Ohio Department of Job and Family Services
CHILD ENROLLMENT AND HEALTH INFORMATION

FOR CHILD CARE

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

Child’'s Name Date of Birth First Day at Program/Home

Home Address City

State Zip Code Home Telephone Number

Parent/Guardian Name Relationship to Child

Home Address Home Telephone Number

City State Zip T
Email Address (if applicable) Cell Phone

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

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the center/home, requests contact information
for other parents/guardians.  [] Yes ] No
If you answered yes, please indicate which number(s) above to include on the list [[] Work # O cell # O Home# [] Email

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

Parent/Guardian Name ' Relationship to Child

Home Address Home Telephone Number
City State Zip
Email Address (if applicable) ‘ Cell Phone

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

Parent's Work/School Address City

Please indicate if this name shouid be released if a parent/guardian, of a child attending the center/home, requests contact information

for other parents/guardians. [ ves [ No
If you answered yes, please indicate which number(s) above to include on the list [JWork# [ Cell # [JHome# [ Email

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

Emergency Contacts: Parents cannot be listed as emergency contacts. List the name of at least one person who can be contacted
in the event of an emergency or iliness if you cannot be reached. Any person listed should be able to assist in contacting you. At least
one person listed must be within ohe hour of the center/home, able to take responsibility for the child in case the parent/guardian cannot
be contacted and should be af least 18 years of age.

Name Name

City Stale City State
Telephone Number Relationship to Child Telephone Number Relationship to Child
Other numbers where emergency contact can be reached (if Other numbers where emergency contact can be reached (if
applicable) applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number
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Child’'s Name

Allergies, Special Health or Medical Conditions, and Food Supplements

Fill in this section aceurately and completely. Please note that if your child has a current health or medical condition requiring child care
staff to perform child specific care, such as: to monitor the condition, provide treatment, care, or to give medication, the JFS 01236
"Medical/Physical Care Plan” or equivalent form andfor the JFS 01217 "Request for Administration of Medication”" must be completed
and be kept on file at the center or family child care home.

Does your child have any food, medication or environmental allergies? (check all that apply)
O No
[]Yes - check all that apply ] Food [ Medication ] Envirenmental Please list and explain;

Does your child's allergy/allergies require child care staff to manitor your chiid for symptoms, take action if a reaction occurs, or give
emergency medication to your child? (check one)
I No
[ Yes - a JFS 01236 "Medical/Physical Care Plan” aor equivalent form and if administering medication, a JFS 01217
"Request for Administration of Medication” must be completed.

Does your child have a special health‘ or medical condition? {check one)

[ No

[ Yes - please explain

Does the special health or medical condition require child care staff to perform a procedure, or perform child specific care such as: to
monitor your child for symptoms or administer medication during child care hours? (check one)
I Ne
[ Yes - a JFS 01236 "Medical/Physical Care Plan" or equivalent form and if administering medication, a J&S 01217
"Request for Administration of Medication" must be completed.

is your child currently using any medication, food supplement or medical food (such as electrolyte solufion)? (check one)

O No

[ Yes - please explain

If yes, does this medication, food supplement, or medical food need to be administered at the child care center/type A home?

[ No

[ Yes - a JFS 01217 "Request for Administration of Medication" must be completed and kept on file for each medication, food
supplement or medical food.

[} N/A - program does not administer any medications,

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)

O No

O Yes - please expiain

Does this dietary restriction require a modified diet that eliminates all types of fluid milk or an entire food group?

I No

[] Yes - written instructions from the child's health care provider must be on the JFS 01217 "Request for Administration of
Medication.”
[ N/A - child does not attend a full time program,
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Child's Name

List any history of hospitalization, outpatient surgery, or previous health concerns that would be needed to assist the staff or medical
personnel in an emergency situation.

List any additional information about your child that would be useful for staff to know, such as fears, eating or sleeping habits, or
special routines, This information should not be medical or health related, as that information should be included on the previous
page.

