OFFICE OF CHILDHOOD — CHILD CARE COMPLIANCE

CHILD CARE ENROLLMENT FORM

MISSOURI DEPARTMENT OF ELEMENTARY MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
AND SECONDARY EDUCATION BUREAU OF COMMUNITY FOOD & NUTRITION ASSISTANCE

FACILITY/PROVIDER NAME

ADMISSION DATE

DISCHARGE DATE

CHILD'S NAME

GENDER

BIRTHDATE

CHILD'S ADDRESS (STREET, CITY, STATE, ZIP CODE)

IDENTIFYING INFORMATION

PARENT/GUARDIAN NAME

TELEPHONE NUMBER

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK IF SAME AS CHILD’S ADDRESS [J

EMAIL ADDRESS

EMPLOYER OR SCHOOL

WORK/SCHOOL SCHEDULE

EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, ZIP CODE)

WORK TELEPHONE NUMBER

PARENT/GUARDIAN NAME

TELEPHONE NUMBER

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK IF SAME AS CHILD'S ADDRESS [

EMAIL ADDRESS

EMPLOYER OR SCHOOL

WORK/SCHOOL SCHEDULE

EMPLOYER/SCHOOL ADDRESS [STREET, CITY, STATE, ZIP CODE)

WORK TELEPHONE NUMBER

related services in Missouri or visit www.dese.mo.gov/veterans-services.

EMERGENCY CONTACT AND PERSONS AUTHORIZED TO TAKE CHILD FROM FACILITY OTHER THAN PARENT

(AT LEAST ONE EMERGENCY CONTACT IS REQUIRED)

NAME

If you or a member of your immediate family ever served in the U.S. Armed Forces, click here for more information about military-

RELATIONSHIP TO CHILD

ADDRESS (STREET, CITY, STATE, ZIP CODE)

TELEPHONE NUMBER(S)

NAME

RELATIONSHIP TO CHILD

ADDRESS (STREET, CITY, STATE, ZIP CODE)

TELEPHONE NUMBER(S)

The Department of Elementary and Secondary Education does not discriminate on the basis of race, color, religion, gender, gender identity, sexual orientation, national origin, age, veteran status, mental
or physical disability, or any other basis prohibited by statute in its programs and activities. Inquiries related to department programs and to the location of services, activities, and facilities that are
accessible by persons with disabilities may be directed to the Jefferson State Office Building, Director of Civil Rights Compliance and MOA Coordinator (Title VI/Title VII/Title 1X/504/ADA/ADAAA/ Age
Act/GINA/USDA Title V1), 5th Floor, 205 Jefferson Street, P.O. Box 480, lefferson City, MO 65102-0480; telephone number 573-526-4757 or TTY 800-735-2966; email civilrights@dese.mo.gov.
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COMMENTS ON CHILDY'S DEVELOPMENT

(PERSONAL DEVELOPMENT, BEHAVIOR, PATTERNS, HABITS, & INDIVIDUAL NEEDS)

RELATED CHILD

CHILD'S RELATION TO CHILD CARE PROVIDER
[ Yes {1 No

ETHNIC AND RACE INFORMATION (YOU ARE NOT REQUIRED TO ANSWER THIS SECTION)

. Are you of Hispanic or Latino origin? £ Yes [O No

, O O ]

What Is your race? ) C , D ) . . ,

(Select one or more.) American Indian or Asian Black or African Native Hawaiian or White
' Alaskan native American other Pacific Islander

CHILD’S PROJECTED ATTENDANCE SCHEDULE AND ANY VARIATIONS EXPECTED

Will child attend: Describe any
- 0 Full time. L Part time When does your child When does your child changes or variations
E Check what davs usually arrive each day? usually leave each day? in usual atiendance,
S our child will attind including shift changes.
& . '
S Monday O Oam. Opm Oam. Opm,
g Tuesday O Oam. Opm. Cam.  Clpm,
& Wednesday O Cam Opm. Oam. Opm.
(&
S Thursday O Oam. Opm. Oam. Opm.
Friday O Oam. Opm. [Jam. Opm.
Saturday O COam. Opm. Oam. Opm.
Sunday O Ham. COpm, Oam Opm.

