Crosby Christian Academy

Infants - Oyr FuII Time $1 75.00 $380.00 $700.00
Infants - 1yr Full Time $165.00 $358.00 $660.00
Toddlers - 2yrs Full Time $155.00 $335.00 $620.00
Pre-School - 3yrs Full Time $145.00 $314.00 $580.00
Pre-School - 4yrs Full Time $140.00 $303.00 $560.00
Pre-School Momings 8.00 -11:30 $70.00 $151.00 $280.00
BERULIAGE
K - 6th | Before & After $00.00 |  $195.00 $360.00
K - 6th Before Only $50.00 $108.00 $200.00
K-6th |  AfterOnly $75.00 T $163.00 $300. 00
15t -6th Summer Camp Full Time $130.00 $281.00 7$520.00
Conditara Tess L
Field Trip shirts! $16 Tuition Late Fee: $26 |
Hearing & Vision Test : $15 Family Registration $75
'Extra Door Fob'si $10 (Sept 1st) Annual Family Fee! ~ §$75
Extra Doer Cards - $5 - -Return Check Fee] ~ $25
MMA Belt Test: $25 MMA Uniform! $35
Cap & Tassle I $10 School age Drop Ini $30




Form J-800-2935
Revised June 2017

% ADMISSION INFORMATION
ol

..........

Purpose: Use this form to collect all required information about a child enrolling in day care.

Directions: The day care provider gives this form to the child’s parent or guardian. The parent or guardian completes
the form in its entirety and returns it to the day care provider before the child's first day of enrollment. The day care
provider keeps the form on file at the child care facility.

GENERAL INFORMATION

Operation’s Name: Crosby Christian Academy Director's Name: Jessica Nelson

“Child’s Full Name: Child’s Date of Birth: Child Lives With:
D Both parents D Mom

_ [:I Dad I:l Guardian

Child’s Home Address:

Date of Admission: Date of Withdrawal:
Name of Parent or Guardian Completing Form: Address of Parent or Guardian (if different from the child's):

List telephone numbers below where parents/guardian may be reached while child is in care.

Parent 1 Telephone No. Parent 2 Telephone No. Guardian's Telephone No. | %Istody ﬁ:cuments on File:
Yes No

Give the name, address, and phone number of the responsible individual to eall in case of an Relationship:

emergency if parents/guardian cannot be reached:

I authorize the child care operation to release my child to leave the child care operation ONLY with the following
persons. Please list name and telephone number for each. Children will only be released to a parent or guardian or to
a person designated by the parent/guardian after verification of ID.

Name and Phone Number: "Name and Phone Number: Name and Phone Number:
CHECK ALL THAT APPLY:
1.TRANSPORTATION

I give consent for my child to be transported and supervised by the operation's employees:
[ ]for emergency care [ Jonfield trips  [_]to and from home [ _}to and from schoal
2.FIELD TRIPS
D I give consent for my child to participate in field trips.
[:] 1 do not give consent for my child to participate in field trips.
Comments:
3.WATER ACTIVITIES
I give consent for my child to participate in the following water activities:
[[] water table play [ ] sprinkler play [_]splashing/wading pools [ ] swimming pools [l aquatic playgrounds

Page 1 of 6



Form J-800-2935
Revised June 2017

CONSENT INFORMATION
CHECK ALL THAT APPLY: -

[_ 4.RECEIPT OF WRITTEN OPERATIONAL POLICIES -
|1 acknowledge receipt of the facility's operational policies, including those for:

[] piscipline and guidance [_] Procedures for release of children

D Suspension and expulsion D Iliness and exclusion criteria B
“ ]:] Emergency plans [:] Procedures for dispensing medications

D Procedures for conducting health checks D Immunization requirements for children

|:] Safe sleep |:] Meals and food service practices

I:] Procedures for parents to discuss concerns with the I:I Procedures to visit the center without securing prior |
) director B ) _ _approval )

[:] Procedures for parents to participate in operation |:] Procedures for parents to contact Child Care

activitles Licensing, DFPS, Child Abuse Hotline, and DFPS
website - -
5. MEALS

I understand that the following meals will be served to my child while in care:
[ INone [ ]Breakfast [ |Morning snack [ ]Lunch [ ]Afternoon snack [ |Supper [ ]Evening snack
6. DAYS AND TIMES IN CARE