Diapering Statement

fs your child toilet trained?  [J Yes (If yes, skip to Emergency Transportation Authorization section) [ No (If no, fill out the
following)

The program's policy is to check diapers every 2 hours. Please indicate if you want your child's diaper checked
according to the program's policy or ancther:
[ | agree with the program's schedule [(1 1do not agree, please check my child's diaper every hours.

Emergency Transportation Authorization

Give Permission to Transport Do Not Give Permission to Transport
Program or Home Name Program or Home Name
Green Bean Junction Green Bean Junction
has permission to secure emergency transportation for my OR does not have permission fo secure emergency
child in the event of an illness or injury which requires transportation for my child in the event of an illness or injury
emergency treatment, The emergency transportation Do which regquires emergency freatment. | wish for the following
service will determine the facility to which my child will be not | action to be taken:
sign
transported. both
Parent's Signature Date Parent's Signature Date
Acknowledgement of Policies and Procedures 7
| have reviewed and received a copy of the program's or home's policies and proceduresfhandbook. [ Yes [INo
(check one}

This form, after being completed and signed by the parent/guardian, must be reviewed for compléteness and signed by the
administratot/designee prior to the child receiving care.

Parent/Guardian Signature(s) Date

Administrator/Designee Signature Date

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

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

Note: This is a prescribed form which must be used by child care providers to meet the requirements to rules 5101:2-12-15 and 5101:2-13-15, This form
must be on file at the program or home on or befare the child's first day of atiendance and thereafter while the child is enrolied.
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Green Bean Junction LLC

| understand to protect my child | am providing Green Bean Junction a
list of names of people who have my permission to pick up my child. 1
will notify Green Bean Junction in advance if of these people will be
picking my child up. | understand Green Bean Junction will not release
my child unless a person’s name is on the list. There are NO exceptions
to this policy. We will accept NO verbal authorization. It must be in
writing. All persons on this list must provide staff members with a
photo ID on the first visit and may be asked for it again in future
pickups if the staff member is not familiar with the person.

Name Relationship to Child




Ohio Department of Education - Office for Child Nutrition
CHILD AND ADULT CARE FOOD PROGRAM

ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs
CACFP programs exempt from having an enrcllment form on file are: Emergency Sheiters, Outside-Schoel-Hours, Youth Development & After School At Risk

Instructions for Gomplation

- All parentsiguardians are to complete a separate form for each child enrolled at the child care or Head Start center,

« List the child's hame, age, birth date, the days and hours normally In care and the meais normally received while in care,

« [ schedule listed will frequently vary due to changes in parentiguardian schedule, check response box below chat,

« [f the child comes before and after school, list the hours in care for both the morning and afternoon.

+ CACFP Federal regulations 226.15¢a) (2} require that an enroliment form be completed annually and sianed by the child's parent or auardian .

CENTERNAME  (veen  Pheon  Suriction

CHILLY'S NAME AGE BIRTHDATE / !
month  / day ! year

(please print)

CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECEIVED WHILE [N CARE

Check (v') Days List Hours Child Normally in Care Check (v') Meals Child Normally Receives while in Care

Child Normatily .
in Care AM PM Evening
Arrive Depart Arrive Depart Breakfast | Snack Lunch Snack Supper Snack

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

[:I Yes, The schedule listed above may frequently vary due to changes in parents/guardians schedule

SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN : NUMBER

MAILING ADDRESS:

STREET /APT. CITY ZIP CODE

In accordance with Federal civil rights law and U.S. Department of Agriculture {USDA) civil rights reguiations 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 rataliation for prior clvil rights activity in any program or activity condueted or funded by USDA.