MEALS YOUR CHILD iS5 USUALLY GIVEN AT THIS FACILITY

(1 Breakfast [0 Morningsnack [ Lunch [0 Afternoonsnack [ Supper [ Eveningsnack T None

HOLIDAYS YOUR CHILD IS IN CARE AT THIS FACILITY

] New Year's Day [] Easter O Labor Day

[1 Martin Luther King, Ir.’s Birthday O Truman Day LI Columbus Day

[ Lincoln's Birthday 1 Memorial Day - 1 Veterans Day

[ Washington’s Birthday 1 luneteenth 1 Thanksgiving Day
(] independence Day 1 Christmas Day

MO 500-3317 (Rav 06-22}



AUTHORIZATION FOR EMERGENCY MEDICAL CARE

PREFERRED HOSPITAL

NAME

(CHILDCARE FACILITY NAME)

to contact the following:

PHYSICIAN OR CLINIC

NAME

ACKNOWLEDGMENTS

I understand that | will be notified at once in the event of an emargency with my child, and | will make arrangements for medical care of
my child with the physician or hospital of my choice. If | cannot be reached to make the necessary arrangements, orin a critical
emergency requiring medical care, | authorize

TELEPHONE NUMBER

TELEPHONE NUMBER

than one (1) year of age.

A | | have received a copy of this facility’s policias pertaining to the admission, care, and discharge of chiidren. | PARENT/GUARDIAN INITIALS

B | | have been informed that a copy of the licensing rules for child care home or the licensing rules for group | PARENT/GUARDIAN INITIALS
child care homes and centers is available at this facility for review.

C | The provider and | have agreed on a plan for continuing communication regarding my child’s PARENT/GUARDIAN INITIALS
development, hehavior, and individual needs.

D | When my child isill, | understand and agree that s/he may not be accepted for care or remain in care. PARENT/GUARDIAN INITIALS

E | | understand that, before the first day of attendance by my child, | will provide proof of completed age- PARENT/GUARDIAN INITIALS
appropriate immunizations or exemption from immunizations.

F| | Odo O do not give permission for field trips/excursions. | understand that | will be natified in advance| PARENT/GUARDIAN INITIALS
when they are planned.

G| | [do O de not give permission for the facility to transport my child. PARENT/GUARDIAN INITIALS

H | | have been informed and have received a copy of the facility's safe sleep policy when enrolling a child less| PARENT/GUARDIAN INITIALS

I have heen notified that | may request notice at initial enrollment or at any time thereafter whether there
are children currently enrolied in or attending the facility for whom an immunization exemption has been
filed.

PARENT/GUARDIAN INTTIALS

l—
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=
U
=
=2
ot
L
o

PARENT/GUARDIAN SIGNATURE DATE
FIRST ANNUAL UPDATE PAREI\;IT/GUARDIAN SIGNATURE DATE
SECOND ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE
THIRD ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE

MO 500-3317 (Rev 0B-22)




USDA Nondiscrimination Statement

in accordance with federaf civil rights [aw and U.S. Department of Agriculture (USDA) civil rights regulations and pelicies, this institution
is prohibited from discriminating on the basis of race, color, national origin, sex {including gender identity and sexual orientation),
disability, age, or reprisal or retaliation for prior civil rights activity,

Program information may be made available in languages ather than English. Persons with disabilities who require alternative means of
communication to ohtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the
responsible state or local agency that administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY} or contact
USDA through the Federal Relay Service at {800) 877-8339,

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint
Form which can be obtained online at: https://www.usda.goy/sites/default/files/documents/ad-3027 pdf, from any USDA office, by
calling {B66) 632-9992, or by writing a letter addressed to USDA. The letter must contain the complalnant’s name, address, telephone
number, and a written description of the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil
Rights {ASCR) about the nature and date of an alleged civii rights violation, The completed AD-3027 form or letter must be submitted to
USDA by:

1. mail:
.5, Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW Washington,
D.C. 20250-9410; or

2. fax:
(833) 256-1665 or (202) 690-7442; or
3. email:

program.intake@usda.gov

This institution is an equal opportunity provider.

MO 500-3317 [Rev 06-22}



Dear Parent,

Please help us help your child feel comfortable at daycare by filling out this questionnaire.

Child’s Name

Please list your child’s favorite...

