Ohio Depariment of Job and Family Services
CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE

This form shall be completed prior to the child’s first day of attendance and updated annually and as needed.

Child’sName Date of Birth First Day at Program/Home
Home Address City -
State Zip Code Home Telephone Number

Parent/Guardian Name #1 Relationship to Child

Home Address [ 1 Same as Child's Home Telephone Number L1 Same as Child's

City State Zip

Email Address (ifapplicable) Cell Phone (if applicable)

Parent's Work/School Name Parent's Work/School Telephone Number

Parent's Worlk/School Address City

Please indicaie if this name should be released if a parent/guardian, of a child attending the program/home requests contactinformation
forother parents/guardians. [] Yes [ No

If you answered yes, please indicate which information above o include on thefist [ Work# [ Cellt# [ Home# [ Emsil

Where can you be reached while your child is in this program/home?

Parent/Guardian Name #2 Relationship to Child

Home Address L] Same as Child's Home Telephone Number L1 Sameas Child's

City State Zip
Email Address (if appficable) CeliPhone

Parent's Work/School Name Parent's Work/School Telephone Number

Parent's Work/School Address City

Please indicate if this name should be released if a parentiguardian, of a child attending the program/home, requests contactinformation
forother parenisiguardians. [ Yes [0 No
If you answered yes, please indicate which information above v include on thie fist  [] Work # O cen# [Home# [ Email

Where can you be reached while yourchild is in this program/home?

Emergency Contacts: Parents cannot be listed as emergency contacts. List the name of at least one person who can be contacted
in the eventof anemergency orillness if you cannot be reached. Any person listed should be able to assist in contacling you. At least
one person listed mustbe able o take responsibility forthe child in case the parent/guardian cannotbe contacted and should be at least
18 years of age.

Name Name

City State City State
Telephone Number Relationship io Child Telephone Number Relationship to Child
Other numbers where emergency contactcan be reached (if Other numbers where emergency contactcan be reached (if
applicable) applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number
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Child'sName ~

Allergies, Special Health or Medical Conditions, and Medical Foods
Fill in this section accurately and com pletely. Please note that if your child has a current health or medical condition requiring child care
staff to perform child specific care, such as: fo monitor the condition, provide treatment, care, or to give medication, the JFS 01236
"Child Medical/Physical Cara Plan for Child Care” mustbe completed and be kept on file at the program/home.

=
=

Does your child have any food, medication orenvironmental allergies? (check all that apply)
[ No
[ Yes - checkall thatapply [1 Food [0 Medication O Environmental Please listand explain:

Does your child's allergy/allergies require child care staff fo monitor your child for sympioms to take action if a reaction occurs, or give
emergency medication to your child? (check one)

[ No

O Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care”must be completed.

Does your child have a developmental delay or special health or medical condition? (check one)
O No
[ Yes - please explain

Does the special health or medical condition require child care staff to perform a procedure, or perform child specificcare such as: to
monitor your child for sym ptoms or administer medication during child care hours? (check one)

O No

[ Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care™ must be completed.

Is your child currently using any medication or medical foed? (checkone)
O No
O Yes - pleasa explain

If yes, does this medication or medical food need to be administered atthe child care program/home?

1 No

O Yes - a JFS 01217 "Request for Administration of Medication” mustbe completed and kepton file for each medication and a JFS
01236 "Child Medical/Physical Care Plan for Child Care" mustbe completed for the medical food.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)
O No

[ Yes - please explain

DDoes this dietary restriction require a modified dietthateliminates all types of fiuid milk or an entire food group?
No

[J Yes - written instructions from the child’s health care providermustbe on file.

1 N/A - program does not provide meals or snacks to the child.
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ChildsName

Listany history of hospitalizalion, outpatfient surgery, or previous health concerns that would be needed to assist the staff or medical
personnel inan emergency situation.

i¥

[ Not applicable

List any additional information about your child that would be useful for staff to know, such as fears or ways that your child prefers to
be comforted.

1 Not applicable

List any additional information about your child that would be useful for staff to know, such as eating or sleeping habits.

[ Not applicable
List any additionalinformation about your child that would be useful for staff to know, such as special routines, or behaviorneeds.

