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

14220 Harvard Ave.
Cleveland, Ohic 44128

(216)561-3274 phone
(216) 561-3293 fax

L 4035 E. 141st Strest
Achievement Cleveland, Ohio 44128

216) 785-9982 phone . .
EZlG% 785-9814 ?ax Regustr&tmn Form

Children Information

Name

Address

Teleghone

Date of Birth

Sex

List names of people whe will pick up vour child,

1L

2.

3,

4,

Mother

Name

C Age Marital Status

Name of Employer/Training Program/School

Hours and Dates of Worly/School

Phone Number of Work/School

Father

Age Marital Status

Name of Emplover/Training Program/Schoo!

Hours and Dates of Work/Schoo!

Phone Mumber of Work/School




Graater Achievement Child Enrichment Caenter L. & 2
Enriching children for the future

14220 Harvard Ava.
Claveland, Ohio 44128

(216)561-3274 phone

(216} 561~3293 fax

4035 B, 141st Street :
Cleveland, Ohio 44128 .
{216) 785-9982 phore :
(216) 785-9814 fax

Gefting to know vou and your child

Nymber of children in the family

is the child being enroiled the oldest, youngest, only child, gtc.

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

Has the child attended another daycare?

Is there anvy information we need to know about vour child?

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

What would you like the center 1o do for your child this vear?

in the event of an emergency and the parents cannot be reached please contact the Tollowing

Name Name
Teiephone Telephone
Relationship Relationship

.Addrass ] Address




Ohio Department of Children and Youth

CHILD ENROLLMENT FORM FOR EARLY CARE AND EDUCATION PROGRAMS
Parents: Complete this form or an electronic version in its entirety prior to the child’s §

rst 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 frem 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 [Same as Chiid’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 Parent#2 Phone Number

Not Applicable

Parent #2 Address (JSame as Child’s City State Zip Code

Parent #2 Email Address {if applicable) Parent#2 Celi Phone (if applicabie)

Parent#2 Work/School Name (if applicable) Parent#2  Work/School Phone Number (if applicable)

Primary Emergency Contact #1 Name {cannot be parent/guardian}

Check here if
Net Applicable

Optional Emergency Contact #2 Name
{cannot be parent/guardian)

Primary Emergency Contact #1 Phone Number

Optional Emergency Contact #2 Phone Number

Primary Etnergency Contact #1 Other number or email address for
emergency contact (if applicable)

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

My child may be released to this emergency contact

1 Yes
[] Ao

Optional My child may be released to this emergency contact

T ves
[Cno

Does your child have a chronic health condftion or diagnosis that requires the program to: observe or monitor symptoms, administer medication,
serve medicat foods, perform medical procedures, avoid specific foods/environmentat conditions/activitias, or allow 2 school age chitd to carry and

administer their own medication?

1 VYes (complete or provide a Health Care Plan, documentation from a license

e

d physician, or an electronic equivalent)

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

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

[ w/a

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

A

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

D Yes
Mno

i Name of service provider(s} and frequency

I=[Y

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 witl determine the facility to which my child will be
transporied.

[ ] 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. | wish for the following action to be taken:

SIGNATURE
Thls form shouid be rewawed i2 mon&hs fmm thie date the parentacknowledzes accuracy and: recelpt ofpoliciesand
- ‘pmcedures,

| Program Admxntgtrator[Des:gnee Srgnature ‘ " A Date

- Parent/Guardian initials {1 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 Admiinistrator/Designee Initials Date of Review

DCY 01234 (Rev. 7/2026) ' Page2of2




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 {o the child’s first day of attendance and update annually and as
needed when a child has a special chronic health condition that miay recquire 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 the parent{zuardian.

B e

ate of Birt

- Hthe child dqes;;noth‘ave-:-ag;p’e,tia;l;chro.n“ic;:h'ealth,rcoandiﬁon;ar&E-agnosis-checrk;he_rex:-[]_
Skipto page 2togive permission to administer medication/medical food.
Complete a new form or provide separate documentation for each condition that requires different actions to be taken.

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

Special Chronic Health Condition

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

What are the activities, foods, conditions, etc. to aveid? [_] 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
foltowing:

Mcall9-1-1
D Call Parent

[T other:

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

If the special health condition does not require administering medication/medicai food: STOP HERE AND SKIP TS PAGE 2

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

DCY 01236 (Rev. 7/2026) Pagelof4



Instructionsfmm a hcensed dentlst licensed physman physu:ian a551stant {PA), or advanced practice registered nurse {AP RN)
are required for administering:
s Medical foods.
e Prescription medications, including samples.