My child is normally in care on the following days and times:

Day of the Week AM ' PM

Monday

Tuesday

Wednesday

—ﬁursday

Friday

Saturday

Sunday

AUTHORIZATION FOR EMERGENCY MEDICAL ATTENTION

In the event I cannot be reached to make arrangements for emergency medical care, I authorize the person in charge ‘
to take my child to:

Name of Physician: ‘ Address: ‘ Phone Number:
. _ | A
Name of Emergency Care Facility: Address: | Phone Number:
|
|
1 give consent for the facility to secure any and all ' Signature - Parent or Legal Guardian

necessary emergency medical care for my child.

Page 2 of &



Form J-800-2935
Revised June 2017

CHILD'S ADDITIONAL INFORMATION SECTION

List any special needs that your child may have, such as environmental allergies, food intolerances, existing illness,
previous serious illness, injuries and hospitalizations during the past 12 months, any medication prescribed for long-
term continuous use, and any other information which caregivers should be aware of:

Does your child bave diagnosed food allergies? Yes D No[_] Plan submitted on:

Child day care operations are public accommodations under the Americans with Disabilities Act (ADA), Title IIL. If you |
belleve that such an operation may be practicing discrimination in violation of Title III, you may call the ADA
Information Line at (800) 514-0301 (voice) or (800) 514-0383 (TTY). [

Signature - Parent or Legal Guardian: Date Signed:

SCHOOL AGE CHILDREN

My child attends the following school:
Name of School: Echool Phone Number:

My child has permission to (check all that apply):
[ ] walk to or from school or home [ ]ride abus [_]be released to the care of his/her sibling under 18 years old

Authorized pick up/drop off locations other than the child’s address:

ADMISSION REQUIREMENT

If your child does not attend pre-kindergarten or school away from the child care operation, one of the following must |
be presented when your child is admitted to the child care operation or within one week of admission. |

Please check only one option:

1. [ ] HEALTH CARE PROFESSIONAL'S STATEMENT: I have examined the above named child within the past year |
and find that he or she is able to take part in the day care program. |

Health Care Professional's Signature: | Date Signed:

2. D A signed and dated copy of a health care professional's statement is attached.

3. D Medical diagnosis and treatment conflict with the tenets and practices of a recognized religious organization,
which I adhere to or am a member of. I have attached a signed and dated affidavit stating this.

' 4 [:l My child has been examined wit_hin the past year by a health care professional and is aﬁé 'E) part_icipate in the
day care program. Within 12 months of admission, I will obtain a health care professional’s signed statement and ‘
| submit it to the child care operation.
Name and Address of Health Care Professional:

|
; Signature - Parent or Legal Guardian; | Date Signed:
' |

| I

Page 3of 6



Form J-800-2935
Revised June 2017

REQUIREMENTS FOR EXCLUSION

D I have attached a signed and dated affidavit stating that I decline immunizations for reason of conscience,
including religious belief, on the form described by Section 161.0041 Health and Safety Code submitted no later
than the 90% day after the affidavit is notarized.

E] I have attached a signed and dated affidavit stating that the vision or hearing screening conflicts with the tenets
or practices of a church or religious denomination that I am an adherent or member of.

VISION EXAM RESULTS

[ pass [ ]Fail

L 20/

Signature: Date Signed:

HEARING EXAM RESULTS

Ear 1000 Hz 4000 Hz Pass or Fail

Right ' | Orass [Jran ]
left ' [JPass [ ]Fail

Signature: = R Date Signed: R ' ]

VACCINE INFORMATION

The following vaccines require multiple doses over time. Please provide the date your child received each dose.

Vaccine Vaccine Schedule Dates Child Received Vaccine

Hepatitis B Birth (first dose)
1-2 months (second dose)
6-18 months (third dose)

Rotavirus 2 months (first dose)
4 months (second dose)
6 months (third dose)

| Diphtheria, Tetanus, Pertussis | 2 months (first dose) |
4 months (second dose)
6 months (third dose)
15-18 months (fourth dose)
| 4-6 years (fifth dose)

Haemophilus Influenza Type B | 2 months (first dose)
| 4 months (second dose)
6 months (third dose)
] 12-15 months (fourth dose)

Page 4 of 6



Form J-800-2935
Revised June 2017

VACCINE INFORMATION

The following vaccines require multiple doses over time. Please provide the date your child received each dose.