1 Not applicable
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Child'sName

Diapering Statement
Is yourchild toilettrained? [l Yes (If yes, skip to Emergency Transporiation Authorization section)
[ No (If no, fill out the following:)

The program's policy is to check diapers every Z hours. Please indicate if you wantyour child's diaper checked according 1;: the
program's policy oranother:

[0 1agree with the program’s schedule [J 1do not agree, please check my child's diaperevery hours.

Emergency Transportation Authorization

Give Permission to Transport Do Not Give Permission to Transport
Program or Home Name Program or Home Name
MIRACLES CHILD CARE
has permission to secure emergency transportation for OR does not have permission to secure emergency
my child in the event of an iliness or injury which requires transportation formy child in the event of an iliness or injury
emergency freatment. The emergency fransportation Do | which requires emergency freatment. [ wish for the following
service will determine the facility to which my child will be "_Dt action to be taken:
sign
transported. both
Parent's Signature Date Parent’s Signature Date N

Acknowledgement of Policies and Procedures
| have reviewed and received a copy of the program's orhome's policies and procedures/handbook. [OYes [INo (checkone}

This form, after being completed and signed by the parent/guardian, mustbe reviewed for completeness and signed by the
adminisirator/designee priorto the child receiving care.

Parent/Guardian Signature(s) Date

Administrator/Designee Signature Date

The form isto beinitizled and dated, at least annually, afterit has been reviewed by the parentiguardian. Thisis to indicate all
information has stayed the same or changes have been noted. If significantchanges are needed, please complete anew form.

Parent/Guardian Inifials Date of Review Adm inistratoﬂDesignee Initials | Date of Review

Parent/Guardian Initials Date of Review Administraior/Designee Initials | Date of Review

Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review
Naote:

This is a prescrbed form which mustbe used by child care providers to meetthe requirements o rules 5101:2-12-15, 5101:2-13-15, and 5101:2-14-04.
This formmustbe on file atthe program or home on or before the child's first day of attendance and thereafter while the child is enrolled.
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Ohio Departmentof Job and Family Services
CHILD MEDICAL STATEMENT FOR CHILD CARE

Child's Name (printortype) Date of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
(Physmaanhysnclan S ASSlstantlAdvanced Practice Registered Nurse/Certifi ed Nurse Practltloner)

Section A- EXAMINATION

/ The above named child has been examined.

v The above named child is in suitable condition for participation in group care (i.e. free of infectious disease,
mentally and physically fit o be in group care).

N The above named child does not have allergies OR s allergic to the following (please fist in space below):

Check below, if applicable:

[l Additional information that will assist the child care program in providing appropriate child care for the above
named child {(special health care and developmental considerations) accompanies this form.

Optional: Measurements and Recommended Assessments/Screenings

Height Vision [dYes [ONo Lead dyes [No
Weight Hearing [1Yes [ONo Hemoglobin O Yes [ No
BMI Dental Yes [INo Other

Notes:

Signature of Examining Health Care Practitioner Date of Examination

Name of Examining Health Care Practiioner Telephone Number

Street Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MM/DD/YYYY FORMAT) OF DOSES OF ALL IMMUNIZATIONS.

'IMMUNIZATION (Complete ONLY ONE SECTION below)

Section 5104.014 of the Ohjo Revised Code requires Jmmumzattons agamst the following diseases:

' Chicken pox, Diphtheria, Haemophilus influerizae type b, Hepatitis A, Hepatitis B, Influenza, Measles, Mumps, Pertussus

Pneumococcal disease, Poliomyelitis, Rotavirus, Rubella and Tetanus. = 2

Section B - To be completed by the EXAMINING HEALTH CARE | Initials of Exammmg Health Care Practitioner

PRACTITIONER:

[] The above named child has been immunized against the diseases
listed above.

