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 Numbar

Parent/Guardian Name #1

Relationship to Child

Home Address L] Same as Child's

Home Telephone Number L] Same as Ghild's

City

State Zip

Email Address (if applicable)

Coll Phone (if applicable)

Parent's Wark/Schoo! Name

Parent's Work/Schoo! Telephane Number

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home requests contactinformation
forother parents/guardians. [ Yes O Ne

If you answered yes, please indicate which information above toinclude on the list COwork# Ocet# [OHome# [ Email

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

Parent/Guardian Name #2 Relationship to Child

Home Address LI Same as Child's Home Telephone Number [ 1 Same as Child's

City State Zip

Emait Address (if applicable) CellPhone

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

Parent's Work/School Address City

Please indicate if this name should be reteased if a parent/guardian, of a child attending the program/home, requests contactinform ation
forother parents/guardians, [ Yes 0 No

If you answered yes, please indicate which informatian above toinclude onthelist [0 Work# ] Cell#  [1 Home# O Email

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

Emergency Contacts: Parents cannot be listed as emergency contacts. Listthe name of atleast one person who can be contacted
in the eventof an emergency orillness if you cannot be reached. Any person listed should be able to assistin contacting you. At least
one person listed mustbe able to take responsibility for the child in case the parent/guardian cannotbe contacted and should be at |east
18 years of age.

Name Name

City State City State

Telephone Number Relationship to Child Telephone Number Relationship to Child

Other num bers where emergency contact can be reached (if
applicable)

Other numbers where emergency contactcan be reached (if
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 Medical Foods
Fill in this section accurately and completely. Please note that if your child has a eurrent health or medical condition requiring child care
staff to perform child specific care, such as: to monitor the candition, provide treatment, care, or to give medication, the JFS 01236
"Child Medical/Physical Care Plan for Child Care" mustbe compieted and be kept on file at the program/home.

Daoes your child have any food, medication or environmental allergies? (check alf that apply)
O No
[ Yes - checkall thatapply [ Food [ Medication O Environmental Pleaselist and explain:

Does your child's allergy/allergies require child care staff to monitor your child for symptoms to take action if a reaction ocours, or give
emergency medication to your child? (check ane)

O No

3 Yes - a JFS 01236 "Child Medical/Physical Care Pian for Child Care” must be completed.

Does your child have a developmental delay or special health or medical condition? (check one)
[ No

O 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)

O No

[ Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care" must be completed.

ls yaur child currently using any medication or m edicalfood? (check one)
[ No
[ Yes - please explain

If yes, does this medication or medical food need to be administered atthe child care program/home?

1 No

O Yes - a JFS 01217 "Request for Administration of Medication" mustbe completed and kepton file for each medication and a JFS
01236 "Child Medical/Physical Care Plan for Child Care" must be completed for the medical food.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)
O No

O Yes - please explain

IDjoesthis; dietary restriction reguire a modified dietthateliminates all types of fluid mitk or an entire food group?
No

[ Yes - written instructions from the child's health care provider mustbe on file.
O] NUA - program does notprovide meais or shacks to the child.
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Child's Name

List any history of hospitakization, autpatientsurgery, or previous heaith concerns that would be needed to assist the staff or medical
personnel in an emergencysituation,

L] Not applicable

List any additional information about your child that would be useful for staff to know, such as fears or waysthat your child prefers to
be comforted.

O Not applicable

List any additional information aboutyour child that would be useful far staff to know, such as eating or sleeping habits.

O Not applicable
List any additional information aboutyourchild that would be useful for staff to know, such as special routines, or behaviorneeds.

[ Not applicable
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Child's Name

Diapering Statement

is yourchild toilet rained? [ Yes (if yes, skip to Emergency Transportation Autharizalion section)
O No (i no, fill out the following:)

The program's policy isto check diapers every
program’s policy oranother:

hours. Pleaseindicate if you wantyour child's diaper checked according to the

O 1agree with the program's schedule O I1donotlagree, please check my child's diaperevery hours.

