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WELCOME TO CREATIVE EARLY LEARNING CENTER!!!

Please return the following forms to Creative Early Learning Center, Inc. one week prior to your child's first day.

If your child has any conditions, allergies, medications (that will need to be taken at the Center) or modified
diet, please contact the Center for additional paperwork. Note: some medical paperwork may take longer than
expected so please allow for that time before your start date.

1. Child Medical Statement for Child Care
2. Child Enrollment and Health lINformation for Child Care
3. Permission to participate in water and swimming activities for Child Care
4. Tuition Agreement
5. Discipline Policy
6. Developmental and Educational Goals for Step Up To Quality
7. Routine Field Trip - CELC field form
8. Child and Adult Care Food Program - Income Eligibility Application (all must complete)



#Doctoe form Ohio Departmentof Job and Family Services
CHILD MEDICAL STATEMENTFOR CHILD CARE

Child'sName(printortype) Dale of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
(Physician/Physician's AssistantIAdvanced Practice Registered Nurse/Certified Nurse Practitioner):
SectionA-EXAMINATION
VThe above named child has been examined.
N The above named child is in suitable condition for participation in group care (i.e. free of infectious disease,

mentally and physically fit to be in group care).
VThe above named child does not have allergies ORis allergic to the following (please list in space below):

Checkbelow, ifapplicable:
D 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 RecommendedAssessments/Screenings
Height
Weight
BMI
Notes:

Vision,
Hearing
Dental

DYes
J Yes
] Yes

No Lead
O No Hemoglobin
O No Other.

Yes
Yes

N
O No

Signature of Examining Health Care Practitioner Date ofExamination

Name of Examining Health Care Pracitioner Telephone Number

Street Address City, State and Zip Code

ATTACH ACOPYOFTHECHÍLD'SIMMUNIZATIONRECORDINCLUDINGDATES
(MMDDIYYY FORMAT) OFDOSESOFALL IMMUNIZATIONS.

IMMUNIZATION (CompleteONLYONESECTIONbelow)
Section 5104.014 of the Ohio RevisedCode requires immunizations against the following diseases:
Chicken pox, Diphtheria, Haemophilus influenzae type b, Hepatitis A, Hepatitis B, influenza, Measles, Mumps, Pertussis,
Pneumococcal disease, Poliomyelitis, Rotavirus, Rubella and Tetanus.
Section B-To becompleted by theEXAMININGHEALTHCARE nitialsofExaminingHealthCarePractitioner
PRACTITIONER:
O The above named child has been immunized against the diseases
listed above.

If an immunization is medically contraindicated ornot medicallyappropriate
for the child's age, note any exceptions by listing the specific
immunization(s): Date

Section C-To be completed by the child's parentONLYIF
WAIVING AN IMMUNIŽATION(S):
O lhavedeclinedto havemychildimmunizedforreasonsof

Slgnature of Parent

conscience, including religious convictions against all of the
diseases listed above or against the following disease(s):

Date

RETRN 10; CreativeEarlyLearningCenter,Ine.
JFS01305 (Rev. 10/2021)

twinsburq@ reativeear ly learnig.com



CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE PLEASÉCOMPLETEALPACCS.

This torm shall be completed prior to the chìld's first day of attendance and updated annually and as needed.

Child's Name

HomeAddress

State

ParentGuardian Name#1

HomeAddress D SameasChild's

City

Date of Birth First Day at Program/Home

City
ZipCode HomeTelephoneNumber

Relationship to Child

SameasChild'sHome TelephoneNumber

State

Cell Phone (if applicable)

Zip

Email Address (il applicable)

Parent's Work/SchoolName

Parent'sWork/School Address

Parent'sWork/SchoolTelephone Number

City

Please indicate if this name should be released ifa parentguardian, of a child attending the programhome requests contactinformation
forotherparents/guardians.
If you answered yes, please indicate which information above to include on the list O Work # Cell # O Home# DEmail
Wherecan yoube reachedwhileyourchildis in thisprogram/home?