If an immunization is medically contraindicated or not medically appropriate

for the child’s age, note any exceptions by listing the specific

immunization(s): Date

Section C - To be completed by the child's parent ONLY IF Signature of Parent

WAIVING AN IMMUNIZATION(S):

O I have declined to have my child immunized for reasons of
conscience, including religious convictions against all of the
diseases listed above or against the following disease(s):

Date
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PERSONS AUTHORIZED TO PICK UP MY CHILD

My child, , may be picked up by the following persdiis:

Name:

Telephone #s:

Relationship to child:

Name child calls person:

Name:

Telephone #s:
Relationship to child:

Name child calls person:

Name:

Telephone #s:

Relationship to child:

Name child calls person:

Name:

Telephone #s:

Relationship to child:

Name child calls person:

Name:

Telephone #s:

Relationship to child:

Name child calls person:

I understand that my child will not be released to anyone whose name is not on this list. I
also understand I may change this list in writing at any time.

Parent’s Signature Date



PERMISSION TO PHOTOGRAPH

Throughout the year there are opportunities for your child to be
photographed. These photos may be used for classroom activities,
holiday displays, or promotional purposes (such as newspaper articles).
We must have a parent/guardian’s approval to photograph and display
these photos. Please check the appropriate box(es).

Child’s Name

[

No photos

Yes, you may use my child’s photos on Miracles Child Care Website.
Yes, you may use my child’s photos on Social Media.
Yes, you may use my child’s photos in classroom photos.

Yes, you may use my child’s photos on art projects to be given to child’s
family.

Yes, you may use my child’s photos in newspapers.

O Oogdd

Yes, you may use my child’s photos on Miracles Child Care Newsletters.

Notes:

Signature Date



Comprehensive Health Screening Tool
Child's Name:

Signs of Vision Concerns

My child has been screened

Holds books very close when reading

Squints or blinks often

Has trouble following an object with eyes (visual tracking)

Looks cross-eyed, eye turn out

Seems especially clumsy, has difficulty seeing potential hazards, steps, curbs, walls

No concerns

Signs of Hearing Concerns

My child has been screened

Doesn't turn head in response to sounds

Doesn’t talk like children in same age group

Doesn't respond to questions or commands

Can't identify common objects: ball, cat, dog, etc...

No concerns

Signs of Dental Concerns

My child has been screened

Red, swollen, bleeding gums

Decayed or discolored teeth/tooth

Chipped tooth, tooth/gum pain

No concerns

Signs of Height & Weight Concerns

My child has been screened

Child has been weighed/measured annually by doctor

No concerns

Blood lead / Hemoglobin Signs & Sympotms

My child has been screened

Loss of appetite/weight loss

Abdominal pain/vomiting/constipation

Lethargy

No concerns

Parent Signature Date



Ohio Department of Education - Office of Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs
CACFP programs cxcmpt from having an carollment form on file arc: Emergency Shelters, Outside School Hours, Youth Development & After School at Risk
Instructions to Complete
o  All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Startcenter. ™
e  List the child’s name, age, birth date, the days and hours normally in care and the meals normally received while incare.
» If schedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart.
e Ifthe child comes before and after school, List the hours in care for both the moming and afternoon.
® CACFP Federal regulations 226.15(e) (2) require that an enrollment form be completed annually and signed by the child’s
parent or guardian.

CENTER NAME
MIRACLES CHILD CARE
CHILD’S NAME AGE BIRTHDATE / /
{please print) month  / day ! year

CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE IN CARE
Check (v) List hours child normally in care Check (¥) meals child normally receives while in care
Days Child AM PM Evening
Normally in Arrive | Depart | Arrive | Depart |l Breakfast| Snack | Lunch | Snack | Supper | Snack
Care %

Monday

Tuesday

Wednesday

Thursday

Friday

| Saturday

Sunday

[ Yes, the schedule listed above may frequently vary duc to changes in parents/guardians schedule.

SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN NUMBER
MAILING ADDRESS:

STREET /APT. CITY ZIF CODE

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) ¢ivil rights regulations and policies, this
institution is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual
rientation), disability, age, or reprisal or retaliation for prior civil rights activity .Program information may be made available in
languages other than English. Persons with disabilities who require alternative means of communication to obtain program
information (e.g., Braille, large print, audiotape, American Sign Language), should contact the respansible state or local agency that
administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay
ervice at (800) 877-8339.To file 2 program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program
Discrimination Complaint Form which can be obtained online at: httos://www.usda.zov/sites/dsfault/files/documents/USDA-
CASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.ndf, from any USDA office, by calling (866) 632-9992, or by writing a

letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of
the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date
of an alleged civil rights violation. The completed AD-3027 form or letter must be submitted to USDA by:

(1) mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Indépendence Avenue, Sw,

Washington, D.C. 20250-9410;

(2) fax: (833) 256-1665 or (202}690-7443; or (3) email:program.intake@usda.gov.

This institution is an equal opportunity provider. Revised §/2022
Ohio Department of Education - Office of Nutrition




CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE CONMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2022-2023

INSTRUCTIONS: To apply for free and reduced-price meals, read the household Letter and instructions cn backside of this form. Complete application and
retumn to the center. In accordance with the NSLA, information on this application may be disclosed to other Child Nutrition Programs or applicable
enforcement agencies. Parents/guardians are not required to consent to this disclosure. Part 1 is to be completed by all households. Part 2 is to be used only
for a child living in a household receiving food assistance (SNAP) or Ohio Works First (OWF) benefits. Part 3 is only for children NOT receiving Food
Assistance or OWF benefits. Part 4 an adult household member must sign and date form; the last 4 digits of social secunty number must be listed if Part 3 is
completed. Part & is optional. ~ Asterisks indicate info that must be completed. Form must be completed annually and valid for only 12 months.

CHECK IF PART 2 — LIST EACH CHILD’S FOOD ASSISTANCE
CENTERNAME |MIRACLES CHILD CARE A FOSTER {SNAP) OR OWF CASE NUMBER, IFANY. A VALID
(g,‘;”ltgal CASE NUMBER CONTAINS 7 DIGITS.
PART 1— PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibility of
awelfareagency [ Checktype o FOOD ASSISTANCE (SNAP) or
* NAME OF ENROLLED CHILD(REN) AGE | BIRTHDATE | orcourtAtach § of honedit: o OHIO WORKS FIRST (OWF)

documentation)

1 D CASE NO.

2, .

BASENGE! e o e o
3 I:I GASENG! | e o
4. — CRASEING oo o ey

PART 3 - TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List names of all household
members. List all gross income: list how much and how often. If Part 2 is completed, skip to Part 4.

a.  LIST NAMES OF ALL b. CHECK c. GROSS INCOME during the last month (amount eamed before taxes & other deductions) and
HOUSEHOLD MEMBERS IF HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually

INCLUDING CHILDREN TSéZGESEO 1. Eamings fn?m work 2. _Welfare payments, 3. P‘ensions,‘retirement, 4. All Other Income
LISTED ABOVE IN PART 1 before deducticns child support, alimony Social Security, SSI, VA

EXAMPLE: JANE SMITH [:l $ amount / how often $ amount / how ofien $ amount / how often $ amount / how often

1 LT |s / $ / s I 3 /

2. Il $ / $ ! $ ! $ /

R, CF s 3 / s / 5 /

4. LT |5 / | $ / 5 / $ /

5. RRE / K / 5 / $ /

6. LT |s / $ / $ / $ /

PART 4 — SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: Adult household member must sign/date form. If Part 3 is completed,
the adult signing the form must also list last 4 digits of his/her Social Security Number or check the “l do not have a Social Security Number” box.
I certify that all information on this form is true and correct and that all income is reported. | understand that the center will get Federal Funds based on the

information. | understand that CACEP officials may verify the information. | understand that if | purposely give false inforration, 1 may be prosecuted.

