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860-314-1400 ext. 100
NEW CLIENT REGISTRATION

(PRE-K)
Thank you for your interest in our Early Learning Center.  Attached is a registration packet to be filled out and returned to our Early Learning Center office located in the Imagine Nation, A Museum Early Learning Center, lower level.
· Preschool families will pay an annual non-refundable $25 registration fee used for processing applications and a $50 deposit (applied to the last week’s tuition).
· Preschool families are eligible for School Readiness Funding’s sliding fee scale by providing financial documentation of income and family size.
· We accept Care 4 Kids state assistance funding.
Please submit payment by check or money order (made payable to: INMELC) with your registration packet.

If you have any questions in regards to the registration procedure, please call 860-314-1400 or make an appointment for assistance.

Thank you.
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PAYMENT POLICIES

· Tuition payments are due on Friday for the following week. 
· Tuition payments must be made by check, money order, or automatic debit/credit card. 
· In the event of a family crisis, please inform the Director/ Finance Manager immediately.

· If any special payment arrangements need to be made, it is imperative that you contact the Finance Manager to discuss and receive a written payment schedule.

· Weekly statements are available upon request.

· A 2-week written notice is required for withdrawal or for any changes in your tuition agreement. 

· Yearly Tax Statements are available upon request (when all tuition has been paid).
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860-314-1400 ext. 100

FEES


REGISTRATION FEES



Mixed Age:
$25 annually



(Infants & Toddlers)


Preschool:
$25 annually


Both Mixed Age and Preschool Families must give a $50 deposit 


upon Initial registration (applied to last week’s tuition).



*Please pay registration fee and deposit separately.

TUITION RATES



Mixed Age:
$230 weekly

Preschool:
SRG clients - based School Readiness Income              

Guidelines
Non SRG clients- $225 per week

LATE CHILD PICK-UP FEE
$50 per 15 minutes past closing time will be charged to child’s account.

[image: image4.jpg]


                                                       
860-314-1400 ext. 100

REGISTRATION PACKET CHECK-OFF LIST

PRESCHOOL:

· Registration Information sheets

· Emergency Pickup other than parents

Signatures:   

· 1.  Parent/Guardian Agreement
· 2.  First Aid & Emergency Release
· 3.  Permission slip

· SRG Intake Information Sheet

· SRG - Letter of Agreement

· SRG - Alternative Care Policy 

· Financial Disclosure Form

· Release of Information – Child record form

· Care 4 Kids Eligibility form (Finance)
· Nutrition Questionnaire  (Teacher)

· Automatic Credit Card Deduction Enrollment Sheet

· Health Assessment Record

· Date of Physical: ___________________

· Asthma/Epi-pen orders and Individual Plan of Care
· Registration Fee Check or Money Order # _____________

· Deposit Check or Money Order # ____________________
Additional forms (not in Registration packet)

· Care 4 Kids application
· 1040 Income Tax Form (current year) and 2 current pay stubs

· Health Insurance Card (copy)

· Parent Manual Acknowledgement form (In Parent Manual)

· Copy of Parent(s) Driver licenses

· Child Behavior Guidance Policy (Intake)
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REGISTRATION & INFORMATION FORM
Registration Date: _____________________
Child’s Name ____________________________________________ Home Phone______________________

Child’s Resident Address ____________________ City _______________________Zip__________________

Child resides with (circle one):    Both Parents         Mother           Father             Other ___________________
Gender:   M  or F    Age ___________ Date of Birth __________________  Child’s Ethnicity_______________
Parent/Guardian _________________________________ Cell Phone________________________________ Email________________________________________
Street Address _______________________________City ____________________Zip__________________

Employer_____________________ Work Address ____________________Work Phone________________
Parent/Guardian___________________________________ Cell Phone______________________________
Email____________________________________________
Street Address ________________________________City ________________________Zip_____________
Employer________________________ Work Address __________________Work phone_______________
Marital Status of Parents (circle one):   Single             Married            Divorced            Separated

I, ______________________________________________ (parent signature) give the following people permission to remove my child from this Center.

