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

14220 Harvard Ave,
Cleveland, Ohio 44128

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

216) 785-9982 phone . .
E216§ 795-0814 Fax Registration Form

Children information

Name

Address

Telephone

Date of Birth

Sex

List names of peopie who will pick up vour child.

1.

2,

2
S

4,

fMiother

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 Employer/Training Program/Schooi

Hours and Dates of Work/Schoo!

Phone Number of Work/School




Greater Achievement Child Enrichment Center £ & 2
Enriching chiidren for the future

142280 Harvara Ave.
Cleveland, Ohig 44128

(216)561-3274 phone
(216) 561-3293 fax
4035 E. 141st Street
Lcbieverent Cleveland, Chic 44128
{Z16) 785-9982 phone
{(216) 785-9814 fax

Getting To know vou and vour child

Number of children in the family

is the child being enrolied the oldest, youngest, only child, etc.

~ Wheo cared for your child prior to enrollment 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 vou like the center to do for your child this year?

In the event of an emergency and the parenis cannot be reached please cantact the following

Name MName
Telephone Telephone
Relationship Relationship

. Bddress _ Address




Chio 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 annually, 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 TISame 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 Phone Number {if applicable)

Check here if Parent #2 Name
Not Applicable

Parent #2

Phone Number

Parent#2 Address TSame as Child’s City State Zip Code
Parent#2 Email Address {if applicable) Parent#2 Cell Phone (if applicable)
Parent #2 Work/School Name (if applicabte) 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)
L]

Primary Emergency Contact #1 Phone Number

Optional Emergency Contact #2 Phone Number

Primary Emergency Contact #1 Other number or email address for
emergency comtact (if applicable}

Optional Emergency Contact #2 Other number or email address for
emergency contact (if applicable}

My child may be released to this emergency contact

[:} Yag
T INo

Optionat My child may be released to this emergency contact

T ves
Mo

Does your child have a chronic health condition or diagnhosis that requires the program to: observe or monitor symptoms, administer medication,
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, oran electronic equivalent)

CIne

DCY 01234 (Rev. 7/2026)
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Child’s Name ' Date of Birth

Information on my chiid's déve[opment: {personal, behavior, patterns, habits, and individual needs, etc.)

[ In/A

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

LIn/A

My chitd will receive specialized/individual services at the program:

[]ves
[No

i Name of service provider{s} and frequency

R

Emergency Transportation Authorization
] The program has permission to secure emergency transportation for my child in the event of an iliness or injury which
requires emergency treatment. The emergency transportation service will determine the facitity 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 requires emergency treatment. I wish for the following action to be taken:

: ~SIGNATURE - .
This form shoutd be re\newed 12 months from the date the parent acknowledges accuracy and recelpt of polscies and
i procedures. B

Program Administrator/Designee Signature - Date

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. 7/2026) : Page 20f2




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

Parents: Complete this form or an electronic version in its entirety prior to the child’s fizst day of attendance and update annually and as
needed when a child has a special chronic health condition that may require the program te perform a medical procedure or administer
medication. The program may supplement or substitute this document with their own content equivatent form and request additional
information from the parent/guardian.

7 ey e T b 53 S 1
Child's Name Date of Birth

if the child does nothave a special chronic health condition or diagnosis check here: D i
Skip to page 2 to give permission to administer medication/medical foed. S

Complete a new form or provide separate documentation for each condition that requures dtfferent acttons 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? l:] Not Applicable

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

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

[lcatlo-1-1
[ ] call Parent

i:] Other:

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

if the speciat health condition does not require administering medication/medical food: STOP KERE AND SKIP TO PASER

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

DCY 01236 (Rev. 7/2026) Page 1of4




e  Prescription medications, including samples.

»  Non-prescription medicines containing aspirin.

e 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. '

Instructions from a licensed dentist, licensed physician, physician assistant (PA), or advanced practice registered nurse (APRN)
are required for administering:
= Medical foods.

Child's Name

Date of Birth

Weight (if needed to determine dosage)

What are the instructions to administer medication or medical food?

| I nNet 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/Medical Food

Time of Medication/Medical Food
Administration

] Administer because symptoms are
present

Time of Medication/Medical Foed
Administration

L] Administer because symptoms are
present

Time of Medication/Medical Food
Administration

1 Administer because symptoms are
present

DCY 01236 {Rev. 7/2026)

Page2of4




“Child's Name

PARENT/GUARDIAN
By signing this form | attest that: (check all that apply)
[ 11 have provided information for care or implementing a medical procedure
[_] 1 have 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
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)

If a Certified Professional Trainer provided instructions, my signature indicates that:

[t have provided instructions for care and/or training for the medical procedure.

