SCHOOL AGE ENROLLMENT CHECKLIiST
Parents,

/
This is a checklist of all the items that you nieed to have before your child may start
his/her first day at Bright Stars Primary Learning Academy, LLC. You must fill out, date
& sign this checklist.

o $65 registration fee (paid at time of enrollment)
First week’s tuition (paid at time of enrollment)

Birth certificate

Most current Immunization records (Form 3231)

COMPLETED ENROLLMENT PACKET:

Parent Handbook (Please sign pages 17-18 and return with
Enrollment Packet)

Enroliment form

Copy Parent(s) D.L. and SSN Card

Tuition Fee Agreement

Authorization for Pick-Up

Parental and-Facility Agreement (BSPLA)

Child Medical Treatment Form

Focd Allergy Action Plan

Preventative Products Approval

Benefit Income Eligibility Forms (2 pages)

Community Childcare Food Supplement Distribution Log

WIC

Pareatal Enrollment Agreement with Child Care Facility (CCFS)
Household Letter nstructions

Vehicie Emergency Medica! Information

Transportation Agreement

No Liability Insurance Parent Ackiowledgement

Official start date: _
School child’s attend:

Parent Signature (Mom) | Date

Parent(s) Signature (Dad) Date



Discipline and Behavior Policy

Praisc and positive reinforcement are effective methods of behavior management of children.
When children receive pesitive, nonviolent, and understanding interactions from adults and
others, they develop good self-concepts, problem solving abilities, and self-discipline. Based on
this belief, Bright Stars Primary Learning Academy uses a positive approach to discipline and
practices the following discipline and behavior management techniques.
WEDO

Communicate to children using positive statements on their level.

Talk with children in a calm quiet manner.

Explain unacceptable behavior to children.

Give attenticn to children for positive behavior.

Praise and encourage the children.

Reason with and set limits for the children.

Apply rules consistently.

Model appropriate behavior.

Provide alternatives and redirect children to acceptable activity.

Give children opportunities to make choices and solve problems.

Help children talk out problems and think of solutions.

Listen to children and respect the children’s needs, desires and feelings.

WE DO NOT

Inflict corporal purishment in any manner upon a child.

Use food as a form of reward or punishment.

Use or withhold physical activity as a punishment.

Shanie or punish a child if a bathroom accident occurs.

Embarrass any child in front of others.

Compare children.

Leave any child alone, unatiended cr without supervision.

Allow discipline of a child by other children.

Criticize, make fun of, or otherwise belittle child’s parents, families, or ethnic groups.

Conferences will be scheduled with parents if particular disciplinary/bchavior problems cecur.
If your child’s behavior consistently endangers the safety of the children around him,her, then
the Director has the right, =fter meeting with the parents and documenting behavior proble:ns
and interventions, to terminate child care services for that variicular child.

Note: If, at any poing, there is an indication/suspicicn that'a c;hiﬂld may have spacial nee(‘as,.
Bright Stars Primary Learning Academy will inform the child’s family and make contact with
Baby Babies Can’t Wait cr EAP for assessment and assistance.

My signature below indicates that I have received ¢ copy of the discipline pclicy, it has
been reviewed with me, and I bave read and understand this policy.

Signature Date
Please circle as appropriate: PARENT, GUARDIAN, FOSTER PARENY
Name of child__
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Policy Agreement Form

Child’'s Name
Start Date
Address
Phone # -

Bright Stars Primary Learning Academy, LLC Parent Handbook was
created to nromote an understanding of the policies and procedures at
Bright Stars Primary Learning Academy, LLC. The information in the
Parent Handbook applies to ali enrolled children at Bright Stars Primary

Learning Academy, LLC. It is important that parents and children are
familiar with these expectations.

Please be sure to read the Parent Handbook in its entirety, complete this
form, and return it with the other required forms to the center. Your child
will not be allowed to start at Bright Stars Primary Learning Academy, LLC
without having completed and returned this form. Your signature means
that you have received, read, and understand the policies and procedures of
Bright Stars Primary Learning Academy, LLC.

1 have read and understand the policies and procedures in the Bright Stars
Primary Learning Academy, LLC Parent Handbook. I agree to abide by
them as will my child (ren).