NAMES OF  ADDITIONAL AUTHORIZED PEOPLE  WHO MAY REMOVE MY CHILD FROM THE PROGRAM AND ALSO BE CONTACTED  IN CASE OF EMERGENCY, WHEN A PARENT CAN NOT BE REACHED :
NAME___________________________RELATIONSHIP_________________PHONE__________________
NAME___________________________RELATIONSHIP_________________PHONE___________________
NAME___________________________RELATIONSHIP_________________PHONE___________________
 (WE PROVIDE A FULL TIME PROGRAM ONLY, MONDAY – FRIDAY) 
Arrival Time: ___________________________    Departure Time: _____________________________

      Starting Date: ___________________________   Registration Fee Paid: ________________________

Page 2
How did you learn about our Early Learning Center? ___________________________________

________________________________________________________________________________

Have you done a tour of the facility yet? ________________________________________________ 
HEALTH

Child’s Physician _________________________________ Phone: __________________________________

Child’s Dentist ___________________________ ________ Phone:__________________________________

Any medications given regularly?______________________ If so, what? _____________________________

Are there foods your child can not eat? _______________If so, what_________________________________

Any allergies?________________________________ __If so, what ________________________________

Does your child use an EpiPen? _______________
What arrangements can you make for your child’s care during illness?________________________________

What communicable diseases has your child had? Measles ________Mumps________Chicken Pox________

Other___________________________________________________________________________________

Any serious illnesses/hospitalization?__________________________________________________________

Any physical disabilities?___________________________________________________________________
PARENT/GUARDIAN AGREEMENT

I approve this application and certify that the proposed participant is capable of such an experience.  I authorize the Imagine Nation A Museum Learning Center to            have and use photographs, slides, moving pictures, or television videotapes of the person(s) named on this application for appearance in newspapers, magazines, brochures, websites, social media, or other publicity or media outlets.(Your permission for photos and videos including your child to be used without compensation is part of this agreement.) I also give permission for photographs and/or videos to be used as an assessment or learning tool, classroom display, and portfolios. 
_______________________________________________________       


 ________________

Parent/Guardian Signature
             






Date        
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FIRST AID AND EMERGENCY RELEASE FORM

I / We grant permission for the staff to take whatever steps necessary to obtain emergency medical aid if warranted for my child. These steps may include but are not limited to the following:

                                      1. Administer First aid

                                      2. Attempt to contact a parent / guardian

                                      3. Attempt to contact child’s physician

                                      4. Attempt to contact the parent through any people





                              listed as emergency contacts

                                      5. If we cannot contact the parents of the child or the physician,

                                                we may do any or all of the following:

                                                   * Call another physician

                                                   * Call an ambulance

                                                   * Have the child taken to an emergency hospital in the                                                          

 



        company of a staff person.
Choice of Hospital_________________________   

Family Doctor __________________      Phone # ____________________________

Insurance Information:  ID # _______________Type of Insurance: _______________

Insurance holder’s name: ________________________________

I understand that Imagine Nation, A Museum Early Learning Center will not be responsible for anything that may happen as a result of false information given at the time of enrollment. It is the parent’s responsibility for keeping information up to date I understand that any expenses incurred will be borne by the child’s family.

   _______________________________


______________________

        Parent Signature







Date
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PERMISSION SLIP
I, ________________________ give the staff of the Imagine Nation Early Learning Center permission to apply sun block lotion to my child_________________________. I understand I am responsible for bringing in a labeled bottle that does not contain an antibiotic or prescription lotion.
I ,______________________ give my child, _________________________, permission to walk from Imagine Nation A Museum Early Learning Center facilities to play on the  playscape, gymnasium, museum studios, or participate in other age appropriate activities at the different licensed and unlicensed facilities of the Boys & Girls Club and Family Center programs located on 255 West St. and 1 Pleasant St.  I understand that my child will be under the supervision of the Imagine Nation A Museum Early Learning Center staff.
I, _____________________ give my child __________________________ permission to be taken on a walk by the Imagine Nation A Museum Early Learning Center.  The walks will include Pleasant St., Church St., North Main St., Upson St., and West St.  I understand my child will be under the supervision of the Imagine Nation A Museum Early Learning Center staff.
____________________________________

________________________

Parent/Guardian Signature





Date 
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SRG PROGRAM DEFINITIONS

The following definitions will help to explain the policy and procedure for determining the cost of each child’s weekly fee in our preschool.

Definitions related to “family”:

1. “Family” is: 

a.  A parent(s), a parent’s spouse, and their minor children who reside together.

1) A parent is a person of majority age who has legally been granted “in loco parentis” status or who is a child’s parent by blood, marriage or adoption.

2) Additionally, parents who pay more than half the support of the minor child living with another family, as reported to the IRS at their last annual IRS filing, may include such child as a member of their family (i.e. family size) for determining the family fee.