[ 1t 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 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 01236 (Rev. 7/2026) Page3of4



Child’s Name

T R Rl

Name of M'édicétioﬁ/ M.edlcal, F'ood ]

Date Fime

Dosage

Signature of person administering medication/medical food

DCY 01236 {Rev. 7/2026)
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. Reset Forr

Chio 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 creating 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
your chifd.

Who is in the child's immediate family?

Who liveé at home with your child?

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

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

Are there any changes or fransitions 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 Detalis?

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

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? Tly¥esor [} No Additional Details? {Center based, in home, with family,
with parents, etc.) ‘

My chitddninks | I'milk, ] formula, T ] juice or iZ] water. _(Check aif that appiy}’
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 of 3



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

[Jactive [ adventurous [] affectionate [ enxious [ bossy [ bright [ busy [ 1caim [ cautious [ cheerful

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

[l happy [ hesitant [ insecure [7] jealous [T tikes structurefroutines [} toud [ loving [ meliow [} ouigoing

[ prefers adult attention ] quiet [] sensitive [] serious [] shares-weli ] social ] spontaneous [ stubborn [} feniative
L1 other:

Are there additional personality and behavior characteristics that would be useful to krnow about your chilg?

Are there things ihat frighten your child? If so, howr does he/she react and what do you do o comfort himfer?

What routines/actions or items do vou use to comiort your chifd?

What causes your child to Teel angry or frustrated?

What methods do you use to reépond o your child's negative behavior?

Does your child use any special comfort or support ftems that help him/her go to sleep? if so, what?

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

My child sits in a ] high chair, [] booster, | | ohild size chair oF {1 adult size chair. {Check the oo fhar applies.)

is your child toilet irained? ¥ not, have you started the foilet fraining process? Please explain the process used.

Does your child need assistance when using the toilet? 1If so, how?

What words, gestures o signs does your chilg use 17 he/she needs o use the bathroom?

Wheat 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 usually nap?

3

JFS 01511 {Rev. 10r2014) Page2of 3



Does your child have trouble steeping (Night terrors, trouble going fo sleep, etc.)? Please explain.

What might you andfor your child be anxious about as he/she 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 ather information would be helpful for the staff caring for your child to know?

Parent/Guardian's Signature Date

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

14220 Harvard Ave.
Cleveland, Chio 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

Fhereby 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 Signature

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

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 presenied to
me.

Parent/Guardian Signature

Pate







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

14220 Harvard Ave.
Cleveland, Chio 44128

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

Child Care Center 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 later than the 5% day of the month.

Monthly/Weekly

I 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 to 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 fong as
delinguent 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







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

Boutine Trip Destination(s) @W‘Q@Sﬁ%ﬁ“ %%W%%\}‘Qv 3 g 3” THaes e smﬁﬁ‘mﬂ WIS
LO0eery oo VT v Wi vied & Sheeere

Date of Permission (valfid for one year)

Mode of Transportation {(walking, schoo!l bus, public transportation, parent vehicles, provider vehicle and driver)

During this trip children will have access to water that is 18 inches or more i depth.
[1ves OnNo

Are water activities planned in water that is 18 inches or more in depth? [L]Yes [INo
(if ves, a swimming permission slip is required)

)Chﬁiid‘s ame

My child is
[ hot over 4 years and/or 40 Ibs [J over 4 years and 40 lbs 7] 8 years and/for aver 4’ 9"

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

Parent's Signature Date

DCY 01225 (Rev, §/2025)






CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2026.2027

INSTRUGTIONS: To apply for free and reduced-price meals, read the household Letter and instrucions 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 appiicable
enforcement agencies. Parents/guardians are not required to consent to this disclosure. Part 1 is to be completed by all households. Parf 2 is to be used only
for & ¢hild living in 2 household receiving food assistance (SNAF) or Ohio Works First (OWF) benefits. Part 3 1s only for children NOT receiving Food
Assistance or OWF benefits. Parf 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 rmust be completed annually and valid for only 12 months.

