Apple Kids Child's Name:

8 600 10™ Avenue

9P | Marion, IA 52302 51‘6!‘[’90]’9'

(3 1 9) 3 73'3 808 Lo Tty y
AppleKidsMarionSite@gmail.com || Classroom:

| /We have read and fully understand and have received copies of the following
information provided by Apple Kids childcare and preschool:

1. General Policies and Procedures
2. Payment Policies and Procedures, Child Care Fee Information

I/ We have accurately completed & signed the following forms provided by Apple Kids. I/
We understand failure to complete the forms required prior to start date, and annuailly
thereafter, may result in services suspended/revoked.

D) Child's Mediical/Allergy Alert Informafion (Annually)
O pick Up Permission Fotm (Annually)
O Behavior Policy
Ointoke sheet
L) Medical/Photo/Travel/Schoel Tiansportation Althatizations (Annualy)
O Physical- Dr. Signature/Date Required
L Y(Q..‘-_W?U_",W!T!?{Q_JGS? year. Required prior to attending.) (Annually)
O Immunzation Record- Dr. Signature/Date Required,
® Must say lowa Department of Public Health at the top. (Current within last year.
.. Required prior to attending.) (Annually)
[0 Allergy: Action Plan- Dr. Signature/Date Required. Parent/Guardian Signature
required. (Annually) (if Applicable)

Contracted service fimes:

Arrival a.m. Departure P.m. Days Attending:

Parent/Guardian Signature: Date:

Parent/Guardian Signature: : Date:




Infake Sheet

1, Child's Identification Information

Full Name Nickname
Address
Phone Sex_ M |/ F _ Birthdate

i, Family Information: Parents or Guardians

Name Address Employer Work Phone

Single Married Divorced Separated Foster Parent

Names and ages of other children in the home:

1. Child’s Medical History

-Allergies (goods, medications, bees, etc.)

- Birthmarks, skin conditions, efc. (please note where these are located on your child's body)

-Chronic lliinesses or diseases (asthma, seizures, diabetes,

etc.)

(Please write "none" if your child has no medical problems)

Does your child take medications for this condition? Yes No

If yes, please state the name and dosage

Will the meds need to be given during program hours2 Yes No

if yes, when and how is it given?

What should we do if your child has o problem related to his/her medical condition
during program hours?




v, Play and Sociability

-How does your child get along with other children?

His/Her usual playmates are girls boys older younger

-What is the size of your child's usual play group?e

-Previous group experience other than school preschool playgroup sunday
school other {specify)

V. Personality and Emotional Development

-Is your child affectionate? To whom?

-Does your child accept new people eaqsilye Yes No

-What are your child's fears?

-Is your child usually happy? _Yes No

-What nervous habits does your child have?

Vi Discipline

-When you find it necessary to discipline your child, which parent usually does this and how?

VIl.  Other Information:

-Favorite Snacks and Drinks

-Favorite Games

-Please give any further information that would be helpful in understanding your child or

would enhance your child's experience in our program.




Parental Emergency Medical Consent

*PLEASE PRINT CLEARLY AND IN BLACK INK ONLY.*
This form allows parents and guardians to authorize the provision of emergency treatment for the above name child who becomes il 'or injured while
under program authority when parents or guardians cannot be reached. This form will be presented upon admission for treatment.

Child’s Full Name: Date of Birth:

In the event reasonable attempts to contact me at

(Parent Guardian/Phone
Number) or

(Parent/Guardian Phone Number) have been unsuccessful, |
hereby give consent for the adminisiration of any freatmenrt deemed necessary by Doctor
(Physician's Name) at (Physician's Phone Number) .o
Doctor (Dentist's Name) at {Dentist's Phone Number) ___.Inthe

event that designated practitioners are not available, then by another licensed physician or denfist
and the fransfer of the child to (Preferred Hospital)

- *Emergency providers must be local*

1. Parents/Guardians/Custodians with whom the child resides:

Name: Relationship to Child:

Address: City: S State: ___

Cell Phone: ] Alternate #__

Employer: _ E mail address:

Work Phone: Work Hours:

Name: Relationship to Child:

Address; City: State: R
Cell Phone: ) Alternate # —

Employer: E mail address:

Work Phone; _ Work Hours:

2. Person to contact in case of emergency if parents are unavailable, and are authorized fo pick up child;

Name: . _ Relationship to Child:

Address: City: _ State: _

Cell Phone: . Alternate #

Employer: _ Emait address:

Work Phone: Work Hours: — R
Nome: Relationship to Child: )

Address: City: State:

Cell Phone: Alternate #

Employer: ___Email address: _ _
Work Phone: Work Hours:

3. Are'there any-cusfody or restraining ordets for-person(s)whé may attempf fo pick Up orhave contact with
the'child while'in'care’at thé cenfer?