Parent Name (erINT) _ ) ___Date

Parent Signature___

Parent Name (provm Date

Parent Signature

18 | P a g e Revised January 8, 2019
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CHILGREN'S ENROLLMENT FORM

Entrance Date: Withdrawal Date:

Child’s Name Sex Age Date of birth
Home Address (Street)

City State Zip

Mother’s Name Home Phone Number

Motker’s Email_ Social Security Number

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

City State Zip

Mother’s Place of Employment Work Phone
Employer’s Street Address City State Zip
Father’s Name Home Phone Number

Father’s Email Sccia! Security Number

City State Zip__

Father’s Place of Employment, . Work Phone

Employer’s Street Address

City___ State _Zip

Child’s Living Arrangements: (check one] { ) Both Parents { ) Mother { ) Fatker () Other

Child’s Legal Guardian(s): (check one) () Both Parents ( ) Mother ( ) Father () Other
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RELEASE AUTHORIZATION/EMERGENCY CONTACT FORM

The child may be released to the person(s) signing this agreement or to the follewing:

Name

Address

City State Zip Code
Telephone Number Relationship to child

Other identifying information (if any)

Name

Address

City State Zip Code
Telephone Number Relationship to child

Other identifying information (if any)

Persons to contact in the case of emergency when parent or guardian cannot be reached:

Name__ . Telephone Number_

Name___ Telephone Numbeor____

Name_ ) _ _Telephcene Number
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MEDICAL INFORMATION
Doctor/Clinic Namie -
Address Phone Nuinber -
City State Zip Code
Dentist Name
Dentist Address Phone Number
City State Zip Code

My child has the following special needs

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

My child is cusrently on medication(s) prescribed for long-term continuous use and/or has
the following pre-zxisting iliness, allergies, or heaith concerns:

List allergies to the following: (Input N/A on each lina if not applicable)

Medications:

Food:

Environment:
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EMERGENCY MEDICAL AUTHORIZATION

Sheuld (child’s name}) Date of birth

suifer an injury or illness while in the care of Bright Stars Primary Learning Academy, LLC
and the facility is unable to contact me (us) immediately, it shall be authorized to secure
such medical attertion and care for the chiid as may be necessary. I (We) shall assume
responsibility for payment for services.

Parent/Guardian

Signaiure

Date

Facility Administrator/Person-In Charge

Signature__ Date:

MEDICAL AUTHORIZATION AGREEMENT

Before any medication is dispensed to my child, I will provide a wriiten authorization, which
includes: date; name of child; name of medicaticn; prescription number; if any; dosages; date
and time of day medication is to be given. Medicine will be in the original centainei with my
child’'s name mar ked on it.

Parent/Guardian:

Signature:

Date:




Tuition Fee Agreement

Child’s Name: Date of Birth
Date of Enrollment: o Ful! Time o Part Time MTWThF
Child’s Arrival Time: _ Child’s Departure Time:

Tuitien Fee(s):

0 Weekly Tuition — weekly tuition is due each Monday before services are provided for the
current week.

0 Monthly Tuition — monthly tuition is due on the 1st day of each month before services are
provided.

a Identification — provide copy of State issued ID card.

1. An annual, non-refundable family Registration Fee is to be paid at time of Enrollment.

Registrations Fees are renewed September 1st each year and must be paid in full by September
30th.

2. The Center is open from 6:00 a.m. to 7:00 p.m. Monday thru Friday. A Late Pick-Up fee of
$5 per minute per child will be charged when a child is left past the center’s closing time. If I or
other authorized persons do not pick up my child and/or do not contact the center. and after the
center staff exhaust all attempts to reach authorized persons, as per state child care licensing
regulation. the center staff may release children to the custody of child protective services or
local authorities within thirty minutes after closing tirne.

3. Tuition fees are not pro-rated for illness, holidays, or emergency closures of the center. Each
family receives 2 credit weeks per enrollment year for vacations or time off. Vacation credits
should be requested in writing and consists of Monday-Friday period of time. (This does not
apply for Subsidized Families based on CAPS policies and procedurcs)

4. Tuition is due in advance of services provided. Tuiiion payments rcceived after the close of
business on Friday will be subject to a $20 Late Fee.

5. Accounts that are two weeks behind may result in immediate termination of service; however,
once balance is paid, the child may return intoc care

6. Two week written notice is required prior to withdrawing. All balances must be paid in full by
last day of attendance. Any outstanding balance will be referred to a collection agency and
subsequent legal action. All fees associated with collections or attorney charges will be added to
the collection account.