* If Part 3 is completed, D D D r:l,

insert ast 4 digits of Social Security Number

* = . (Check if applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE [:_l | do not have a Social Security Number
Print Name: Daytime Phone Number: Work Phone Number:
Street / Apt: City / State / Zip: County:
PART 5: RACIAL/ETHNIC IDENTITY (Optional): Please check appropriate boxes to identify the race and ethnicity of enrolled child(ren).
American Indian or Alaska Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White Qther

Please mark one ethnic identity: I:I Hispanic or Latino [:l Not Hispanic or Latino

Privacy Act Statement: The Richard B. Russell National School Lunch Act requires the information on this application. You do not have to give the inforration, but if you do not, we
cannot approve the participant for free or reduced-price meals. You must include the last four digits of the Social Security Number of the adult household member who signs the
application. The Social Security Number is not required when you apply on behalf of a faster child or you list a Supplemental Nutrition Assistance Program (SNAP), Temporary
Assistance for Needy Families (TANF) Program or Food Distribution Program on Indian Reservations (FDPIR) case number for the participant or other (FDPIR) identifier or when you
indicate that the adult househald member signing the application does not have a Social Security Number. We will use your information to determine if the participant is eligible for
free or reduced-price meals, and for administration and enforcement of the Program.

State Distribution: June 2022

THIS SECTION TO BE COMPLETED BY CENTER. Note: All information above this section is to be filled in by the parent or guardian.

Complete information below only if qualifying child(ren) by household income from Part 3. Application Certified/Categorized as:

Per the tatal househcld size, compare total household income to the USDA Income Eligibility O FREE, based on o Food Assistance/OWF Case No

Guidelines to determine correct categorization. When income is listed in different frequencies ’ : : ’
. d - - S D Household size and income

of pay in Part 3, you must convert all income to annual income before determination. Use the o Foster Child

following Annual Income Conversion :
Weekly x 52, Every 2 Weeks (biweekly) X 26, Twice per Month (semi-monthly) x 24, Manthly x 12 [0 REDUCED, based on Household size and income

Total Total Household Income: $ [J PAID, based on o Income too high
Househaold l o Incomplete
Size: Per: o week o everytwo weeks otwice per month omonth © year o Invalid case number or information

Signature of Sponsor / Center Representative Date Sponsor Certified/Categorized Form  Effective Date
Nate. Effective date is determined by parent or sponsor signature daie as selected on CRRS application. (From the first of month of date signed)
|f date of parent sianature is not within month of certification or immediatelv orecedina menth.

Expiration Date
(Valid until last day of month in which
form was sianed one vear earlier)




HOUSEHOLD LETTER - Dear Parent or Guardian
Please help us comply with the requirements of the U.S. Department of Agriculture’s Child and Adult Care Food Program (CACFP) by completing the attached income
eligibility application for free and reduced-price meals. All information will be treated with strict confidentiality. The CACFP provides reimbursement to the child care center for
healthy meals and snacks served to children enrolled in child care. The completion of the income eligibility application is optional. Complete the application on the
reverse side using the instructions below for your type of household. You or your children do not have to be U.S. citizens to qualify for meal benefits offered at the child care
center. Households with incomes less than or equal to the reduced-price values listed on the chart at the bottom of this page are eligible for free meal benefits. An application
must contain complete information to be considered for free or reduced-price meals. Households are no lenger required to report changes regarding the increase or decrease
of income or household size or when the household is no longer certified eiigible for food assistance (SNAP) or Ohio Works First (OWF). Once approved for free or reduced-
price benefits, a household will remain eligible for these benefits for a period not to exceed 12 months. During periods of unemployment, your child{ren) is eligible for meal
reimbursement provided the loss of income during this time causes the family to be within eligibility standards for meals. In operation of the CACFP, n&*person will be
discriminated against because of race, color, national origin, sex, age or disability §226.23(e)(2)(iv). If you have questions regarding the completion of this application, contact
the child care center.
PART 1 — CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART (*denotes required info)

. Print the name of the child(ren) enrolled at the child care center. All children (including foster children) can be listed on the same application.

. List the enrolled child’s age and birth date.

. Check box indicating if the child is a foster child. Foster children that are under the legal responsibility of the fosier care agency or court are eligible for free meals.

Any foster child in the household is eligible for free meals regardless of income. Attach docurnentation to show foster child status.

