> DS EXPRECS DAYCARE

CHILD ENROLLMENT INFORMATION

Child Information
Child's Name: Date of Birth;
Address: City: State: Z1p:
Allergies, special instructions, comforting items:
Parent/Guardian Information (1)
Name: Relationship to child:
Address: City: State: ZIP:
(if different than child)
Home #: Cell #:
Email {personal) : Email (Work) :
Place of work: Address:
Parent/Guardian Information (2)
Name: Relationship to child:
Address: City: State: ZIP:
(if different than child)
Home #: Cell #:
Email (personal) : Email (Work) :
Place of work: Address:
Emergency Contact (3)
Name: Relationship to child:
Address: City: State:
Home #: Cell #:
Email (personal) ; Email (Work) :
Emergency Contact (2)
! Name: Relationship to child:
Address: City: State:
Home #: Cell#:
Email (personal) : Email (Work) :
Emergency Contact (3)
Name: Relationship to child:
Address: City: State:
Home #: Cell#:
Email (personai) : Email (Work) :
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Your child is enralled ina contor that paticipates Inthe Child aid Adult Care Food Hrogram (CAGER) By participating i this Dragrany;:the center

tallows fadaral moal Hpitlern) toquirements and raceivos reimbiirseman! 1o assist with food costs. ‘[he CACED requires paronts to provide spacific )
| snrollivient information’ o an anmial Dasis: Thistonm will be placed in Gantar filos and Woaisd as confidential Information, Complete one foin for ol June 20
| of your childron who ara antolled af the cantor,
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hniclly (Select one and enter in the chart above): Hxlispanic or Latino or M:Not Hispanic or Latino
*Race (Select one or more and anter n the chart above): W=Whito, [3+Black or African American, I<Amerlcan indian or Alaska Native, A=Aslan, and P=Native FHawailan or Other Pacific tglander This
informatlon Is requested by the Federal Government in order to monitor compliance with Civil Rights law. You are not regulred to furnish this information, but are ancouraged to do so. The law

requires that orranizations may not discriminate on the basis of this Information not on whether you cheose to furnisk
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Infaris only (0 to 12 mont) s): L0 tamnot enrolling an infant (skip this section)
\s a pavticipant in a USIDA Child Nutrition Program, our center offers meals to childien of all ages; you are not required to provide infant food or formula. Infant feeding Is based on
Academy of Pediatrics nutrition guidelines. Infant foods served are appropiiate for the age and developmental readiness of your infant. Mark (X) to indicate your cholta(s) below:

[ 1 1 will provide breastmillc for my infant. r._w Yos | ) No # infant is s¢l humgyry andl o bros

stillc iss avatlaiols, st what o fagn]_

Fwould like fo breastfeed on site, if this option is available!. [.] Yos L] No I yes, time(s)

ﬁ; Fwill provide formula for my infant. Name of formuta (must be iron-fortified and manufacired in the USA):

L I accapt ihe conier's formula for my infant. Name of fron-fortified formula: —

[ ] Fwill submilt & Diet Maodification Request Form for non-reimbursable formula, Name of formula;
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LI accept the center's solld foods (appropriately textured) to be served to iy infant as sthe is ready for tham, and after | have discussed it with the varegiver.
I 1 wil provide solld foods for my infant2. The center may supplement with additional solld foods when my infant needs thearmn; L Yos (3 No

Paront Signature

Daie:

e i e ey RPN

Parent Signature, Dater: e {Make any neaded changes above, sign and date)

Paront Signature Date; .. (Make any needed changes above

sign and daie)

TAsiCyour center IF you can breastiood on-site.
ZT'he parent may provide no mora than one 1 juired maoal component in order for iho centor io claim relmbursernent for the meal. IS §i sonsad contars must follow CACHR in

pattorn yaguirements regardiees of who Supplies the food. Your center can provide & copy of the CACFP indart meal pattern and a llst of relmbursable foods Upon request.

This institution is an equal OREOFLINIY provider,



Emergency Medical Treatment Authorization

Permission for medical care in parental absence.

Child’s Full Name Birth Date

MName child answers to:

I, parent or guardian of the chiid named above give my

permission 1o _, child care home provider, to secure and authorize such emergency medical care and freaiment as
my child might require while under the Provider’s supervision. 1 also authorize the Provider io administer
emergency care or treafment as required, until emergency medical assistance arrives. | also agree o pay ail the
costs and fees contingent on any emergency medical care and freatment for my-child as secured or authorized
under this consent.

NOTE: Every effort will be made to nofify parents immediately in case of emergency. In the svent of an
emergency, it would be necessary fo have the following information:

Name of Parent or Legal Guardian:
Address:
Home Phone: Work Phone:

Name of Parent or Legal Guardian:
Address:
Home Phone: Work Phone:

Doctor:
Docior's Address:
Doctor's Phone:

Preferred Hospital to Contact:
Address: Phone:

Persons to be contacted in emergency if the parents are unavailable:

Name Home Phone Work Phone Relationship

Present medication(s):
Known allergies:

Date of last tetanus: Religious Preference:
Insurance:

Father’s signature: Date:

Mother’s signaturs: Date:
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Child Car Consent & Release
Resource

& Referral

Name of Facility: Address of Facility:

Name of Child:

The following persons are allowed to pick up my child from child care in the event that | am unable to:
Name Phone Relationship

Anyone NOT permitted to pick up my child (with copy of court order, if applicable):

Consent is given for the items initialed below:
Walking Trips
To the following:
Motor Vehicle Trips
Type of vehicle: To the following:

Child restraint system to be used:

Special needs of child during transport:

Daily Transportation

Type of vehicle: Toffrom the following:
Child restraint system to be used:
Special needs of child during transport:
____ Swimming and/or Wading
Location:
______ Other Activities (e.g. homework supervision, trips to neighborhood playgrounds, special trips)
Description:
__ Photo Release

My child may be photographed while in child care. Photos may be used in newspapers or other media for
the purpose of publicity or shared with other families whose children attend the child care program.

Decline Photo Release
Do not photograph my child while in the child care program.

Signature of Parent Date
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