-« Non-prescription medicines containing aspirin.
¢ Topical preventative products and lotions or non-prescription medications, when the instructions for use exceed ordo
not match the manufacturer'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?

[ 1not Applicable: Instructions are not reguired 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

D Administer because symptoms are
present

Time of Medication/Medicatl Food
Administration

] 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 I attest that: (check all that apply)
[1have provided information for care or implementing a medical procedure
[ 11 have trained staff and have given permission to perform the procedure
[ 11 have trained staff and have given permission to administer medication to my child

Parent Signature Date of Signature

LICENSED PHYSICIAN, PHYSICIAN ASSISTANT, ADVANCED PRACTICE REGISTERED NURSE, LICENSED DENTIST
Heatlth 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 reguired if the parent/guardian has provided instructions for
care, training, or administering medication)

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

[ 11have provided instructions for care and/or trainin g for the medical procedure.

[ Tihave 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




i

Chitd’s Name

Date

Time

Uosage

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 (SU‘E‘@)

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

By providing compiete mfonnafion about your child, you will be assisting sfalf in creafing a posilive experience for Fim/her while in
care. List any information about your child's habits, abiliies or personaifty that you foel wili be helpful fo the staff while caring for
your chiid.

Who is in the child's immediate family?

Who lives at heme 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 cusiody specifications, eic.?
Additional Details?

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

Are there any cultural or rehgious praclices of your farnily we should be aware of? (Distary restrictions, ciothing, 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 arangement? [_] Yes or [_] No Additional Details? {Center based, in home, with family,
with parenis, etc.)

My child drinks [ milk, [_] formula, [ juice or [_] water. (Checi all that apply)
How much and how often?

Does your child have any favorite foods?

Does your child disltke any foods?

Are there any foods your child should not be fed" {Licensing requires documentation be completed for children with food
allergies andfor dietary restrictions) ‘

JFS 01511 {Rev. 10/2014) Page 1 of 3



Please check alt of the words that best describe your chiid's personality and behavior

[ active [] adventurous [] affectionate [[] anxious [ bossy [ brignt [ busy [] calm [ cautious ] cheerful

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

[ Ihappy [ hesitant [J insecure [ jealous [ iikes structurefroutines [} loud [Jloving [] meliow ] outgoing

[ prefers adulf aitention [ ] quiet [ sensitive [] serious [ shares-well [} social [] spontaneous [ stubborn [] tentative
[] other:

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

Are there things that frighten your chitd? If so, how does he/she react and what do you de to comforf him/her?

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

What causes your child o feel angry or frustrated?

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

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

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

My child sits in a [] high chair, L] booster, [_] child size chair or [_] adult size chair. {Check the one that applies.}

Is your child toilet trained? If not, have you started the foilet training process? Please explain the process used.

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

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

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

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

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



Does your child have troubie sleeping (Night terrors, trouble going to sleep, efc.)? Please explain.

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

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

What are your expectations of this program?

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

Parent/Guardian's Signature

Date

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

14220 Harvard Ave.
Cleveland, Ohia 44128

{216)561-3274 phone
(216) 561-3293 fax
4035 E. 141st Street
Achisvement Cleveland, Ohio 44128
(216) 785-5982 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 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

I 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. I will follow the rules and procedures of the program that have been presented to
me.

Parent/Guardian Signature

Date







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. 141ist Street
fAohieverent Cleveland, Qhio 44128
(216} 785-9982 phone
(216} 785-9814 fax

Child Care Center Fee Agreement

i, , am responsibie 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

| 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 long as
delinguent copayments are owed to the child care provider, unless satisfactory arrangements are made
to pay delinguent 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
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Ohio Department of Children and Youth
ROUTINE TRIP PERMISSION FOR CHILD CARE

Routine Trp Destination®s) G- ¢ et ATIRVR. § & 3, Tuwwas S  Notrare WAOES
L%\’Jﬂx‘"{b‘“\g‘ e ABED e Pur verd & Shhede e

Date of Permission (vafid for one year)

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

During this trip children will have access to water that is 18 inches or more in depth.
{1Yes [(INo

Are water activities planned in water that is 18 inches or more in depth?  [] Yes M No
(if yes, a swimming permission slip is required

Child's Name

My child is
[ not over 4 years and/or 40 bs [Tl over 4 years and 40 Ibs ] 8 years and/or over 4° 9"