PART 2 - HOUSEHOLDS RECEIVING FOOD ASSISTANCE OR OHIO WORKS FIRST: COMPLETE THIS PART AND PART 4 — If a child is a member of a food
assistance (SNAP) or OWF household, they are automatically eligible to receive free CACFP meali benefits.
Circle the type of benefit received: Food Assistance (SNAP) or Ohio Works First (OWF).
. List a current food assistance or OWF case number for each child. This will be a 7-digit number. Do not list a swipe card number.
SKIP PART 3 — Do not list names of household members or income if you listed a valid Food Assistance (SNAP) or OWF case number for each child in Part 2.
PART 3 - TOTAL HOUSEHOLD SIZE, GROSS INCOME AND HOW OFTEN RECEIVED: ALL OTHER HOUSEHOLDS COMPLETE PARTS 3 & 4.
a) Write the names of all household members including yourself and the child(ren) that attends the child care center, noting any income received. A household is
defined as a group of related or unrelated individuats who are living as one economic unit that share housing and/or significant income and expenses of its members.
This might include grandparents, other relatives, or friends who live with you. Attach anather piece of paper if you need more space o list all household members.
b)  Check the box for any person listed as a household member (including children) that has no income.
c)  For each household member, list each type of income received during the last month and list how often the money was received.

1. Eamings from work before deductions:"Write the amount of total gross income each household member received the last month, before taxes/deductions or
anything else is taken out (not the take-home pay) and how often it was received (weekly, every two weeks, twice per month, monthly, annually). Income is
any money received on a recurring basis, including gross eamed income. Households are not required to include payments received for a foster child as
income. If any amount during the previous month was more or less than usual, write that person’s usual monthly income. If you nommally get overtime, include
it, but not if you only get it sometimes. If you are in the military and your housing is part of the Military Housing Privatization Initiative and you receive the
Family Subsistence Supplemental Allowance, do not include these allowances as income. Also, in regard to deployed service members, only that portion of
a deployed service member's income made available by them or on their behalf to the household will be counted as income to the household. Combat pay,
including Deployment Extension Incentive Pay (DEIP) is also excluded and will not be counted as income to the household. All other allowances must be
included in your gross income.

2. Listthe amount each person got the last month from welfare, child support or alimony and list how often the maney was received.

3. List the amount each person got the last month from pensions, retirement, Social Security, Supplemental Security Income (SS1), Veteran’s (VA) benefits or
disability benefits and list how often the money was received.

4. List all other income sources. Examples include: Worker's Compensation, strike benefits, unemployment compensation, regular coniributions from people
who do not live in your household, cash withdrawn from savings, interest/dividends, income from estates/trusts/investments, net royalties/annuities or any
other income. Self-employed applicants should report income after expenses (net income) in column 1 under eamings from work. Business, farm or rental
property report income should be entered in column 4. Do net include food assistance paymenis.

PART 4 — SIGNATURE AND LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THIS PART (* denotes required info)

a) * All applications must have the signature of an adult household member.

b)  * The aduli signing the application must also date the form.

c) ™ Only an application that lists income in Part 3 must have the last four digits of the social security number of the adult who signs, If the adult does not have a
social security number, check the box marked, I do not have a Social Security Number.” If you listed a food assistance or OWF number for each child or if you
are applying for a foster child, the last four digits of the social security number are not required.

PART 5 — RACIAL/ETHNIC IDENTITY — OPTIONAL
You are not required to answer this part in order for the application to be considered complete. This information is collected to make sure that everyone is treated fairly and
will be kept confidential. No child will be discriminated against because of race, color, naticnal origin, gender, age or disability.

NON-DISCRIMINATION STATEMENT: In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil righis regulations and policies, the USDA,
its Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national arigin,
sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or aclivity conducted or funded by USDA. Persons with disabilities who require altemative
means of communication for program information (e.g. Braille, large print, audiotape, American Sign Language, etc.), should contact the Agency (State or local) where they
applied for benefits. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339. Additionally,
program information may be made available in languages other than English. To file a program complaint of discrimination, complete the USDA Program Discrimination
Complaint Form, (AD-3027) found online at: How to File & Compiaint, and at any USDA office, or write a letter addressed to USDA and provide in the letter all of the information
requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter fo USDA by: (1) mail: U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights 1400 Independence Avenue, SW Washington, D.C. 20250-9410; (2) fax: (202) 690-7442; or (3) email:
program.iniake@usda.cov. This institution is an equal opportunity provider,