2.  “In loco parentis” is standing in the place or position of a parent.  For example, legal guardian or other person with whom the child resides.

3. “Parent” is the person or persons with whom a child resides who is either the child’s parent(s) by blood, marriage or adoption or who acts in loco parentis.

4. “Residing with” or “reside together” is living with, including taking meals together and sleeping in the same place.

“Fee” is the amount of a family’s contribution to the cost of care that is owed to a SRC sub-grantee (program).

“Family contribution” is the amount, based on a percentage of the family’s gross annual income, determined to be a reasonable amount a family should pay toward the cost of care.

Definitions related to “income” when calculating family contribution:

1.  “Income from employment” is the gross earnings from salaries, wages and tips for all family members, including commissions, overtime and bonuses.

2. “Income from self-employment” is the total income from business enterprises for all family members remaining after the total cost of business expenses or cost of production of the income is deducted from the gross income (net profit on Schedule C of IRS Form 1040).

3. “Income from all other sources” includes rental income, income from boarders, social security or supplemental security income, unemployment compensation, alimony, etc.

4. “Income excluded” includes TFA cash assistance, child support payments, Food Stamp benefits, and state or federal government rental subsidies.
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PRESCHOOL/SRG INTAKE INFORMATION SHEET

Child’s name ________________________________     Age: ____             Date of Birth: __________

Gender:  Male _____  Female _____

Race:  OPTIONAL (DATA IS COLLECTED FOR GRANT PURPOSES ONLY):

    
 _____ Black       _____ Hispanic       _____ White       _____ Asian       _____ Other

Parent/Guardian: ______________________________________  Work # _______________

Parent/ Guardian:  _____________________________________ Work #: ______________

The following information is required for all parents who receive financial assistance:

Total number of children: _____
        Total number of immediate family living in household: ______

Annual household income: ______________ (All parents receiving financial assistance must give exact income)

For parents who DO NOT receive assistance this information is collected for grant purposes only


__________ Below 10,000



__________ 10,000 – 20,000


__________ 20,000 – 40,000


__________ Above 40,000

Do you receive any TFA assistance? ________  How much? _________ Verification received? ____
Do you receive other types of assistance? (i.e. Unemployment, Worker’s Compensation, alimony) 

If yes, what type? ___________________________________

Do you have health insurance?
Yes ____
No ____

Is your insurance private or state? _________________  If state, what type? ___________________
If your child is on the HUSKY plan, has your child received EPSDT screening?  Yes _____    No ____
Does your child have a primary care physician?  Yes _____   No _____


If yes, who is the physician? ____________________________

Letter of Agreement

Full Day Programs

I agree to have my child __________________________ attend a state funded School Readiness program at Imagine Nation A Museum Early Learning Center 

.

The program agrees the following: 

· To provide early care and education services for children for a minimum of 6 hours per day, 5 days per week, for a minimum 48 weeks per year.

· An Alternate Care Plan is available for the days in which the program may be closed. Excluding National, State, or City holidays. 

· The days the program will be closed for 2024-2025 are provided to you in our handbook, annual calendar and are also available upon request.

· If Alternative Care is needed during the closure dates, the program will arrange with another School Readiness program to meet this need. 

· The program will also help parents’ access OEC subsidies and other programs.

· The program agrees to offer parent education opportunities, as well as provide a licensed learning environment for your child.

Other possible programs to attend: Bristol Child Development Center 

You will be responsible for the following:

· My child’s tuition will be subsidized by the State of Connecticut in the amount of $8,923.92 per year. 

· My share of the tuition will be determined by program staff using the Office of Early Childhood sliding fee scale. 

· I may also apply for Care4Kids supplemental tuition support if I qualify which will help the School Readiness Program obtain needed funding, plus assist me in the future to obtain childcare funding once my child attends kindergarten and beyond.

· I will provide proof of family income (annually). 

· I will provide proof of residency.

· My child will attend of a regular basis, five days per week, minimally 30 hours per week.

· I will allow the Bristol School Readiness Programs to share information regarding services offered to my child including referrals, resources, and special services if I transfer to another Bristol School Readiness Program.

· If I leave a Bristol School Readiness Program with an unpaid balance, I forgo my right to attend another Bristol School Readiness Program until the balance is paid in full.

In order for my child to participate in the School Readiness program, I agree to all the requirements listed above. The funding is available from July 1, 2024, through June 30, 2025.

