MISSOUR|I DEPARTMENT OF ELEMENTARY MISSOUR! DEPARTMENT OF HEALTH AND SENIOR SERVICES
* AND'SECONDARY EDUCATION - BUREAU OF COMMUNITY FOOD & NUTRITION ASSISTANCE
 OFFICE OF CHILDHOOD - CHILD CARE COMPUIANCE . SRR

CHILD CARE ENROLLMENT FORM

FACILITY/PROVIDER NAME ' ADMISSION DATE DISCHARGE BAYE
Parkton Childcare Center
CHILD'S NAME GENDER BIRTHPATE

CHILD'S ADDRESS (STREET, CITY, STATE, ZIP CODE)

FIDENTIFYING INFORMATION
PARENT/GUARDIAN NAME TELEPHONE NUMBER

ADDRESS {STAEET, CITY, STATE, ZIP CODE} O CHECK (F SAME AS CHILD'S ADDRESS {J

EMAIL ADDRESS

EMPL.DY;R OR SCHDOL - o L WORK/SCHOOL SCHEDULE
EMPLOYER/SCHOOL ADDRESS {STREET, CITY, STATE, ZiP CODE) WORK TELEFHONE NUMBER
PAHENTIGU*DMN NAME : TELEPHONE NUMBSER

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK IF SAME AS CHUD'S ADDRESS

EMAIL ADDRESS
EMPLOYER OR SCHOOL WORK/SCHOOL SCHEDULE
EMPLOYER/SCHOOL ADDRESS (SYREET, CITY, STATE, 21 CODE) WORK TELEPHONE NUMBER

if ynu-' ora manber of yaur immediate fa'h'uil:v"é\}ér served in the U5, Armed Forces, g&gjgggmmm_gmmm
related services in Missouri or visit www.dese.mo.goy/veterans-gervi _ N _
L CONTACT AND PERSCNS AUTHORIZED TO TAKE CHILD FROM FACILITY OTHLR THAN PARENS
& EMERGENCY CONTACT 1S REQUIRED)
NAME : RELATIONSHIP TO CHILD

TELEPHONE NUMBER(S)

ADDRESS (STREET, CEIY, STATE, 2P CODE)

NAME RELATIONSHIP TOCHItD | TELEPHONE NUMBER{S)

ADDRESS {STREEV, CITY, STATE, ZIP CODE)

The Dapartmaent of Elermerntary and Secantary Education does not discrimingte on the basis of race, color, rellgion, gender, gender identity, sexual orlantation, national origln, age, veteran status, mental
or physical disebility, or amy other basis prohibited by statute (n 7ts programns and activities, Inquirtss refated to department programs ard to the location of sarvices, activiites, and facilities that ara
aczessible by parsons with tisabiffties may he direered ta the Jetferson State Office Bullding, Director of Clvl Rights Compliance ahd MOA Coardimator {Titte VIfTRle viiftkle IX/SOS/ADAJADAANSAge
Art/GINAJUSDA Tite VI}, Sth Floor, 205 Jeferson Streat, PO, Box 480, lefferson City, MO 65102-0480; telephone number §73-526-4757 or TTY B00-735-2466; emalkcalrahts@tets mo ey,

MO 500-3317 {Rev 06-22) PAGEL



5 ON CHILD'S DEVELOPMENT
{PLRSONAL DEVELOPMENT; BEHAVIOR, PATTER

i S ' | cHiLDs RELATION TO CHILD CARE PROVIDER
2 O Yes O No

: C AND RACE INFORMATION (YOU ARE NOT REQUIRED TO ANSWER THIS SECTION)
B Are you of Hispanlc ar Latino orlgin? O Yes CI No
O oo g 0 -0
American Indianor | Asian Black or African Native Hawailan or White
__ Alaskan native American | other Pacific isfander |

PROJECTED ATTENDANCE SCHEDULE AND ANY VAR

Will child attend:
_E] Full time [J Part time

: What Is your race?
E - (Select one or more.}

Describe any

Check what days
~ your child will attend.