CHECK IF PART 2 ~ LIST EACH CHILD’S FOOD ASSISTANCE
CENTER NAME AFOSTER {SNAP} OR OWF CASE NUMBER, IF ANY. A VALID

Eg;"lg;t CASE NUMBER CONTAINS 7 DIGITS.
PART 1 - PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibilty of ‘
awelfare sgency i Check fype o FOOD ASSIS TANCE (SNAPGr
* NAME OF ENROLLED CHILD(REN) AGE | BIRTHDATE | greoutt Attach b of ponot: 0 OHIC WORKS FIRST (OWE)

1. I:]ﬁ CASE NO.

2 . l;;li CASE NO.

3. mj CASE NO.

4. i CASEND, | oo o

PART 3 - TOTAL HOUSEHOLD SIZE, TOTAL HOLUSEHOLD GROSS INCOME AND HOW OFTEN 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 to Part 4.

a. LIST NAMES OF ALL b. CHECK ©. GROSS INCOME during the last month {amount earned before taxes & other deductions) and
HOUSEHOLD MEMBERS IF HOW OFTEN IT WAS RECEWED: Weekly, Every 2 Weeks, Twice Per Month, Monthiy, Annually
INCLUDING CHil.DREN '}’Sgg;% 1. Eamings from work 2. Welfare payments, 3. Pensions, retirement, 4. All Other Income
LISTED ABOVE IN PART 1 before deductions child support, alimony Soclal Security, S84, VA

EXAMPLE; JANE SMITH § amount / how often | $ amount/ how often $ amount / how often $ amount / how often
1. 5 { § ! $ / 5 {
2, $ / 3 { $ / 3 /
3. 3 { $ / 5 ! 3 /
4. $ / $ / $ / $ /
5. $ ! $ { 8 / $ /
6. L_F !l s / $ / 8 / $ i

PART 4 — SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: Aduit household member must sign/date form. If Part 3 is completed,
the adult signing the form must alse list last 4 digits of his/her Social Security Number or check the “I do not have a Social Securify Number” box.

| certify that af! inforrnation on this form is true and correct and that ail income i reported. ! understand that the center wili get Federal Funds based on the
information. | understand that CAGFP officials fmay verify the information. | understend that if [ purposely give false infermation, § may be prosecuted.

*If Part 3 is completed, . ﬁD} :
insert last 4 digits of Social Security Numberl : k
* * . (Checlk if applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE E:], 1 do not have a Social Security Number
Print Name; Daytime Phone Number; Work Phone Number;
Street/ Apt City / State / Zip: County: o
PART 5: RACIAL/ETHNIC IDENTITY {Qptional): Please check appropriate boxes to identify the race and ethnicity of enrolied child{ren).
American indian or Alaska Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White Other
Please mark one ethnic identity: [T1 Hispanic or Latine . {1 Not Hispanic or Latino

Privacy Act Statement: The Richard B. Russell National School Lunch Act requires the information an this application. You do not have to give the information, but if you do not, we
cannot approve the participant for free or reduced-price meals. You must includa fhe last four digits of the Soclal Security Number of the adult household member who signg the
application. The Social Security Number is not required when you apply on behalf of & foster child or you list a Supplerental Nutrition Assistance Program (SNAP), Temporary
Assistance for Neady Families (TANF) Program or Food Distdbution Pragram on Indian Reservations (FDPIR) case number for the participant or other (FDPIR) identifier or when you
indicate that the adult household member sigring the application does not have a Social Security Number. We will use your information to determine if the participant is eligible for

free or reduced—-erice meals, and for administration and enforcement of the Program,

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

Complste information below only if qualifying child(ren} by househeld mcome frorm Part 3. Application Certified/Categorized as:
Pe{ the total househc_)ld size, compare tgta!_househo!d_income_to.the U.SD/S\ fncome Eligibility O FREE, based on o Food Assistance/OWE Case No.
Guidelines to determine correct categorization. Wren income is listed in different frequencies N .
. 4 h . 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 (hiweekiy) X 26, Twize per Month (semimontaiy) X 24, Monthiy x 12 O REDUCED-PRICE, based on Household size and
income
Totaf Total Household Income: $ 0 PAID, based con o Income too high
Househaold o Incomplete
Size: Per: o week o every two weeks o twite per month o month o year o Invalid case number or information
Signature of Sponsor / Center Representative Date Sponsor Cerfified/Catagorized Form  Effective Date Expiratiors Date
Note: Effective date is determined by garent or sponsor signalure date as selected on CRRS application. {From the first of month ofdate signed) {Valid untii last day of menth inwhich
It date of parent signature is nol within month of cerlification or immediately preceding month, form was signed one yesrearlier)

sffective date must be date of sEunsur certification.