Parent/ Guardian name and signature                                                                                                
date

Provider name and signature




            

date

My child’s file may be accessed by the Office of Early Childhood, Bristol Board of Education, City of Bristol, and by representatives of the Bristol School Readiness Council for grant monitoring.  A sign-in sheet will be kept in your child’s folder to verify only authorized representatives of these agencies will be accessing your child’s folder. Assessment of my child’s performance while enrolled in the SR Program will be forward to the Bristol BOE prior to Kindergarten entry.


_____ My child will not need alternative care during the programs scheduled closings.

                _____ My child will need alternative care during the programs scheduled closings.
Alternative Care Policy
Bristol School Readiness Providers
Name of Provider ___Imagine Nation A Museum Early Learning Center________________________________

The School Readiness Council supports one or two weeks per year of scheduled program closings for the following purposes:

· To provide professional development activities for program staff

· To allow the program to provide staff vacation time without having to provide for substitute coverage

· To allow for the thorough cleaning and maintenance of the program’s facility

1. At time of enrollment- each parent will be given a letter of agreement that informs them of the upcoming year’s closing dates.

2. Every parent will indicate if they will need alternative care during the program scheduled closings. (Excluding National, State and City Holidays)

3. If parent chooses to use alternate care during scheduled closings they are responsible to select a Bristol School Readiness, NAEYC accredited program. Once a decision is made it becomes the parent’s responsibility to complete all documents and meet all other requirements of the Alternate Care Provider

A minimum of a two week notice of request date of service would be required to attempt to make these arrangements for your child’s placement

4. For your convenience Providers will supply copy of the child’s health record. Emergency contact information must be completed (on alternate care provider’s form) and given directly to the alternate care provider by the parent.
Please note during the pandemic the ability of another Program to service a child from another program is highly unlikely  

List and addresses of Bristol School Readiness Providers (Full Day Care) 

Bristol Child Development Center



339 West Street



       

291 Burlington Ave






Bristol, CT 06010







(860) 314.0597







Imagine Nation A Museum Early Learning Center

1 Pleasant Street

Bristol, CT 06010

(860)  314.1400  
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Financial Disclosure Form
 (Finance Office Copy only )

School Year 08/29/2022 to  08/25/2023
Child’s Last Name:_____________________________First Name___________________

Child’s Date of Birth:______________________________________________________

Responsible Payee:________________________________________________________

Payee’s Address:__________________________________________________________

Home #:________________Work #:__________________Cell #:___________________

Circle one:
Mixed Age Group              Preschool 






(Infant & Toddler)
Authorized Persons who may discuss this account and their relationship to Responsible Payee:

Name_________________________________________________________________

Relationship____________________________________________________________

Name_________________________________________________________________

Relationship____________________________________________________________

Name__________________________________________________________________

Relationship_____________________________________________________________

Responsible Payee Signature___________________________Date_____________
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REQUEST FOR CHILD RECORDS AND RELEASE OF INFORMATION
Date: __________________________________
Name of Child: ___________________________

Parent’s names: _________________________________________________________

Address: ______________________________________________

Child’s DOB: ___________________________________________

Records and information may be released and/or forwarded to:



Imagine Nation A Museum Early Learning Center 

c/o Michelle Fanguillo, Director of ECE


1 Pleasant Street



Bristol  CT  06010

I hereby authorize the ________________________________________ (school, agency)

Address __________________________________________________

To release and/or forward the records or information indicated below (check records requested):


Health Records _____

Special Education _____

I.E.P. _____

Discipline Records ____           Attendance Records _____
Psychological testing ___

Psychiatric Testing _____
Other ________________________________________
This request is to remain in force until rescinded by the parent(s).

_____________________
_________________________________________________

Date




Parent Signature

_____________________
__________________________________________________

Date




Witness
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Care 4 Kids Eligibility

NOTE:  All working parents in the household are requested to apply for C4K

Name of Parent(s) or Guardian(s):
Parent/ Guardian: ________________________________        

Parent/Guardian:__________________________________


Employed:  Yes    or    No



Employed:  Yes    or    No

· Based on the information you provided in your registration we have determined that you are eligible to apply for Care 4 Kids funding.  Please fill out the attached application and return at the Teacher Intake / Orientation appointment.
· Based on the information provided you are NOT eligible to apply for Care 4 Kids funding for the following reason:  __________________________________________
Parent/Guardian Signature:________________________Date:_________________
Staff Signature: ______________________________Date:_______________
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Nutrition Questionnaire for Children

(Adapted from Bright Futures in Practice, Appendix B, pgs. 232-236, 

National Center for Education in Maternal and Child Health, 2000)

Please take time to fill out the nutritional questionnaire.  This questionnaire is confidential and will be used only to help the Early Learning Center staff provide parents with useful information.