Breakfast food

Lunch food

Snack food

Songs

Baoks

Videos

Toy or stuffed animal

Cartoon character

Game

Inside activity

Qutside activity

If your child has trouble falling asleep, | usually:

My child is afraid of

Other people who have regular contact and are involved with my child’s care {grandparents, stepparents,
siblings, friends, etc.)

Name Relationship
Name Relationship
Name Relationship

Anything else you would like to share about your child to help him/her feel more comfortable, especially
in the first week when we are brand new to one another...




MISSCUR! DEPARTMENT OF ELEMENTARY AND SECONDARY EDUCATION
OFFICE OF CHILDHOOD - CHILD CARE COMPLIANCE

SCHOOL-AGE CHILD HEALTH REPORT

IDENTIFYING INFORMATION. e 7 T
CHILD'S NAME BIRTHDATE

HEALTH STATEMENT (CHECK ONE) .-

[ My child Is in good health, is able to participate in group care, has no special health or medical requirements.

] My child is able to participate in group care but has special health or medical requirements as listed below.

SCHOOL-AGE CHILD’S SPECIAL HEALTH OR MEDICAL REQUIREMENTS

PLEASE L.IST ANY ALLERGIES, SPECIAL MEDICAL CONDITIONS, INCLUDING CHRONIC HEALTH F'ROBLEMS (SUCH A3 ASTHMA SEIZURES) BEHAViORAL DISORDERS
SPECIAL NEEDS, ETC,

PARENT OR LEGAL GUARDIAN SIGNATURE DATE

The Department of Elementary and Secondary Education does not discriminate on the basis of race, coler, religion, gender, gender identity, sexual erientation, national erigin, age, veteran status, mental or physical
disability, or any other basis prohibited by statute in its programs and activities, Inquiries relaled to department programs and to the location of services, aclivities, and facilities that are accessible by persons with
disabilities may be directed to the Jefferson State Office Building, Director of Civil Rights Gompilance and MOA Goordinator {Title VI/Title VIfTitle IX/604/ADA/ADAAAAgE ACYGINA/LISDA Title VI), Sth Floor, 206
Jefferson Slreet, P.C. Box 480, Jefferson City, MO 65102-0480; talephone number 573-526-4757 or TTY 800-736-2968; emall clilights@@dess,me.gov.,

MO500-3313 (8-21) TO BE FILED N GHILD'S REGCORD AT CHILD CARE FACILITY.



Giggles-N-Grace

Social Media

As mentioned above, we have a Facebook page for posting updates and photos of kiddos
throughout the day. There is a separate Facebook page for each daycare. There is
Giggles-N-Grace Daycare, Little Giggles-N-Grace Daycare, and Giggles-N-Grace Preschool. On
the other hand, if they are not comfortable with your child being on social media, please let me
know, so that we can make sure to censor them.

Social Media Release

Name of Child:

[ give permissions for my child(ren)s photo to be taken and/or posted to social media for daily
updates, and advertising purposes, including but not limited to the private daycare Facebook
group.

Parent/Guardian Name (printed):

Parent/Guardian Signature:

Date: /o

OR

I do not wish for my child(ren) to be posted to social media. Please censor all photos that include
my child(ren} to cover his or her face.

Parent/Guardian Name (printed):

Parent/Guardian Signature: Date: /[




Giggles-N-Grace

Parent/Family Handbook and Fee Agreement

Name of Child: . We (the undersigned)
have read the parent handbook for Giggles-N-Grace facilities and understand all the information,
policies, and procedures outlined in the handbook. We (the undersigned) have also received a
copy of these policies and procedures for our own records and reference. By signing this
agreement, we consent to all the handbook policies and procedures and agree to them, including
payment policies and late fee procedures. By signing this agreement, we acknowledge that the
information supplied in the registration form regarding our child(ren) and the information
supplied below is true and accurate to the best of our knowledge.

Parent/Guardian Name (printed);

Parent/Guardian Signature: Date: /[

Owner/Operator’s Signature: Date: [/ /




Giggles-N-Grace

Drop Off and Pick Up Policy

Please notify me if an unauthorized person will be picking up your child. Verbal or written
permission must be received before we will release a child to anyone who is not authorized on
the registration form. We will not allow your child to leave with an authorized person without
previous permission. This is for the safety and protection of your child.