Persons with disabllittes who require alternative means of communication for program information (e.g. Braille, large print, audlotape, 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 Sarvice at {800) 877-8339. Additionally, program informatiocn may be made

available in languages other than English,

To file a program complaint of discriminatian, complete the USDA Program Discrimination Complaint Form, (AD-3027} found anline at:
hitp:/iwww.ascr.usda,govicomplaint_filing_cust.html, and at any USDA office, or write a letter addressed to USDA and provide in the [etter all of the
infarmation requested in the form. To request & copy of the complaint form, call {866) 632-9292. Submit your completed form or letter to USDA by:
(1) Mail: U.8. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue,

S, Washington, D.C. 20250-9410;
(2) Fax: (202) 690-7442; or
(3) Emall: program.intake@usda.gov,

This institution is an equal opportunity provider. Revised Auglist 2019




CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2019 - 2020

INSTRUCTIONS: To apply for free and reduced-price meals, read the househeid Letter and Instructions on backslde of this form. Complete application and return to the
center. In accordance with the NSLA, information on this application may be disclosed io cther Child Nutrition Programs o applicable enforcement agencies.
Parents/guardians are not required to consent to this disclosure. Part 7is to be completed by all househoids. Parf 2is lo be used only for a child living in a household
receiving food assistance (SNAP) or Ohlo Works First (OWF) benefits. Part 31s enly for children NOT receiving Food Assistance or OWF tenefits. Part 4 an adult household
member must sign and date form; the last 4 digits of socla security number must be listad if Part 3 is completed . Part 5is optlonal. * Asterisks Indicate Info that must he
completed, Form must be completed annually and valid for only 12 months,

CENTER NAME CHECKIEA | PART 2 - LIST EACH CHILD'S FOOD ASSISTANGE
FOSTER (SNAF) OR OWF CASE NUMBER, F ANY. A VALID
CHILD CASE NUMBER CONTAINS 7 digits.
PART 1 - PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER (the legal
responslibllity of &
welfare agency or | Check type of (] FOOC ASSISTANGE {SNAP) or
* NAME OF ENROLLED CHILD{REN) AGE BIRTH DATE court) henafit: [7] OHIC WORKS FIRST {OWF)

D CASE NO,

D CASENO, | — e e e e e e

1
2.
3. D CASENO., | ;e o o = e
4

D CASE NC,

PART 3 - TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List names of all housshold

members, List all gross income: list how much and how often. If Part 2 is completed, skip to Part 4.
a. LIST NAMES OF ALL b. CHECK IF | ¢. GROSS INCOME during the last month (amount earmed before taxes & other daductions} and HOW OFTEN
HOUSEHCLD MEMBERS NOZERC | IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthiy, Annually
INGLUDING CHILDREN LISTED INCOME | 1, Earnings from work 2. Weifare payments, 3. Pensions, retirement, 4. All Cther income
ABOVE IN PART 14 hefore deduciions child support, alimeny Social Sacurity, S81, VA
EXAMPLE; JANE SMITH D $ 200 / weekly $ 150 { twice menth $ 100 / menthly $ /
1 ] § / £ i $ / $ /
2 ] $ i $_ 4 . $ L $ /
3 [] $ / $ / 5 / $ /
4 ] $_ 4 $ i $ ! $ /
5 [ $ ! $ / $ / $ /
6. M $__ 1 $__ 4 $ / $ /

PART 4 - SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: Adult household member must signdate form, If Part 3 is completed, the adult signing
the form must also fist last 4 digits of hisjher Social Security Number or check the "l do not have a Soclal Security Number" box.

| cartify that all informaticn on this form is true and correct and that alf income Is reportad. 1 understand that the center will got Federal Funds based on tha information. §
understand that CACFP officials may verify the information. | understand that if | purposely give false information, | may be prosecuted.