Vaccine Vaccine Schedu!e _Ba_te Child Receivgd Vaccin_e

Pneumococcal 2 months (first dose)
4 months (second dose) |
6 months (third dose)

12-15 months (fourth dose)

| Inactivated Poliovirus 2 months (first dose)

4 months (second dose)
6-18 months (third dose)
4-6 years (fourth dose)

Influenza Yearly, starting at 6 months. Two doses
given at least four weeks apart are
recommended for children who are getting
the vaccine for the first time and for some
other children in this age group.

Measles, Mumps, Rubella 12-15 months (first dose)
4-6 years (second dose)

Varicella 12-15 months (first dose)
4-6 years (second dose)

Hepatitis A 12-23 months (first dose}

The second dose should be given 6 to 18
months after the first dose.

PHYSICIAN OR PUBLIC HEALTH PERSONNEL VERIFICATION

Signature or stamp of a physician or public health personnel verifying immunization information above:

Signature : Date Signed:

VARICELLA (CHICKENPOX)

Varicella {chickenpox) vaccine is not required if your child has had chickenpox disease. If your child has had
chickenpox, please complete the statement: My child had varicella disease (chickenpox) on or about (date)
and does not need varicella vaccine.

| Parent's Signature: Date Signed:

| R S

For additional information regarding immunizations, visit the Texas Department of State Health Services’ website at
www.dshs.state.tx.us/immunize/public,shtm.

Page 5 of 6



Form J-800-2935
Revised June 2017

TB TEST (IF REQUIRED)

[C] Positive [] Negative

Under the Texas Penal Code, any area within 1,000 feet of a child care center is a gang-free zone, where criminal
offenses related to organized criminal activity are subject to harsher penalties.

PRIVACY STATEMENT
DFPS values your privacy. For more information, read our Privacy and Security Policy online at
http://www.dfps.state.tx.us/policies/privacy.asp.

SIGNATURES

Child's Parent or Legal Guardian: Date Signed:
X
Center Designee: Date Signed:
X

Page 6 of 6



" Texas Dept of Family Child Assessment Form

and Protective Services

Form 7293

November 2012

" Child Name (last, first, middle) o Social Security No.* | Enroliment Date | Date of Birth
| B
Street Address (if rural, attach directions) City | Gounty ‘ Zip I
Mailing Address (if different) ~ Street or P.O. Box City County 1Zip 1
. _ |
' Telephone No. {(include Alcrnl 3 e i =
* If applicable.
1. Health
Does your child have any allergies? [] Yes [] No
If so, what allergies does your child have?
How should we respond if he/she has an allergic reaction?
Does your child have an existing illness? ] Yes [] No
Has your child had a previous serious illness or injury, or hospitalization during the past | [ ] Yes [l No
12 months?
Is your child taking any medication? [] Yes [ ] No
If so, how is the medication administered, and will it need to
be administered while he/she is in care?
Is the medication prescribed for continuous use? L] Yes ] No
Are there any side effects we should be alerted to? ] Yes ] No
2. Toileting:
Does your child need assistance with toileting? ]D Yes { ] No
How can we best help?
What are your ideas about toilet training?
How can we best help?
3. Behavior:
Does your child have any special fears? [] Yes ] No
How does your child communicate his/her needs? ] Yes ] No

Are there any special words that your child uses

that might not be readily recognized?

don’t approve of or that might be dangerous?

How do you tell your child to stop a behavior that you

When your child gets upset, what helps him/her
calm down?

What is a good way to distract your child when
he/she is having a temper tantrum?

Are there any particular routines that are

particularly helpful at naptime?




" Texas Dept of Family Child Assessment Form Y

and Protective Services

What position is most comfortable for your child when he/she is napping?

4. Eating Preferences:
What are your child’s favorite foods?

Does your child use utensils, eat with fingers, feed self?

Does your child choke easily while eating? ] L] Yes I ] No

5. Activities:
What activities do you like to do with your child?

What activities does your child like to do when playing with
other children?