1. How would you describe your child’s appetite? (Check one)

(  Good
            (  Fair                (  Poor            (  Picky 

2. How many days per week does your family usually eat meals together? __

3. How would you describe mealtimes with your child?  (Check one)

(  Always pleasant   (  Usually pleasant   (  Sometimes pleasant  (  Never pleasant

4. How many meals does your child usually eat per day?  _______

5. Which of these foods did your child eat or drink last week?  (Check all that  apply)

	Grains
	Vegetables
	Fruits

	X
	(Example bread)
	
	Broccoli
	
	Apples/Juice

	
	Bagels 
	
	Carrots
	
	Bananas

	
	Bread
	
	Corn
	
	Berries

	
	Cereal/Grains
	
	French Fries
	
	Grapefruit

	
	Crackers
	
	Green Beans
	
	Grapes/Juice

	
	Muffins
	
	Green Salad
	
	Melon

	
	Noodles/pasta
	
	Greens 
	
	Orange/Juice

	
	Rice
	
	Peas
	
	Peaches

	
	Rolls
	
	Potatoes
	
	Pears

	
	Tortillas
	
	Tomatoes
	
	Pineapples

	
	Other Grains
	
	Other Vegetables
	
	Other Fruits/Juice

	
	
	
	
	
	

	
	
	
	
	
	


6. Check All that Apply:

	Milk and Other Dairy Products
	Meat and Meat Alternatives
	Fats and Sweets

	X
	(Example Milk)
	
	Beef/Hamburger
	
	Cake/Cupcakes

	
	Whole Milk
	
	Chicken
	
	Candy

	
	2% milk (reduced-fat)
	
	Cold cuts/lunchmeat
	
	Chips

	
	1% milk (low-fat)
	
	Dried beans
	
	Cookies

	
	Skim Milk
	
	Eggs
	
	Doughnuts

	
	Chocolate Milk
	
	Fish
	
	Fruit-Flavored Drinks

	
	Cheese
	
	 Peanut butter/ nuts
	
	Kool-Aid

	
	Ice Cream
	
	Pork
	
	Pie

	
	Yogurt
	
	Sausage/Bacon
	
	Soft Drinks

	
	
	
	Tofu
	
	

	
	
	
	Turkey
	
	

	
	Other milk and dairy products
	
	Other Meat/Meat Alternatives
	
	Other Fats and Sweets

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


7. If your child is 5 years of age or younger, does he or she eat any of these foods?  (Check all that apply)

	
	Hot Dogs
	
	Popcorn
	
	Raw Celery or Carrots

	
	Marshmallows
	
	Pretzels
	
	Round or Hard Candy

	
	Nuts and Seeds
	
	Raisins
	
	Whole Grapes

	
	Peanut Butter
	
	
	
	

	
	
	
	
	
	


8. How much 100% juice or juice from concentrate (for example, orange juice, apple juice and grape juice) does your child drink per day? ________________

9. How much sweetened beverage (for example, Kool-Aid, fruit punch and soft drinks) does your child drink per day?
10. Does your child drink water that is fluoridated or take a fluoride supplement?

(  Yes                     (  No                       (  I Don’t Know
11.  Does your child take a bottle to bed at night or carry a bottle or sippy cup around during the day?

(  Yes                     (  No                       (  I Don’t Know

12.   Do you have a working stove, oven, and refrigerator where you live?

                (  Yes                     (  No    

13.  Were there any days last month when your family didn’t have enough food to eat or money to   buy food?   

 
          (  Yes                     (  No 

14.  Does your child spend more than 2 hours per day watching television and videotapes or playing computer games?      

    (  Yes                     (  No 

15.  What concerns or questions do you have about feeding your child?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Helping Us Better Care for Your Child – Prek-K and 2s

We want to carefully support your child’s adjustment to our school.  Has your child spent time away from family before?