Yes No

Parent/Guardian Name#2

HomeAddress J SameasChild's

City

EmailAddress(ifapplicable)

Parent's Work/School Name

Parent's Work/School Address

Relationshipto Child

HomeTelephoneNumber Sameas Child's

State Zip
CellPhone

Parent'sWork/SchoolTelephone Number

City

Please indicate if this name should be released if a parentguardian, of achildattendingthe program/home, requests contactinformation
forotherparents/guardians. D Yes
If you answered yes, please indicate which information above to include on the list Work #
Where canyoube reachedwhileyourchild is in thisprogram/home?

No
D Cell# Home # Email

Emergency Contacts: Parents cannot be listed as emergencycontacts. List the name ofat least one personwho can be contacted
in the eventof an emergency or illness it you cannot be reached. Any person listed should be able to assist in contacing you. At least
one person listed mustbe able to take responsibility for the child in case the parentlguardian cannotbe contacted and should be at least
18years oi age.
Name Name

City Stale City

TelephoneNumber

Other numbers where emergency contact can be reached (if

State

TelephoneNumber RelationshiptoChild Relaionship to Child

Other numbers where emergency contact can be reached (if
applicable)
Name of Physician ar ClinicHospital

applicable)

StreetAddress

City State TelephoneNumber

JFSO1234 (Rev. 10/2021) Page1 of4



Child'sName

Allergies, Special Health or Medical Conditions, and Medical Foods
Fill in this secion accurately and completely. Please note that if your child hasa current health or medical condition requiring child care
stalf to pertorm child specificcare, such às: to monitor the condiion, provide trealment, care, or to give medication, the JFS 01236
"Child Medical/Physical Care Plan for Child Čare" mustbe completed and be kept on file at the programhome.
Does your childhaveany food,medicationorenvironmentalallergies? (checkall thatapply)
No
O Yes checkallthatapply 0 Food DMedication D Environmental Please list and explain:

Does your child's allergylallergies require child carè staff to monitoryour child for symptomsto take action if a reacion occurs, or give
emergency medicaion toyour child? (check one)Na
O Yes a JFS 01236 "ChildMedical/PhysicalCarePlanforChildCare`mustbecompleted.

Does your child have a developmental delay or special health rmedical condiion? (check one)
No
OYes -pleaseexplain

Does the special health or medical condition require child care staff to pertorm a procedure, or perform child specific care such as: to
monitoryour child torsympłomsoradministermedication duringchild carehours?(checkone)
No
D Yes - a JFS 01236"Child MedicalPhysical Care Plan for Child Care" must be completed.
Is your childcurrently usinganymedicationormedicalfood?(checkone)
No
O Yes - pleaseexplain

If yes, does this medication or medical food need to be administered althe child care program/home?
No
D Yes- a JFS 01217"Request for Administration ofMedication mustbe completed and kepton file foreach medication and a JFS
01236"Child Medical/Physical Care Plan forChildCare" mustbe completed for themedical food.
Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)

No
O Yes - pleaseexplain

Does this dietary restriction require a modified diet that eliminates all types of fluid milkor an enire food group?
D No
D Yes - written instrucions trom the child's health care provider mustbe on file.
U NIA -program does notprovide mealsor snacks to the child.

Pana? nfA



Child'sName

List any historyo hospitalization,outpatientsurgery,orprevioushealthconcernsthatwouldbeneededtoassistthe staff or medical
personnel in an emergencysituabon.

O Notapplicable
List any additional informationaboutyourchild thatwouldbe useful forstaffto know,Suchas fears orwaysthat yourchild prefersto
be comforted.

O Notapplicable
List any addiionalinformaion aboutyour child thatwould be usefulfor staff to know,such as eatingor sleeping habits

D NolapplicableLisi anv additonal informaion aboutyour child that wouldbe useful forstaff to know,Suchas special routines, or behavior needs.

ONotapplicable

Page3 of4



Child's Name

Diapering Statement
O Yes (I yes, skip toEmergencyTransportationAuthorization secion)
D No (f o. tilloutthefollowing:)

Is youtchild toilei trained?

hours. Pleaseindicateif you wantyour child'sdiaper checked according to theThe program's policy is lo check diapers every
program's policy oranother.

