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Zion Christian _f
Early Learning Center (ems

3300 Canfield Rd. Youngstown OH 44511 330-792-4066

. FamilyInformation

.Name of Chlld

Birth date

Home Phone

Street Address

City, State, Zip

 Mother/Guardian

Name

Street Address

City State Zip

Cell Phone

Email

Place of Employment

Work Phone

" TFather/Guardian

Name

Street Address

City State Zip

Cell Phone

Email

Place of Employment

Work Phone

“MaritalStatus =~

MARRIED DIVORCED SEPARATED WIDOW/WIDOWER SINGLE

Custody/Visitation
Arrangements

Page 1 of 2
Updated 8/18/17




Other Members of your: Househeld
- (Siblings, grandparents etc] '

Né.me Age Relatlonshlp to Chlld

1,
2.
3.
4,
5.
Persons Permltted to plck”up your Chlld from the Center
S ..(Other than parents) - v
Name Relatlonshlp to Chlld
1.
2.
3.
4,
5.
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Ohlo Department of Job and Family Services
CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE

This form shall be completed prior o the child's first day of attendance and updated annually and as needad.

Child’'s Name Date of Birth | First Dayat ProgramfHome
Home Address Cily
State Zip Code Home Telephone Number

Parent/Guardian Name #1 P

Relationship to Child

Home Address [] Same as Child's

Home Telsphone Numbar [[] Samaas Child's

City

Siate Zip

Emall Address (if applicable)

Gell Phone (Ifapplicable)}

Parent's Work/School Name

Paren{'s WorkiSchool Telephone Number

Parant's Work/School Address City

Please indicate if this nama should be released if a parentiguardian, of a child attending the pz ogramihome requests coritactinformalion
forother parentsiguardians. [ Yes O Ne

If you answered yes, please indicate which Information above to include on the list 1 Work # (O Cell# HHome# [ Email

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

Parent/Guardian Name #2 Relationship io Child

Home Addrass [_] Sameas Child's Home Teigphone Number [L] Sameas f)hlld's

Cliy ’ State Zip

Email Address (Jff applicable) Gali Phone

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

Patent’s Work/School Address City

Pleasa indicate if this name shouid be released if a parerifguardian, of a child aftending the prograrm/home, requests contactinformation
for other parentsiguardians. [ Yes [1 No

I you answered yes, please indicate which information above to Include onthe list [Iwork# I Cell# [ Home# 1 Email

Where can you be reached while your child is in this programlhomé?

Emergency Contacts: Parents cannot be listed as emergency contacts. List the name of at least ohe person who ¢an be contacted
in the eventof an emergency ariliness if you cannot he reached. Any person listed should be ahle to assistin confacting you. Af teast
one person listed musthe able o take rasponsibility for the child in case the parent/guardian cannoibe contacted and should be at least
18 yearsof age.

Name Name

City Stale City Slate

Telephone Number Relationship to Chiid Telephone Number Relationship o Child

Other numberswhers emergency contactcan be reached {if
applicable)

Other numbers where em argency contactcan be reached {if
applicable)

Name of Physician or Clinic/Hospital

Street Address

City Siate Telaphone Numbar

JF5 01234 {Rev. 10/2021} Page 1 of4



Chitd's Name

Allergies, Special Health or Medical Cenditions, and Medical Foods
Fill in this section accurately and completely. Pieasa note that if your child hasa current health or medicai condition requiring child care
staff to perform child spacific care, such as: to monitor the condition, provide treatment, care, or to give medicatlon, the JFS 01236
"Child Medical/Physical Gare Plan for Child Care" mustbe completed and be kept on file atthe program/home,

Doees your child have any food, medlcation or anvironm enta[ aitergles? (checkallthal apply)

[ Ne
{1 Yes - checkall thatepply 11 Feod [ Medication [ Eavironmental Please lisl and explain:

Does your child's atlergy;’allerg ies regulre child care staif to monitor yourchild for sym pioms to take action if & reaction accurs, or give
eBmergency medicaiion fo your child? {check one}

No
O Yes - a JFS 01236 “Child Medical/iPhysical Care Plan for Child Care* must be completed,

Boes your child have a developmental delay or special health or medical condition? (check ons)

[ dNo

{1 Yes - please explain

Does the special health or medical conditlon requirg child care staff to parform a procedure, or parform child specificcare such as: to
monitoryour child for symploms or administer medication during child care hours? (check one)

[1No
O Yes - a JFS 01236 "Child Medical/Physical Gare Plan for Child Gare" must be completed,

Is your child currenily using any medication oy medical food? (check ong)

[iNe
[T Yes - please explain

If yes, doss this medication ormedical food neadtobe admmtstered atthe child care programfhome'«’

I No ¢

] Yes - a JFS 01217 "Requast for Adminisiration of Medication" mustbe completed and kepton fila for each med:ca’non and a JFS
01236 "Child Medical/Physical Gare Plan for Child Care" mustbe completed for the medical food.