What does your child like to do when he is playing alone?

6. Family History:
Tell me about your family (i.e. child’s parents, siblings,
grandparents, and other extended family)

| verify that the above assessment was discussed with the parent(s) of

Signature of Director Date Signed

| verify that the director appropriately relayed the information concerning my child's assessment.

Signature of Parent ~ Date Signed

Additional Comments:




DIFS Form J-800-1099
;exas De:Ia;ln;;'l; :efcti ) New January 2018
aﬂlllv 've Services

OPERATIONAL DISCIPLINE AND GUIDANCE PoLICY

Purpose: This form provides the required information per minimum standards §744.501(7), §746.501(a)(7), and
§747.501(5).

Directions: Parents will review this policy upon enrolling their child. Employees, household members, and volunteers
will review this policy at orientation. A copy of the policy is provided in the operational policies.

DISCIPLINE AND GUIDANCE POLICY

Disclpline must be:
1) Individualized and consistent for each child;
2) Appropriate to the child’s level of understanding; and
3) Directed toward teaching the child acceptable behavior and self-control.

A caregiver may only use positive methods of discipline and guidance that encourage self-esteem, self-
control, and self-direction, which include at least the following:
1) Using praise and encouragement of good behavlor instead of focusing only upon unacceptable behavior;
2) Reminding a child of behavior expectations daily by using clear, positive statements;
3) Redirecting behavior using positive statements; and
4) Using brief supervised separation or time out from the group, when appropriate far the child’s age and
development, which is limited to no more than one minute per year of the child’s age.

There must be no harsh, cruel, or unusual treatment of any child, The following types of discipline and
guidance are prohibited:
1) Corporal punishment or threats of corporal punishment;
2) Punishment associated with food, naps, or toilet training;
Pinching, shaking, or biting a child;
4) Hitting a child with a hand or instrument;
5) Putting anything in or on a child’s mouth;
Humiliating, ridiculing, rejecting, or yelling at a child;
7) Subjecting a child to harsh, abusive, or profane language;
8) Placing a child in a locked or dark room, bathroom, or closet with the door closed or open; and
‘ 9) Requiring a child to remain silent or inactive for inappropriately long periods of time for the child’s age.

2
~r

h
Nt

ADDITIONAL DISCIPLINE AND GUIDANCE MEASURES
(ONLY APPLIES TO BAP/SAP PROGRAMS THAT OPERATE UNDER CHAPTER 744)

| A program must take the following steps if it uses disciplinary measures for teaching a skill, talent,
| abllity, expertise, or proficiency: |
» Ensure that the measures are considered commonly accepted teaching or training techniques;
« Describe the training and disciplinary measures in writing to parents and employees and include the
following information: |
o (A) The disciplinary measures that may be used, such as physical exercise or sparring used in
martial arts programs;
o (B) What behaviors would warrant the use of these measures; and
o (C) The maximum amount of time the measures would be imposed;
e Inform parents that they have the right to ask for additional information; and
o Ensure that the disciplinary measures used are not considered abuse, neglect, or exploitation as specified in
Texas Family Code §261.001 and Chapter 745, Subchapter K, Division 5, of this titie (relating to Abuse and

Neglect).

Page 1 of 2



orFs, Form J-800-1099
iﬂ} Texas Department of New January 2018

Signed by: Role:
‘ X m Parent D Caregiver/Employee

[ Household Member (Ch. 747 only)

MINIMUM STANDARDS RELATED TO DISCIPLINE

e Title 40, Chapter 746 Subchapter L:

http://texreg.sos.state.tx.us/public/readtacsext.ViewTAC?tac view=58&ti=408&pt=198ch=7468&sch=L&rl=Y
e Title 40, Chapter 747 Subchapter L

http://texreg.sos.state.tx.us/public/readtacsext.ViewTAC?tac view=58&ti=408&pt=198&ch=7478&sch=L8&ri=Y
e Title 40, Chapter 744 Subchapter G:

http://texreg.sos.state.bx.us/public/readtacsext.ViewTAC?tac view=58¢ti=408pt=1984ch=744&sch=G&r=Y

Page 2 of 2



Crosby Christian Academy

Financial Agreement Contract

Payment Plans
Waeeldy plans are due esch Friday in advance. Bl-weslly plans are due every other Fridsy in advanca.
Twice Monthly Plans are due on the 1st and 15*, Monthly plans are due on the 1st of each month.

| agree to pay a tuition fee of § for my child{ren).