7. 1 agree to notify the center by 9:00am when child is absent. I must notify center staft if my
school age child does not need to be picked up from school or will not arrive at their designated
bus stop.

8. If my child attends our school age program and school is not in session due to public school
closing or snow. If school is not in session for the entire week and my child attends Monday -
Friday, the weekly tuition will be applied to my account.

9. The terms of this Agreement, including tuition, fees and policies are able to be changed by
Bright Stars Primary Learning Academy with 30 days’ notice. This agreement can be terminated
by the center at any time.

10. Bright Stars Primary Learning Academy reserves the right to dis-enrol! any child without
notice if it is in the best interest of the child or the program. This will not occur without
appropriate attempts being made to resolve any issues or concerns.

[ certify that I have read, understand and accept all of the terms and conditions in the
Parent/Guardian Agreement.

Parent/Guardian Signature Date

Parent/Guardian Signature Date

Center Director Signature Datz



Authorization for Pick-Up

We will not release your child to anyone without parent or guardian authorization.

The individu:als listed below, as well as those listed on the Medical Treatment
Permission form have my permission to pick up my child,

from Bright Stars Primary Learning Academy. These people must show photo ID in
order to pick up the child.

Name ' Relationship to Child

Address Phone #

Name Relationship to Child

Address ) Phone #

Name o - Relationsiﬂip to Child -
Address Phore # S o
Name o ﬁe!ationship to Chiid

Address Phone #

Special Circuinstances:

If a child’s parent, is denied contact with the ckild, it is necessary to have a copy cf the
court document that grants full custody or orders a restraint against the parent. It is
your respousibility to notify BSPLA in writing if the situation changes.



The following individuals are specifically denied permission to pick up my child:

Name i{elationship to Child
Address Phone #
Name Relationship to Child
Address Phone #

T agree and by my signature give consent that in case of an accident, injury, or illness,
my child , will be given emergency
medical care. Basic first aid will be administered by a certified steff member. If the
accident/injury is of a more serious nature, 911 will be called and transportation will be
provided by ambulance to the Southern Regional Hospital or the closest hospital, I will
be contacted immediately; if for any reason I am not able to be reachad in a timely
manner ny emergency contact will be called.

Parent or Legal Guardian Signature Date

Director or Designee Signatufe Date



PARENTAL & FACILITY AGREEMENT

My child will net be allowed to enter or leave the facility without being escorted by the
pareni(s), person authorized by parent (s), or facility personnel. I acknowledge it is my
responsibility to keep my child's records current to reflect any significant changes as they
occur, e.g., ielephone numbers, work location, emergency contacts, child’s physician, chiid's
health status, infant feeding plans and immunization records, etc. The facility agrees to keep
me informed of any incidents, including illnesses, injuries, adverse reactions to medications,
etc.,, which include my child.

Bright Stars Primary Learning Academy, LLC agrees to obtain written authorization from me
before my child participates in routine transportation, field trips, special activities away
from the facility, and water-related activities occurring in water that is more than two (2)
feet deep.

[ authorize Bright Stars Primary Learning Academy, LL.C to obtain emergency medical care
for my child when I am not available.

I'have received a copy and agree tc abide by the policies and procedures for Bright Stars
Primary Learning Academy, LLC.

[ understand that the facility will advise me of my child’s pregress and issues relating to my
child’s care as well as any individual practices concerning my child’s special needs. I alsc
understand that my participation is encouraged in facility activities.

Signed: = Date:

(Parent/Guardian)

Signed: _ . Date:

(Facility Administration)



Child Medical Treatment Form

The following informaticn will be kept on file for one year frem the date signed. f any
information changes, the parents or guardians need to promptly inform Bright Stars Primary
Learning Academy in order for proper care to be given.

Physician's  Name:
Address:

Phone:

Deniist’s Name:
Address:

Phone:

Allergies to:  Medications:
Food:
Envircnment:

Medications presently being taken and why: (Doctor’s note is needed for medication
administration by Bright Stars Primary Learning Academy staff).