* * ir:::r:::t'i ‘;?g;ti!?fe;’;mial Security D E] D [:j
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE [ ] {Z‘;e::t'i’,zss'::;:‘c"lil security Number
Print Name: Daytime Phone Number: Work Phone Number:
Street 7 Apt. City / State / Zip: County:
PART 5: RACIALJETHNIC IDENTITY (Optlonal): Please check appropriate boxes to identify the race and ethnicity of enrolied child(ren).
American Indian or Alaska Natlve Asian Black or African American
Nalive Hawalian or Other Pacific |siander White Other
Please mark one ethnic identity: L—J Hispanic or Latino D Not Hispanic or Latino

Privacy Act Statement: The Richard B, Russel National School Lunch Act raquires the informaticn on this application . You do not have to give the information, but If you do not,

we cannol approve the participant for free or reduced-price meals. You must includs the last four digils of the Social Securily Number of the adull household member who signs the
application. The Social Securlly Number Is not required when you apply on behalf of a foster child or you list & Supplemantal Nutrition Assistance Program (SNAP), Tomparary
Assistance for Neady Famillas {TANF) Program or Food Distribution Pragram on indlan Reservaliohs (FDPIR) case number for the partlcipant or other (FDPIR) identifier ar when you
indicate that the adull hausehotd member slgning the application dees not have a Sodial Security Number. We will use yaur information lo determine If the participant is ellgible for
free or reduced-price meals, and for adiministration end snforcement of the Program,

State Distribution: 7/13/2019

THIS SECTION TO BE COMPLETED BY CENTER: _Note: All information above this sectlon is to be filled in by the parent or guardian,

Compiete information belaw only if qualifying child{ren) by household income from Part 3. Apptication Certifled/Categorized as:

Par the total household size, compare total household income to the USDA Income Eligibility Guidelines [ FREE, based on [_]Food Assistance/OWF Case No.

to dalermine correct categorization, When income Is listed in different frequencies of pay in Part 3, []Household Slze & Income

you must convert ali incema to annual income before determination. Use the following Annual income [T Foster Child

Convarsion ; {1 REDUCED, based on Household Size & Income

Weekly x 52, Every 2 Weeks (bi-weekly) X 26, Twice per Month (semjzmenthly} X 24, Monthly x 12

Total [ PAID, based on [ tncome Too High

Housahold Tota] Household Income : § {1incomeplete

Size: Par: [week [ IEvery 2 Weeks |_iTwice Per Month [_Ipanth [ lyear [ ] Invatid case number or information
Signature of Sponsor / Center Reprasentative Date Sponsor Certified/Catagorized Form Effeclive Date Expiration Date
Nole: Effective date Is delermined by parent or sponser signature date as selecled an CRRS application, {From the firsL of menth of date signed) (valid unti last day of monly In which form
If date af parent slgnature Is not within manth of certification or Immediately precading month, was signed one year earler)

Ly f i on

Revised August 2019



Ohio Department of Job and Family Services
CHILD MEDICAL/PHYSICAL CARE PLAN
FOR CHILD CARE

Child’s Name Date of Birth

Special Health Conditions

Symptoms to watch for and emergency action {o be taken if the following symptoms occur

Activities/foods/environmental conditions to avoid, if applicable

Medical procedures to be followed and expected benefit of treatment, if applicable

Are any medications required? [ Yes (ONo (I yes, complete JES 01217 "Request for Administration of Medication"}
If yes, what medications?

In an emergency does this chiid require additional assistance (more than other children of the same age or in the same group) to evacuate?

7] Yes [ No

In the event that the child care program must be evacuated, are there medications or supplies that must be taken with this child?

O Yes C] No

Training Instructions (Trainer must be a parent or certified professional)

Signature of Trainer Date

Signature of trained providers, substitutes or child care staff members who have been made aware of the condition.
(There must always be a trained caregiver present when the child is present)

Signature Date I have been 1 have been
[ Informed [} Trained

Signature Date 1 have been I have been
] Informed (] Trained
Signature Date I have been I have been

[} Informed 7] Trained

Signature Date ¥ have been 1 have been
{1 Informed ] Trained

(Only trained providers, substitutes or child care staff members shall be permitied fo perform medical procedures listed above,)

Additional services (educational/therapeutic) child is receiving

Who provides the above services?