I 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 FOOD PROGRAM: CHILD 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 Letter and instructions on backside of this farm. Compiete application and
return o the center. In accordance with the NSLA, information on this application may be disclosed to other Child Nutrition Programs or applicable
enforcement agencies. Parents/guardians are not required to consent to this disclosure. Parf 1 is fo be completed by all households. Par 2 is to be used only
for & child living in & household receiving food assistance (SNAP) or Ohio Works First {OWF) benefits, Part 3 s only for children NOT receiving Food
Assistance or OWF benefits. Part 4, an acult household member must sign and date form; the last 4 digits of social security number must be listed if Part 3
is completed. Part 5 Is optional. * Asterisks indicate info that must be completed. The form must be completed annually and valid for only 12 months.

s
CHECK IF PART 2 - LIST EACH CHILD'S FOOD ASSISTANCE

CENTER NAME AToNDT | (SNAP) OR DWF CASE NUMBER, IF ANY. A VALID
(The foont CASE NUMBER CONTAINS 7 DIGITS.

PART 1 ~ PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibility of _ ‘

X awelfare ageney I Check fype o FOOD ASSISTANCE (SNAF) or
NAME OF ENROLLED CHILD(REN) AGE | BIRTHDATE § oo Wach & of benefit 0 OHIO WORKS FIRST (QWF)

1. CASENOC. | __ __ _ . ..

2 CASENO. | — — — — — — —

3. CASENO. | . — .

4 CASEND. | — — e —

PART 3 ~ TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List names of all household
members. List all gross income: {ist 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 earnad before taxes & other dedustions) and
HOUSEHOLD MEMBERS U HOW OQFTEN IT WAS RECEIVED: Weekly, Evary 2 Weeks, Twice Per Month, Monthly, Annually
INCLUDING CHILDREN ’\I‘ggg;% 1. Eamings fromwork | 2. Welfare payments, 3. Pansions, retirement, 4. All Other Inicome
LISTED ABOVE IN PART 1 before deductions chitd suppors, alimony Social Security, $SI, VA

EXAMPLE: JANE SMITH $ amount / how often |  $ amount / how often $ amount / how often | § amount / how often
1 $ I $ / $ / % !
2 5 / 5 / 3 / k) !
3 $ / 3 i 3 / $ /
A 3 / $ / $ / $ /
5 $ i $ ! s / 5 /
6. L1 s / $ / 5 ; $ /

PART 4 -~ SIGNATURE & LAST £ DIGITS OF SOCIAL SECURITY NUMBER: Aduilt household member must sign/date form. If Part 3 is completed,
the adult signing the form must also fist last 4 digits of hisfher Social Security Number or check the *i do net have a Social Security Number” box.

| certify that all information on this form s true and correct and that all income is reported. | understand that the center will get Federal Funds based on the
information. | understand that CACFP eofficials may verify the information. | understand thet if | purposely give false information, | may be prosecuted.

* If Part 3 is compieted, E-__] DD D
insert [ast 4 digits of Social Security Number - f 1
* * . {Check if applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE I::l; | do not have a Social Security Number
Print Name: Paytime Phone Number: Work Phone Number:
Street / Apt: City / State / Zip: County: )
PART 5: RACIAUETHNIC IDENTITY {Opticnal): Please check appropriate boxes fo identify the race and ethnicity of enrolled child{ren).
American indian or Alaska Native Asian Black or African American
MNative Hawaiian or Other Pacific Isiander White Other
Please mark one ethnic identity: [} Hispanic or Latino ) 1 Not Hispanic or Latino

Privacy Acl Staterment; The Rickard B, Russell Nationzl Sshood Lunch Act reguires the information on this application. You do not have to give the information, but if you do not, we
cannot appreve the pariicipant for free or reducad-price meals. You must include the last four digits of the Social Security Murmber of the aduit household 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 Supplemental Nufrition Assistance Program {SNAP), Temporary
Assistance for Needy Families {TANF} Program or Food Distribution Program on Indian Reservations {FDPIR) case number for the pariicipant or other (FDPIR) identifier or when you
indicate that the acult household member signing the application does not have a Social Security Number, We will use your information o determine if the participant is eligibie 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.

Complete information below only if qualifying child(ren} by housshold income from Part 3. Appiication Certified/Categorized as:

Per the fotal household size, compare total househald income to the USDA income Efigibility 1 FREE, based on o Food Assistance/OWF Case No.

