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Enfrance Date Withdrawal Date

Child’s Name Sex Age  Date ofbirth

Home Address (Street)

City - State Zip
Home Phone Number

" Father’s Name
Home Phone Number

Father’s Home Address (if different from child’s) Street

City - State ' Zip

Fa;chcr’s Place of Employment Work Phone

Employer’s Street Address City State _Zip
 Mother’s Name . Home Phone Number

Mother’s Home Address (if different from child’s) Street

City ' State
‘ Zip
- : Work Phone #
‘Mother’s Place of Employment
Employer’s Street Address ' City State Zip

Child’s Living Arrangements: (check one) () Both Parents () Mother ()Father () Other

Child’s Legal Guardian(s):  (check one) () Both Parents () Mother () Father () Other

The child may be released to the person(s) signing this agreoment or o the following:

*Name , Address

(Street-City-State-Zip)

Telephone Number
Relationship to child
Relationship to Parent(s) or Guardian




*Name ‘ 7 Address

(Street-City-State-Zip)

Telephone Number

Relationship to child

Relationship to Parent(s) or Guardian

Other identifying information (if any)
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Persons to contact in the case of emergency when parent or guardian cannot be reached:

- Name Telephone Number
* Name Telephone Number
Name Telephone Number

Name of Public or Private School child attends, if any:

Child’s doctor or clinic name

' Eoctor/ clinic phone #

My child has the following special needs

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

My child is currently on medication(s) prescribed for long-term continuous use and/or has the following
preexisting illness, allergies, or health concerns:

EMERGENCY MEDICAL AUTHORIZATION

Should (child’s name) Date of birth

suffer an injury or illness while in the care of (Facility name)

and the facility is unable to contact me (us) immediately. it shall be authorized to secure such medical attention
and care for the child as may be necessary. I (We) shall assume responsibility for payment for services.



Parental Agreements with Child Care Facility

The - _ agrees to provide child care for
(Name of Facility)
— : —_— on e i am. to ___pm
(Name of Child) (Days of Week)
from , ®© . _RATE® , 2 WEEK
(Month) (Month)
My child will participate in the following meal plan (vircle applicable meals and snacks):
Breakfast
Lunch
Afternoon Snack
Dinner
Bedtime Snack

Before any medication is dispensed to my child, T will provide a written authorization, which includes. date; narhe of child;
name of medication; prescription number; if any; dosages; date end time of day medication is to be given. Medicine will
be in the original container with my child's name marked on it.

My child will not be allowed to enter or leave the facility without being escorted by ths parent(s), person authorized by
parent (g), or facility personnel.

I acknowledge it is my tesponsibility to keep my child's records current o reflect any significant changes as they occur,
e.g., telephone numbers, work location, emergency contacts, child's physician, child's health status, infant feeding plans
and immunization records. ete.

The facility agrees to keep me informed of any incidents, including illnesses, injuries, adverse reactions to medications,
gte.. which include my child.

The . agreestoobtain written authorization from me before my child participates in
routine transportation, field trips, special activities away from the facility, and water-related activities occurring in water
that is more than two (2) feet deep.

T authorize the child care facility to obtain emergency medical care for my child when I am not available.

T have received a copy and agree 1o abide by the policies and procedures for
(Name of Facility)

1 understand that the facility will advise me of my child’s progress and issues relating to my child’s care as well as any
individual practices concerning my child’s speeial needs. I also understand that my participation is encouraged in facility
acrivitles. :

Signed: Date: _ o (Parent/Guardian)

Signed: o Date: L (Faeility
Administrator/Person-In-Charge) -




INFANT FEEDING PLAN

Child's Full Name ’ Date
Date of Birth

Does the child take a boitle? Yes| ] Nol ]

Is the boitle warmed? Yes|{ ] Nof ]

Does the child hold own boitle? Yes[ ] Nof ]

Can the child feed self? Yes| ] No[ ]

Does the child eat: (check all that apply)

Strained Foods [ ] Whale Milk []

Baby Foods [1] Table Food [1]

Formula 1 Other []

What type formula used, if applicable?

Amount and time of formula/breast milk to be given? Date

UPDATED AMOUNTS OF FORMULA/BREAST MILK TO BE GIVEN _
DATE TIME AMOUNT 7 TYFE

Does the child take a pacifier? Yes[ ] No[ ]Iiyes, when?

