least one of the items listed to verify age)
o  Birth certificate, Medicai/Insurance Care, Physical form (signed by Doctor), Baptismal
Record, Birth Letter/Crib Card
e Verification of income
o Documentation of TANF/public assistance
s Verification of Legal Guardianship '
e Verification of Foster CarefKinship care
@ Child/parent sociai security card
e Medical health insurance card
s Completed physical examination
s Child shot record
e WiC book {if applicable)

When you have collected the required documents for each of the children that you have
selected to participate in the Head Start partnership | will assign a Family Service Worker to begin the
enrollment process. The Family Service Worker wilf contact you to set up enrollment tirmes with your
families but only after you have stated that you have the documentation ready to go for those children.
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Hi Parentst Thank you for inguiring aboul owr childeare program, Mleasa complete
tils guide throughly and honeetly, We use this sulds as a woy to helo us Improve

:«.;. ki

SN

L]

WELR GHELOGA BEARCH BETAN,

o
3

ot services and bulld a quality relatlonship with you, We promise we will not sale
of rent your inforrastion, We value you and appreciate your tine. Envolling your
child with us would be our pleasurel

PRI AR IO,
st
Mume_ Adbilrans
First .
Coll Mumbem Eruell Addroan
Havabook Handle
Age DO Plage OF Bmployment

T SAREIRNNE PO G MO

Reading {Best Bogly) Wrlting
Sperts (What Type) Ranne
Chureh (Where o You Atlend)
Word Other

Shopping (Where Do You Shop)
Dinlhg Out (Whete Do You Dina)

WOLNE CHILE'S SRR Ao
Maovye hgs OB

What Challengss Are You Having With Finding Quality Childesre Thet BEST
fits you? Check All That Pertains To You,

Affordabliity.__Quality__ Locallon,., Howrs __Avaeilability _ Othar (Please
Explatig

WOLTR PAREMT BXBEOTATIONS «

How did you find out about our chiidenre program?

Roscribe the best ehildenre axparienag yau wanl for
your child?

SR ML e e g ERUIUON

[T

E P e

describe what you found helpful during yaur Yaur with us?

L TV N RO AT MR AR =AU b )

What Imprassec! you $he wiost ahout mur ghildesre progrand

AT AR i S AE 1)

—— e

TRy 4 i

T A T At s W e ST i

T e,

blow wlip can wa b of help 1o you and your child?

RIS e b . Sre s L

il Vb g bt

fCRC TR

Whiat olse ean we do {0 further groalpl youll

L T TR P "

[AENA——

Bt e

Haw did you Rnd aut about ug?

& "

Dl Vit Go Qn T Qur Company Wabsite? .

Gaﬁz @aam_a:&.,s;ﬁ,.,?n<§__”5,\_@5@%_m.%%as_h ._,.3__:5,

i You Review <ur Youtube Paga?

e

cinag

B A R A,

I Th Last Wae, How Many Lecations Mave Yau Toured Beosdes Ush -

Phank you se mush for your timet Wa would lave to offer vou owr spe

. . ol anrall
maht ks, Pleass return Lo the adminisator Tharde)
3







Gﬁ@d ﬁumtim teday means a stronger tomorrow!

This day care receives
support from the Child
and Adult Care Food
Program toserve
healthy meals fo your
children.

must meet USDAf

nutrition standards.
Questions? Concermns? |
Chid Care Resources CACFP Program Specialist
203 HUl St Suit A 25 S Front St

Richmond, VA 23224 Coiumbus OH 43215
804-338-2022 | 87 7-644-63

Learn more about CACFP at USDA's website:

hitps/vaww.ns.usda.gov/
USDA Is ain equal opportunity provider, employer and lender.

United States Depariment of Agriculture
Food and Nutrition Servics FNS-317
Novemnber 2019




iBuenanutricion hoy significa un mafiana mas saludable!