Does your child have any distary restrictions, including those formedu,dl religious orcultural reasons? (checkone)

O No

[ Yes - please explain

[Djoes this dietary resfriction require a mcdsfled dietthateliminates all typas of fluid milk or an entire food group?
No

[ Yes - wiitien Instructions from the child's heatth care provider mustbe anfils.

[71 NJA - program does notprovide meals or snacks fo the child.

JF501234 (Rev. 10/2021) Page?2 of4



Child's Name

List any history of hospitafization, outpatient surgery, or previous heatth concerns that would be neaded o assist the staff or medical
personnel in an emargency situation.

[ Not applieable
List any additional information about your child that would be useful for staff to know, such as fears or ways thaf your chlld prefersto
be comforted.

[0 Notappiicable .
List any additional information aboutyour child that would be useful for staff to know, such as eating or sleeping habits.

[T Notapplicable A _
List any addiionalinformation aboutyour child that would be usefui for staff to know, such as spacial roulines, or behaviorneeds.

[l Notappiicable

JFS 01234 (Rev, 1072021} ] Page 3 oi4




Child's Name

Diapering Statement

Is yourchild toilet frained? ] Yes (If ves, skip to Emergency Transpo:iéﬁon Authorization secfion)
‘ 1 No {If no, fill out the following:)

The program’s policyisic checkdiapers every hours. Pleaseindicate if you wantyour child's diaper checked according to the

program's policy orancther:

[} | agreewith the program’s schedule 4 (do not agree, please check my child's diaperevery heurs,

Emergency Transportation Authorization

Give Permissionto Transpor{ Do Mot Give Parmission to Transport
Program orHome Name ' : Program or Home Name
has permission to secure emergency transpoﬁationfor @R does not have p. ission fo secirg emergency
my child in the event of an lliness or injury which requires transportation fdr my child in the even) of an iliness orinjury
emergency reatment. The emergency transporiation Do which required emergency treatmept? | wish for the following
service will determine the facility to which.my child will be nol | actionto be taidsq:
fransported. Eﬁg

Parent's Signature Date : Parent‘S/Siqm(ure Date

- Acknowledgement 6f Pelicies and Procedures
| have reviewed and received a copy of the program’s or home's policies and proceduresihandbook. [3Yes, [INo (checkons)

This form, after being completed and signed by the parentfguardian, mustbe reviewed for com pletene‘ss and signed by the
administrator/designee priorio the child receiving care. )

Parent/Guardian Signature(s) - Date

Administralor/fDesignes Signature } Date

The form isto be inifialed and dated, at least annually, after it has been reviewed by the parentiguardian. Thisis fo indicate all
infarmation has stayed the same or changes have been noled. If significantichanges are needed, please complete anewform,.

Parent/Guardian lnitiais Date of Review Administratcr]Designeé Inifials | Date of Review

Parent/Guardian I_niﬂals Date of Review Administrator/Designee Initials | Dats of Review

Par-ent/Guardian Initials Date of Review . Administrator/Designee Initials | Dafe of Review
Note:

This is a prescribed formwhich must be used by child care providers fo meet the requirements to rales 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 atlendance and thereafter while the child isenrolled.

. JFS 01234 {Rev. 10/2021) ' - . Page4 of4



Zion Ch
Early Learmng Center
3300 Canfield Rd. Youngstown OH 44511 330-792-4066

Photo Consent Form

Occasionally during the school year local media or the newspaper will take
pictures or film footage or our schools special events. Please indicate below
as to whether or not your child may be photographed.

Yes, my child may be photographed for use for all media purposes

i.c. newsletters, website, Facebook, etc...

No, my child may not be photographed for all media purposes

i.e. newsletters, website, etc...

Parent/Guardian Signature Date

updated 8/18/17



Procare

SOLUTIONS

Student Information
Canfield - Before & After Care

Student Name:

Student Name:

Student Name:

Student Name:

Contact information :

Parent Name:

Relationship to Student : Mother / Father / Guardian

Phone #:

Email:

Parent Name:

Relationship to Student: Mother / Father / Guardian

Phone #:

Email :

The Procare child care mobile app is available for Apple i0OS and Android devices
and can be downloaded in their respective app stores.