INTRODUCTION OF SOLID FOODS

The introduction of age-appropriate solid foods should preferably occur ai six months of age, but no sooner than four months. Has the
parent discussed with the child’s primary caregiver that the child has met appropriate developmental skills for the introduction of solid

foods? Yes| ] Nof ] Parent Initials:

The child has reached the following developmental skills:

Can hold his/her head sieady? Yes| ] Nof ]
Opens mouth/leans forward in anticipation of food offered? Yes| ] Nof }
Closes lips around a spoon? VYes[ ] Nol }
Transfers food from front of the tongue to the back and swallows? Yes{ ] Nof ]

Instructions for the introduction of solid foods

Food likes
Food dislikes
Allergies? (including any premixed formula)

UPDATED AMOUNTS/TYPE OF FOOD TO BE GIVEN
TIME — AMOUNT _ — ~TYPE

Any updated instructions regarding adding new foods or other dietary changes, please list as needed.

PARENT’S SIGNATURE: Date:




Photo Release

This photo release is made effective on this day of

| , hereby grant and authorize Tumbling
Toddlers the right to edit, alter, copy any and make use of all photos and or
videos taken of me to be used for promotional materials without payment or

consideration. This grant of use includes but is not limited to publishing on
internet and e-mails, magazines pamphlets, advertisements, fliers, and in
whatever manner the photographer finds useful for the prosperity and growth of
Tumbling Toddlers. '

Print Name . Date

Signature



Parents or Guardiag’s

Notice of No Liability Insurance and Acknowledgement

[understand that T am being informed in writing by signing this acknowledgement
that this facility, _ , does not carry liability insurance
sufficient to protect my children in the event of an injury, etc.

Parents oy Guardian’s Si afivres Date
gn

Parent or Guardién (Print Names) Daje

Center Director’s Signature Date
i



Tumbling Toddlers Learning Center

SR mE

Child Information Disclosure Agreement

Childs Name:
Date:

Welcome to TUMBLING TODDLERS LEARNING CENTER! We are committed to

providing a nurturing and supportive environment for all children. To ensure that we can
meet your child's unique needs effectively, we kindly request your cooperation in
disclosing any relevant information regarding your child's development.

Please provide details about the following:

1. Developmental delays or any disabilities- If your child has been identified or you
suspect any developmental delays, please specify.

2.Autism Spectrum Disorders- If your child has been diagnosed with autism or is
currently undergoing evaluation, please share this information. What level

3.Therapies- If your child is receiving any therapies (e.g., speech, occupational,
behavioral etc.), please let us know the nature and frequency of these therapies.

4. Neurodevelopmental Disorders- If your child has been diagnosed with or you suspect
ADHA, ADD or ODD (Oppositional Defiant Disorder) or are currently undergoing
evaluation, please share this information.

Importance of Disclosure

later discover that information regarding your child's developmental or therapeutic
needs was not disclosed, it may result in the termination of care at our facility. This
policy is in place to ensure the safety and well-being of all children under our care.

Confidentiality Assurance
Please be assured that all information shared will be keptfcamﬁdenﬁa! and used solely
for the purpose of enhancing your child's experience at our facility. Thank you for your



understanding and cooperation. If you have any questions or need assistance in
completing this information, please do not hesitate to reach out to us.

Warm regards,

Mrs. Key & Mrs. Nigque
Directors
Tumbling Toddlers Learning Center #2 & #3

Parent Signature
Date:
Director Signature

Date:



Bright from the Start: Georgia Department of Early Care and Learning
CACFP Meal Benefit Income Eligibility Statement*

- PART [: Child{ren} or Adult enrolled to receive day care

Children in Head Star, foster eare and children who meet the
definition of migrant, runaway, or hameless are eligible for
free meals. Check () all that apply. (Sea definitions in FAQs)