Name Phone Number May we contact?
OYes [JNo
Name Phone Number May we contact?
Odyes [ONo

I give my permission for the staff listed above to perform the procedures in my child’s Medical/Physical Care Plan.

Parent Signature Date

Administrator/Provider Signature Date

Note; A separate plan mst be written for each condition that requires different actions to be taken

TFE 01236 (Rev. 12/2016)



Ohio Department of Job and Famlly Services
REQUEST FOR ADMINISTRATION OF MEDICATION

FOR CHILD CARE

Box1 | The following section must always be completed by the parent/guardian.

Check all that apply and complete all of the information.

{] Prescription Medication [ Nonprescription Medication [] Food Supplement
[[] Topical Product or Lotion ] Refrigeration Required [J Modified Diet
Name of Child Date of Birth Weight
Name of Medication Exact Dosage

To be administered at the following times For the following period of time

(O | understand that my child must receive one dose of medication before arriving at the program {unless the
medication is used for emergencies).

Signature of Parent/Guardian Date

Box2 | The followmg section must be completed by a Ilcensed physnc:an I|censed dentist advanced pract;ce
| registered nurse or certified physician's assistant. EE : .

1. The medication contains codeine or aspirin.

2. A physician's instruction is needed for a nonprescription medication (e.g. child does not meet minimum age or
weight requirements as listed on the label instructions).

3. It is a sample medication without a prescription label.

4. The nonprescription medication is to be given longer than three consecutive days within a fourteen day period.

5. The topical product or lotion and the physician's instructions exceed the manufacturer's instructions or use.

Name of child Name of medication, vitamin, diet, supplement

Dosage Possible side sffects to watch for are

Expiration date

{May not exceed twelve months from the date of this request for medications of food supplements).

Instructions

This child is under my care and should receive the above medication as written,

Signature of physician, dentist, advanced practice registered nurse or certified physician's assistant

Date of signature Phone number

Name of child Name of medication, vitamin, diet, supplement

This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the
last administration of the medicatton or product. One form must be used for each medication.

JFS 01217 (Rev. 12/2016) Page 1of 2



Dear Parents/Guardians,

We have created a Facebook page business page for the center and would like to use pictures of our
students on the page. No names will be used just the photos of the kids during some of the activities
that we do.

Please write your child’s name below and sign on the line to either give permission or not to give
permission. If you have any questions, please see Mrs. Ashley. Also, please “like” us on Facebook.

Thank you,

Mrs. Ashley

Administrator

Child’s Name:

| give Green Bean Junction permission to use my child’s photo

X

| DO NOT give Green Bean Junction permission to use my child’s photo

X




Ohio Department of Job and Family Services

BASIC INFANT INFORMATION FOR CHILD CARE

This information should be completed by the parents prior to the child’s first day. This information should be updated periodically
as the infant's needs change,

Child's Name Nickname

Child's Date of Birth Siblings

What are you feeding your infant? (Check all that apply
[J Formula {include brand) [0 Breast milk

Formula preparation (if center/provider is to prepare.)

Amount for cach feeding Frequency of feedings

My infant likes a bottle warmed: (Check one) {71 Room temp [} Warn O very warm/NOT HOT

Tuice (tvpe, amount, when?}

Does child use a cup yet? {1 No [ Yes

Solid foods (baby food, brand, fypes, amounts, frequency)
*uon nust have written permission from vour child's physician if vour child is under 4 months and given solid foods.

Are foods served room temperature or warmed?

Table food (types, amounts, frequency, special instructions)

Security items (pacifier, blankies, etc.)

Nap schedule

Hints for getting baby to sleep

Sleeping Position ] Back [ side* L] Tummy*
*You must secure a sleep position waiver from your child's physician if your baby is to sleep on their tummy or side. Please contact the
center/provider for a JES 01235.

Special Precautions

Any additional information about your child that would be helpful or you would like staff fo know.