Esta gua&“deﬁa infantl
recibe ayuda del Ch Id

Ch?d@amﬁ%es@um
2@;‘3 Huiﬁ S&SUKA 258 Fmt%t
b ' C‘@Eumbus @H 43215

Apr@nsja mas informacion sobre CACFP en el sitic web del
LUSDA: h’ﬂ@s e fns. usda.gov/
LISDA es un proveedor, empleadory prestarnista que ofrece igusidad de Gpmumdades E

Uniied Siates Depariment of Agriculiure
Food 2nd Nutrition Service FNS-317
Noviembre 2018
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5 N apcardancs with Federstlaw and the 1.5, Depertment of Agtios ture
i HIBDA) civil rights segulations and policies, thisnstituiion ie profibibed
% from discriminating o the basis of race, color, Hational g Hackading
English preficienty}, relighan, sex, disability, age, marnitai SiEkgs,
Tamily/parsnizi staius, income derived from a4 public assistance Program,
Bailifcal beliels, reprisal.or setaliation Jor phorclvil #HgHis actvity 4n any
ey o achiviy conducted or Sunded by USIA, Siot a8 protilsied
bases.applyte.all programs)

Frogram information may de made avaiiable i Isngriages other than
English. Persens with disabiiifes who seguire aliematve means of
communication for program information ima., traflle, large print,
audigtape, American Sign Langusge) shauld contact the rasponsitie
Biatear local Agency that administers the progrars o cemiact USHA
through the Telecommunications Relay Service af 711 {ycice and TTYY.

Tofle.a program discrimination COMpanG, acomplainant showld
Compiete & Ferm AD3027, LSDA Prograr Discdmination Complaint
Fosm, which can be obfained eniing at
any LiSBA.cffice, by .calling {366)632-0002, O by wr aletier
addrassed ic WSDA. The fetier must contala the complainant’s name,
address, telephong number, and a-writisn description of ihe aleged
<iscriinatery action in suiicient detell 10 inform the Offics of the
Assistant Secretary forChi Bights fOASCR) abowt Hie sulure and
aie of an alleged.civil ights vieiation. Tihe cormpletsd AD-3027 formr
orlgitter must be submitied fo WSDA Hy:

sEH:

8. Depariment of Agriveliure

Office of the Assistant Socrefary Tor Divi Rigtis

14080 independence Avenus, SW

Washington, D.C. 202508418, or

el

i

TR

This insiifudion i on soual OPporiuRity provicer.

i

R

: ; p ley fenzral y 83 reglamentacionss v-poliicas de

Fdereches cviles del Dapartamento de Agriculi
Fnyrat
prokibidn discrithitzr por motives de taza, colero wald
{incluyends deminio limitade def inglés), rafigion, sexo

ra cte log EE. L

8. Departmentof Agricuiiwe, USDA), ssia ifstmicidn tene

-de erigen
discapsatidad, edad,

astatio-vivil, estado Samiliar [ parental, ingresos provenjentes de i
programa de asistencia piblica, treeacias polfifcas, o presalias o venganza
‘por haber participade snieferments en acividades selbcionadas con los
derechos civiies en cualguier programa o actividad llevado & cabe o

diranciade porel UEHA. (No todas Jos causas dedisced
se aplican 2 todes Ios programas).

Leinformacion del programa pusde asiar gisponible e

inglés. Las personas con discapaciiates yue tequisman

de-cominicacion para shtonsr itformaidn del prograr
grande, cintes deaudic y lenguaje de ssfizs ameticanc
comunicarse con la agenciaestsial o local responsabld
Progiama b comunicarss cor &l USHA 2 iravés del Sed
Retransmisidn-de Telscomunicaciones al 717 vz y T