HOUSEHOLD LETTER - Dear Parent or Guardian

Piease help us comply with the requirements of the 1.5. Depariment of Agriculture’s Child and Adult Care Food Program (CACFP) by completing the attached income eligibility application for free
and reduced-price meals. All information will be freated with sirict confidentiality. The CACFP provides refmbursement o the child care center for healthy meals and snacks served to children enrolled
in child care. The completion of the income eligibility application is optional. Complets the application on the reverse side using the instructions below for your type of household. You or your
chilgrer: do not have te be U.S. citzens to qualify for meat benefits offered a the child care center. Households with incomes Jess than or equal to the reduced-prics values listed or the chart at the
bottom of this page ave efigible for free meal benafits. An appiication must contain complete information to be considered for free o radiced-price meals, Households are no foriger required to report
changes regarding the increase or decrease of income or hiousehold size or when the household is no longer cexfified eligible for food assistanrce (SNAP) or Ohio Warks First {OWF). Once approved
for free or reduced- price benefits, a household wili remain efigible for these benefits for a period not to exceed 12 months. During periods of unemployment, your child{ren) is efigibie for meal
reimbursement provided the loss of income during this ime causes the family to be within eligibility standards for meals. In operation of the CACFP, no persen will be discriminated against because of
rage, solor, natienal origin, sex, age or disability §226.23(g)(2){v). If you have questions regarding the completion of this application, contast the chifd care center.

PART 1 - CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART {*dencfes required info)

e Printthe name of the child{ren) enrolled & the child care centar. All ciildren (including foster children} can be listed on the same application.

o Listthe enrolied child's age and birthdate.

o Check box indicating if the chiid is a foster child. Foster children that are under the lagat responsibility of the foster care agency or court are eligible for free meals. Any foster child in the
household is eligible for free meals regardless of income. Attach documentation to show foster child status,

PART 2 — HOUSEHOLDS RECEIVING FOOD ASSISTANCE OR OHIO WORKS FIRST; COMPLETE THIS PART AND PART 4 - If a child is 2 member of a food
assistance {SNAP} or OWF household, they are automatically sligible to receive free CACFP meal benefits.
Circle the type of benefit seceived: Food Assistance (SNAP) or Chic Works First (OWF),

o Lista current food assistance or OWF case nusnber for each child. This will be 8 7-digit number. Do not fist a swipe card number.

SKIP PART 3 - Do not list names of household members or income i you listed a valid Food Assistancs {SNAP) or OWF case number for each ehild in Patt 2,
PART 3 - TOTAL HOUSEHOLD SIZE, GROSS iINCOME AND HOW OFTEN RECEIVED: ALL OTHER HOUSEHOLDS COMPLETE PARTS 3 & 4.

a)  Wiite the names of afl househeld members including yourself and the child(ren) that attends the child care center, noting any income received. A ousehold Js defined as 2 group ofrelated
or unrelated individuals whe are living as one economic unit that share housing andfor significant income and expenses of its members. This might include grandparents, other relatives, or
friends who five with you. Aftach another piece of paper if you nesd more spacs fo fist ali household members.

b}  Chack the box for any persor: fisted as a household member (including children) that has no income.

6} Foreach household member, list gach type of income received during the last month and Fist how often the moneywas receivad.

1. Eamings from work hefore deductions: Write the amount of tofal gross income each housshold member received the last month, befors taxes/deductions or anything else is taken
out {not the take-home pay} and how often it was received (weekly, every two wasks, twice per month, monthly, annually). Income fs any money received on a recurring basis,
including gross earnied incorme, Households are not required to neluds payments receivad for a foster child as income. if any amount during the previous month was mote or less
than usyal, write that person's usual monthly income. i you normally gat overtime, inciude it, but not if you only get it sometimes. If you are in the military and your housing is part of
the Military Housing Privatizatian inltiative and you receive the Family Subsistence Supplemental Aliowance, do not include these allowances as Incorme. Also, regarding deployed
sarvice members, ondy that porticn of a deployed service member's income made avaliable by them of on their behalf to the housshald wi be counted as income 16 e househald.
Combat pay, including Deployment Extension incentive Pay (DEIP) is also excluded and will not be counted as income to the housshoid. Al cther allowarices must be included in
your gross ingome,

2. Llgtthe amount each person dot the last montk: frem weifare, child support or alimony and list hiow ofien fe money was recaived,

3. List the amourd each person got the Jast month from pensions, redirement, Social Security, Supplemental Seeurity Income (SSY), Veteran's (VA) benefits or disability benefits and
list how often the money was received.