Emergency Transpotrtation Authorization

Give Permissionto Transport R Do Not Give Permission to Transport
Program orHome Name © - | Program orHome Name
has permission to secure emergency transportation for OR does not have permission to secure emergency
my child in the event of an iliness or injury which requires ~- 1 transportation formy child in the event of an illness or injury
emergency freatment. The emergency transportation : _Df-'-‘ which requires emergency freatment. 1 wish for the following
service will determine the facility to which my child will be ;:;:‘ 1 actionto be taken:
transported. | both
Parent's Signature Date I | Parents Signature Date

Acknowledgement of Policies and Procedures
| have reviewed and received a copy of the program's or home's policies and procedures/handbook, OYes [ONo (check one)

This form, after being compieted and signed by the parent/guardian, mustbe reviewed for completeness and signed by the
administrator/designee priorto the child receiving care.

Parent/Guardian Signature(s} Date

Administratar/Designee Signature Date

The formisto be Inifaled and dated, at least annually, after it has-baeh févieWed by thé parent/guardian.. This Is to indicate all )
information has stayed the same or changes have been nated. If significantchanges are rieeded, please comipiste ahewform.

ParentGuardian 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:

Thisis a prescribed formwhich mustbe used by child care providers to meet the reguirements to rules 5101:2-12-15, 5101:2-13-13, and 5101:2-14-04.
This formmust be an file atthe pragram or home on or befora the child's first day of atterdance and thereafter while the child isenrolled.
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Ohio Departmentof Job and Family Services

CHILD MEDICAL STATEMENT FOR CHILD CARE
Child’s Name {printor type) Cate of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
(Physician/Physician's Assistant/Advanced Practice Registered Nurse/Certified Nurse Practitioner):

v The above named child has been examined.

+ The above named child is in suitable condition for participation in group care (i.e. free of infectious disease,
mentally and physically fit{o be in group care).

< The above named child does not have allergies OR is allergic to the following (please list in space below):

Check below, if applicable:

(0 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 Recommended Assessments/Screenings

Height Vision OYes [No Lead Oves [ONo
Waeight Hearing JYes [ONe Hemaglobin Oyes [ONo
BMI Dental OYes [ONo Other

Notes:

Signature of Examining Health Care Practitioner Date of Examination

Name of Examining Health Care Practitioner Telephone Number

Street Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MM/DD/YYYY FORMAT) OF DOSES OF ALL IMMUNIZATIONS.

NLVONE SECTION

P

ection B - To be completed by the EXAMINING HEALTHCARE | Initials of Examining Health Care Practitioner
PRACTITIONER:
[0 The above named child has been immunized against the diseases

listed above.

If an immunization is medically contraindicated or not medically appropriate
for the child’s age, note any exceptions by listing the specific
immunization(s):

Date
Section C - To be completed by the child's parent ONLY IF Signature of Parent
WAIVING AN IMMUNIZATION(S):
O | have declined to have my child immunized for reasons of
conscience, including religious convictions against all of the
diseases listed above or against the following disease(s): —

JFS 01305 {Rev. 10/2021)
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Child Medical Statement Policy

We here at Chosen Kids Learning Center promote and strive for total health and wellness of the whole
child and family. When a child is healthy, it allows them to learn at their greatest potential.

As it is our priority to assist parents in the enrollment process we must also follow state rules and
regulations. It is the policy of Chosen Kids Learning Center that parents must submit a valid and current
child medical statement stamped and signed by a physician within ten days of the start date of each
child enrolled.

If a valid physical is not received within ten days of the start date, your child will be removed from
enrollment until a valid physical is on file. Though we do not wish to turn anyone away we must
implement a policy that allows us to remain compliant and meet state regulations.