Guidefines to determine correct categorization. When income is listed in different frequencies o Househoid size and income

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

fotlowing Annual Income Conversion:

Weekly x 52, Every 2 Weeks (biweekly) X 28, Twice per Month (semi-monthly) X 24, Monthly x 12 0O REDUCED-PRICE, based on Household size and
income

Total Totai Household income: $ {1 PAID, based on o Income too high

Household o incompleie ) .

Size: Per: o week o every two weeks o twice per month o month o year o invalid case number or information

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

Note: Sffective date is determined by parent or sponsor signature date as selacted on CRRS application. {From the first of month of date signed) {Valid uritil last day of month inwhich

I{ date of parent signature is not within month of cerfificagion or immediately preceding menth, form was signed one yearearfier)

effeciive date must be date of sponsor cedification.




HOUSEHOLD LETTER - Dear Parent or Guardian
Piease help us comply with the requirements of the U.S. Department of Agricutiure’s Child and Adult Care Food Program {CACFP) by completing the atfached income eligibifity application for free
and reguced-price meals. All information will be treated with strict confidentiafity, The CAGFP provides relmbursement to the child care canter for healthy meals and snacks served 1o children enrolled
in child care. The completion of the income efigibility appiication is optional, Complete the application on the reverse sids using the struetions below for your type of household. You or your
children do not have to be U.8. citizens to qually for meal benedits offered at the child care canfer. Households with incomes less than or equal fo the reduced-prics valites listed on the chart at the
bottom of this page are ebgible for free meat benefifs. An application must contain complete infarmation to be considered for fes or reduced-price mesls, Households afe 1io longer required to report
changes regarding the Increase or decrease of income or hoissehold size or when the household is no onger certified eligibte for food assistance (SNAP) or Ohio Works First {OWF). Once approved
for free or reduced- price benefits, a hiousshold will remain eligibie for these benefits for a period not to exceed 12 months. During periods of unemplovment, your child(ren) s efigible for meal
reimbursement provided he loss of income during this time causes the family to be within eligibifty standards for meals. In operafion of the CACEP, no person will be discriminated against becauss of
race, coler, nafional origin, sex, age or disability §226 23(e)(2)(iv). If you have questions regarding the completion of this application, contact the child care center.
PART 1 - CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART {*denqtes required info)

o Printthe name of ihe child{ren) enrolied atthe child care center. All ehildren (including foster chiidren) can be listed on the same appiication.

e Listthe enrolled child's age and hirth date.

o Check tox indicating if the child is a foster shild. Foster children that are under 2 legal respensibifty of the foster care agency or court are eligibls for free meals. Any foster child in the

howsehold is eligible for fres meals regardiess 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 - 2 child Is 2 member of a food
assistance (SNAP) or OWF household, they are automatically efigibie o receive free CACFP meal benefits,
Circle the type of benefit received: Food Assistance (SNAP) ar Ohie Works First (OWF),

= Llsta current food assistance or OWF case numther for sach child. Thiswill be a T-digit number, Do not list & swipe card number.
SKIP PART 3 - Do not list names of housshold members or income if you listed a valid Food 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 COMPLETE PARTS 3 & 4.

a)  Write the names of all household members including yourself and the child{ren) that attends the child care center, noting any income raceived. A household Is defined as & group of related

or unrelated individuats who are fiving as one economic unit that share houslng and/or significant income and expenses of s members. This might inciude grandparents, cther refatives, or
Triends who live with you. Attach another piece of paper if you need more spacs to list all household members.
b)  Check the biox for any person listed as & housshold member {intiuding children) that hasno income.
c)  Foreach househokl member, list each type of income received during the last month and kst how often the maneywas received,

1. Eamings from work before deductions: Write the amount of total gross income each housesold member received e last monifh, before taxes/deductions or anything else is taken
out {nat the take-home pay) and how often it was recaived (weekly, every two weeks, iwice per moridh, monthly, annually). Income is any money received on a resurring basis,
including gross eamed income. Houssholds are not requited to include payments received for a foster child as income. If any amount during the pravious month was more or less
than usual, write that person's usual monthly incame. I you normally get overtime, inciude it, but not i you only get it sometimes. If you are In the military and your housing is part of
tha Miktary Housing Privatization initiafive and you receive the Family Subsistence Supplementa! Aliowance, do not include these allowances as income, Alse, regarding deployed
service members, onty that portion of a deployed servise member's income made available by them or on thelr behaif to the household witt be counted as income t¢ the household,
Combyat pay, inclicing Depioyment Extension Incentive Pay (DEIP) is also excluded and will not be counted as income 1o the household. Af other allowances must be included in
your gross income,

List the amount each person got the last manth frern weilfare, child support or altrionty and iist how often the money was recefved.
List the amount each person got the last month from pensions, retirement, Social Security, Supplemental Sseurity Income (S81), Veteran’s (VA) benefits or disability benefits and
list how often the money was received.