Para presentar una guels por disciminacién en gl Trog)
debe complatar.ef formulario AD-3027, e formulasio da

rilacion prohibides

{diemes distinios al
vmedios aliternativos
5 {p. &, braille, letra
}aeben

Wi adrhiniitra 2
dcic de

)

ama, el reclamante
el por

discriminaciénen el pregrama dst USDA, que 96 ; @edﬁ-abtsnar-em Hrea,

g i

en Nimsiiveay e, povisierin B B ety
cizglguier oficing del USEA, lamands al {(866)£32- 685
caria difigida 2l USDA. La carta debe tenar

<l nombre, la direccldn, € teléfone del reclamants ¥ 403
de fa supueste accidn discriminatena con suflcients d

s-descripoitn ssp
ataile para informar

alwubsorreiatio v dersches uhviles (ASDR) sebre iz ndturaleya y la fecha

#e una supuests violacitn de los derschos clviles. & 4o
ia carta-completos deben enviarse al LSEA PO

e

U8, Deparrent of Agriculiure

Offfice &f the Ausistant Secretary for Civil Rights
400 Independence Avenps, SW

Washington, DC. 20250-84 #
SErB0 Slecirdnice:

Esta instilacidr ofrecs igueidad 4e cporunidades.

mudario AD-3027 o




This childcare facility p

nRatiny mesls oot snack
Each day milions of ohi

reimbursed for serving
quality of dey care ang

riicinaies in i:?‘%e Chzkﬁ v kﬁuﬁ% Sam Food ngfam OB :

CFP‘}‘ aﬁé&f&fﬁ? progreTn thol provides
s tor chilidlrern receiving dav care.

ren participate in CACFP ot childeare homes and confers across the countng. Provi

puirifious meals which weet USDA requirernenis. The progrem piays 3 vitsi refie rg?mwﬁg 3

& I

ling 8 more gffordable for low-incoms families.

Meals CACEP homes gnd cenlers foliow meal requirements esiablished @-@Sﬁﬁ.
- Breafifast - Lunch or Sunper ) | Snacks (Tyee of the
: . five componenis)
" N - AR - itk
| Fruit R Vegetsble | Meat or meal alfemate: Most or mest shemnate
- Graing or Broad” ' g?;z;g;;?;g Brzins or bread
f *M%‘%;M&&? ARGS9 | £ o eocond Vegetable (Eserving | EFAE
. replega sntire Grain UDIS | ppu vegeiables they must be: VYegetable
. Sxhergek . gifferert foodsy
5 : : e
i

Participating Faclilities
ke

a2

Elfgibii

=

3

8¢
&
=
N

v different homes and ceniere operate CACTP and share the commen goat of bring
Iz anet sngcks o parlicipanis. Participating faciilies include:

G FurEE RS

Child Care Genters: Licensed or approved public or privale nonprofit childoare cenfers,

Hegd Sigrt programs, and some for-profit centers.

Family Chiltd Care Homes Licensed privale homes.

After Schoo! Care Programs: Centers in low-income areas provide free saecks andior
meals o school-age children and youlh.

Emergensy Sheliers: Programs providing meals fo homeless children.

e agencies reitvburse facliies that offer non-resideniisl doy care fo the llowing chifdien:

Childven aged 12 and under,
Migrant ohiidren aged 15 and voungsr, and
Youths thiugh 18 in sinsrgency sheliers and after schoo! care programs in needy sress.

Contact Kmf@maﬁmg&

# yu have gueslions about CACF‘P ;:siease coniact one of the following,

Child Care Resources,

Hondiscriminations
empioyess, and insitutions pg

onsoring Organizaion/Centey Qha@ @epaﬁmem @i :r

LACFE F’mgsamm Specra:hﬁt
25 3. Front Sreel, MS 303
Columbus, OH 432154182

ine.