Parent Signature Date

Child’s Name

*7751 E Main St Reynoldsburg, Ohio 43068 614-694-2677*
*3311 E Livingston Ave Columbus, Ohio 43227 614-817-1852*
*3314 Noe Bixby Rd Columbus, Ohio 43232 614-524-6114*



Photo/video/social media Permission siip
Chosen Kids Learning Center, LLC.
7751 E Main §t
Reynoldsburg, Ohio 43068

To: Parent (5) Guardian () of Chosen Kids students please fill in start date of
program

From: Owner Leanna Henderson of Chosen Kids Learning Center, LL(
REF: Permission to use pholo, post on social media, or video

Here at Chosen Kids we will {ake lots oi pictures for events, markefing,
classroom lessons, and just for iun,

I Parent or Gnardian oi

give permission for Chosen Kids Learning Center
to use photographic material of my child in conjunction with marketing,
websiies, news, and releases associated with Chosen Kids.

Date: Parent Signature:



Authorized List for Pick up

B w N

Child’s first and last name:

Date:

hosen kids Learning Center LLC. 2014



Ohio Department of Education - Office of Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs

CACEP programs exempt from havinﬁ ant enrollment form on file are: Emergency Shelters, Outside School Hours. Youth Development & Afier School at Risk

Instructions to Complete
*  All parents/guardians are lo complete a separate form for cach child enrolled at the child care or Head Start center.
s  List the child’s namec, age, birth date, the days and hours normally in care and the meals normally received while incare.
* If schedute listed will frequently vary duc to changes in parent/guardian schedule, check response box below chart.
s  Ifthe child comes before and after school, list the hours in care for both the morning and afternoon.
¢  CACFP Federal regulations 226. [ 5(e) (2) require that an enrollment form be completed annually and signed by the child's
parcnt or guardian.
CENTER NAME
CHILD’S NAME AGE BIRTHDATE / /
{pleuse print) month  / day ! year
CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
AND THE MEALS RECETVED WHILE IN CARE
Check (v) List hours child normally in care Check (v') meals child normally receives while in care
Days Chil_d AM PM Evening
Normally in Arrive | Depart | Arrive | Depart ||| Breakfast | Snack | Lunch | Snack | Supper | Snack
Care
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
|:] 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 regulations and policies, this
institution is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual
rientation}, disability, age, or reprisal or retaliation for prior civil rights activity .Program information may be made availabte in
languages other than English. Persons with disabilities who require alternative 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
dministers the program or USDA’s TARGET Center at {202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay
ervice 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/defauit/files/documents/USDA-
ASCR%20P-Complaint-Form-0508-0002-5(8-11-28-17Fax2 Mail.pdf, from any USDA office, by calling (866) 632-9992, or by writing a
etter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of
he alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR]) about the nature and date
f an alleged civil rights violation. The completed AD-3027 form or letter must be submitted to USDA by:

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

(2} fax: {833) 256-1665 or {202)690-7448; or (3) email:program.intake@usda.gov.

This institution is an equal opportunity provider. Revised 8/2022

Ohio Department of Education - Office of Nutrition



CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-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 Nutriticn Programs or applicable
enforcement agencies. Parents/guardians are not required to consent to this disciosure. Part 1 is to be completed by all households. Part 2 is to be used only
for a child living in a househald receiving food assistance {SNAP) or Chio 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,

BHECKIF . | paART 2 - LIST EACH GHILD'S FOOD ASSISTANCE
CENTER NAME A ggi’}“ 1 {SNAP) OR OWF CASE NUMEER, 1F ANY. A VALID

U tmayeg | GASE NUMBER conums 7 chrra
PART 1 - PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT CENTER responsibiiity.of .
~ awettare agency | Chack type 2 FOOD ASS{STANCE (SNAP) or
* NAME OF ENROLLED CHILD(REN) AGE | BIRTHDATE or ootirt. Aftach. | ¢ oot o OHIO WORKS FIRST (OWF)

-documantation} : | ‘ . |
., : I i CASENO. | .