A parent or guardian must authorize up to 3 individuals to pick up their child form childeare.
Authorized individuals will be required to present valid identification to pick up any child from

the childcare.

I authorized the following individuals to pick up my child from the childcare:

1. Name: Phone:
2. Name: Phone: 3,
Name: Phone:

If an authorized individual without a valid identification or an unauthorized individual comes to
pick up my child from childcare, T can be contacted at this number:

All parents and guardians must make sure that a staffer recognizes that the child has been
dropped off or is being picked up from childcare.

Parent Name Date




Giggles-N-Grace

*Please send a copy of your childs
shot record for us to keep on file.*



Child and Adult Care Food Program
Parent Letter — Non-Pricing Child Care Centers
July 1, 2024 through June 30, 2025

Dear Parent or Legal Guardian:

Our center is currently participating in the Child and Adult Care Food Program. This
program reimburses the center for the partial cost of meals provided to children and
allows the center to provide nutritious meals without increasing the center's fees to you.
If your yearly income is equal to or below the amount listed for your family size on the
chart below, your child is eligible for free or reduced-price meals. If the income is higher
than the amount listed for your family size, you do not need {o complete the income
application.

Yearly Yearly
Family Size Income Family Size Income
1 $27,861 5 $67,673
2 $37,814 6 377,626
3 $47,767 7 $87,579
4 $57,720 8 $97,532

For each additional family member, add $9,953

To apply for free or reduced-price meal benefits for your children, you must complete
the attached Income Eligibility Form (IEF). Your application for free or reduced-price
meal benefits cannot be approved unless the attached application is completed
according to the directions provided; however, you are not required to complete the IEF.
Notify the center should the household income decrease and/or if the household size
increases. A participant may be eligible for free or reduced-price meals. The
application is valid until the last day of the month in which the form was '
approved/dated/signed one year earlier.

Sincerely,

Center Owner/Director

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA)
civil rights regulations and policies, this institution is prohibited from discriminating on
the basis of race, color, national origin, sex (including gender identity and sexual
arientation), disability, age, or reprisal or retaliation for prior civil rights activity.

Program information may be made available in languages other than English. Persons
with disabilities who require alternative means of communication to obtain program
information (e.q., Braille, large print, audiotape, American Sign Language), should



contact the responsible state or local agency that administers the program or USDA's
TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the
Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-
3027, USDA Program Discrimination Complaint Form which can be obtained online

at: https://www.usda.gov/sites/default/files/documents/ad-3027.pdf, from any USDA
office, by calling (866) 632-9992, or by writing a letter addressed to USDA. The letter
must contain the complainant's name, address, telephone number, and a written
description of the alleged discriminatory action in sufficient detail to inform the Assistant
Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights
violation. The completed AD-3027 form or letter must be submitted to USDA by:

1. mail:
U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410; or
2. fax:
(833) 256-1665 or (202) 690-7442; or
3. email:
Program.Intake@usda.gov

This institution is an equal opportunity provider.



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
COMMUNITY FOOD AND NUTRITION ASSISTANCE (CFNA)
CHILD AND ADULT CARE FOOD PROGRAM (CACFP)

INCOME ELIGIBILITY FORM FOR CHILD CARE CENTERS

To apply for free or reduced-price meal eligibility benefits for vour chlld(ren) please f|II out this fc}rm and retum lt to the chlld care center
-PART 1% CH[LDREN ENF&OLLE_, 'AT THE CHILD CARE ‘CENTER:; :

Complete information below for children enrolled at the center. If chlld(ren) are recelvmg Supplemental Nutrltlon Assmtance Program (SNAP)
(formerly Food Stamp) or Tempaorary Assistance {faormerly AFDC, now funded by TANF), complete Parts 1, 3, and 4 enly. Complete Parts 1,
2, 3, and 4 if you did not provide a SNAP case number or Temporary Assistance case number for all of the children listed in Part 1.