History of illness we need to be aware of:

in the event your child becomes ill or injured while in tlie care of Bright Stars Primary Learning
Academy, you the parent will be contacted first. Please name two incividuals whom are ahle to
act for you in case you cannot be contacted.

Name: . _ Relationshp to the Child:

Address: o o -
Home Phone: Ceil Phone: o
Wark Phone:

Name: __ Relaticnship to the Child: _
Address:

Home Phone: Cell Phone:

Work Phone:




Food Allergy Action Plan

Student’s
Name: D.O.B: Teacher: Place
Child’s
ALLERGY TO: Picture
Here
Asthmatic Yes* I:I No |:| *Higher risk for severe reaction

€ STEP 1: TREATMENT ¢
Symptoms: Give Checked Medication™®*:

(To be determined by physician authorizing weatment)

= If a food allergen has been ingested, but no sympioms: O Epinephrine O Antihistamine
“  Mouth [tching, tingling, or swelling of lips, tengue, mouth O Epinephrine [0 Antihistamine
= Skin Hives, itchy rash, swelling of the face or extremities O Epinephrine [0 Antihistamine
= Gut Nausea, abdominal cramps, vomiting, diarrhea O Epinephrine [0 Antihistamine
= Throatf Tightening of throat, hoarseness, hacking cough O Epinephrine [ Antihistamine
a  Lungf Shortness of breath, repetitive coughing, wheezing O] Epinephrine (0 Antihistamine
= Heartf Thready puise, low blood pressure, fainting, pale, blueness O Epinephrine [ Antihistamine
= Othert O Epinephrire O Antihistamine
= if reaction is progressing (several of the above areas affected), give O Epinephrine [0 Antihistamine

The severity of symptoms can quickly change. TPotentially life-threatening.

DOSAGE
Epinephrine: inject intramuscularly (circle one) EpiPen® EpiPen® Jr. Twinject™ 0.3 mg Twinject™ 0.15 mg
(see reverse side for instructions)

Antihistamine: give

medication/dose/route

Other: give

rmedication/dose/route

¢ STEP2: EMERGENCY CALLS @

1. Call 911 (or Rescue Squad: _ __ ). State that an allergic reaction has been treated, and additional epinephrine
may be needed.

2. Dr. cat e
3. Emergency contacts;

Name/Relationship Fhone Number(s)

a. i) 2)
b. 1) 2)
G o L), 23

EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE OR TAKE CHILD TO MEDICAL FACILITY!

Parenv/Guardian Signature Date

Doctor’s Signature Date
(Required)



TRAINED STAFF MEMBERS

I. Room —
2. Room
3. Room _

EpiPen® and EpiPen® Jr. Directions

= Puli off gray activation cap.

e, [~ o
EPINEPHRINE
AUTO-INJECTOR

= Hold black tip near outer thigh
(always apply to thigh).

® Swing and jab firmly into outer thigh
until Auto-Injector mechanism
functions. Hold in place and count
to 10. Remove the EpiPen® unit and

massage the injection area for 10
seconds.

Twinject™ 0.3 mig and Twinject™ 0.15 mg

Directions
(5 Twinject

C Sy
Diher hrine " ! - 7))

= Pull off green end cap, ther red end cap.

= Put gray cap against outer
thigh, press down firmly
until needie penetrates. Hold
for 10 seconds, then remove.

SECOND DOSE ADMINISTRATION:
if symptoms don’t improve after
10 minutes, administer second dose: |

= Unscrew gray cap and pull
syringe from barrel by holding
blue collar at needle base.

* Slide yellow or orange
cellar off plunger.

= Put needle into thigh through
skin, puch plunger down
all the way, and remove.

Once EpiPen® or Twinject™ is used, call the Rescue Squad. Take the used unit with you to the
Emergency Room. Plan to stay for observation at the Emergency Room for at least 4 hours.

For children wiih multiple food allergies, consider providing separate Action

Plans for diiferent fcods.

“*Medication checklist adapted from the Authorization of Emergency Treatment form

The Food Allergy
& Anaphylax's

developed by the Mount Sinai School of Medicine. Used with permission.
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Preventative Products Approval

With parent’s written approval, we may use preventative products, such as sunscreens,
insect repellents, non-medicated powder, Petroleum jelly, and A&ID) ointment, without a
physician’s order: Chiid Care Rule: 290-2-3.11 (1)(e)
Please check each product below that you choose to use for your child. Please mark
Sunscreen, we go outside daily. If you want your child to use these products, you are
responsible for providing each. All items need to be labeled with your child’s name and
brought in1 a large Ziploc bag.
Sunscreen
Lotion
Insect repellent
_ Non-medicated Powder
___Petroleum jelly
_ Non-prescriptive ointment (A&D, Desitin, etc.)