SNAP, TANF, or FDPIR case number, or
Client ID number for children only. All the
above, or 551 or Medicald case number for

|

Adults. Note: Do not use EET numbers. Head Start Fostar Migrant Rorawsy | Romaess
Name: (Last, First and Middle Initial)  Birth Date: Write casie reenber wad peocaed 10 Part . e
SNAP, TANF, or FDPIR Number, =] O 0 0 o
or Client ID # {children only}: o = = o o
O 0 O (] ]
| 551/ Medicaid # (adults only): |} ] O ] L]
(] 0 O ] ]
PA Repo ome for & ehold ember Skin en 0a Da atego 3 eligible as do 2 ed Pa
e yo = ome o de here * page and 5 g S0 » ome” 10 0 » O
A. Child Income? - Sometimes chiidren In the household earn or receive income. Please indicate the TOTAL Child Income/How often?
income recelved by child household membaers listed in PART | here. $ /

B. Other Household Members?. Ust all household members even if thay do not receive income. Also, list the sdult participant if he/she did not meet ellgibility in Part |, For each
Househeld Member listed, if they do recelve income, report tatal gross income (before taxes) for gach souree in whele dollars {oo cents) only. If they do not receive income from any source,

write ‘0", If you enter “0" or leave any field blank you are certitying {(promising] there is nu income to report.
1. Earnings from work before 2. Weliare, child support, 3. Sedial Security, pensions, 4, All other income /
Name of Other Household Members {First and Last) deductions / Hew often? alimony / How often? retiremant / How often? How often?
1 S / 5 / 3 / S / -
2. g / $ / $ / $ '
3. 5 / $ / $ . $ /
3 Y
4. 3 / $ / $ / $ J
5 $ / $ / $ J. 9 £

€. Total Household Members {Adults and Ch‘ildmn) listed in Part i and Part

Sacial Security Number. ifincameis listed or completed in Part Il, the agult completing the form must also list the last four digits of his or her Social Securlty Number or check the “l den't
have a Social Security Number™ box below. {See Privacy Act Statement on next page). Faliure to complete this section, if income is listed, wilt result in the denial of fras ar reduced eligibitity.

]
Last four Digits of Social § i bar XXX-204_ 71 1 do not have a Sociat Security Number

¥

PART [li: Enrollment InformationSR el /g-1 Nen1Y
My child is normally in attendance at the facility between the hoursof ______ [am/pm] to —_[am/pml. [T (¥) Check here # only before/after schoo! care is provided.

Circle the days your child will normally attend the center: Sunday Monday Tuesday Waednesd Thursday Friday Saturday

Circla the meals your child will normally recaive while in care:  Breakfast  AM Snack Lunch PM Snack  Supper Evening Snack

» PART IV: Signature
! certify that olf informotion on this form is true end thot ofl income is reparted. ! understond thot the center of day care home will get Federol funds bosed on the Informotion | give, | understang
thar CACFP efficials mey verify the information. | understond that if I purpessfully give foise informution, the porticipant receiving meols moy lose the mes! benefits, ond | may be prosecuted. This

g oiso ledges thot the child(ren} er adult listed on the form in Port | pre enrelled for care. If not cotmplates Jully and signed, the particigant will be placed in the aid category.
Signature: A _ ) Print Name: : Date:
Address; City: State: Zip: Phone:

best practices identified by USDA through foeus m;;rs; 2nd ather research.,

“This appﬂnﬁon is 2 revisien of uség's nawiy igilmd mea! benefit ;arm;:;;;e and meets all legal requirements and raflact design
PART V: Participant’s Ethnic and Racial Identities {optional)
Check () one athnic identity: Check */ 1 mare racH idenﬁtﬁe -
3 Hispanic/ Latine ] Not Hispanic/ Latine [J asien [] white [ Black or Africon American [ Indian or Alasks Native [ Hewaiian or other Pacific Islander ;

Official Use Only Section for Provider: A 18} < § Weekly x 52, Bvery 2 weeks » 26, Twice a month x 24, Menthiy x 12
Totalincome: N Per: [ week [JEvery2weeks [JTwiceamonth [] Menthly [JYesr  Household Size: o
Categorical Eligibility: check (v) if applicable [J Eligibility: check () ene Free [] Reduced [J raid [

Bay Care Homes Only: check (Y} one Tiert [] Tiertt [

When mare than ane persan is performing CACFP duties, there must be at least two signatures on this farm: one signature from the Determining Official {the official who
detarmined initial income dlassification) and ane signature from the Confirming Officizl {the official whe verified the form'’s accuracy),

Determining Official’s Signature: Date: i o
Confirming Officlal’s Signature: ) . Date:
Follow Up Officlal’s Signature: Date:

11/2020