REDUCED INCOME ELIGIBILITY GUIDELINES
Effective from July 1, 2022 through June 30, 2023. Households with incomes less than or equal to the reduced-price values below are eligible
for free or reduced-price meal benefits.
HOUSEHOLD SIZE ANNUAL MONTH TWICE PER MONTH B . WEEK
1 25,142 2,096 1,048 967 484
2 33,874 2,823 1,412 1,303 652
3 42,606 3,551 1 1,776 1,639 820
4 51,338 4,279 ' 2,140 1,975 988
5 60,070 5,006 2,503 2,311 1,156
6 68,802 5,734 2,867 2,647 1,324
7 77,534 6,452 3,231 2,883 1,492
8 86,266 7,189 3,595 3,318 1,659
Additional member +8,732 +728 +364 +336 +168




Ohio Department of Job and Family Services
FAMILY INFORMATION
FOR STEP UP TO QUALITY PROGRAMS (SUTQ)

i

Child's Name (Last) (First) Nickname (If any)

By providing complete information about your child, you will be assisting staff in creafing a positive experience for him/her while in
care. List any information about your child's habits, abilities or personality that you feel will be helpiul to the staff while caring for
your child.

Who is in the child's immediate family?

Who lives at home with your child?

What is the primary language spoken in your child’s home?

Are there any special family arangements, such as shared parenting, living in two homes, or custody specifications, etc.?
Additional Details?

Are there any changes or transitions that your child has recently experienced or is experiencing? {moved from crib to bed,
divarce, new home, death of family member, friend or pet) Additional Details?

Are there any cultural or religious practices of your family we should be aware of? (Dietary restrictions, clothing, head coverings,
ete.)

Do you have any pets at home? If so, what are they and what are their names?

Has your child had a previous care arrangement? [_| Yesor [ No Additional Details? (Center based, in home, with family,
with parents, etc.)

My child drinks [_] milk, [_] formula, [] juice or [_] water. (Check all that apply)
How much and how often?

Does your child have any favorite foods?

Does your child dislike any foods?

Are there any foods your child should not be fed? (Licensing requires documentation be completed for children with food
allergies and/or dietary restrictions)
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Please check all of the words that best describe your child's personality and behavior

[] other:

[Jactive []adventurous [] affectionate [ ] anxious [] bossy [] bright [[1busy []calm [ cautious [] cheerful

[ content [] creative [] curious [] easily-angered [] emotional [_] energetic [] excitable []friendly [] gives-in-easily

[1 happy []hesitant [] insecure [ jealous [] likes structure/routines [ '] loud [ ]ioving [] mellow [] outgoing

[] prefers adult attention [ ] quiet [] sensitive [ ] serious [] shares-well [ ] social [ 1 spontaneous [[] stubborn [ tentative

Are there additional personality and behavior characteristics that would be useful to know about your child?

Are there things that frighten your child? If so, how does he/she react and what do you do to comfort him/her?

What routines/actions or items do you use to comfort your child?

What causes your child to feel angry or frustrated?

What methods do you use to respond to your child's negative behavior?

Does your child use any special comfort or support items that help him/her go to sleep? If so, what?

What is your child's mood upon waking? (happy, grouchy, clingy, slow to awaken)?

My child sits in a [_] high chair, [_] booster, [_] child size chair or [_| adult size chair. (Check the one that applies.)

Is your child toilet trained? If not, have you started the toilet training process? Please explain the process used.

Does your child need assistance when using the toilet? If so, how?

What words, gestures or signs dees your child use if he/she needs to use the bathroom?

What time dees your child normally go to bed at night and wake up in the morning?

What time(s), and for how long, does your child usually nap?

JFS 01511 (Rev. 10/2014)
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Does yc;ur child have trouble sleeping (Night terrors, trouble going to sleep, etc.)? Please explain.

What might you and/or your child be anxious about as hefshe starts in this program?

i

What are you and/or your child excited about as he/she starts in this program?

What are your expectations of this program?

What other information would be helpful for the staff caring for your child to know?