2. D CASENO. | — — — — —
d

3. CASEND. | — — —

2 D CASENQ., | — — — — — — —

PART 3 < TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS. INCOME AND HOW OFTENIT WAS REGEIVED E.lst hames of all housahold S
members. List all gross income: list haw much and how often. If Part 2 is campleted, skip to Part 4.. . :

-

h. CHECK ¢. GROSS INCOME during the last manth {amount earned before 1axe5 & other deductluns) and

a. LIST NAMES OF ALL
HOUSEHOLD MEMBERS IF HOW QFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually
INCLUDING CHILDREN r\IJNOéZOEI\?S 1. Eamnings from work 2. Welfare payments, 3. Pensions, retirement, 4. All Othar Incoma
LISTED ABOVE IN PART 1 befare deductions child support, alimony Social Security, 551, VA

EXAMPLE: JANE SMITH | $amount / howoftan | $ amount/ how often [ $ amount / how ofter .| § amount/ how oftan

1 8 / P S 5 ,,f,,,,,,,,$, /

2 B 5 / § / $ / $ /

4 J |s ! - $ / 3 / 3 !

5 I — s / K ! 5 ,

6. 8 / $ / K / $ /

 PART 4 - SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURH'Y NUMBER: Aduit househald mamber must slgn!date form. K Part3is gompleted,

~ the adult signing the form must aiso list last 4 digits of his/her Social Security Numher or-check the “I do not have a Sociat Security Number™ box.
| certify that all mf_onnauon on this form is true and correct and that all income is reported. | understand that the center will get Federal Furids baged an the.
information. | understand that CACFP officials may verify the informhation. | understand that if [ purpasely give false information, | may be prosecuted. .

*

If Part 3 s completed, : '
{__insert last 4 digits of Social Security Number

* * (Check if applicable)

SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE | do not have a Social Security Number

Print Name: Daytime Phone Number: Work Phone Number:

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

| PART 5: RACIAL/ETHNIC IDENTITY (Optional); Piease check approprate baxes to identity the race and ethnicity of entolled chiid(ren).

American Indian or Alaska Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White Other

Please mark one ethnic identity: g Hispanic or Latine [ ] Not Hispanic or Latino

Privacy Act Staterment: The Richard B. Russell National School Lunch Act requires the information on this application. You do not have to give the information, but if you do not, we
cannot approve the participant for free or reduced-price meals. You must inciude 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 wheh you apply an behalf of a foster child or you fist 2 Supplemental Nutrition Assistance Program (SNAP), Temporary
Assistance for Needy Families {TANF) Program or Foed Distribution Program on Indian Reservations {FOPIR) casa number for the participant or cther (FDPIR) identifier or when you
indicate that the adult household member signing the application does not have a Soccial Security Number, We will use your informalion to determine if the participant is eiigible for
free or recduced-price meals, and for administration and enforcement of the Program.

State Distribution® June 2022

-THIS SECTION TO BE COMPLETED BY CENTER. Note: Allinformation above this section is to be filled in by the parent or guardian. -

Complete information below only if qualifying chitd(rer} by househald income fram Part 3. Application Certified/Categarized as:

Per the tolal househald size, compare total household income to the LISDA income Eligibility O FREE. based an - Food Assistance/OWFE Case No
Guidelines to determine correct categorization. Whnen income is listed in different frequencies ) - Hausehold siza and incame ’
of pay in Part 3, you must convert all income ta annuat income before determination. Use the Faster Child

following Annual Income Conversion : D roster

Weekly x 52, Every 2 Weeks (biweekly} X 26, Twice per Month (semi-monthiy) X 24, Monthly x 12 [0 REDUCED, based on Household size and income

Total Total Household Income: § O PAID, based on o Income too high

Household ) o Incomplete

Size: Par: 7 week o every two woeks  twice per month © month o year 2 Invalid case number or information
Signature of Sponsor / Center Representative Date Spansor Certified/Categorized Form  Effective Date Expiration Date

Note: Effective date Is determined by parent ar spansat sighature date as selected on CRAS application. {From the first of month of date signed)  {Valid until last day of manth in which
If date of parent signature is not within manth of certification or immeadiately preceding month, form wasg signed one year earlier)

sffactive date must be date of Sponsor certification.