When does your child
ysually arrive each day?

When does your child
usually leave each day?

changes or variations
in usual attendance,
including shift changes,

Monday

Oam. Dpm

Dam, Opm

Tuesday

Oam  Dpm,

Oam. Opm.

Wednesday

Oam. DOpm.

Oare, Cpm.

Thursday

£ am,

O p.m.

Tam. Opm

 CACFP REQUIREMENT _~ -

Friday

Dam.  Opm

Cam Opm

Saturday

Tham.  Tpm.

. - Opam.

EiNew’{em’s Day

S8 [ Lincoln’s Birthday
B (1 Washingion's Birthday

Inloiolololoio

B8 3 Martin Luther King, Jr/s Birthday

[ Truman Day
{71 Memorial Day
7} luneteenth

] independence Day

{3 Labor Day
O Columbus Day

{1 None

[} Veterans Day

[T Thanksgiving Day
{3 Christmas Day

MO 500-3317 ey 05-22)



AUTHORIZATION FOR EMERGENCY:MEDICAL CARE 7. : e e :
1 understand that | will be notified et onge in the event of an emergancy with my chitd, and [ wili make arrangements for medical care of
my child with the physician or hospital of my choice. Ifi cannot be reached to make the necessary arrangements, or in a critical
emergency requirlng medica! care, | authorize
Parkton Childcare Center

(CHILBCARE FACILITY NAME)

to contact the following: -
PHYSICIAN OR CLINIC

TELEPHONE NUMBER

TELEPHONE NUMBER

PREFERRED HOSPITAL .

ACKNOWLEDGMENTS .

A  have received a copy of this facliity’s policies pertaining to the admission, care, and discharge of children, | PARENT/GUARDIAN INTTIALS

B 1 | have been informed that a copy of the licensing rules for child care home or the licensing rules for group | PARENT/GUARDIAN INHTIALS
child care homes and centers is available at this facility for raview,

¢ | The provider and I have agreed on a plan for continuing communication regarding my child’s PARENT/GUARDIAN INITIALS
development, behavior, and individual needs.

B | When my child is ill, | understand and agree that s/he may not be accepted for care or remain in care. PARENT/GUARDIAN INITIALS

61 | understand that, before the first day of attendance by my child, | wilt provide proof of completed age- PARENT/GUARDIAN INITIALS
appropriate immunizations or exemption from immunizations.

F| | Cdo O donot give permissian for field trips/excursions. | understand that 1 will be notified in advance PARENT/GUARDIAN INITIALS
when they are planned,

G| t Cldo [T do notgive permission for the facility to transport my chifd. PARENT/GUARDIAN INITIALS

# | 1 have been informed and have recelved a copy of the facility's safe sieep policy when enroiling a child less PARENT/GUARDIAN INITIALS
than one {1} year of age.

I | | have been notified that | may request notice at injtial enroliment or at any time thereafter whether there] PARENT/GUARDIAN INITIALS
are children currently enrolted in or attending the facility for whom an immunization exemption has been
filed.

PARENT/GUARDIAN SIGNATURE DATE

BN £1AST ANNUAL URDATE PARENT/GUARDIAN SIGNATURE DATE

SECOND ANNLIAL UPBATE PARENT/GLARDIAN SIGNATURE DATE

THIRD ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE

—
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USDA Nondiscrimination Statemant

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and polictes, this institutlon
is prohibited from discriminating on the basis of race, color, nationat arigin, sex {Including gender identity and sexual crientation),
disability, age, or reprisal or retaliation for prier civil rights activity.

Program information may be made avallable tn languages other than English, Persons with disabllities who require alternative means of
communication to obtaln program information (e.g., Braille, large print, audiotape, American 5ign Language), should cantact the
responsthie state or local agency that administers the grogram or USDA's TARGET Center at (202) 720-2600 {volee and TTY) or contact
USDA through the Federal Relay Service at (800) 877-8332.