_____Chopstick
__Band-Aids
Neogporin, Bacitrin or similar cintment

_other (please specify):

Child’s Name Date

Parent’s Signature Parent’s Printed Mame



Community Childcare Food Supplement Inc.
Dear Parent/Guardian:

This letter is intended for parents or guardians of children enrolled in a child care center. offers

healthy meals to all enroiled children as part of our participation in the U.S. Department of Agriculture's (USDA) Chilc
and Adult Care Food Frogram (CACFP). The CACFF provides reimbursements for hsalthy meais and snacks served to
children enrofiad in child care. Piease help us comply with tie requiremenis of tha CACFP by completing the atiached
Meal Benefit incoms Eligibiliiy Form. In addition, by filling out this form, we wiil b abie to determine if your child(ien)
qualities for free or reduced price meals.

1. Do I nead to fill out a Meal Benefit Sorm for each of my children in day care? You may complete and submit one
CACEP Mesl Borefit Income Eiigibility Form for all children enrolleg in child cais in vour household only if the
children ir: child care are enrofied in the sama center. We cannof approve a form that is noé complets, so be
sure to read the instrucéions carefully and fill out ail required information. Retuin the completed form {o:

2. Who can get fres meals without providing income information? Children in households getiing Supplemental Nutrition
Assistance Program (SNAP) (formerly Focd Stamps), Temporary Assistance for Nesdy Families {TANF), or Food
Distribution Program on indian Reservations {FDPIR) benefits can get free meals. Foster children and children enrofled
in Head Start are aiso eligible for free meals. Children in houssholds participating in WIC may be &iigibis for free meals.
For more information on the Georgia's TANF and SNAP programs please call 1-877-423-4746 or visit www.galeway.ga.gov.

2. Whe can get reduced price meals? Your children can get low cost meals i your household income is within the reduced prica

limits on the Federal Income Chart, shown on this application. Children in housshoids participating in WIC may be eligible for reduced
price meals.

4. May I fill out a form if someone in my household is not a U.S. citizen? Yes. You or your children do not have to
be U.S. citizens to qualify for meal henefits offered at the child care center.

5. Wko should i include as members of my household? You must include everyone in your household (such as

grandparents, other relatives, or friends who live with you) who shares income and expenses. You must include yourself
and all children who live with you. You also may include foster children who live with you.

6. How do [ report income information and changes in employment status? The income you report must be the
total gross income Iisted by source for each household member received last month. If last month's income does not
accurately reflect your circumstences, you may provide a projection of your monthly income. I no sigrificant change has
occurred, you may use fast month's income as a basis to make this projection. If your househeld’s income is equel to or
less than the amounts incicated for your household’s size on the attached Income Chart, the centar will raceive a higher
level of reimbursement. Once properly approved for free or reduced price verefits, whather through income or by
providing & current SMAP, TANF, FDPIR case number, you will remain eligible for those benefits for 12 months. You
should noiify us, howsver, if you or semeone in your household becoines unsmployed and the loss of incomea causes
your houseiold incom= to be within the sligibility standards.

7. What if my incorie is not always the same? List the amount that you normally get. For example, if you normaily get
$1000 each nonth, but you missed seme wiork last month and only gat $¢00, put down that you get $1006 par month, 1f
you normalty gst everiime, includ: it, but notif you only get it sometimes.

3. Vhat if | have foster chilelren? Foster chiicran that are under the iezgal responsibility of a fosier care agency or court
are eligisle for free meals. Any foster child in the household is aligible for frea meais regarless of incoma. Households
may inclure foster chiidren on the Mea! Benefit Form, bui arae not required tc insluds payments received for the foster

chid es income. Housshclds wishing to apply for such benefits rr foster children should zontact

8. We are in the military, do w= incivde our housing and supplemantal aliowarces as incoma? If your housing is
part of tha Military Housing Privatization Initiziive and you receive the Family Subsistence Supplamiental Aliowance, do
no* include these allovrances as income. Also, in regard to deployed sarvice rrembers, oy that portion of a deployad
service member's incoms made =availabie by tham or cn their benalf to the househuld will be countec as income to the
household. Combat Pay, inciuding Deployment Extensior: incentive Pay (DEIP} is also exciuded and will not be counted
as insome to the household. All other allowances must be included in your gross income.