D lagreewith the program'sschedule O ldo nol agree,please check mychild's diaperevery hours.

EmergencyTransportationAuthorization
Glve Permission to Transport DoNotGivePermission to Transport

Program orHome Name Pn XXXXXXXXXCreshe barly learmingCenter,Ind
has permission to secute emergency transportation for
my child in the evenl oł an illnessor injurywhich tequires
emergency treatment. The emergency transportaton
service will determine the facility to which my child will be
transported.

ORdoes nothavepermissiontosecureemergency

Do
not
sign
both

transportation formy child in the event of an illness or injury
which requires emergency treatment. I wish for the following
acion to be taken:

Parent'sSignature Date Parent'sSignature

Acknowledgement of Policies and Procedures
Ihave reviewed and receiveda copyof the program's or home'spolicies and procedureshandbook. Yes No (checkone)

SSent in emoil WeleeMe /Enrollment he Hee)
***

This forrm, after being cormpletedand signed bythe parentguardian, mustbe reviewed for completeness and signed by the
administratorldesignee priortc the child receiving care.

ParenVGuardianSignature(s)

Administrator/Designee Signature

Date

Date

The form is to be initialed and dated, at least annually, after it hasbeen reviewed by the parentlguardian. This is to indicate all
infomation has stayed the same or changes have been noted. IH significant changes are needed, please complete a new form

ParenGuardiar. Initals Dale ofReview

Date of Review

Date ofReview

|Administrator/DesigneeInitals DateofReview

Administrator/Desigee InitialsT DateofReview

Administrator/DesigneeInitials Date of Review

ParenGUardiarJniiəls

ParentGuardianlnitials

Note:
This is a prescibed form whidh mustbe Used bychikd care providers lo meet the requirements to rules5101:2-12-15,5101:2-13-15, and 5101:2-14-04.
This formmust be on file al the program or home on or before the chid's first day ofattendance andthereafter while the child is enrolled.



Ohio Department of Job and Family Services
PERMISSION TO PARTICIPATE IN WATERAND SWIMMING ACTIVITIES

FOR CHILD CARE

Witten parental permission is required for the waler activities your child will be engaging in when:
(check all that apply for this activity)

Water isdirectlyaccessibleto child (nowateractivitiesplanned)
D Child swimming or playing in water 18 inches or more in depth
D Infantsand toddlers usingwading pools

The program is providing additional adults or child care staff members that exceed the licensing ratio
requirements for the waterlswimming activity.
(The program is to meot the minimum ratio requirements outlined in rule).

JYes
SwimSite
|Creative Early Learning Center, Inc.
Date(s)
YearRound
|DeparturelArival TimesfromProgram
NIA

ONO

Mode of Transportation (parents diving, providervehicle,publictransportation,school bus, etc.)
NIA

I give permission for my chlld to participate In the swlmminghwater actlvlty llsted above.

Child'sName Child'sDateofBirth

My child is a DSwimmer O Nonswmmer

Parent'sSignature Date

JFS 0127 (Rev. 102021)

PARENT CONSENT FOR PHOTOGRAPHS:

Photogrnphs end Videos of Children partlipating inCreativeEariyLearningCanter's Progms may be taken from tlme to time and
my appear in liewspspers, Brochures,Webaite,SocialMedia stes or other publicity materak. Your signature spproves you Child to
be part of such material for the Center withoutcompensation,

Parent Sigature Detes



Warlda
DiscoveryCreative Early Learning Center,Inc.