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

INSTRUCTIONS: To apply for free and reduced-price meals, read the househeld Letter and instructions on backside of this form. Complete application and
refurn to the center. In accordance with the NSLA, information on this application may be disciosed to other Child Nutrition Programs or applicable
enforcement agencies. Parents/guardians are nof required to consent to this disclosure. Part 7 is to be completed by alt houssholds. Parf 2 is to be used only
for a chitd living in a household receiving food assistance (SNAP) or Ohio Works First (OWF) benefits. Part 3 is only for children NOT receliving Food
Assistance or OWF benefits. Part 4 an adul household member must sign and date form; the last 4 digits of sccial security number must be listed if Part 3 is
compieted. Part 5is optional. * Asterisks indicate info that must be completed. Form must be completed annually and valid for only 12 months.

- . CHECKIF PART 2 - LIST EACH CHILD'S FOOD ASSISTANCE
CENTERNAME | 7Yy cnvisticiy, B L C AFOSTER 1 (SNAP) OR OWF GASE NUMBER, IF ANY. A VALID
— R CASE NUMBER CONTAINS 7 DIGITS,
PART 1 - PRINT INFORMATION FOR ALL GHILDREN ENROLLED AT CENTER responsisility of
awalfare agoncy | "Checkfype 0 FOOD ASSISTANCE (SNAP) or
* NAME OF ENROLLED CHILD{REN;} AGE | BRTHDATE | greowt Mt | of henefi o OHIO WORKS FIRST (OWF}
5 L] CASENC. | _ _
2 o ] CASENC, |~ . .
N L CASENO, | — — — —
4. CASENO. | . . ..

PART 3 - TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List names of all household
members, List all gross ingome: 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 earned before taxes & other deductions) and
HOUSEHOLD MEMBERS iF HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Monkh, Monthly, Annually
INCLUDING CHILDREN r\llNoéZC’)El\?g 1. Earnings from work 2. Welfare payments, 3. Pensions, retirement, 4, Alt Giher Inceme
LISTED ABOVE IN PART before deduclicns child support, alimony Social Security, 58I, VA

EXAMPLE: JANE SMITH 1] $ amount/ how offen | $ amount/ how often $ amount / how often | § amount / how often
1 B j 3 , $ / s /
2. [ $ / $ / $ / 3 /
3 I & / & ! $ / $ /
4. i $ / $ i $ i $ /
5 | $ / $ / $ ! $ /
6. Ll ]S / $ / $ / $ /

PART 4 - SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: Adult household member must sign/date form. I Part 3 Is completed,
the adult signing the form must also list last 4 digits of his/her Social Security Number or check the “] do not have a Social Security Number” box.

| cartify that all information on this form is frue and correct and that all income is reported. [ understand {hat the center wili get Federal Funds based on the
information. | understand that CACFP officials may verify the informatfion. | understand that if | purposely give false information, | may be prosecuted.

* If Part 3 Is completed, r“] l_‘] 1
insert last 4 digits of Social Security Number | _ | i} ”:_]] I:_H

* * {Check if applicable)
SIGNATURE OF ADULT HOUSEHOLD MENIBER " DATE Q | do not have a Social Securify Number

Print Name: Dayfime Phone Number: Work Phone Number:

Street / Apt: City / State / Zip: County:

PART 5: RACIAL/ETHNIC IDENTITY (Optional): Please check appropriate boxes to identi'fy the race and ethnicity of enrolled child{ren).
American Indian cr Alaska Native Asian Black or African American
Native Hawafian or Other Pacific |slander Whtite Cther

Please mark one ethnic identity: {1 Hispanic or Latino ["1 Not Hispanic or Latino

Privacy Act Stalement; The Richard B. Russell National School Lunch Act reguires the information on this applicalicn. You do not have to give the information, but if you do not, we
cannot appreve the pariicipant for free or reduced-price meals, You must include the last four digiis of the Sccial Security Number of the aduit househald member who sigas the
application. The Social Securfly Number is nct required when you apply an behalf of a foster child or you list & Supplemental Nutilion Assistance Program (SNAF}, Temporary
Assistanca for Needy Families (TANF} Program o Foed Distrtbution Program on Indian Reservations (FDPIR) case number for the pariicipant or other (FDPIR) identifier or when you
indicata that the adult heusehcid member signing the application does not have a Social Securily Mumbar. We will use your infosmation to determine if the participant is eligible for
free of reduced-price meals, and for adminisiration and enforcerment of the Program.