Parent Signature Date
Primary Caregiver Signature Date
Date form last updated

JFS 01218 (Rev. 12/2016})



Ages & Stages;
Questionnaires

ASQ-3 is a set of questionnaires about children’s development. It has been used for more than 20 years to
make sure children are developing well. A screening provides a quick look at how children are doing in
important areas, such as communication, physical ability, social skills, and problem-solving skills. ASQ-3 can
help identify your child’s strengths as well as any areas where your child may need support.

As a parent or caregiver, you are the best source of information about your child. That's why ASQ-3 question-
naires are designed to be filled out by you. You will only need 10-15 minutes. It's that quick and easy. Here’s
how ASQ-3 works:

e You will answer each question "yes,” “sometimes,” or “not yet,” based on what your child is able to do
now. Your answers help show your child's strengths and areas where he or she may need practice.

» To answer each question, you can try fun and simple activities with your child. These activities encourage
your child to play, move around, and practice day-to-day skills.

»  After you complete the questionnaire, a professional will share the results with you.

If your child is developing without concerns, there is nothing more you will need to do. You may try the
next ASQ-3 age level as your child grows and learns new skills. There are 21 questionnaires that you can
use with children from 1 month to 5% years old. If your child has trouble with some skills, your program will
help you with next steps. Finding delays or problems as early as possible supports young children’s healthy
development.

You are an active partner in your child’s learning and development. By completing ASQ-3 questionnaires, you
are making sure your child is off to the best possible start!

To find out more, please talk to your health
care or education professional, or visit
www.agesandstages.com.

Ages & Stages Questionnaires®, Third Edition {ASQ-3™), Squires & Bricker.
Copyright © 2009 Paul H. Brookes Publishing Co. All rights reserved.
Ages & Stages Questionnaires® is a registered trademark and ASQ-3™ is a trademark of Paul H. Brookes Publishing Co.




The first 5 years of life are very important. Social-emotional development within the first few
years of life prepares your child to be confident, trusting, curious, and able to develop
positive relationships with others. Your child’s positive social-emotional development forms a
foundation for learning throughout life.

Please read the text below and mark the desired space to indicate whether you will
participate in the screening/monitoring program.

O | have read the information provided about the Ages & Stages
Questionnaires®: Social-Fmotional, Second Edition (ASQ:SE-2™), and | wish
to have my child participate in the screening/monitoring program. | will fill out
guestionnaires about my child’s social-emotional development and will
promptly return the completed questionnaires.

| do not wish to participate in the screening/menitoring program. | have read
the provided information about the Ages & Stages Questionnaires®: Social-

Emotional, Second Edition {(ASQ:SE-2™), and understand the purpose of this
program.

Parent or guardian’s signature

Date

Child’s Name:

Child's date of birth:

If child was born 3 or more weeks prematurely, # of weeks premature:

Child's primary physician:
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Ohio Department of Job and Family Services
FAMILY INFORMATION

FOR STEP UP TO QUALITY PROGRAMS (SUTQ)

Child's Name (Last} (First) Nickname (If any)

By providing complete infqrmaiibh':ébqu}'ybdfbbj.’f_d:,_' you. will be assisting staff in Ei'ééﬁhé a positive 'ékpegﬁenéé}orthm/hef while in
care. List any infarmatjon about your child's habits, abilities. of personality that you feel will be helpfui to the staff while caring for - -
Your Ghild. L ot T e e T i T e

Who is in. the child's i:ﬁmediate far.niIY'?' -

Who lives at home with your chiid?

What is the primary language spoken in your child's home?

Are there any special family arrangements, such as shared parenting, living in two homes, or custody specifications, etc.?
Additional Detalls?

Are there any changes or transitions that your child has recently experienced or is experiencing? (moved from crib to bed,
divoree, hew home, death of family member, friend or pet} Additional Details?

Are there any cultural or religious practices of your family we should be aware of? (Dietary restrictions, clothing, head coverings,
etc.)