2022- 2023 Tuition Agreement
worldo

CREATIYE
EARLY LEARNING CENTER

Child's Name Child'sAge /Birthday

School(check)/Grade (Et in sehl)
Wilcox
Start Date or Currently Enrolled / ClassroomProgram

Parent/Guardian Name

Bissell Grade
Parent/GuardianCell /Home Phone

in the(classroomname)_TUITION AGREEMENT:I hereby enroll (child's name)
at the Creative Early LearningCenter, Inc. In entering into this agreement, I agree to conform to the rules andstandards of the CreativeEarly
Learning Center, Inc. I agree to pay $
program.I understand that payment is due on Monday by 5:30 p.m.and ispayableinadvanceon a weeklybasis.Non payment forservices
may not exceed a one week period or your child will be terminated from Creative Early Learning Center, Inc. Re-enrollment will depend on
space available and payment of tuition fees. Payment for services may be deferred under the following circumstances:

program
per so that my child may participate in our

* If your child will not be in attendance for brief periods (such as vacation) provided that the school has been notified no less than two
weeks in advance. (refer to Parent Handbook)

* If the child is withdrawn from the school provided that the Administrator has been notified no less than two weeks prior to the
termination of services. The Creative Early Learning Center, Inc. reserves the right to terminate services for failure to conform to the policies
of the school.

PAYMENT OPTIONS: Creative Early Learning Center accepts various forms of payment: cash, check and payment through the Brightwheel
app. Tuition for the week is due by Monday, 5:30 pm. If tuition is not paid a $20 late fee will be added per child for that week.

Days Attending - please checkALL days attending

M T W TH F

Full Day

Half Day (PS & PreK ONLY)

School Age AM ONLY

School Age PM only

School Age Am & PM

Annual Fall Registration:

Infant - Pre K $125 First Child
$100 Second Child

School Age (K- 3rd grade) $100 per child

Signature: Date:

===:
OFFICE USE ONLY:

Date: Amount: Brightwheel: Cash: Check#:



YouChild'sWorldie
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Discipline Policy
CREATIVE
EARLY LEARNING CENTER

Conscious Discipline

"Conscious Discdpline" is a research-based cassroom management system and social-emotional leaming program for
earty childhood and elementary schoos that Is used by Creatve Earty Learning Center. The positive approach used in
Conscious Discpline promotes intervention before a problem occurs, redirection, and positive reinforcement of
acceptable behavior are our first response. Redirection is the teacher talkdng and guiding the chikd toward another
activity oractlon and away from the Inapproprlateaction with verbal pralse or a small token ike a sticker. "Think Time
Is used when redirection and/or positive reinforcement has falled. The teacher and child talk aboƯt the inappropriate
action and the approprlate way to handle the stuation if the behaviorcontinues.

Child Suspension/Expulsion

If postive guidance techniques are notworkdngeffectivelyand Inapproprlatebehavior perssts, Creative Early Leaning
Center, Inc. will use the followingsteps:

1. The teacher will observe and record the child's inappropriate behavior and reoord what the teacher has done to
try to change the behavior.

2. The teacher will request a parent/teacher conference and a speific action plan will be developed to address
the unacceptable behavior. The action plan will outlne all steps the staff will take to change the behavior, all
steps the parents wll take and all the steps toward dlsenrollment if the behavior persists.

3. The teacher and Center Director may suggest outside resource referrals to the parents.
If the inappropriate behavior continues, Creative Early LearmingCentes, Inc. will request that the parents4.
withdraw the chld from the Center.

Creatve Earty Learning Center, Inc, may withdraw a child Immedlatelywhose behavior creates a risk of harm to
the health and safety of other children or staffmember.

Creatve Earty Leamlng Center, Inc. does not permit the following forms of discipline: corporal punishment;
punishing a hlld for lapses in toilet-tralning habits;withhokding food, light, wamth, cothlng, rest or medical care;
idicule, embarrassment, or humillatton; and physical restalning; other than restraln necessary to protect a child or
other from harm.

By signing this Disipline Policy, the parent's or legal guardan's signature verifes the parents or guardlans have been
notifed, in wrting, and understand the practces used by CreativeEarty Leamlng Center, Inc.

Pleasecomplete the following:

Child'sName:

(Name of ParentorLegalGuardan)
have recelved in wrting the đsaplary practces used byCGreatveEarty Learnlng Center, Inc.