4. Listall other income sources. Examples include: Worker's Compansation, strike benafits, unemployment compensation, reguiar contributions from people who do not live in your
household, cash withdrawn from savings, interestidividends, income from estates/trusls/investments, net royaifieslanniities or any cther income. Self-employed applicanis should
report income after expanses (net income) in column 1 under eamings from work. Business, farm or rental property report income should be entered in column 4. Do not inclde
focd assistance payments.

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

3) ~Ailapplications must have the signature of an adult household member.

b)  *The adulf signing the application must also date theform.

) *Only an application that lists income in Part 3 must have the last four digits of the socia! security number of the adult who signs. If the adtdt does not have a social security number,
check the biox marked, | de nat have a Social Security Nurrber.” you listed food assistance or OWF munber for each child orif you are applying for a foster child, the fast four digits of
the social security number are not recgired.

PART 5~ RACIALIETHNIC IDENTITY -~ OPTIONAL

You are not required to answer this part for the application to be considered complete. This information is collected to make sure that everyona is treated fairly and wii be kept confidential, No

chilld will be discriminated against because of race, celor, national origin, gender, age or disability.

NON-DISCRIMINATION STATEMENT: in accordance with federal clvil rights law and USDA civi rights regulations and policies, the USDA, #ts agencles, offices, employees, and insfituions
parficipaing in or administeting USDA programs are prohibited from discriminating based on racs, coler, national origs, refigion, sex, disability, age, maritat status, family/parental statiss, income
derived from a public assistance program, political beliefs, o reprisal or refaliation for prior civil rights activity, in any program or activity conducted or fimded by USDA (not all bases apply to af
programs). Remedies and complaint fling deadlines vary by program or incident.

Parsons wih disabiiities wie requirg alternative means of communication for program informafion (e.g., Braille, farge print, audiotape, American Sigr Language, etc.) should contact the state or focal
agency that administers the program or contect USDA through the Telecommunications Relay Service at 711 {voice and TTY). Additienally, program information may be made availabie in languages
other than English.

To file & program discrimination complaint, complete the USDA Program Diserimination Complaint Form, AD-3027, found onfine &t How to Flle a Program Discrimination Compiaint and at any USDA
ofiice of write a lefter addressed to USDA and provide in the letier 2§ of the Information requested in the form. To request a copy of the compiaint form, cal (866} 632-2992. Submit your completad
form or letier to USDA by:

WMail: U8, Department of Agriculture, Office of the Assistant Secratary for Civil Rights, 1400 Independence Avenue, SW, Mal Stop 9410, Washingtan, D.C. 20260-0410; Fax: (202} 890-7442; or
Email: grogars intckePisda o

USDA is an equal opportunity provider, employer, and fendsr,

N

REDUGED-PRICE INCOME ELIGIBILITY GUIDELINES
Guidelines to be effective from July 1, 2026 through June 30, 2027,

Houssholds with incomes less than or equal to the reduced-price values below are eligible for free of reduced-price meatbenefits,
Number of Members Annual Monthly Twice Per Month Every Two Weeks Waeally
1 $25,528 2,461 1,231 1,136 568
2 $40,034 3,337 1,669 1,546 770
3 $50,542 4,212 2,108 1,844 972
4 351,050 5088 2,544 2349 1,475
5 $71,558 5,964 2,982 2,753 1,377
§ 382,066 5,839 3,420 3,157 1,579
7 592,574 7.715 3,858 3,561 1,781
8 $103.082 8,501 4,286 3,965 1,983
Each Addiﬁir;a; Member $10,508 878 438 405 203




Ohic Department of Education and Workforce - Office of Nutrition

CHILD AND ADULT CARE FOCD PROGFE
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs
CACFP programs exempt from having an enroliment form on file are: Emersency Shelters, Outside School Hours, Youth Development & Afrer School at Risk

Instructions to Complete
e  All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Start center.

s List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while incare.
¢ IFschedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart.
e Ifthe child comes before and after school, list the hours in care for both the mornin g and afternoon.
® CACFP Federal regulations 226.15(e) (2) require that an enrollment form be compieted annuaily and signed by the child’s
parent or guardian.
CENTER NAME
CHILD'S NAME AGE BIRTHDATE / /
(please print) montk  / day / year
CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE IN CARE
Cheek (¥ List hours child normally in care Check (') meals child normally recejves while in care
Days Chﬂ'd AM PM Evening
Normally in Arrive | Depart | Arrive | Depart || Breakfast| Snack | Lunch | Smack | Supper | Snack
Care ‘
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

r_—l Yes, the schedule listed above may frequently vary due to changes in parents/guardians schedule.

SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN NUMBER
MAILING ADDRESS

STREET /APT. CITY Z¥P CODE
PARENT BIRTHDATE / / PARENT EMAIL

month / day / vear

Int accordance with federal civil rghts 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 conducted or funded
by USDA (not all bases apply to all programs). Remedies and complaint filing deadlines vary by program or incident.

Persons with disabilities who require alternative nreans of communication for program information (g.g., Braille, large pring, audiotape, American Sign Language, etc.)
should contact the state or local agency that administers the program or contact USDA through the Telecommunications Relay Service at 711 {voice and TTY).
Additionally, program informaticn tmay be made availabls in languages other than English,

To file a program discrimination complaint, complete the USDA Program Discrimination Compiaint Form, AD-3027, found online at How to File a Program
Discrimination Complaint and at any USDA office or write a letter addressed to USDA and provide in the letter alt of the information requested in the form. To request a
copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by

1. Mail: U8, Department of Agricutture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Mail Stop 9410, Washington, D.C.
20350-9410;

2. Fax: (202) 650-7442; or

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

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

Ohio Department of Education and Workforce - Office of Nutrition






Hi Parantst Thank you for inquiting about our chiideare program, PMesss complete
this gutde throughly and honestly, We use this puide as s wey to help us improve
our garvices pnd laulld a quality relationship with vou, We promjise we will not sale
of vent your informalion, We value you and appreciate your lima, Enrolling your
chitlet with us would be our pleasurel

FAREMT MHROTHMAT RN

Date
Hama . Actelvens
First Last .
Loff Musmben N 11\ Y
Bagebook Handie ]
hge DO Page OF Bmployment

FEEASEIIOLR LA CUBSE WY Ml
Rending {Best Aaoll)
Sports {What Typa) :
Chureh (Whsrs Do You Aland)
Work Other

Shopping (Where Do You Shop) . .
Dining Out (Wheve Do You Dinsj .

Wiitheng
Dame

VRS GHILES BNPORMATION,:

Natve g DOR

What Challenges Are You Maving With Finding Gueltty Childeare That BEST
fits you? Checl All Thet Pertains To You.

Mordabflity__Quality__ Location,, Hours__Availability _ Other {Please
Explainy

MOIR PARENY R IEOTATIONNS +
How did you find oul about our chilteers prog: am?

& onporieneg viu want for

Dascribe the best ehilde
yauly ghild?

b gAY P T L W B 1 S A e e B e g e e

3 v L T U P Y T A ——

Please Complgte This Seation After Touring With Us

R DU SEARGH ETANS,
Pescribe what you feund helpful dyring YRUT bout with ws?

BT ARSAT SR e Ty i g1 Phrmiies T ML AL TS A = W s e

T R SV -

What imprassag you tha mont ahout qur shildesre programy

R e L U ROTY

A= e g ) RATTTI At

P e Ao e i

How wlsp can we b of help o vau and vour ¢lilef?

AR e N P ] .:

» A BTy o an, e 4,

3 P PR s sl s

L —

g

What plvs ean wp do $o further sl youd

R B SN A A M . bt b e

R by e P30k e

ER T

OO RRERARGH PUBROSES,

kiow did you find sut about ye?

Pled You G Qn To Qur Company VWalysia?
Dl You Google Us?, D

FERA T M At AV AT L F i B bt R e

d You Review Gur Favebonl: Thveling?.... oo
RIdd Yisu Review CQur Youtulse Fape?
i

(L ELTE ey

1 The Lant Waal, How Many Leations Mave Yau Toured Biasidas Us?

St oy

¥

Phank you o rmuh for your timel Wa would tavs to offe

ytour speclal anvolk
ment donls, Please relurmn Lo

Thanls







@@@d nutm;m today means a stmﬁger tomorrow!

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

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

Child Care Resources CACFP Program Spedialist
203 Hull StSuttA 25S Front St

Richmond, VA 23224 Coiumbus OH 43215

Learn more about CACFP at USDA’s website

USDA is an equal opportunity provider, employer and lender.