Fhone: §14-466-2845
Toll Free: 1-800-808-6235

in acoordance with federal oivil riohts Taw and USDA oivil fights reguiztions and policies, he USDA, its ageneiss, olfess,
sicipating in or administedng USHHA programs are prohibiled ko diseriminating based om rece, color, nafienalorigin,

religion, sox, disahilily, age, marial siatus, familyparenial status, Incoms derived from & public assisionce grogram, poliiical belisfs, erreprsalior

retaliation for pror civit nghts

somplaint fing desdiines vary

Persong with disabiliies who
Language, ote.) should conta
7% eolee 2na TTY
To fils & program discriminal
Chsnaminatiars Compsliaint and
To requast 2 copy of the com)

T Wit 13, Departinent

Waghingies, .G 2023
2. Faw (200 6067442
3. Bmalb prmoraminiak

LSDA is 80 SRUS! SUDOTNIRTTY

selivily, i any program or activity cordusied of funded by USDA (ot il bases apply: to it programs). Remedies smd

by program of mcident.

aquine altemative means of cormmunication: for prograr ifonmation {e.g., Braille, large print, sudictspe, Amerdcan Sign

i the stale or local agency thal edministors, the progracy ar contact USES through Bre Teleommurmicstions Relay Sewics at

% Additionsly, progian fourationr may be made available in larguages oiber than English:

o complaing, complete the USDA Progrem: Diserimination Complaint Form, ADIORT found onine ot How'to Fife 2 Programs
at any USDN office ot wile o lelter sddressed to HSDA and provide in the felier aff of the information regpesiod v the famn,
piaint form, calf (B66) 632-2992. Submit your completad form: of fetier to USTA by:

i 0F ﬁ’&.gmmﬂre Office of the Assisiont Secrctary for Tl Rights, 408 Independence Avenue, SW, Mal Siop: 8418,

iusdacny.
,C%F@*me wmamfy@r itk Jarides.
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ffofkard  EARLY & HEAD START PHYSICAL EXAM/ASSESSMENT

Child’s Name: Gender: Birthdate: o

WCC_ S-Imonth_ _Z2month _ 4month__6month_ 9month_ 17 month __15month___ 18 monih __ 24 month

Physical Iyears __ 4dyears Syears

Date of Physical Examination/Assessment:

Physical Normal _ Mot Measurement/Screenings Results
Exam/Assessment | for Age | Abnormal | Evaluated Height
| Generalaopearance ' Weight
Skin Head Circumference{undey 12 mon)
Posture/Gait BMI{ over 2 vears)
{ tyes ; Blood Pressure {over 3 years)
- Ears, Nose, Mouth, Hearing —tool used
Pharynx Vision ~tool used
Teeth {EHS-Oralscreening) Lead (Reguired age 12 & 24 morths; and once
f Glands after 3yrsy  Date done;
{Lymphatic/Thyroid) Heb oy HCT {(Required age 12 & 24 months
: Lungs atonce after 3 years) § Date done:
Heart TR at risk)
Andomen Sickle Cefl {newborn screen?
| Genitalia Are there any limitations oy Health
. Bonies, joinis, Musdies Conditions including allergies, daily
| Neurological medication or dietary restiictions?
- Muscular Coordination i Yes, please fist:
. Speech
! Social
Other e

if there are any abnormal findings, please list and include any
recommended follow-up:

ATTACH A COPY OF THE CRILL’S IMMUNIZATION RECORD WITH DATES OF DOSES OF ALL IMMUNIZATIONS

- Exceplions to lwhunization requirement pursusant te 5304.014 ORC {please incinde Names of reguirementidiseases agasinst which
the child has not been immunized and whether it is because the immunization contraindicated, not medically appropriste for the
- child's age, or declined by the parent)

} have declined to have my child immunized against one or more of the diseases required by 5108.014 of Ohio Revised

| Code. Please note disease above and sign:  Signature of Parent: Dater _

¥ The above named child has been examined and is in suitable condition for participation in group care. Child is
up-to-date according 1o EPSDT guidelines.

¥ The above named child has been immunized in accordance with the requirements of section 5104.014 of Ohio
Revised Code {please note any exceptions above)

Signature of examiner:

Name/Title of examiner: 5 Phone:

Address: Revised 2/5/2021-e5 heslth

(]