4. Listall other income sources. Examples includs: Worker's Compensation, sirike benefi's, unesployment compensation, regular centributions from people whe da not five in your
household, cash withdrawn fom savings, interest/dividends, income from esiatesitrusisfinvestments, net royalties/annuities o any other income. Seff-employed applicants should
report income after expenses (net income) In totumn 1 under eamings from work. Business, fasm of rental property repert inceme should be entered in column 4. Do not include
foud assistance payments.

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

8) ™Al appiications must have the signature of an adult household member.

&) " Theadult signing the application must also date theform.

¢}~ Only an application that lists income in Part 3 must have the last four digits of the Soclal secusity numbar of the aduit who signs. If the adult does not have a social security number,

¢check the box marked, 1 do not have a Social Security Nymber.” If you listed food assistance ar OWF number for each child or if you are applying for a foster child, the last four digizs of
the sociat security number are not required.

PART 5~ RACIAL/ETHNIC IDENTITY - OPTIONAL
You are not required to angwer this part for the application to be consldered complete. This information s collected to make sure that evaryone is ireated faily and will be kept confidential. No
chitd wil be discriminated against because of race, color, national origin, gender, age or disabifity.
NON-DISCRIMINATION STATEMENT: In ancordance with federal eivif rights law and USDA civil rights regulations and policies, ihe USDA, its agencies, offices, empioyees, and instiutions
participating in or administering USDA programs are prohibited from discriminating based on race, colar, national origin, refigion, sex, disability, age, marital status, family/fparenial siatus, incorms
tefived from a public assistance program, poiitical bsliefs, or reprisal or retaliation for pricr civit rights activity, in any program or aciivity conducted or funded by USDA {not all bases appiy fo all
programs), Remedies and complaint fifing deadlines vary by program or incidant.
Persons with disabilities who require alfemative means of communication for program information fe.g., Braille, large print, audiotape, American Sign Language, efc.) should contact the state or local
agency that administers the program or contact USDA through the Telacommunications Relay Service at 711 (voice and TTY). Additionally, program infosmation may be mate avafiable in languages
other than English.
To flle a program discriminafion complaint, complete the USDA Program Discritnination Complaint Form, AB-3G7, found online ai How io File a Prograrn: Discrimination Complaint and at any USDA
office or write & letter addressed t USDA and provide in the letter all of the information requested in e form. To request a copy of the complaint form, call {8686) 632-6992. Submit your compieted
form or letter to USDA by:
Mall: U.8. Depariment of Agriculture, Office of the Assistant Secretary for Givil Rights, 1400 Independance Avenue, SW, M Siop 9410, Washington, D.C. 20260-8410; Fax: (202) 680-7442; or
Email: progsasm iskeBusdn gov
USDA Is an equal opportunity provider, employer, and lender.

REDUCED-PRICE INCOME ELIGIBILITY GUIDELINES
Guidelines to be effective from duly 1, 2026 through June 30, 2027,
Households with incomes less than or equal to the reduced-price values beiow are efigible for free or reduced-price mealbenefits,

Number of Members Arnuai Monthly Twice PsrMonth Every Tuwo Waeks Weakly
1 $28,526 2,461 1,231 1,136 568
2 $40,034 3,387 1,669 1,540 e
3 $50,542 4,212 2,106 1,844 972
4 $51.080 5,088 2,544 2,348 1475
5 $71,658 5,964 2,882 2,753 1,377
3 $82,066 5,839 3,420 3,157 1,579
7 $az.574 T.715 3,858 3,561 1,781
24 $103.082 8,591 4,206 3,965 1,983
Each Additiiraa‘; Member $10,508 87% 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 from having an enrollment form on file aze: Emergency Shelters, Outside School Hours, Youth Development & Afier School at Risk

Instructions t¢ Complete

®  All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Startcenter.
o List the child’s name, age, birth date, the days and hours norrnally in care and the meals normally received while incare.
e If schedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart,