State Distribution: June 2022

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

Compiete information below only if gualifying child{ren) by household income from Part 3. Application Certified/Categorized as:
Per the total household size, compare total household income to the USDA income Elgibility 11 FREE. based on 0 Food Assistance/OWF Case No
Guidelines to determine correct categorization. When income is listed in different frequencies ’ ’

of pay in Part 3, you must convert ail income to annual income before determination. Use the 0 Household size and income

o Foster Child

foliowing Annhual Income Conversion :

Weekly x 52, Every 2 Weaks {piweskly) X 26, Twice per Month {semi-monthly) X 24, Maonthly x 12 1 REDUCED, based on Household size and income

Total 1 Total Household Income: § [0 PAID, based on o income too high

Household ) o Incomplete

Size: Per: oweek o every two weeks o twice per month ocmonth oyear o Invalid case number or information
Signature of Sponsor / Center Representative Date Sponsor Cerlified/Categorized Form  Effective Dale Expiratior: Date

Nole: Effestive date is determined by parent or sponsar signature date as selected on GRRS application. {From the first of month of dale signed)  (Valid until last day of month in which
If date of parenl signature is not within manith of cerfification or immediately preceding monlh, form was signed cne year earier}

effeciive dale musl be date of spensor cerification.

Revised .une 20022 a9




Ohio Pepartment of Education - Office of Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FO

Required Form for use by Child Care Centers and Head Start Programs
CACFP programs exempt from having an enroliment form on file are; Emergency Shelters, Outside School Hours, Youlh Development & After School at Risk

Instructions to Complete
e Al parents/guardians are to complete a separate form for each child enrofled 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.
e [fschedule 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 morning 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

20N CnriSticn. ELC Bedpre Y Afier (o RE.
CHILD'S NAME AGE BIRTHDATE /
(please print) month / day i yedar
CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE IN CARE
Check (¥) 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 {| Breakfast| Snack | Lunch | Snack | Supper | Snack
Care
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

| ] Yes, the schedule listed above may frequently vary due to changes in parents/guardians schedule.

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

STREET /APT. CITY ZIP CODE

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this
institution is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual
Iorientaﬁon}, disabitity, 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 responsible 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
Service at {800) 877-8339.To file a program discrimination complaint, a Complainant should compiete a Form AD-3027, USDA Program
Discrimination Complaint Form which can be obtained onfine at: hitps://www.usda.gov/sites/defauli/files/documents/USDA-
IOASCR%ZOPaComplaint~Form-0508—0002—508-11—28—17Fax2MaiI.pdf, from any USDA office, by calling (866} 632-9992, ar by writing a
letter addressed to USDA, The letter must contain the complainant’s name, address, telephone number, and a written description of

he alleged discriminatory action in sufficient detail to informm 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.5. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW,

Washington, D.C. 20250-9410;

(2) fax: (833) 256-1665 or (202)690-7448; or (3} email:program.intake@usda.gov.

This institution is an equal opportunity provider, Revised 8/2022
Ohio Department of Education - Office of Nutrition




ETHNIC and RACIAL DATA FORM

Agency/DaycareCenter 1oONn Chrlﬂ"\“\dﬂ ELQ jﬁ@*ﬁ‘(ﬂ@f‘\k A“Y’\'QR

Agency/Daycare Address L\OO H’\ \H’C}\O R\\I(\\
cavrvhieic; O YU oW

The agency or daycare listed above receives Federal financial assistance for participating in the Child and
Adult Care Food Program {CACFP). Because they receive Federal financial assistance they are required
to record and maintain the Ethnic and Racial data of all children enrolled in the CACFP. This information
is used solely for the purpose of determining compliance with Civil Right laws and will be kept
confidential. We are requesting for each participant to ‘Self Identify’ and provide this information,
however it is optional to Self Identify. If you choose not to Self ldentify, then please be aware that the

agency/daycare will need to make a judgment of your child’s race and ethnicity because Civil Rights
Jaw require them to do so. This ethnic and racial information will remain confidential and on file for 3
years and will only be accessible to authorized personnel.

To Self Identify, please answer the following questions.

Child’'s name

Ethnic Category: Choose one

Hispanic or Lating: A person of Cuban, Mexican, Puerto Rican, South or Central American, or
other Spanish culture or origin, regardless of race. The term “Spanish origin” can be used in addition
to “Hispanic or Latino”.

Non-Hispanic or Latino:

Racial Categories: Check all that apply

American Indian or Alaska Native: A person having origins in any of the original peoples of
North and South America, (including Central America), and who maintains tribal affiliation or
community recognition.” '

Asian: A person having origins in any of the original peoples of the Far East, Southeast Asia, or the
Indian subcontinent, including, for example, Cambedia, China, India, Japan, Korea, Malaysia, Pakistan,
the Philippine Islands, Thailand, and Vietham.

Black or African American: A person having origins in any of the black racial groups of Africa.

Native Hawaiian or Other Pacific Islander: A person having origins in any of the original
peoples of Hawali, Guam, Samoa, or other Pacific Islands.

White: A person having origins in any of the original peoples of Europe, the Middle East or North
Africa ' .

Other

Parent/Guardian Signature i Date

28