. SNAP TEMPORARY ASSISTANCE
NAME (first and last) FalS | BIRTHDATE CASE NUMBER - CASE NUMBER
/o
[
!l

PART.2: HOUSEHOLD:AND INCOME INFORMATION -

List all members of the household not including the children listed in Part 1. Indicate source and amount of current monthly gross income for
all members of the household before deductions, such as taxes and social security. Where there are wage earners and self-employed adulis,
the income of the wage earner cannot be offset by the business losses of the self-employad adult. If last month's income does not accurately
reflect your circumstances, you may provide a projection of your current arnual income. Irregular self-employed Income may be averaged
over the prior 12 months. Foster children may be eligible regardless of househeld income. Contact the center for more information.

INCOME BASED ON {CHECK ONE) O vearey CIwonthly [ 2xamonts T Every zweeks [ weeky
PENSIONS,
HOUSEHOLD MEMBERS GROSS WAGES SUWPEF';SQ.?EAS%EN RETIREMENT, SOGIAL OTHER
' SECURITY

'RACIAL:ETHNIC. INFORMATION. (You'dra ngt required to answer this section)

Are you of Hispanic or Latino origin? L__]YEs [1no

AMERIGAN INDIAN BLAGK OR NATIVE HAWANIAN OR OTHER
What is your race? (Select one or more) OR ALASKA NATIVE ASIAN  AFRICAN AMERICAN PACIFIC ISLANDER WHITE

L] []
IGNATURE

1 hereby cartify that all information provided is correct. | understand that this information Is being given in connecticn with the receipt of federal funds, that institution
officials may verify information, and that deliberate misrepresentation may subject me to prosecution under applicable state and federa! laws,

SIGNATURE DF ADULT FAMILY MEMBER SOCIAL SECURITY NUMBER {LAST 4 RIGITS ONLY) DATE
KXK-XX- 1
PRINTED NAME OF ADULT ADDRESS PHONE NUMBER

( y -

Section 9 of the Naticnal School Lunch Act requires that, unless your children’s SNAP or Temporary Assistance case number Is provided, you must Include the
last four digits of a soclal security number of the adult household member signing the application or indicate that the household member signing the application
doas not possess a social security number, Provision of the last four digits of a social security number is not mandatory, but if the last four digits of a sacia! security
number are not provided or an indication is not made that the signer has nene, the appiication cannot be approved. The soclal security number may be used fo
identify the household member in carrying out efforts to verify the accuracy of information stated on the application. These verificalion efferts may be carried out
through program reviews and investigations, and may include contaciing employers to determine income, contacting a SNAP or welfare office to determing current
certification for recelpt of SNAP or Temporary Assistance benefiis, contacting the State employment security office to determine the ameunt of benefits received
and checking the documentation produced by the household member to provide the amount of income received. These efforts may resultin a lass or reduction of
benefits, administrative claims, or legal actiens if incorract information is reported,

FOR CENTER USE ONLY

TOTAL HOUSEHOLD | INCOME: ] ] o
SIZE: INCOME BASED ON (CHECK ONE): TEMPORARY
YEAR  MONTH 2ZXAMONTH  EVERY 2WEEKS  WEEKLY  SNAP (Food Stamp) ASSISTANGE
a d a ] [} a a
Eligibility Detarmination: O Free [ Reduced 0O Paid
SIGNATURE OF GENTER REPRESENTATIVE DATE

MO 580-1314 (2-11) CACGFP-205



In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights
regulations and policies, this institution is prohibited from discriminating on the basis of race, color,
national origin, sex {including gender identity and sexual orientation), disability, age, or reprisal or
retaliation for prior civil rights activity.

Program information may be made available in languages other than English. Persons with
disabilities who require altemative means of communication to obtain program information (e.g.,
Braille, large print, audiotape, American Sign Language), should contact the responsible state or
local agency that administers the program or USDA’s TARGET Center at (202) 720-2600 (voice
and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-3027,
USDA Program Discrimination Complaint Form which can be obtained online

at: https://www.usda.gov/sites/default/files/documents/ad-3027.pdf, from any USDA office, by
calling (866) 632-9992, or by writing a letter addressed to USDA. The letter must contain the
complainant's name, address, telephone number, and a written description of the alleged
discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR)
about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter
must be submitted to USDA by:

1. mail:
U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washingion, D.C. 20250-8410; or
2. fax:
(833) 256-1665 or (202) 690-7442; or
3. email:
Program Intake@usda.gov

This institution is an equal opportunity provider.