In the operation of child feeding programs, no person will be discriminated against bscause of race, color, natinnal
origin, sex, age or disability.

If you have other questions or need help, cal!

Sincerely,

Your Daycare Center Provider

CACFP Meal Benefit Incoma Eligibility Forrm
Lettar to Houscholds (Child Care Centers)
Page 1 of 1



#04299 - Community Childcare Food Supplement, Inc.

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

Center Name: Phonett Site#
PART I: Child{ren} or Aduft enrolled to receive day care

Children in Head Start, foster care and children who meet the
definition of migrant, runaway, or homeless are eiigible for
{ree meals. Check (¥) all that apply. (See dafinitions in FAQs)

SNAP, TANF, of 7DPIf cas2 number, or
Client iD number for children only. Allthe
o

above, 07 S5l or M a2 number for

Aduits. Note: Do not use EBT numbers Foster

Name: (Last, Fil’St, and Middle Initial) DOB AGE Wikke case-nurber sndl proceed ta Pactiih Head Start Child Migrant Runaway Hornelass

| , o! ol o| o | o
O

3
O

0

0,00
O

PAR Hepao 0 e Tor A D ghold 3 he n B na Da atego a eligipie as ao > ed Pa
Are yo e d ome 1o gde nere 0 E page and revie 2 en O 835 0 ome 0 are 3 ati0

A. Child Income! - sorretimes childrer in the household earn or receive income. Please indicate the TOTAL Child Income/Haw often?

income reczived by ¢hild hausebold members listed in PART | here. S /

B. Other Household Members!. List all household members [induding yourself) not listed in Part | even if they do not receive income. For each Household Member
listed, if they do receive income, report total gress income {before taxes) for each source in wukole doliars {no cents) only. If they do not receive inceme from any sousce,
write '0°. 1f you enter “0” or leave any field blank you are certifying {promising) there is no income to report.

: 1. Eamnings from work before 2. Welfese, child suppot, 3. Social Security, pensions, 4. All other intome /

bame of Other Huuseheld Menmbers (First and tast) deductions / How often slimony § How Often retirement / How Often How Often

1. S / S / 5_ / 5 /

2. — S /I s _J 5 / $ /

3 S / % / S / S /.

4. . LS / S F S / 5 /

5. 5 i | S / 5 £ _|S 4

C. Total Househald Members (Adults and Children) listed in Part  and Part i #

Social SCCUFRV Number, iircomsis fisted or completed in B3t 1, the

navz » Social Security Numbes” box belows (See Privacy Act Statament on naxt page). Failure to complete this section, if income is listed, will result i

dult completing the farm must alse iis1 the last four digits of his or her §

he *I don't

cial Securify Number or ¢

e denial of free or reduced eligibitity

Last fous Digit: of Social Security Number XX5-XX [0 1 do not have a Socizf Sezurity Nurmbes

PART lii: Enrollment In‘fnhation Children Only

My child is normaily in sttendsace st the facility betwesn the hours of __ lamipmlto ___ Tamfem] [0 1) Chack here i only before/after school cars s provided

Circle the days your child will rormaty sttend the cantar Sunday  Monday Tuzsday Wednesday Thursday Friday  Saturday

Cirtle the meals your child will aermsily reg

while ncere Ereakfast A0 Snack Llunch PR Snack Supper Evening Snack

i PART IV: Signature ' o

{certifv thot ol nfermation = t all inconi= is reported. | understand that the tenter or doy care home will goi Federal funds based on the informotion laive. | understand
that CACFP 7 nformation, the poclicipont receiving meals moy lose the meol bene aad i may £ cuted This
signatfure also ocknowlsdges that the childiren) or gdult fisted en the form In Part ! are enrolled for care If not completed fully and signed, the participant will be placed in the Paid ca

offitiols may verify the information. | undsestand that if | rurposefully give folse