The Email Address(s) your statements will ba sent to:

Tultion Late Fees

Weekly invaices are posted on Fridays for the coming week. A five day grace period is given on all plana. if psyment is
not received by the fifth day a $25.00 late fee will charged to your account wesidy.

Student Handbook Acknowledgment
Upon enroliment you recelved a copy of the Crosby Christian Academy Student Handbook

I have read and understand the Crosby Chiristlan Academy tuition and tuttion late fees policy.

1 hereby acknowledge and agree to abide by the policies and requirements stated in the Crosby Christlan Academy
Student Policy Handbook 2017.

Parent/Guardian Printed Name:

Parent/Guardian Signature: . Date,



’ MEBICAL'STATEMENT FOR
FOOD ALLERIGIES AND/ OR INTOLERANCE(S}

1, School/ Agency Name T 2 sue Name . 3. Site Telephone Number J
——— 3 SN |

F4 Child's Name 5. Date of Birth: ]

b oo o .

-6, Name of Parent of Guardian 7. Telephone Number !

. Participant has a disability or 2 medical condition and requires a special meal or accommodation.
Allcensed must sign this form,

!___Participant does not have a disability. But is requesting a special meal or accommodation due to food intoleranca(s) or
!other medical reasons. Food preferences are not an appropriate use of this form. A licensed physician must sign this form.

‘9. Dlsablmv or medical condition requiring a special meal ar accommodation:

=T
|

'10. If participant has & disability, provide a brief description of participant's major ife activity affected by the disabiilty:

1
i O TE-CS- SO TR =3 L H
|11. Diet prescription snd/or accommodation: {Please desaribe In detall to ensure proper implementation-use extra pages as needed)

12, indicate Texture:
—Regular _Chopped Gr_ound —Pureed
]13. Foods to be omitted and substitutmns- Plense list speeiﬂc fandsto be omitted and suuamd substitutions.
You may attach a sheet with addiﬂonal information as needed

A Foods tobe Omitted B. Suwested Substitutions
'14. Adaptive Equipment:
l
15, Signature of Parent or Guardian {16, Print Name 17, Telephone Number |18, Date

. | . S
19. Signature of Physician 1 20. Printed Name j2l.Telephone Number 22, Date
)



&

FARE

Frod Alle:gy Rescasch & Loucalion

FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Neme: D.0.B.: PLACE

PICTURE
Allergy to: o HERE
Weight: __Ibs. Asthma: D Yes (higher risk for a severe reaction) D No

NOTE: Do not depend on antihistamines or inhalers {bronchodilators) to treat a severe reaction. USE EPINEPHRINE.

Extremely reactive to the following allergens:

THEREFORE:

If checked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.
If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are apparent.

FOR ANY OF THE FOLLOWING:

SEVERE SYMPTOMS

® ® ®

LUNG HEART THROAT MOUTH
Shortness of Pale or bluish Tight or hoarse Significant
breath, wheezing, skin, faintness,  throat, trouble  swelling of the
repetitive cough weak pulse, breathing or tongue or lips

dizziness swallowing
COMBINATION
SKIN GUT OTHER of symptoms
Many hives over Repetitive Feeling from different

body areas.

body, widespread vomiting, severe something bad is

redness diarrhea about to happen,
anxiety, confusion
8 8 3

1. INJECT EPINEPHRINE IMMEDIATELY.

2. Call 911. Tell emergency dispatcher the person is having
anaphylaxis and may need epinephrine when emergency
responders arrive.

e Consider giving additional medications following epinephrine:

»  Antihistamine
» Inhaler {bronchodilator) if wheezing

e |ay the person flat, raise legs and keep warm. If breathing is
difficult or they are vomiting, let them sit up or lie on their side.

s |f symptoms do not improve, or symptoms return, more doses of
epinephrine can be given about 5 minutes or more after the last dose.

e Alert emergency contacts.

« Transport patient to ER, even if symptoms resolve. Patient should
remain in ER for at least 4 hours because symptoms may return.