If the child comes before and after school, list the hours in care for both the morning and afternoon.

e  CACYP 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 NAMKE AGE BIRTHDATE !/
{please print} month  /

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 () meals child normally receives while in care

Days Child
Normally in
Care

AM PM
Arrive Depart Arrive Depart | Breakfast| Snack | Lunch | Snack

Evening
Supper Snack

Menday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

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

SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN . NUMBER
MAJILING ADDRESS

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

month / day / vear

Tt accordance with federal civit rights law and USDA civil rights regulations and policies, the USDA, its agencies, offices, employees, and institutions participating in or
administering USDA programs are prohibited from discriminating based on race, color, national origin, religion, sex, disability, age, marital status, family/parental status,
incore derived from a public assistance program, political beliefs, or reprisal or retaliation for prior civil rights activity, in any program or activity condueted or funded

by USDA (not 21l bases apply to all programs). Remedies and complaint filing deadtmes vary by program or incident.

Persons with disabilities who require alternative means of commusication for program information (e.g., Braifle, large print, audiotape, American Si gn Languags, 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 then English,

Ta file a program diserimination 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 latter addressed to USDA and provide i the letter all of the information requested in the form. To request a

copy of the coraplaint form, call (866) 632-9992, Submit your completed form or letter to USDA by:

1. Mail: U.8. Department of Agriculture, 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, employer, snd lender.

Revised 8/2025

Ohio Department of Education and Werkforce - Office of Nutrition







Mi Parentst Thank you for inguiting about our chiideare vrogram, Pleasg complete
Lils guide thyoughly and honestly, Wa use this gulde as a way to help us Improve
our services prl Eaulld a quelity relatlonship with you, We promjse we will not sale

f rant your iInforrastion. We value you and appreciate your tima, Enrolling vour
child with us would be our pleasurel

PR TGO VAT IO
Pabe
Moane_ . Aadrhraus

First {.ast
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Reading (Best Rogl) Writheg
Sperts (What Type) :
Chureh {Where Do You Atlend)
Worl Other

Shopping {Where Do You Shop)
Dining Out (Whaere Do You Dina)

Dance

WO GHILEYS INPOIMATION:
Mo Ags o PO

What Challengss Are You Having With Finding Guelity Childeare That BEST
fits you? Check Al Thet Perlains To You,
Affordalflity__Guality__ Locatlon,_ Hours__Aveilability _ Other (Please
Explalng

;ﬁm

LR PARENT SR BRCTATIONS §
How did you find oul alsout our chifdears progrand?

Dascribe the best thildenre exporienae vau wont for
your hild?
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LR CHILOTIARE ALARSH DTA0LE,
Bescribe what you found halphul during yaur tour with us?
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What imprasee voy the moat ahout qur shildeora programy

L e 1] LTI SR YRR PR

e e b

SERMEI L P UL 593 o o
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What plse can we ddo bo further wmig, you?

OO RBERARGH PURBOSBES,

Mow did you Bnd out about ugh

W Yo G Qi T Our Gompany Welsives
[

e e

Rty

I You Gaogle LI?,,...... Did You Review Our Facehook Thnelne?

PP ——

Rl Vesu Rewvlaw Cur Youtube Page?

TRt e

In"Tha Lant Waalt Fow Many tacallons Have Yau Toured Besidas Ua?

e

Fhank yau se migh far your tiel We would love to offar you our
ment clopls, Pleass refurn ¢ .
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ﬁamﬁ ﬂutrztzm ’today means a stmnger tomorrow!

This day care receives
support from the Child
and Adutt Care Food
Program toserve
healthy meals to vour
children.

Meals served here
must meet USDA’s
nutrition standards.
Questions? Concerns? |

Child Care Resources CACFP Program Specialist
203 Hull St SuitA 25 S Front St

mm VA 23224 Columbus, OH 43215
8776446388

Learn more about CACFP at USDA’s website

USDA Is an equal opportunity provider, empioyer and lender.

United States Department of Agriculture
Food and Nufrition Service FNS-317
November 2019




iBuena nutricion hoy significa un mafiana mas saludable!

Esta guarderia infant!
recibe ayuda del Child
and Adult Care Food
Program para servir

midas nufritivas a sus
ninos.