To file a program discrimination complaint, a Complainant should complete a Farm AD-3027, USDA Program Discrimination Complaint
Form which can be obtained enfine at: Hitps://www.usda gov/sites/defauli/files/documents/USDA-DASCRI520P- Complaint-Form.
05080002-508-11-28-17Fax2Mall pdf, from any USDA office, by calling (866} 632-9992, or by writing 2 letter addressed to USDA. The
|atter must contain the complalnant's name, address, telephone number, and a written description of the alleged discriminatory action
in sufficlent detail to inform the Assistant Secretary for Civil Rights {ASCR) ahout the nature and date of an alleged civit rights violation.
The complated AD-3027 form or letter must be submitted to USDA by:

1. mail .

U.5. Department of Agriculture

Office of the Assistant Secretary for Civi Rights
1400 independence Avenue, SW Washington,
D.C. 20250-9410; or

2, fax:

{833) 256-1665 or (202) 690-7442; or
3. email

program.intake@usda.goy

This institution is an equal opportunity provider.

0 500-3017 {Rev 0622}



O™, LN G pL, OF Bup s LoNRENeNS
ek, MISSOURI DEPARTMENT OF HEALTH AND SENTOR SERVICES : BAVE
SECTION FOR CHILD CARE REGULATION [ PRINT |

{5}/ CHILD MEDIGAL EXAMINATION REPORT (INFANT/TODDLER/PRE-SCHOOL) | RESET |
CHILD'S NAME BIRTHDATE
.| CURRENT S¥ATE OF NEALTH ,

Based on my assassment of this child's medical history, curvent state of heaith and my physical examination of the child on / /
thls ohild can pariicipate in & child care program. This child has no spsclal care needs unless speciiled balow.

{Date of medical examination must be within the last 2 months,)

Complete this section only if child requires spaclal care at a child care facility, e.g. special dlets, allergies, ear infections, conwilsions,
dlabstes, asthma, bahavlor problems, hearing or visual impalrment, stc. (Attach addiilonal pages as neaded.)

SIGNATURE OF PRYSICIAN OR REGISTERED NURSE UNDER THE SUPERVISION OF A PRYSICIAN DATE

PHYBIGIAN'S OR NURSE'S NAME (PLEASE PRINT)

NAME AND ADDRESS OF CLINIC, GROUP, PRACTICE OR OTHER IF NURSE 18 SUPERVISED BY A PHYSICIAN, INDICATE PHYSICIAN'S NAME
(MAY USE S8TAMP) (PLEASE PRINT)
- TELEPHONE NUMBER

= e e ——
140 G80-1876 {8+14) TO BE FILED IN CHILIYS RECORD AT CHILD CARE FAGILITY BCG-EA



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
COMMUNITY FOOD AND NUTRITION ASSISTANCE (CFNA)
CHILD AND ADULT CARE FOOD PROGRAM (CACFP)

INCOME ELIGIBILITY FORM FOR CHILD CARE CENTERS

To app!y for free or reduced-price meal elig!blllty benefits for your child(ren) piease fill out this fo:m and relum !t !o the child care center

"PARTA: GHILDREN ENROLLED AT THE CHILD CARE CENTER

Complete information below for children enrclled at the center. i chlld(ren) are recelvlng Supp!emental Nutn!iun Asmstance Progfam (SNAP)
{formerly Food Stamp) or Temporary Assistance (formerly AFDC, now funded by TANF), complste Parts 1, 3, and 4 only. Complete Parts 1,
2, 3, and 4 if you did not provide 8 SNAP case number or Temporary Assistance case number for all of the children listed in Part 1.

g | | SRNONE | opo ey | PRSI
i
i
[
/i

"PART 2: HOUSEHOLD ANDINGOMEINFORMATION .~ =~~~ " = 7o

List all membars of the househald not including the children listed in Part 1. Indicate source and amount of current monthly gross Income for
all members of the household before deductions, such as taxas and soclal security. Where there are wage 2arners and self-employad adults,
the income of the wage eamer cannot he offset by the businass losses of the self-employed adult. if {ast month’s income does not accurately
reflect your circumstances, you may provide a projection of your current annual income. irmegular self-amployed income may be averaged
over tha prior 12 months. Foster children may be eligible regardless of household incorme. Contact the center for more information.