Name: _ Name:

4. Information: (Alfinformationi:miust be compléted.for alf diges ber DHS)
Physicians Name: Dentist Name: _
Address: Address:

City, State: City, State:
Phone Number: _ Phone Number:

Date of Last Tetanus Insurance Company Policy Holder's 1.D. Known Allergies:

Present Medication (s)

Signature of Parent/Guardian Date

<S—i-gnature of Parent/ Guu;raian Date



Pick Up Permission Form

Child’s Full Name:

I hereby give permission for my child to leave the center with the following

persons named below. It is the responsibility of the parents to noftify the centerin
writing of any changes.

Name Relationship

_ Mother/Guardian
Father/Guardian

Emergency Contact

If there is a separation or divorce custody problem of which we should be
aware, please explain:

Names of persons who may NOT pick up my child:

Parent Signature: Date:




APPLE KIDS BEHAVIOR POLICY

WHEN A CHILD IS HAVING A PROBLEM IN THE CLASSROOM:
L. Staff will try to redirect child from negative behavior
2. Child will be given verbal warnings

3. Child will be given time to regain control

4. The situation will be discussed with parents/guardians in an attempt to find possible cause of
the behaviors

5. Child’s disruptive behavior will be documented and maintained in confidentiality

WHEN THESE PROBLEMS BECOME UNCONTROLLABLE:
1. Parents may be called to pick up the child for the day

2. Parents will be called in for a conference to develop strategies for dealing with unwanted
behavior and develop a plan of action

3. If behavior worsens or does not improve in a timely manner, another conference may be called

to discuss seeking the advice and assistance from relevant external specialists to address the
matter

CHILD’S ACTIONS FOR EXPULSION:

¢ Failure of child to adjust after a reasonable amount of time
¢ Uncontrollable tantrums/angry outbursts

¢ Ongoing physical abuse to staff or other children
e Swearing

¢ Behavior resulting in injury to staff or child
* Destruction of property

* Biting (not applicable for children under 3 years of age)

CHILD’S NAME
PARENT/GUARDIAN SIGNATURE
DATE




Travel and Activity Authorization

| give permission for my chilg,

= fo leave the center with supervision
for field trips in a car or public fransportation to special places, walks to the park, shopping
trips, etc. | understand that a certified carseat, if required, or seat belts will be used on all car
trips. No child under the age of 12 shall ride in the front seat,

Restrictions:

Parent Signature: Date:

Medical Bills
funderstand that |,

{parent’s name) am responsible for all medical
bills for my child _ (child's name].

Parent Signature: ___Date:

Water Activities

I hereby give my child,
Apple Kids.

permission to participate in water activities at

Parent Signature: Date:

School Transporation

A staff member of Apple Kids is hereby authorized to drop off and pick up my child,
. fo and from his/her school, _. each day. This will be
done in a center owned vehicle using only 1 staff member.

Parent Signature: Date:

Photography/ Videotaping Release

Apple Kids has a web monitoring system and I/ We give consent that Apple Kids may take
photographs/ videos of our child (name of child) -1/ We will be

nofified if the program would like to use the photographs/ videotapes of our child in
promoting the center. If I/ we authorize this, no financial benefits from the use of the

photographs are obligated to be paid to our family.
Restrictions:

Parent Signature: ) ___ Ddate: .




CHILD CARE PHYSIC AL EXAMINATION

Child's Full Name

~~~~~~~ : ot . Date of Exam
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fowa Department of Public Health
Certificate of immunization

Namae {.ast . - First: s - Middle:

Parent/Guardian: Addrass:

Daie of Birth:

Fhong. | )

{ certify that the above named applicant has a record of age-appropriate immunizations that meet the requirement for licensed child care or school enrallmant

Signature: Date:
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