@@mi das servidas

d Care Resol @A@F@ Program Spedialist
203 HI St SR A 255 Front St
ichmond, VA 23224 Cohrbus, OH43215

Aprenda mas informacidn sobre CACFP en el sitio web del
USDA: htlps//www.fns.usda.gov/
USDAesun pmveecicr ermpleadory prestarmisia que ofrece igualdad de omﬁum@ad

United States Dapariment of Agriculiure
Food and Nutrition Service FNS-317
Noviembre 2019
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Faderalizw and the 48, Depabment of Agﬁizmﬁur«é

LUSDA) civil dghis Fegulations and policies, ihis instiation jo frofibited
& from discrimingting on the basis of raoe, color, salioral origin finciuding
English proficlency;, welighn, sex, disability, age, maritsi siadus,
Tamily/parertal siztus, income desved from a public assisiance program,
pofitical bellefs, reprisal or setaliation for prlercivil rights activiy in &ty
g e achivity cuaducted or funded Ty UEBA. Mot.all profibied
bhases.apply toal programs)

FProgram isformation wmaybe made avaiiable in Ianguages ether than

Englt eranns witl dissbilliies win sequire allermative means of
corumunication for program information {e.g., braille, large pring,
avdipiaps, Ameriesn Sigy ‘Language) shouid comtact the responsibile
State-or iocal Agency that administers the program or comtact LISHA
through fue Telecommunications Relay Service at 711 {voice and TIY.

Tofie.a program discrimination complaing, & complainant should
compiste.a Fom ADBO27, USBA FProgram Discrimination Compizint
Fosm, which £on he nbisined ealine at

EmE 5 Shesioshn s e mens 00y Ak, from
any ice, by calling (866) 6329692, or by weifing & dstier
addessed te WSDA. The jefers ust-contain the complainants ke,
address, telaphons number, and o -weitlsn description of ihe alleged
discririnatery action sufficlent-deisil to it the Gifica of the
Asslstant Secretan il Rights (OASOR)-about the nature and
dzie of an alleged-olvi ahts vielation. The completed ADNZO2T Forem
ordeter must be submitted 4o LUSA by

Eiestd

U8, Department of Agriculturs

Cflos of the Assistant Seceetary for Thvil Righis

400 ingependence Avens, S

Washington, £.0. 2028084400

Ete iy

This inglitaion is an squs) Spperiumity provider.

e s
e acuerdo con i ley federal y jas reglamentasionss v politicas de
dereches clvlies del Depsitamento de Agriculiure de los B, 44,
{148, Department of Agrculiure, ISEAY, estainsiitucion tiene
profibiio discriminar por metives de raza, Colerc pats de-ongen
{incluyende domirie fimitede e inglés), refigion, sexo, disgcapatidad, edad,
esiade oivl, estado familiar / parertal, agreses yrovenienies de un
LEDgrama de asistencia bitics, creencias politices, represatias o vaRganza
por haber parlicipade anterdermente en actividades relacionadas con los
dereches sivifes en cualquier programa o actividad Hevade a cabo o
fnanciade por-el 5, {Motodas las causas dediscriminacian probflfdas
se aplicen & fodos los Drogramas).

Leinfarmacion del programa puede ostar disponible en idiomas distintos af
ingiés. Las persones con discapacitades ate requieran medios aiternativog
de-comignicacién para obienerinformacidn tei Programa {p. 2L, praite, laws
grahte, oltftas de audie y lengugje de sefias amesitano} deben
eamynicarse con la agencia-estaial o losal rEBpunsRble TUe suminivira of
PROgrEME & -comsnicarse ton el WSHin a Iraves el Senvicie de
Retransmisién-de Telecomunicaciones al 714 {voz y ¥T¥),

Fora pressrtartng quela pordiscirminacion en of pregrams, ©f redlamanie
debe completarel formutaria AD-3027, o formuilatio de qeajs por
discriminacion-anef programa def UBDA, que s pusde obisner en linea,
cuizigeier oficina del USDA, llamande & {886} B32- 9892 0 escriblends una
caria dirigida al U8DA. L3 carla dabe tonar

elaombre, ta diecoion, teléfone del reclamants y ung-desciipeitn escrita
e ia supuesta accisn discritrinatoda con suficiente detalle para informar
alsubsErrenid S Yerschos tivikes (ASOR) sobre lanaturaieza W iafecha
e una supuests violacion e log deraches civiles, Bl formulatio AD-3027 o
la carta completos deben enviarss = SDA por