MILD SYMPTOMS

® O

NOSE MOUTH SKIN GUT
ltchy or ltchy mouth A few hives, Mild
runny nose, mild itch nausea ar

sneezing discomfort

FOR MILD SYMPTOMS FROM MORE THAN ONE
SYSTEM AREA, GIVE EPINEPHRINE.

FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
AREA, FOLLOW THE DIRECTIONS BELOW:
1. Antihistamines may be given, if ordered by a
healthcare provider.
2. Stay with the person; alert emergency contacts.

3. Watch closely for changes. If symptoms worsen,
give epinephrine.

MEDICATIONS/DOSES

Epinephrine Brand or Generic:

Epinephrine Dose: L J0.15mgiM [ J0.3mg M

Antihistamine Brand or Generic: .

Antihistamine Dose: .

Other (e.g., inhaler-bronchodilator if wheezing):

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE paTE

PHYSICIAN/HCP AUTHORIZATION SIGNATURE

DATE

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FODDALLERGY.ORG) 3/2018




@ FARE FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Fuad Atterpy Raszareh & Erseation

HOW TO USE AUVI-Q® (EPINEPRHINE INJECTION, USP), KALEO

Remove Auvi-Q from the outer case.

Pull off red safety guard.

Place black end of Auvi-Q against the middle of the outer thigh.

Press firmly until you hear a click and hiss sound, and hold in place for 2 seconds.
Call 911 and get emergency medical help right away.

g WNE

HOW TO USE EPIPEN® AND EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR, MYLAN

1. Remove the EpiPen® or EpiPen Jr® Auto-Injector from the clear carrier tube. e m

2. Grasp the auto-injector in your fist with the orange tip (needle end) peinting downward, —| " |
3. With your other hand, remove the blue safely release by pulling straight up. | 9 '

4, Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’. t’f \
5. Hold firmly in place for 3 seconds (count slowly 1, 2, 3). %L—, =
6. Remove and massage the injection area for 10 seconds. l

7. Call 911 and get emergency medical help right away. J

HOW TO USE EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN
1. Remove the epinephrine auto-injector from the clear carrier tube. i ‘
2. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward. 8,1
3. With your other hand, remove the blue safety release by pulling straight up. ] ( J?
4, Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’. e |
5. Hold firmly in place for 3 seconds {count slowly 1, 2, 3). .""“Ml __.\_,Tl
6. Remove and massage the injection area for 10 seconds. | !

7. Call 911 and get emergency medical help right away. o

HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®), Push o
USP AUTO-INJECTOR, IMPAX LABORATORIES ~/! I_

Remove epinephrine auto-injector from its protective carrying case.

Pull off both blue end caps: you will now see a red tip.

Grasp the auto-injector in your fist with the red tip pointing downward.

Put the red tip against the middle of the outer thigh at a 90-degree angle, perpendicular to the thigh.
Press down hard and hold firmly against the thigh for approximately 10 seconds, =
Remove and massage the area for 10 seconds. |
Call 911 and get emergency medical help right away. |

NooA~wNe

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTO-INJECTORS:

1. Do net put your thumb, ﬁnfgrs or hand over the _ti{; of the auto-injector or inject into any body part other than mid-outer
thigh. In case of accidental injection, go immediately to the nearest emergency room.

2. If administering to a young child, hold their leg firmly in place before and during injection to prevent injuries.
3. Epinephrine can be injected through clothing if needed.
4, Call 911 immediately after injection.

OTHER DIRECTIONS/INFORMATION (may self-carry epinephrine, may self-administer epinephrine, etc.):

Treat the person before calling emergency contacts. The first signs of a reaction can be mild, but symptoms can worsen quickly.

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS

NAME/RELATIONSHIP: —

RESCUE SQUAD: -
DOCTOR: PHONE: PHONE: -
PARENT/GUARDIAN: PHONE: NAME/RELATIONSHIP:

PHORE: _ —

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG} 3/2018




Crosby Christian Academy

9507 FM 2100 * Crosby, Tx 77532

(281) 3287113

-Reg
Pyt

N

N

Dear Parents, -

It's summertime again, where sunburns and insect bites are more frequent.
We ask each parent to provide sunblock & insect repellent for your child
and sign below so that we may apply these products as necessary. Please
write your childs name on the containers and give them to your child's

teacher.
Lets plan for another great summer here at CCA.