Revised June 2022 g



CHILD AND ADULT CARE FOOD PROGRAM
INFANT MEALS - PARENT PREFERENCE LETTER

TO: Parents and Guardians of Infants under one year of age
FROM: 'NAME OF

CENTER/PROVIDER
TOPIC: Who will provide food for your infant’'s meals?

Due to participation on the Child and Adult Care Foad Program (CACFP), all children enrolled at this child care center or
family child care (FCC) home receive meals free of charge. The CACFP is a U.S. Department of Agriculture (USDA) child
nutrition program. Child care centers and family child care homes are reimbursed a meal rate to help with the cost of
serving nutritious meals to enrolled children. These centers and FCC homes can be reimbursed daily for up to two meals
and one snack served to each enrolled child, including infants. Emergency Shelters can be reimbursed for up to three
meals. The meals must meet CACFP meal pattern requirements for children and infants.

To meet CACFP requirements, the center or FCC home is required to offer formula and other required infant food to all
enrolled infants. The iron fortified infant formula we will provide for infants until they turn one year of age is:

NAME OF FORMULA

A parent or guardian may decline the formula offered by the center or home and supply the infant’s formula themselves.
However, when an infant turns one year of age, the center or FCC home will begin to provide milk and the other required
food items to meet the meal pattern requirements for toddler age children.

To assist us in your infant formula and food preferences, please complete preferences below by checking one item each in

the formula and solid food section. mmmmmmdmmwﬂw

Formula or Breast Milk: (check one)

I:l | want the center or FCC home provider to provide formula for my infant

D o o . Parent/Guardian: List Name of Formula You Will Provide |
| will bring iron fortified infant formula for my infant [

D | will bring expressed breast milk for my infant

D | will come to the center or FCC home to breast feed my infant
Solid Food: (check one)

D | want the center or FCC home to provide all solid foods for my infant when he/she is developmentally ready

D | will bring one solid food item for my infant when he/she is developmentally ready for it and the center will provide all
other required components including formula.

*Note: If your feeding preferences change, you will be asked to complete a new form.

INFANT NAME: | INFANT BIRTHDATE:
PARENT/GUARDIAN
SIGNATURE: | DATE:

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 alternative 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/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.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 emall: Program.Intake@usda.gov

This institution is an equal opportunity provider Rev. 8/2022 Reyv. 8/2022
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Chosen Kids Learning Center Transition Policy

Introduction

As a family at Chosen Kids Learning Center, it is our priority and responsibility to make the transition into a
new center as smooth and easy as possible. We understand that children may be new to day care and needing
adjustments to new faces and a new environment. This will be an agreement that you the parent will work
with us as a team to provide the best learning environment and transition at our center.

Transitioning into Chosen Kids

During admission there will be an orientation period for a healthy transition into our center. You agree to visit
the center with your child at least 2 times before the first day of enrollment. During this time the child will be
able to freely interact with the other children and staff at their will. This time should be at least 30 minutes
each visit. During this time your child and you can have the opportunity to become familiar with the center
and its families and staff. This will also be a time for you to get a feel of the daily operations and environment
your child will participate in. This time can exceed the 30-minute time slot if you feel the need to do so.

Transitioning within Chosen Kids

We hope that you will allow us to see your child through their complete childcare experience. During the time

here at Chosen Kids we will watch your child grow and enhance their learning abilities and outgrow

classrooms. A proper transition to a new classroom is required and beneficial for a healthy learning new

environment. We will transition for a period of one week before permanent placement in the new classroom.

We will allow the child to visit their new classroom for a period of 2 hours for two days, and for a period of 4

hours for the last three days. One the following Monday your child will begin a full day in their new classroom.
. Infant to Toddler

Child will transition from highchair to toddler size table and chair.