INGOME BASED ON (OHEGK ONE) O vearwy DO wmontrty [Jazxamontd O everyzweeks [[] weekey
PENSIONS,
HOUSEHOLD MEMBERS GROSS WAGES PP ORY RETIREMENT, SOCIAL OTHER

~PART 37 RACIAL ETHNIC INFORMATION (You are not requirad fo ansiwer this seclion) -~

Are you of Hispanic or Latino origin? [ves ND
AMEFICAN TNDIAN BLACK OR NATIVE FAWANAN OR OTHER
What is your race? (Select one or more) OR ALASKA NATIVE ASIAN AERICAN AMERIGAN PACIFIC {SLANDER WHITE

L1

! hereby cerilfy lh'éttélt infarmatlon provided {s correct. | underetand that thls lnformallon ls be[ng givenin connec’don with the raca!pt ot‘ raderal funds. tha! lnalutuuan
officlals may verify infarmation, and that delibarate misrepresantation may subject me to prosecution under applicable state and federal faws.

SIGNATURE OF ADULT FANILY VEMBER SOCIAL SECURITY NUMBER {LAST 4 DIGITS ONLY) DATE
XXX-XX- Il
PRINTED NAME OF ADULT ADDRESS PHONE NUMBER

Section 9 of the National School Lunch Act requires that, unless your children’s SNAP or Temporary Assistance case number i3 provided, you must include the
last four digits of & sacial securlty number of the adult housshold member signing the application or indicate that the household member slgning the application
doas not possess & soclal security number, Provislan of the last four digits of a social secutity numbar [s not mandatary, but if the last four digits of a soclal security
number are not provided or an indication is not made that the signer fias none, the application cannot be approved. The soclal security number may be usad to
identify the househotd member in carrylng out efforts to verify the acouracy of Information stated on the application. These verifcation efforts may be camled out
threugh program reviews and Investigatfons, and may Include contacting employers to determine Income, contacting & SNAP or welfare office to determine current
cortification for recaipt of SNAP ar Temporary Aesistance benefits, contacting the State amployment security office to determine the amount of bansfits recelved
and checking the documentation produced by the househald member to provide the amount of Ingome recelved, These efforts may rasultin a loss or reduction of
banafits, administrative clalms, or lagal actions If Incorrect informailon Is reported.

FOR CENTER USE ONLY )

L HOUSEHOLD | INCOME: PNCOME BASED ON (CHECK ONE): {EMPORARY
: YEAR  MONTH ZXAMONTH  EVERVZWEEKS  WEEKLY  SNAP (Food Stamp) ASSISTANCE
a =] [ (] W] Q a
Eligibility Determination: () Free {J Reduced LI Paid
BIGNATURE OF CENTER REPRESENTATIVE DATE

MO 58a-1314 (2-11) CACFP-205



Missouri Department of Health and Senior Services
Section for Child Care Regulation and Child and Adult Care Food Program
INFANT AND TODDLER FEEDING AND CARE PLAN

THIS SECTION TO BE COMPLETED BY CHILD CARE FACILITY:
The formula provided by this child care facility is: ___Parent's Choice Gentle w/ Iron

(Check a box) [_]Yes [ INo This child care facility is participating in the Child and Adult Care
Food Program (CACFP). In order to claim meals for reimbursement, the center must provide
infant cereal and other foods when the child is developmentally ready for them.