United States Department of Agriculture
Food and Nutrition Service FNS-317
MNovember 2019




jBuena nutricidn hoy significa un mafiana mas saludabiel

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

midas nufitivas a sus
ninos.

Cgmi das servidas.

? ¢ Inquietudes?
A Care Resourees F1rog

203 Hul StSuttA 253%@*:81

Richrmond, VA 23224 Colurrbus, OH 43215

NA-02000 BT 7-644-6388

Aprenda mas informacion sobre CACFP en el sifio web del
USDA: htos /e ins.usda.gov/
USDIA es un proveedor, empleadory prestamists que offece igualdad de Qp@ﬁumaacj

United States Department of Agriculiure
Food and Nutrition Service ENS-317
Noviembre 2019
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n agcoréénc@ with Feasra iaw.and the LS. Deparireent of Agricuiire
£IBDA) civitrighis regulaiions and policies, this institation ds prehibied
from discririnating on the-basis of race, color, nafinnal o gin {nciuding
English proficisnoy), weflgion, sex, disability, age, mand siatus,
family/parenial staius, incows dedved from & public assistance program,
political betiels, reprisal.or setaliafion for phior chvil dghls actbelly in arny
PROGEER O 2tivity conducied o funded by UEBA. fNot alf prebibied
‘hases.apply to all programs)

fetEc]

Y

Programiinfennation may be wade available in languages oiher $han
English. Persons with disabiliies who require alemative means of
cemmunication Jor program nfermation fe.q., hrailie, farge print,
audiptaps, Ametican Sigp Langu age} showld contact the regponsible
Sigieor local Agency that administers s progran o conact ISEA
Hrough ihe Telecommunrications Relay Service a5t 714 {raice and TTY),

Te dle a program-discimination complaing, a complainant-should

complete a Form AD-3027, USDA Program Discriminatien Corsplaint

swhich can he abtained onling at

: : i -BEEY e, from
aty USDA dffice, by caliing (866) 6232-9982, or y wrifing & Jatier
addiessed do USDA. The fetter must.contain the CorApRRNANTS nae,
address, ielaphons nymber, -and @ wiitsn deseripfion of the alleged
discrimmatory actionin sufficlent-dsial to inform the Office of the
Assisiant Becretary for CiviliRights (OASOR)-abowt the maters ang
aate of ar allsged civildghts vieiation. The compisred AI-3027 Torm
orlgher must be submitted 40 USDA &

e

U8, Depariment of Agriculture

Office of The Assistant Secretary for Divil &y ahis
HE0D dndependence Avsnue, SW

Weshingion, .0, 20250584 1@ or

e

e

ey

This ingtifution is as saup) opperiumity provickr.

i i i %.“
"8y sousrdo con la loy feteral y las reglamentacionss v poliicas de
ﬁder&cha‘s civiles del Departamente de Agrictiurs de los BE. LU,
a (4.3, Depanmentof Aghogiune, LISHA), esiainstucion tsne
prohibids discriminar por motives de raxa, caloro pats de-prigsn
{incluyende-domiaic limitade dei ingiés), religion, sexo, discapatidad, adad,
estado civil, estede familiar / paental, ihgreses provenieates de un
programa de asistencia pablica, creencias poiftices, represalias o venganza
porhaber participade anlerorments on acividades relacionadas con los
derechios clvilesen cusiquier programa ¢ actividad llevado 2 cabo o
finamciade porel USDA. (Mo todas las causas de discrminacien prohfides
se aplican a todos los programas).

Ladnformacion del programa pueds estar disponible-en idiomas distintos aj
inglés. Las personas oon discapacidades que requieran medios aternativas
de-comunicaciin para ehtener informacibn det programa {p. &), brailie, leira
grande, citdas de sudia y languaje de sefias ameticana) dehen
cerunicarse con la agencia-estatal o local responsables tire adminksirs of
Progiasna D comunicarss cor-e USHA a través del Senvicie de
Rettansmision-de Telecomunicacionss al 714 {voz y TIY3.