- Bug Repellant Sunscreen

Thank You,
Teachers and Staff of CCA

Child's Name

Parent Signature Date



Form J-800-2550
New January 2017

OPERATIONAL PoOLICY ON INFANT SAFE SLEEP

Purpose: This form provides the required information per minimum standards §746.501(9) and §747.501(6) for the
safe sleep policy.

Directions: Parents will review this policy upon enrolling their infant at
and a copy of the policy is provided in the parent handbook. Parents can review information on safe sleep and

reducing the risk of Sudden Infant Death Syndrome/Sudden Unexpected Infant Death Syndrome (SIDS/SUIDS) at:
http://www.healthychildren.ora/English/ages-stages/baby/sleep/Pages/A-Parents-Guide-to-Safe-Sleep.aspx

SAFE SLEEP POLICY

All staff, substitute staff, and volunteers at

will follow these safe sleep recommendations of the American Academy of Pediatrics (AAP) and the Consumer Product
Safety Commission (CPSC) for infants to reduce the risk of Sudden Infant Death Syndrome/Sudden Unexpected Infant
Death Syndrome (SIDS/SUIDS):
o Always put infants to sleep on their backs unless you provide an Infant Sleep Exception form 2710 signed by
the infant's health care professional [§746.2427 and §747.2327].
e Place infants on a firm mattress, with a tight fitting sheet, in a crib that meets the CPSC federal requirements
for full size cribs and for non-full size cribs [§746.2409 and §747.2309].
¢ For infants who are younger than 12 months of age, cribs should be bare except for a tight fitting sheet and a
mattress cover or protector. Items that should not be placed in a crib include: soft or loose bedding, such as
blankets, quilts, or comforters; pillows; stuffed toys/animals; soft objects; bumper pads; liners; or sleep
positioning devices [§746.2415 and §747.2315]. Also, infants must not have their heads, faces, or cribs
covered at any time by items such as blankets, linens, or clothing [§746.2429 and §747.2329].
* Do not use sleep positioning devices, such as wedges or infant positioners. The AAP has found no evidence
that these devices are safe. Their use may increase the risk of suffocation [§746.2415 and §747.2315].
* Ensure that sleeping areas are ventilated and at a temperature that is comfortable for a lightly clothed adult
[§746.3407(10) and §747.3203(10)].
o If an infant needs extra warmth, use sleep clothing

(insert type of sleep clothing that will be used, such as sleepers or footed pajamas) as an alternative to
blankets [§746.2415 and §747.2315].

» Place only one infant in a crib to sleep [§746.2405 and §747.2305].

+ Infants may use a pacifier during sleep. But the pacifier must not be attached to a stuffed animal or the
infant’s clothing by a string, cord, or other attaching mechanism that might be a suffocation or strangulation
risk [§746.2415 and §747.2315].

« If the infant falls asleep in a restrictive device other than a crib (such as a bouncy chair or swing, or arrives to
care asleep in a car seat), move the infant to a crib immediately, unless you provide an Infant Sleep Exception
form 2710 signed by the infant's health care professional [§746.2426 and §747.2326].

¢ Our child care program is smoke-free. Smoking is not allowed in Texas child care operations (this includes e-
cigarettes and any type of vaporizers) [§746.3703(d) and §747.3503(d)].

e Actively observe sleeping infants by sight and sound [§746.2403 and §747.2303].

¢ If an infant is able to roll back and forth from front to back, place the infant on the infant's back for sleep and
allow the infant to assume a preferred sleep position [§746.2427 and §747.2327].

¢ Awake infants will have supervised “tummy time” several times daily. This will help them strengthen their
muscles and develop normally [§746.2427 and §747.2327].

e Do not swaddle an infant for sleep or rest unless you provide an Infant Sleep Exception form 2710 signed by
the infant’s health care professional [§746.2428 and §747.2328].
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CCA Emergency Action Plan

Emergency Evacuation and Fire Drill Rules

In the event of a fire or any other emergency that would warrant the complete evacuation of this building, all students and
faculty of the building must participate with no exceptions.