Instructions to Parents — Please complete for child who is less than 24 months of age. Update
information as needed. Use a new form or initial/date changes on this form.

CHILD'S NAME DATE OF BIRTH DATE ENROLLED

Feeding Information
Type of Food Feeding Time Kinds of Food Amount of Food

Breast Milk

Formula

Infant Food

Table Food

Who is preparing (mixing) the formula? Check all that apply: [ JParent  []Caregiver

Does your child have any problems with feedings, such as choking or spitting up?
[lYes Explain:

[ INo
Does your child use a pacifier? [ JYes [ JNo

Note: Pacifiers, if used, cannot be hung around an infant’s neck. Pacifier mechanisms or pacifiers that attach to infant
clothing cannot be used with sleeping infants.

Infant Feeding Preference (under 12 months)
Mark your preference (check all that apply).

(] 1 will provide breast milk for my infant.

[ 1'will nurse my infant at the center at these times:

The facility's formula may be used to supplement feedings if necessary: [ JYes [ ]No
If breast milk is unavailable for a feeding, the facility should:

[] Irequest that the formula provided by the child care facility be served to my infant.

(] | will provide infant formula for my infant, Name of formula:

] | request that the child care facility provide solid foods for my infant as s/he is ready for them,
and after | have discussed it with child care facility staff. OR

(] 1 'will provide solid foods for my infant.

The U.S. Department of Agriculture (USDA) prohibits discrimination against its customers, employees, and applicants for employment on the
bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal and, where applicable, political beliefs, marital status,
familial or parental status, sexual orientation, or if all or part of an individual's income is derived from any public assistance program, or protected
genetic information in employment or in any program or activity conducted or funded by the Departiment. (Not all prohibited bases will apply to all
programs and/or employment activities.) If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program
Discrimination Complaint Form, found online at http:/www.ascr.usda.gov/complaint_filing_cust.himl, or at any USDA office, or call (866) 632-
9992 to request the form, You may also write a letter containing all of the information requested in the form. Send your completed complaint form
or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Tndependence Avenue, S.W., Washington, D.C.
20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov.USDA is an equal opportunity provider and employer.

MO 580-1918 (11-15) BCC-12



Toddler Feeding Preference (12 through 23 months)
Check all that apply: [ISpoon [ JCup [} Feeds Self [] Feeding Table or Chair

Type of Food Feeding Time Kinds of Food Amount of Food
Breast Milk
Milk
Table Food
Arrangements for Sleep — Licensing rules require that infants be placed on their back to
sleep.
Time(s) Child Usually Naps Length of Nap

Additional Instructions Related to Sleeping:

Note: When, in the opinion of the infant's licensed health care provider, an infant requires alternative sleep
positions or special sleeping arrangements that differ from those required by rule, the provider must have on file
at the facility written instructions, signed by the infant's licensed health care provider, detailing the alternative
sleep positions or special sleeping arrangements for such infant. The caregiver(s) must put the infant to sleep in
accordance with such written instructions.

[_] My child is 12 months or older, and | give my permission for my child to sleep on a cot.

Signature of Parent/Legal Guardian Date

Diapering Instructions

List any lotions and/or ointments, etc. that you have provided and give permission for caregivers
to use on your child.
For [Jwet [ _|Bowel Movement [ JRash [ |Other

[11do not want caregivers to use any lotions, powders, cintments or similar items on my child.

| will furnish the following baby supplies for my child; clearly labeled with my child's name:

Special Instructions for Care (e.g., restrictions, allergies, etc.):

Signature of Parent/Legal Guardian Date

MO 580-1918 (11-15) BCC-12



PARKTYN

CHILDCARE CENTER

SUNSCREEN APPLICATION PERMISSION FORM

Parkton Childcare staff members have my permission to apply

to

(brand name of sunscreen)

My child, while in their care.

(parent’s signature) (date)