Do you have any pets at home? If so, what are they and what are their names?

Has your child had a previous care arrangement? [ ] Yes or []No Additional Details? (Center based, in home, with famiiy,
with parents, etc.)

My chiid drinks L] milk, [ formula, [ juice or ] water. (Check aff that apply)
How much and how often?

Does your child have any favorite foods?

Daes your child dislike any foods?

Are there any foods your child sheuld not be fad? (Licensing requires documentation be completed for children with food
allergles and/or dietary restrictions)
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Please check all of the words that best describe your child's personality and behavior

[Jactive [ adventurous [] affectionate [ ] anxious [] bossy [ bright [] busy [ calm [] cautious [] cheerful

[ content [] creative [ curious [] easily-angered [] emotional [] energetic [] excitable [] friendly [] gives-in-easily

[ 7 happy [ hesitant [ insecure [ jealous [ likes structure/routines [ toud [Jloving [ mellow [ outgoing

[ prefers adult attention [ quiet [] sensitive [] serious [] shares-well [] social []] spontaneous [] stubborn [[] tentative
O other:

Are there additional personality and behavior characteristics that would be useful to know about your child?

Are there things that frighten your child? If so, how does he/she react and what do you do to comfort him/her?

What routines/actions or items do you use to comfort your child?

What causes your child to feel angry or frustrated?

What methods do you use to respond to your child’s negative behavior?

Does your child use any special comfort or support items that help him/her go to sleep? if so, what?

What is your child’s mood upon waking? (happy, grouchy, clingy, slow to awaken)?

My child sits in a ] high chair, (] booster, [] child size chair or [_] adult size chair. (Check the one that applies.)

is your child toilet trained? If not, have you started the toilst tralhing process? Please explain the process used.

Does your child need assistance when using the toilet? If so, how?

What words, gestures or signs does your child use if he/she needs to use the bathroom?

What time does your child normally go to bed at night and wake up in the morning?

What time(s), and for how long, does your child usually nap?

JFS 01511 (Rev, 10/2014) Page 2 of 3




Does your child have trouble sleeping (Night terrors, trouble going to sleep, efc.)? Please explain.

What might you and/or your child be anxious about as he/she starts in this program?

What are you and/or your child excited about as he/she starts in this program?

What are your expectations of this program?

What other information would be helpful for the staff caring for your child to know?

Parent/Guardian's Signature Date
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Free resources to help you read with your child through
Dolly Parton’s Imagination Library in Fairfield County

Reading regularly with your chiidren during their preschool years gives them a big boost toward a
successful future!

Dolly Parton's Imagination Library will help you read with your child. Every child will receive FREE books
of their very own, at no cost to you, thanks to the United Way of Fairfield County, local sponsors and
partners, and Dolly Parton.

To register:
= Child must live in Fairfield County
= Child must be under the ape of five
« Sign-up on the form below (must be approved and on file with United Way of Fairfield County)
« Notify United Way of Fairfield County anv time vyour child’s address changes to continue
receiving hooks
= Parentsand/or caregivers must agree to read with the child.

Eight to ten weeks after your registration form has been received, books will begin arriving at your home
and will continue until your child turns five or you move out of Fairfield County.

To begin receiving books to read to your child, please return the complete form below to:
United Way of Fairfield County »+ 115 South Broad Street « Lancaster, Ohio 43130 » Phone: (740) 653-0643

Dolly Parton’s IMAGINATION LIBRARY Official Registration Form
This information will only be used for Imagination Library and fo share early learning communify event informatior.

Child’s FULL NAME:
Child’s Date of Birth; / / Sex: Male Female Phone: ( )

Parent/Guardian’s Name:

Email Address:

Mailing Address (NO PO BOXESY:

City: State: OH Zip Code:

How did you hear about this program?

On average, how often do you currently read with your child:
_ Daily ___2-3 times per week Weekly Occasionally Never

“This child is a resident of Fairfield County and | agree fo read with my child.”
X