Signature:_ Date:



Ohio Department of Job and Family Services
FIELD TRIP PERMISSION FOR CHILD CARE

ROUTINEFIELDTRIP -CELCFIELDD1

Field TripInformation
Dateoftrip

On going
Field trip deştination andaddress
Creative Early Learning Center Field (by side entrance / parking lot)
Approximate time of departure

During the hours of
6:30 am - 6:00 pm (varies)Approximate time of return

Mode of transportation (walking, school bus, public transportation, parent vehicles, provider vehicle and driver)
walk
During his field tripchildrenwillhaveaccess towaterthat is 18inchesormore indepth

) Yes

Wateracivtiesareplanned Water activities not always planned (varies)
OYes

No (f yes, a swimmingpermissionslip isrequired)

ONo (fyes,aswimmingpemissionslipisrequire)
Child's Information
Child's nameX
My child is

O not over 4 years and/or 40 lbs

Signature

I grant permission for my child to attend the field trip described above.

Parent's signature

Dover 4 years and 40 Ibs U8 yearsandlorover 4' 9

Date



* AuFAMIHESNEED 0 Fe ouTA
THIS SECTION TO BE COMPLETED BY CENTER. Note: All information above this section ls to be filled In by the parent or guardian.

Complete information below only if qualifying child(ren) by household income from Part 3.
Per the total household size, compare total household income to the USDA Income Eligibility
Guidelines to determine correct categorization. When income is listed in different frequencies
of pay in Part 3, you must convert all income to annual income before determination. Use the
following Annual Income Conversion :
Weekly x 52, Every 2 VWeeks(biweekiy)x 26, Twice per Month(sem-monthly)x 24, Monthly x 12

Application Certified/Categorized as:
O FREE, based on oFood Assistance/OWF Case No.

o Household size and income
o Foster Child

O REDUCED, based on Household size and income

O PAID, based onTotal
Household
Slze:-

TotalHouseholdIncome: $
Per: o week o every two weeks o twice per month o month o year

o Income too high
o Incomplete
o Invalid case number or information

SignatureofSponsor/CenterRepresentative
Note: Efectve date is determined by parent or sponsor signature date as selected on CRRS applcation.

formwas signed one year earlier)

Date SponsorCertified/Categorized Form EffectiveDate
(From the first of month of date signed)

Expiration Date
(Valid until last day of month in

If date of parent slgnature is not within month of certification or Immediately preceding month,
effective date must be date of sponsor certification.

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 eligiblity appllcation 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 longer required to report changes regarding the increase or decrease
of income or household size or when the household is no longer certified eligible 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, no 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(rern) enrolled at the child care center. All children (including foster children) can be listed on the same application.
Listtheenrolledchild'sageana Dir dat
Check box indicating if the child is a foster child. Foster children that are under the legal responsibility of the foster care agency or court are eligible for free meals.
Any foster child in the household is eligible for free meals regardless of income. Attach documentation to show foster child status.

ate.

PART 2- HOUSEHOLDS RECEIVING FOODASSISTANCE OR OHIOWORKS FIRST: COMPLETETHIS PART AND PART 4-If a child is a member of a food
assistance (SNAP) or OWF household, they are automatically eligible to recelve free CACFP meal 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 individuals 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 another piece of paper if you need more space to list all household
members.
Check the box for any person listed as a household memtber (including children) that has no income.
For each household member, list each type of income received during the last month and Iist how often the money was received.

b)
c)

Eanings 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 earned 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 normally 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 deploved 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.
List the amount each person got the last month from welfare, child support or alimony and list how often the money was received.
List the amount each person got the last month from pensions, retirement, Social Security, Supplemental Security Income (SSI), Veteran's (VA) benefits or
disability benefits and list how often the money was received.
List all other income sources. Examples include: Worker's Compensation, strike benefits, unemployment compensation, regular contributions from people
who do not live in your household, cash withdrawn from savings, InterestUdividends, 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 earnings from work. Business, farm or rental
property report income should be entered in column 4. Do not include food assistance payments.

2
3.

4.

PART 4- SIGNATURE AND LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETETHIS PART (" denotes required info)
a) All applications must have the signature of an adult household member.
b)The adult signing the applicationmust alsodate theform.