O

U8, Daperimsni of Agtculiure

Qifice of the Assistant Becretary for Civil Bights

1496 Independence Avenus, SV

Washingior, D.C. 2025004 18;0"

carves elecinbnico:




This childeare facility pﬁﬁiﬁas: ir the Child and Aduit Care Food Fmgmm i%CFP}} a federal prograra that provides.
healihy mesk ang snacks o children recelving day care.
Each day millons of chifldren pariicipate in CACED 3 childcare homes and conters across the cousny, Providers e

refmbursed for serving nuiriious meals which meet USDA requiremenis. The program plays oovital m%er i mproning Hhe
nuelity of day care and making i more shiordabie for low-income families.

fieals CACFP homes and centers follow meal requirements esicbiished by USBA,

| Bregkiast - Lunch or Suspesr | Seacks [Two of e

] ' . fve compomonis)
Tk - Wik - Mtk

| Fruit OR Vegeiable bzt or meat ehemate Rbost o et alfernate
e Crafers or bread: o ) .

- Graing or Bread” Vegsteble AND Srains oF broad
“MeatiMeat Alomate MY | koo ascond Vegetable (Bsering | | oL

- replece entive grain up e ' two vegeiables they must e Yagstable

| Dximmek | cliffevent foods)

Barticipating Facilities

Many different homes and ceniers operate CACFP and share e common goal of brmging

meals and snacks to participants. Pardicipaling faciiities indlude:

o Ghild Care Centers: Licensed or spproved public or private onorof childoare conders,
Hegd Rfer programe, and some for-profit conters.
Family Child Care Hemes: Licensed grivale homes.
After Schoot Care Programs: Canders in fow-income areas provide free snacks andior
meals o school-age chitdran and youls,

o Emergency Shelters: Programs providing meals fo homeless chifdren.

Eligibility State agencies reimburse fecilifies that offer non-residential day care to the iollowing childiem:
o+ Children aged 12 and under,
e« Migrand chiidren aged 15 and voungsrs, and
= Youlhs through 18 ih emergency sheliers and after school care programs in needy amas.

Contact information

¥ you have gueslions shout CACFP, plesse conliact one of the following:
hio amen% @ Education and Wor

GAGFQ Proeﬁam S;gec;aks*é
25 5. Front Seet, MS 303
Cowrbys, OH 432154182
Phonge: §14-456-2945

TFolt Frag: 1-200-808-8235

Child Care Rescuress, .
5 East 2™ Sheet
Richrnond, YW 23224

Tolk Fres: 1-855-427-2888

Mondiscrimination: naccordance with fadarat civit rights law and LISDA okl rights regulations and policies, the USDA, s agencies, offes,
emplovess, and insiilulions paricipaiing in or adminisierng USDA programs are probibifed frors discrimvinrating based omn racs, coler, nafonal origim,
religion, sex, disabilly, age, marital siatys, famibperental sialus, income derived from 2 public assisiance progrears, pofifcal boliefs, or eprisat or
rotaifation for prior civil ights. aclivity, in aay prograr orF astivity conducted or funded by USDA fnot &l bases apply fo 3t programe), Remudies and
compiaint fling deadlines vary by program or mcident.

Fersons with disabliities who requise sltemative means of communication for program infermation (a.g.. Braille, large print, sudictaps, Amercan Sigm

Language, ete.) stroult: contact the state or local agency that administars o program: o cortact USDA drough the Telecommunications Refay Service: 2
74+ bvoice amd TTY). Additionally, srogram mfosmeation may be made aveilable in languages cifer than English.
To fle 2 program: discrimination complaing, complets the USEH Prograrm Discrimination Complzint Forrs, ADR-3027 | found onfine: st How o File 2 Prograns

Disormination Compisint and of any IL?SIDA office or wile  leller addressed o USDA and provide in the ettor ot of the-information. requesied im ihe farm:
To reguest o copy of the complaipt forar, ool (365 632-3092. Submit vour complated form of intler fo USDA by
il LS. Deparment of Agriculiure, Ofice of the Assistant Sccratary for Chvil Rigits, 1460 independence Avernue, SW, Mall Siop 8418,
Washingne, .0, 20250-84%0
7. Faw 202Y880.7442; or
3. Emslh programinkbefiusdagny.
UBDA iy an caust oppORUnITy provider, employer, and fomder.

Fevisec 082045