Before opening any door, feel the door to see if it is hot. If the door is not hot, open it slowly; and if conditions allow,
proceed to the playground via nearest exit.

Be sure to take your student roster & binder with you.
Shelter in place

Bring all students, faculty, and staff indoors. If there are visitors in the building, provide for their safety by asking them to
stay — not leave. Close and lock all windows, exterior doors, and any other openings to the outside.

Turn off all fans, heating and air conditioning systems. Some systems automatically provide for exchange of inside air with
outside air — these systems, in particular, need to be turned off, sealed, or disabled.

Gather essential disaster supplies, such as nonperishable food, bottled water, battery-powered radios, first aid supplies,
flashlights, batteries, duct tape, plastic sheeting, and plastic garbage bags.

Select interior rooms, with the fewest windows or vents. The room(s) should have adequate space for everyone to be able
to sit in. Use duct tape and plastic sheeting to seal all cracks around the door(s) and any vents into the room.

Write down the names of everyone in the room, and call the main office to report who is in the room with you.

Listen for an official announcement from school officials via the public address system, and stay where you are until you
are told all is safe or you are told to evacuate. Local officials may call for evacuation in specific areas at greatest risk in
your community.

Electrical Outages

Daytime outage
Open blinds, drapes or shades to maximize available light.

Night time outage or if you are in an interior area

Go carefully to a stairwell or area where there is emergency light. Stay calm. Loss of power usually is not destructive —
panic can be. Be prepared with a flashlight at your desk. Your unit should have a working battery-operated radio. KSJS
(90.5 FM) will broadcast emergency information.

» Know your general work area and any areas you frequent. Know evacuation routes and emergency exits and
have a personal plan to deal with blackouts.
Notify the main office of any situation that may require police, fire or medical attention.
If telephones are not working, send a runner or go to the main office to report an emergency situation.
Buildings will not routinely be evacuated in case of a power outage. Evacuate if you are so directed by your
supervisor.

« Do not activate the building emergency (fire) alarm unless there is a life threatening situation requiring notification
of all building occupants.

THE FIVE LEVELS OF LIGHTNING SAFETY

BRIEF DESCRIPTION
Fundamental Principle: No place outside is safe with thunderstorms within six miles

1 Schedule outdoor activities to avoid lightning
2 30-30 Rule: If less than 30 sec between lightning and thunder, go inside. Stay inside until 30 min after last thunder.
3 Avoid dangerous locations/activities (elevated places, open areas, tall isolated objects, and water related activities. Do
NOT go under trees to keep dry in thunderstorms!
4 Desperate last resort--Proceed to safest spot available. Use lightning crouch if lightning imminent.
5 First Aid: Immediately start CPR or rescue breathing, as needed. Call 9-1-1, Use an AED
(do not delay CPR). Continue CPR/rescue breathing if AED won't activate or is not available.



EXTINGUISHMENT OF INCIPIENT FIRES

Portable Fire Extinguishers

There are fire extinguishers located on every floor of the building. Different types of extinguishers are used to control
different kinds of fires. For instance, water is a conductor of electricity and should never be used on any electrical fires.
However, water is very effective in controlling trash fires. Fires have been classified as A, B, C depending on their origin.
Each extinguisher is marked according to the class of fire it will control.

For class A Fires: wood, rags, paper, etc.
Use: pressurized water extinguisher

For Class B Fires: oil, grease, paint or other flammable liquids
Use: dry chemical or carbon dioxide extinguisher

For Class C Fires: live electrical fires in motors, electrical wiring and electrical appliances
Use: dry chemical or carbon dioxide extinguishers.

The proper way to extinguish all fires that occur in a frying pan, cooking pot, deep fat fryer or broiling pan is to put a cover
over the container involved, use lids if available, otherwise, use any cover that may be handy, a cutting board or a small

rug from the floor.

Do not throw water into or on any container that is on fire on the stove or in the oven. This will cause the fire to spread and
flare up. Do not attempt to use any portable fire extinguishers if you are not familiar with them.

All extinguished fires must be reported to the Fire Department for final investigation.

In case of complete evacuation of the premises we will relocate to:
Alliance Properties- 5519 FM 2100, Crosby TX 77532