Pare presentarunz queja por-discdrminacitn an gl programs, o raclaments
debe compieiaral formulario A1D-3027, e formulado de queja por
discrirminacién en of programa def 11SDA, -que se pusde obleneren tinea,
cuziguier oficing del ISDA, amandp 2! {866) 532~ G992 o escribienda una
carta dirigida 21 USDA. La carta debe dener

-elmomte, la dirscoidn, ¢ teléfane del rediamante ¥ una-descripoidn esoriia
de da supueste accidn -discriminalona con suficients detalle para informar
alsubserretaro de derchos chiivs ASERY sobre I8 naturaleza v la fecha
de una supuests violacion de los derechos civiles, £ formutario AG-3027 o
la carta completos daben emviarse sl UISBA PO

T

&, Department of Agriculiure

Odfica of the Assistant Secretary for Civil Rights

1400 Indapendence Aventie, S

Washington, .0, 20250-8416; ¢

Larses slethigaien:

Esiz inslivcitn ofrese iguaidad de oportunidacss.
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This childeare facility pariicipaies in the Child and Adult Care Food Program (CACFDY, & foderat program Hat pr
heaithy mesis aad snecks {o chiidren recelving doy cars.
Each day milions of children parlicipate in CACFP af childoare homes and cenders across the countiy. Providers e

reimbursed jor serving mnntious meals which mest USDA requirsrnenis. The program plavs 2 vits] m?@ i mpraving e
quality of day cars and making ¥ more afordable for low-income Gailies.

Maais CACEP homes and centers follow meal requiroments eslablished by USDA,
| Bragkiast - banch oy Supner . Bnechs {Twe of the
‘ . | fve companeris)
Witk ViR ' : | Witk
Fruit OR Vegeiable g@?@‘ oF moat altemete: - Wsat of mest sliemate
- Graing of Broad” ' \;;Zi‘;ggﬁfgfg ' Grains o bread
‘ Meat!ﬁﬁ@a'é M‘mﬁﬁ@ my Fryit or Second Vegetable: (i serving | Fmﬂ -
: repiat-:&l eitire grany ue i . Bwor vegeiables they must be: V@g@t@b}g
. Axhwenk | different foodsy._

Participating Facllities
Many dferent homes and centers operaie CACFP and share the common goal of bringlag mgifors
meals and snacks lo participants. Participating faciifios inchrde
s Lhild Care Centers: Licensed or approved public or privals nomprofit childsare conters,
Head Siart programs, and some for-profit centers.
=« Family Chile Care Homes: Licensed private homes.
After Schoal Care Programs: Ceplers in low-income areas provide froo snacks awdior
meals i schook-age chiidren and youlh.
2 Emergency Shelters: Programs providing meals o homeless childen.
Elgibility Sisie agencios reimburse facilitfos that offer non-residential dey care fo the biowing ohifden:
¢ Childrer aged 12 and under,
e Migrant children aged 15 and younger, and
+  Youlhs through 18 in emergency shellers and after school care programs in needy areas.
Lontact Information

i vou have guesiions aboul CACFP, please contact one of the ﬁ&ﬁw@m-:
é%p ﬁ%ﬁm@@f @mmﬁtx@ﬁi@&m@a‘ Oble @epamm of Education and fnree

%Cs‘m’ ngfam Saeﬁ;a}ts?
25 3. Front Strest. MS 303
Combus, OH 432454183

Child Cave Besoyross, Inc
B East 27 Sireat

Richrmond, WA 23224

pus, On 43
Toll Free: 1-855-427-2888 hone: SHo28l

Toll Fres: 1-2308-308-6235%

Hondiserimination: in accordance with fedsral sivit rights Taw and USDA chvil igite regulations and policies, the USDA, ifs agencies, oficos,
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Ohio Department of Job and Family Services

CHILD MEDICAL STATEMENT FOR CHILD CARE
Child’s Name (prinfortype) Date of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
(Physscuaanhysmian s AssnstantIAdvanced Practice Reg:stered Nurse/Certified Nurse Practltsoner)

\f The above named chi!d has been examined.

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

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

Check below, if applicable:

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

Optional: Measurements and Recommended Assessments/Screenings

Height Vision [dYes [INo Lead Cyes [INo
Weight Hearing HyYes [dNo Hemoglobin dYes [dNo
BV Dental £dYes [JINo Other

Notes:

Name of Examining Health Care Practitioner Telephone Number

Street Address City, State and Zip Code

ATTACH A COFY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MM/DD/YYYY FORMA'D OF DOSES OF ALL IMMUNIZATIONS.

Section B - To be compieted by the EXAM!N!NG HEALTH CARE l“itials of Examming Health Care Practitioner
PRACTITIONER:
[] The above named child has been immunized against the diseases
listed above.
If an immunization is medically contraindicated or not medically appropriate
for the child’s age, note any exceptions by listing the specific
immunization(s): Date

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

WAIVING AN IMMUNIZATION(S):

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

Date
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