Infant will transition to cot/mat

Parents will provide tips to help transition to new classroom

Naps and feedings will be adjusted

No security items except for nap

0O 0O 0 0O O

. Toddler to preschool
o Parents and child will be able to create an activity for child to introduce themselves

www.chosenkidslearningcenter.com ¢ 3314 Noe Bixby Rd Columbus, OH 43232 ¢614-524-6114
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Give child time to adjust to new surroundings
Discuss curriculum, show parents recent projects done

¢ Preschool to kindergarten

o}

o]
o]
o
o}

Teachers can arrange visits to new kindergarten class with parents

Empower parents to act as advocates for their children

Teach child safety rules when walking to school or riding a school bus

Decrease the time of nap start adjusting them to kindergarten schedule

Find out what lunch time will be like; child may have to adjust to opening new containers.

Upon leaving the center we would like to use this as a transition period as well. As listed in the parent
handbook you are required to give a two weeks’ notice when planning to remove your child from the center.
During this time, we would like to assist you in the process of finding a school or more better suited childcare
center for your child. Our staff will use this time discuss the upcoming change with your child and their
classroom friends. We would also like to provide you with outside community resources that may be of

assistance. We understand that you could have chosen many other centers and are grateful and excited that
you have chosen ours.

Parent Signature and Date

Administrator Signature and Date

www.chosenkidslearningcenter.com ¢ 3314 Noe Bixby Rd Columbus, OH 43232 0614-524-6114



Chosen Kids
7751 E Main 5t
Reynoldsburg, Ohio 43068

614-694-2677

Transition Meeting

At this time we will begin the process of preparing your child for a new learning endeavor. Your child will
be transitioning to the classroom. During this time we would like to meet
with you to discuss new educational goals and transition activities you feel may assist your child in a
positive move forward. We would also like to use this time for you to meet with your child’s new
teacher and discuss any needs of the child. So that everyone is comfortable and well aware and on
board with this new transition we would like to schedule two transition meeting times.

15t Scheduled Meeting Date Time

2" Scheduled Meeting Date Time

If all parties are unable to agree to a date and time, we can adjust and schedule accordingiy
{conference calls, email, etc) as we would like for everyone invalved in your child’s learning to be
present and work collectively together.

Administration Signature Date
Parent/Guardian Signature Date
Current Teacher Signature Date

New Teacher Signature Date
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wWhat Do | Bri»«j

to My First Visit?

¥ Proof of income (current pay stubs,
approval letter for
Healthy Start, Ohio
Works First, Food
Stamps or current
Medicaid card)

¥ Proof of address
(utility or credit
bill, or Ohio
driver's license)

In accordance with Federal law and U.S.
Department of Agriculture policy, this institution

¥ Proof of identity for you and any is prohibited from discriminating on the basis of e\ ' ot - o o
other applicants (birth certificate, race, color, national origin, sex, age, LoD 5 ?l b,
driver's license, Medicaid card, el o E'a'f' SM ’AVT, e
crib card or shot record) To file a complaint of discrimination, write l'

: _ USDA, Director, Office of Civil Rights, 1400 a y a V
¥ All family members applying for Independence Avenue, S.W., Washington, D.C. : R —
WIC services 20250-9410 or call (800) 795-3272 (voice) or : =
(202) 720-6382 (TTY). USDA is an equal '
¥ If pregnant, a doctor's statement opportunity provider and employer. ’

showing due date y

¥ Children's shot records

This institution is an equal opportunity provider.

Healthy @hio

The State of Living Well.

The mission of the WIC program is to improve the
health status and prevent health problems among
Ohio's at-risk women, infants and children.

Visit our Web site; http://mwww.odh. ohig,goy

0700.13




What Does WIC

P VoVl CA (o] ? Make an appointment

Call your local clinic to schedule an
appointment to meet with a WIC staff
member or call

1-800-755-GROW (4769)

for locations and more information.

What 15 WIC?

WIC is a nutrition
education program.
WIC provides nutritious
foods that promote
good health for
pregnant women,
women who just had a
baby, breastfeeding
moms, infants and
children up to age 5.

How Do | Apply?