_____ No, my child has always been home with at least one parent


_____ My child has been regularly cared for by extended family such as grandparents


_____ My child has been cared for by a babysitter occasionally


_____ My child has been cared for by a babysitter regularly


_____ My child has been in a childcare program or preschool before.  If so, what was their  

         
         experience there?  ____ adjusted well      ____it was not a good placement

Toilet training is and expectation, but not a requirement for preschool, however, some of our classrooms are better set up to accommodate those children who may still be in diapers or pull-ups.  Please help us place your child in the right classroom by telling us about their toileting needs.


_____ My child is in diapers or pull-ups and has not started toilet training


_____ My child is in diapers or pull-ups but has begun toilet training


_____ My child wears regular underwear and needs reminders or assistance in the bathroom


_____ My child is mostly independent with toileting

Your child’s health and safety are important to us.  Please tell us about any special medical or developmental conditions so we can arrange to accommodate them.  State regulation requires that we create a care plan.

_____ Food allergies.        Please list:


_____ Environmental allergies.       Please list:


_____ My child likes a limited number of foods.      Please list


_____ My child has difficulty going down for a nap or falling asleep


_____ My child is coordinated and steady when they walk, run, and climb


_____ It is easy to understand my child when they talk


_____ My child uses many words to say what they want and need


_____ My child listens and responds without repetitions


_____ My child usually learns and remembers new things


_____ My child needs support services for the following:

Please list any concerns you may have about your child’s development and we will be happy to


meet with you to discuss and collaborate on how we can support them.

It is very common for young children to have experience with things that may have been difficult or frightening for them.  It is so important for us to understand each child’s unique background so we can be there to support them when needed.  Has your child had any of the following experiences in the past?


_____ Nightmares or fear of the dark

_____ Divorce or separation of parents


_____ Hospitalizations or treatment for a serious or chronic illness


_____ A parent leaving home for a long period of time for any reason


_____ Witnessing violence in the home or community


_____ Living away from home or family for a long period of time


_____ Car accident or other serious injury or accident


_____ Natural disasters such as flood, hurricane, tornado, severe storms


_____ Fire in the home or neighborhood


_____ Hunger or nutritional deprivation


_____ Bitten or scared by an animal


Other:

When young children begin school, a partnership is formed between teachers and families that helps to nurture learning and development.  Social development is most important in preschool.  How would you describe your child’s social development?


_____ My child is very easy going and cooperates most of the time


_____ My child needs reminders and does best with firm limit-setting


_____ I have concerns about my child’s behavior and would like some guidance to improve it
Thank you for helping us prepare for your child’s enrollment with us!
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CREDIT / DEBIT CARD DEDUCTIONS

AUTOMATIC CREDIT / DEBIT CARD DEDUCTIONS

	Client’s Name:
	     
	     Child’s Name:
	     

	Client’s Address:
	     


Client’s Email: ____________________________________________________________________________
“I authorize Imagine Nation, A Museum Early Learning Center to make a single charge or automatic deductions from my Credit / Debit card for payments. “
Automatic charges (automatic charges are for the weekly tuition or monthly tuition.) are as follows (check only 1): 

 FORMCHECKBOX 
 Monthly (last Friday of the month prior to the month of service.  The monthly tuition may encompass 4 or 5 weeks of tuition) or,

 FORMCHECKBOX 
 Weekly (each Friday, prior to the week of service), or

	 FORMCHECKBOX 
 As a one time charge in the amount of $________.  Reason: ___________________________________
	     
	The reason for the charge is

	


Credit/Debit card info: (please check) 
 FORMCHECKBOX 
 MasterCard

 FORMCHECKBOX 
 Visa
	Card holders name (as it appears on the credit/debit card)
	

	Credit/Debit card number:
	     

	Credit/Debit card date of expiration:
	     

	
	

	Credit card security code (back of card)
	

	Billing address:
	
	     
	
	     

	
	
	    House Number & Street Address
	
	                Zip code

	     
	
	     
	
	     

	City
	
	State
	
	Phone Number

	
	
	
	
	     

	Card holder’s signature
	
	Date




Please note:  If your credit/debit card is declined 3 times, you will be required to pay your child’s tuition ASAP by money order.  Card payments are run on Fridays (prior to the week/month of service excluding holidays and will be processed on the next business day).  Your bank may not post it to your account until a later date, so please make sure your funds are available as we are not responsible for bank fees and overdraft fees.
This Authorization form expires 8/25/25.              PLEASE RETURN TO:
FINANCE OFFICE, 1 PLEASANT ST BRISTOL CT 06010  
20