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- RACIAUETHNICIDENTITY-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, national origin, gender, age or disability.

NON-DISCRIMINATION STATEMENT: In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights 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 origin, sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA. Persons with disabilities who
require alternative 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
Revised June 2022 10



APEASE
COMPETE

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

INSTRUCTIONS: To apply for free and reduced-price meals, read the household Letter and instructions on backside of this form. Complete application and
return 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 fora 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 security number must be listed if Part 3 is completed. Part 5 is
optional.* Asterisks indicate info that must be completed. Form must be completed annually and valid for only 12 months.

CHECK IF
A FOSTER
CHILD

(uhelegal
Welfareagency or
court. Āttach

Creatve Eary leaming Center, Tne, PART 2- LISTEACHCHILD'SFOODASSISTANCE
(SNAP) OROWF CASE NUMBER, IF ANY. A VALIDENTER NAME
CASE NUMBER CONTAINS 7 DIGITS.

of ares
PART 1- PRINTINFORMATION FORALL CHILDRENENROLLEDATCENTER

documentatlon) eeck type
ofbenefit:

o FOOD ASSISTANCE (SNAP) or
o OHIO WORKS FIRST (OWFj* NAME OF ENROLLED CHILD(REN) AGE BIRTH DATE

CASE INO.

CASEENO.

CASE NO.

CASEINO.

3.

4.

PART 3- TOTALHOUSEHOLDSIZE, TOTALHOUSEHOLDGROSSINCOMEAND How OFTENITWASRECEIVED: 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.

b.CHECK
IFNOIZERO
INCOME

c. GROSS INCOME during the last month (amount earned before taxes & other deductions) andLIST NAMES OF ALL
HOUSEHOLD MEMBERS
INCLUDING CHILDREN
LISTED ABOVE IN PART 1

a.
HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually

1. Earnings from work
before deductions

2. Welfare payments, child 3. Pensions, retirement,
Social Security, SSI, VA

4. All Other Income
support, alimony

$amountl howoften

$

EXAMPLE: JANE SMITH $amount / how
often $ amount / how often $ amount/ how often

1.

2
3.

4

$ S $

$
S

$ $
S.

$

5 S

6 S $ $
PART 4- SIGNATURE & LAST4 DIGITS OF SOCIAL SECURITYNUMBER: 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 "I 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. I understand that the center will get Federal Funds based on the
information. I understand that CACFP officials may verify the information. I understand that if I purposely give false information, I may be prosecuted.

If Part 3 is completed,
insert last 4 digits of Social Security Number

SIGNATURE OF ADULTHOUSEHOLDMEMBER DATE (Check if applicable)
I do not have a Social Security Number

Print Name: Daytime Phone Number: Work Phone Number:

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

7 PART5: RACIAL/ETHNICIDENTITY(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 Other

Please mark one ethnic identity: Hispanic or Latino Not Hispanic or Latino

PrivacyActStatement:TheRichard B.RussellNationalSchoolLunchActrequirestheinformationon thisapplication.You donothave to give the information,but if youdo 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 foster 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 wher

ve a Social Security Number. We will use your information to determine if the participant is eligible
for free orreduced-pricemeals,and foradministrationandenforcementoftheProgram.
State Distribution: June 2022

Revised June 2022



PLEASE
COMPLEE Ohio Department of Job and Family Services

DEVELOPMENTAL AND EDUCATIONAL GOALS
FOR STEP UP TO QUALITY (SUTO)

Name ofChikd |DatęofBirth

For Three toFive-StarRatedprograms,theprogrammustworkwithfamiliəstodevelopgoalsforchildren,Thesegoalsmust beupdatedat least
annvally.
Develoomenta/Educational Goal

|Action Steps Person(s) Responsible Resources Needed Timeline Comments on Progress

Developmenta/Educational Goal

Action Steps Person(s) Responsible Resources Needed Timeline Comments on Progress

Lead Teacher'sName Signature Date

ParenGuardian's Signature Date
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