Signature; X . - Print Name: Date: __
Address Cily: State Inn _  Phoune:
“This application is 3 revision of USDA's nawly released meal bensfit prototype and nvaets ol legal requiramants and reflect design bast practicas identified by USDA th othet resgarch,

PART V: Parﬂcipént’s Ethnic and Ra;ia! idenﬁﬁas {optional)

Check (¥} one ethnic identity:

Check {v') one or more racial identities:

Izlander

[ #isparics tatine [ Net Hisparic/ Lating | [ asisn [J white (O 8tack or African American [ ndian or Alaska Native [] Hawaian or other Pacd

Official Use Only Section for Pravider: Annual inceine Conversion: Weekly x 52, Every 2 weelts x 26, Twice amonth x 24, Monthly x 12
Totalincome: per: [ Week ] svery 2 weeks [ rwice amonth  [] Year Household Size:
Categorical Eligibility: chzck (v 11t spplicable [ Eligibility: check {¥ ) one Free [ Reduced []  Paid-Denied []
((¥Yore Tiert [J Teritt [J

Whien moie than ane parson is performing CACFP dutfes, there must be at least two signatures on this form: one signature from the Determining Official (the official wha
determined initial income classification) and ane signature from the Confirming Official (the official who verified the form’s accuracy),

Day Care Homes Only cha

Determining Official’s Signature: Date: i
Confirming Oficial’s Signature: Date:
Follovs Up Official’s Signature: Date;

05/2018



WIC

A Special Food and Nutrition Education Program
For Women, Infants and Children

WHO 15 ELIGTBLE?
» A pregnhant woman
» A breastfeeding woman

» A woman who has recently

been pregnant
» Aninfant or o child less
than 5 years oid

TO BE ELIGIBLE, YOU
MUST ALSO:
» Have a low or moderate
income
AND
» Have a special need that
can be heiped by WIC
foods and nutrition
counseling

YOU DO NOT HAVE TO BE
ON PUBLIC ASSTISTANCE
TO APPLY.

Page 1 of 2

SERVICES PROVIDED:

» Nutritious foods

> Nutrition counseling

> Breast feeding support
» Health care referral

APPROVED WIC FOODS:
> Milk, cheese, eqggs,
cereals, peanut butter,
fruit or vegetable juices,
dry beans or peas, iron
fortified formula

CALL YOUR LOCAL HEALTH
DEPARTMENT FOR MORE
INFORMATION,
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WIC

A Special Food and Nutrition Education Program
For Women, Infants and Children

WHO 1S ELYIGIBLE?
« A pregnant woman

A breastfeeding woman

A woman wha has recently

been preghant
An infant or a child less
than 5 years old

TO BE ELIGIBLE YOU
MUST ALSO:
Have a low or moderate
INCome

VN

FYOU DO NOT HAVE TO BE
DN PUBLIC ASSISTANCE

I,

SERVICES PROVIDED:
Nutritious foods
» Nutrition counseling
» Breast feeding suppori
» Health core referral

APPROVED WIC FOODS:

» Milk, cheese, eggs
cereals, peanut butter
frutt or vegetable juices
ary beans or peas ron

IS 2 i i
fortited formulo

CALL YOUR LOCAL HE AL TH
DEPARTMENT FOR MORE
INFORMATION.

, acknowledge receipt of the

information about the WIC program. I understand that this information must be provided to cvery
CACFP participant’s family that completes an enrollment packet for the below named facility.

Center Name;:

Recipient Signature:




Georgia WIC Program

Georgia WIC
Georgia Department of Public Health

2 Peachtiree Street, NW

10™ Floor

Atlanta, GA 30303

Telephone: 1-800-228-9173
Website: http://dph.georgia.gov/WIC

INCOME ELIGIBILITY GUIDELINES
(Effective from July 1, 2018 to June 30, 2019)

Household size Reduced Meal Income Limits
Twice A Every Two Weelly
Annually Momnthly Month Weeks
1 22,459 1,872 936 864 432
2 36,451 2,538 1,269 1,172 586
3 38,443 3,204 1,602 1,479 740
4 46435 | 3,870 1,935 1,786 $93
5 54,427 4,536 2,268 2,694 L047 |
T
(i 62,419 5,202 2,601 2,401 1,201
7 70,411 5,868 2,934 2,709 1,355
3 78,403 6,534 3,267 3,016 1,508
For each
additional family | -- 7,992 + 666 + 333 + 308 +154
| member add _ l
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#04299 Community Childcare Food Supplement, Inc.