¥ Nutrition education
and support

¥ Breastfeeding education

and support
See if you qualify

All it takes is a visit to your local WIC
clinic to see if you qualify for services.

¥ Referral for health care

¥ Immunization screening
and referral

¥ Supplemental foods such as:

Wlno lf El.,cjfbl.e Cereal
Eggs
For WIC?

Milk

Whole-grain foods
Women who are
; pregnant, breastfeeding or
have a baby less than 6
months old, and infants
and children up to 5 years
old are eligible to apply for
WIC. Fathers are welcome to apply for
WIC for their children up to age 5.

Fruits and Vegetables

Infant formula

Receive WIC
coupons

If you are eligible,
you will receive
coupons to
buy healthy
foods at local
WIC-approved
grocery stores.

To qualify for services you must:
¥ Live in Ohio
¥ Meet WIC income guidelines

¥ Have certain nutritional
or health risks




USDA

LA
=l United States Department of Agriculture

I e S R S I s R S e e

Agriculture (USDA) civil rights regulations and policies, this
institution is prohibited from discriminating on the basis of race,
color, national origin, sex, age, disability, and reprisal or retaliation
for prior civil rights activity. (Not all prohibited bases apply to
all programs.)

I n accordance with Federal law and U.S. Department of

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 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. Additionally, program information is available in
languages other than English.

To file a complaint alleging discrimination, complete the USDA
Program Discrimination Complaint Form, AD-3027, found online
at http://www.ascr.usda.gov/complaint_filing_cust.html, or
at any USDA office or write a letter addressed to USDA and
provide in the letter all of the information requested in the form.
To request a copy of the complaint form, call (866) 632-9992.
Submit your completed form or letter to USDA by:

mail:

U.S. Department of Agriculture

Office of the Assistant Secretary for Civil Rights

1400 Independence Avenue, SW

Washington, D.C. 20250-9410

fax:
(202) 690-7442; or

email:
program.intake@usda.gov.

This institution is an equal opportunity provider.

Form AD-475-A—Assisiag Poster/ Revised December 2015

reglamentos y politicas del Departamento de Agricultura
de los Estados Unidos (U.S. Department of Agriculture,
USDA), se prohibe a esta institucion discriminar por motivo de
raza, color, nacionalidad, sexo, edad, discapacidad y reprimir
o tomar represalias por actividades realizadas en el pasado
relacionadas con los derechos civiles. (No todos los principios de
prohibicion se aplican a todos los programas).

Las personas discapacitadas que requieran medios alternos
para que se les comunique la informacion de un programa (por
ejemplo, braille, letra agrandada, grabacion de audio, lenguaje
de sefias estadounidense, etc.) deberan comunicarse con la
agencia estatal o local responsable de administrar el programa
o el TARGET Center del USDA al (202) 720-2600 (voz y TTY)

o comunicarse con el USDA a través del Servicio Federal de
Transmision de Informacion al (B00) 877-8339. La informacion
del programa también esta disponible en otros idiomas ademas
del inglés.

Para presentar una queja por alegada discriminacion, complete el
formulario de quejas por discriminacién del programa del USDA,
AD-3027, que podré encontrar en linea en http://www.ocio.
usda.gov/sites/default/files/docs/2012/Spanish_Form_508_
Compliant_6_8_12_0.pdf o en cualguier oficina del USDA o
escriba una carta dirigida al USDA que incluya toda la informacion
solicitada en el formulario. Para solicitar una copia del formulario
de presentacion de quejas, comuniquese al (866) 632-9992.
Envie su formulario o carta completos al USDA por

correo:

U.S. Department of Agriculture

Office of the Assistant Secretary for Civil Rights
1400 Independence Avenus, SW

Washington, D.C. 20250-9410

fax:
(202) 690-7442; o

correo electrénico:
program.intake@usda.gov.

Esta institucidn ofrece igualdad de oportunidades.

Conforma a las leyes federales y a los derechos civiles,

Atiche complementario of Formulaio AD-475-4 / Revisado diclemibee 2015