Parent/Guardian's Signature Date
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Miracles Child Care Agreement

This agreement is made between {parent/guardian)
and Miracles Child Care for the care of the following child{ren):

Name: Date of Birth:
Name: Date of Birth:
Name: Date of Birth:
Arrival Time: 3 Departure Time: (not to exceed 10 hours per day)

Variations in schedule:

We are required by the State of Ohio to provide staffing to cover specific staff/child ratios; therefore, we
ask that you follow the above times. If circumstances arise that cause a change in your schedule, please
communicate with the staff of Miracles Child Care with ample notice. A written work schedule is
required for all parents with varying schedules. Failure to adhere to these times may result in a re-
evaluation of continued care.

The Parent Handbook contains policies and procedures that must be followed. It also contains a price list
and information on holidays, vacations and other absences. Violation of policies or delinquent payments
may result in termination of care.

Parent/Guardian Printed Name Parent/Guardian Signature Date

Administrator Signature Date



ITEMS NEEDED FROM HOME

*Please make sure all items are Parent Activity Ideas for

labeled with your child’s name

INFANTS
3 Clean, empty bottles/day

Crib sheet

Diapers & wipes

Summer- sun hat/sunscreen (form)

TODDLERS °
Diapers/Pull-ups

Wipes

Extra clothing
Small pillow and blanket ®

Diaper cream (form required)

Summer-sunscreen (form required) ”

Winter-hat, gloves, snow gear

Bibs "
Burp cloths e
Extra clothing

Pacifier

Diaper cream (form requiregl) room —

Transitions: o

Ideas when transitioning to Miracles —

Schedule a time to visit the classroom
with your child.

Read stories about going to school.
Give your child an item from home or a
photo to bring the first few days.

Ideas to prepare your child for a new class-

Visit the classroom with your child and
meet the new teacher.

Discuss your child’s new room with
them.

Ideas for transitioning out of our program —

Schedule a goodbye party for child’s
last day at the program.

Read stories about making new friends.
Make a goodbye card with your child.

Ideas for transitioning to a new classroom

within our program —

PRESCHOOLERS

Extra clothing
Small pillow, blanket, & sheet

Summer-sunscreen (form required)

Winter-hats, gloves, snow gear

SCHOOL AGERS
Extra Clothing

Summer-sunscreen (form required)

Winter-hats, gloves, snow gear

Decorate a thank you card with your
child to give to current teachers and
classmates to say goodbye.

Visit your child’s new classroom and
meet teacher.

Work on new expectations with your
child at home such as going to an open
cup, adjusting activities to prepare your
child to go to a new environment.



Miracles Child Care
Tuition and Fees
Prices effective September 1, 2022

Weekly Rates
Tax ID Available Upon Request
INFANT | TODDLER | PRESCHOOL SCHOOL AGE
$160 $150 $140 Before Or Before & Calamity
After After School Only*
Scheol
Weekly $75 $85 $30/day
Income based child care 2 Hr. Delay $8 $8 $12
assistance: No School 27 $27 30
NOCAC i 3
419-782-5316 Siiine $135
# Fun
* Calamity day care is only available when school is not in session and
We have been informed in advance of your child's schedule.
Multi-child Discount: $15 of f normal weekly rate (no discount on School Agers except summer)
Initial Registration: $30 per family
Materials Fee: $35 per child Due August 15th annually (full year students)
Summer Fun Fee: $40 per child (Summer Fun Students)
Late Payment Fee: $5 per week  Payment is due on Monday of the current week.
Early/Late Charge: $1 per minute per child before 6 AM or after 6 PM
More than 10 Hours/day $5 per 15 minutes over 10 hours
Holiday Policy

On planned holidays when we are closed, tuition will be prorated and you will not have to pay for the
days that Miracles Child Care is closed. If Miracles Child Care closes for any other reason, tuition will
be prorated as well.

Other Charges

Diaper or Pull-up $3 each
Wipes $1 each
Unreturned item of clothing $5 per piece

* Repeated violation of policies will result in evaluation of continued care. When payments are two
weeks behind, children will not be accepted into care until account is current and the child's place on
the roster will be forfeited after one week without full payment.