Parental Enrollment Agreement with Child Care Facility

The

___agrees to provide child care fer, or
(Child’s Name)

(Facility's Name)

Monday Tuesday Wednesday Thursday Friday
(please circle)

from ar. to _p.m.
(time during the day)

My child will participate in the following meal plan (circle applicable meals and snacks):

Ereakfast Lunch Dinner

Morning Snack Afternoon Smack Evening Snack

Before any medication is dispenced to my child, I will provide a written authorization, which includes: date;
name of child; name of medication: prescription number; if any; dosages; date and time of day medication is
to be given. Medicine will be in the original container with my child's name marked on it. My child will not be
allowed to enter or leave the facility without heing escorted by the parent(s), person authorized by parent (s),
or facility personnei. I acknowledge it is my responsibility to keep my child's records current to reflect any
significant changes as they occur, e.g., telephone numbers, work location, emergency contacts, child's
physician, child's health status, infant feeding plans and immunization records, eic. The facility agrees to keep

me informed of any incidents, including illnesses, injuries, adverse reactions to medications, etc., which
include my child.

The facility agrees tG obtain written authorization from me before my child participates in routine
transportation, field trips, special activities away frow the facility, and water-related activities occurring in
water that is more than two (2) feet reep. | authorize the child care facility to cbtain emergency medical care
for my chiid when [ am nct available. I have received a copy and agiee (o abide by the policies and procedures
for. I understand that the facility will advise me of my child's progress and issues »elating to mv child’s care as
well as any individual practices concerning iy child’s special needs. I also understand that my participation is
encouraged in facility activities,

I aiso bave received a Household Leiter and WIC information a'ong with my child’s enrollment packet and
have read and understand the resources in the state of Georgla available (o myself and oy faruily.

Print Name: ) . Date: )
(Parent/Guardian)
Address: _ City: Zip: -
Phone #: Emnail:
Signature; _
(Parent/Guardian)
Print Nsme: Date:

(Facility Administrator/Person-In-Charge)
Signature:

(Facility Acininistrator/Perscen-In-Charge)



HOUSEHOLD LETTER INSTRUCTIONS
2018-2019
Ve '
-i:;@,ﬂ({\f fﬁ,ﬂ&e

Insert center name, address, and phone number in the highlighted
portions of this letter.

1. Center Name: Bright Stars Primary Learning Academy
2. Center Name and Address: 8733 Tara Bivd. Jonesboro, GA 30236

3. Director/Owner’s Name and Phone Number:

Jasmin Quillian / Rhonda Davis

4, Center Phone Number:

(770} 892-0160 (office} (770) 892-0161 (fax)

Please five this letter to ali parents of children znrolled in your facility.
All parents must sign your Distribution Log stating that they received a
Household Letter. Please keep Distribution Logs ciirrent and file onsite.
We will ask to see your Distribution Log quarterly tc ensure that all
items are distributed accordingly.



BRIGHT STARS PRIMAY LEARNING ACADEMY

Vehicle Emergency Medical Information

Child's Name Date of Birth

Address

Mother’s Name

Home Phone Work Plione

Father’s Name

Home Phone Work Phone _

Person to notify in an emergency and parents cannot be reached:

Name Phone

Child's Doctor _ Phone

Medical facility the center uses

Address

Child's Allergies

Current prescribed medication

Child's special rieeds and conditions _

In the event of an emergency invelving my child, and it

Name cf Facility

cannot get in tonch with me, I hereby autherize any necded emergency medical care. [ further agree
to be fully responsibie for all medical expenses incurred during the ireatrnent of my child.

Child's Naime

Signature (Parent/Guardian)

Witness By Datc




' NOTICE TO PARENTS AND
GUARDIANS:

 THIS FACILITY DOES NOT
CARRY LIABILITY INSURANCE
COVERAGE SUFFICIENT TO
PROTECT YOUR CHILDREN IN
THE EVENT OF AN INJURY, ETC.

Posted per SB 24 £2004) requiring child care Scility owners to post in & conspieucus plise if it i not coveted by lability insurance
50 #o provide and retain writien nofice regarding no coverage to the parents aid puardians, . ’



