iCare Child Development Center
ENROLLMENT RECORD

CHILD’S INFORMATION

Child’s Full Name: Child Resides with:

Nickname:

Date of Birth: Child’s Age:

Child’s Home Address:

(Include Number and Street Name)

City/State/Zip:

OTHERS AUTHORIZED TO PICK UP CHILD iCare

For your child’s safety, We only allow children to leave with you (the person enrolling the child) and the person(s) you have

specified below (One person should be listed that is not a parent/quardian). Changes to this list must be made in writing.
Name: Name:
Address: Address:
City/State/Zip: City/State/Zip:
Telephone: Telephone:
Relationship to Cerill?jtgnShip to
child & guardian: .

guardian:
PARENT(S)/GUARDIAN(S) INFORMATION

Parent/Guardian Parent/Guardian

Name:

Home Address:

City/State/Zip:

Home Telephone:

Cell Telephone:

Pager Number:

PARENT(S)/GUARDIAN(S) WORK INFORMATION

Employer:

Work Telephone:

Work Address:

City/State/Zip:

Employer:

Work Telephone:

Work Address:

City/State/Zip:

SPECIAL INSTRUCTIONS TO CONTACT PARENTS/GUARDIANS:




OTHER EMERGENCY CONTACT INFORMATION

In case of iliness or other emergency, give the name, address and telephone number of nearest relative
or friend who can be contacted if the parents/guardians cannot be reached.

Name:

Relationship to Child: OGrandparent [Aunt/Uncle  OSister/Brother [OFriend

Address:
(Include Number and Street Name)

City/State/Zip:

Telephone:

CHILD’S PEDIATRICIAN OR SOURCE OF HEALTH CARE

Name of Physician:

Telephone:

Address:
(Include Number and Street Name)

City/State/Zip:

MEDICAL EMERGENCY STATEMENT

| hereby give (Name of School)

permission to take my child, , to a hospital for medical

treatment when | cannot be reached.

Parent Signature Date Signed

Note: Many emergency services personnel often require notarized authorization in order to proceed with care. Please

request from your provider and complete a MEDICAL CARE AND EMERGENCY CONTACT INFORMATION form in
order to provide this detailed information.

PERMISSION TO TAKE THE CHILD OFF THE PREMISES

| hereby give (Name of School) permission to take

my child, , on excursions from the school that

might include the following types of activities:

walks to the park

(Field trips outside of short walks to the park/ local businesses will require prior approval from
parents/guardians.)

Parent/Guardian Date




CHILD’S SCHEDULE AND INTERESTS

The following information will assist us in understanding and caring for your child.

Please describe your child’s eating habits, i.e. food likes and dislikes, etc.
NOTE: Complete INFANT FEEDING PLAN (next page) for children who are under 1 year of age.

Describe the play activities that your child likes, both indoors and out-of-doors.

Describe your child’s naptime habits.

Describe your child’s toilet and hygiene habits.

Please add any other special information that is important to your child’s care here:

Does your child have any known allergies? 0 Yes 0ONo If yes, please explain:

Does your child have any known medical problems? 0OYes 0ONo If yes, please explain:

Please read the statement below and initial the box to the left if you have provided this information.

the school and completed a MEDICAL CARE AND EMERGENCY CONTACT
INFORMATION form in order to provide this detailed information.

My child has known allergies and/or other medical problems. | have requested from

Parent/Guardian Date




INFANT FEEDING PLAN

Child's Full Name Date

Date of Birth

Does the child take a bottle? Yes|[ ] No[ ]
Is the bottle warmed? Yes|[ ] No[ ]
Does the child hold own bottle? Yes|[ ] No[ ]
Can the child feed self? Yes|[ ] No[ ]

Does the child eat: (check all that apply)

Strained Foods [ ] Whole Milk []

Baby Foods [1] Table Food []

Formula [1] Other []

What type formula used, if applicable?

Amount and time of formula/breast milk to be given? Date

UPDATED AMOUNTS OF FORMULA/BREAST MILK TO BE GIVEN

DATE TIME AMOUNT TYPE

Does the child take a pacifier? Yes[ ] No[ ] If yes, when?

INTRODUCTION OF SOLID FOODS

The introduction of age-appropriate solid foods should preferably occur at six months of age, but no sooner than four months. Has the
parent discussed with the child’s primary caregiver that the child has met appropriate developmental skills for the introduction of solid

foods? Yes[ ] No[ ] Parent Initials:

The child has reached the following developmental skills:

Can hold his/her head steady? Yes[ ] No[ ]
Opens mouth/leans forward in anticipation of food offered? Yes[ ] No[ ]
Closes lips around a spoon? Yes[ ] No[ ]
Transfers food from front of the tongue to the back and swallows? Yes[ ] No[ ]

Instructions for the introduction of solid foods

Food likes

Food dislikes

Allergies? (including any premixed formula)

UPDATED AMOUNTS/TYPE OF FOOD TO BE GIVEN

TIME AMOUNT TYPE

Any updated instructions regarding adding new foods or other dietary changes, please list as needed.

PARENT’S SIGNATURE: Date:




Bright from the Start: Georgia Department of Early Care and Learning
CACFP Meal Benefit Income Eligibility Statement*

PART I: Child(ren) or Adult enrolled to receive day care

SNAP, TANF, or FDPIR case number, or Children in Head Start, foster care and children who meet the
Client ID number for children only. All the ;iefinitior; oirig;ar:/t, rl:ln:th:lv, 0'; horsneI(-;ssf:’ar:.eligi-bleFonr
above, or SSI or Medicaid case number for ree meals. Check (') all that apply. (See definitions in FAQs)
Adults. Note: Do not use EBT numbers. Foster .
Writ b d dto Part Il Head Start Child Migrant Runaway Homeless
Name: (Last, First and Middle Initial) fite case number and proceed to Fart 1L '

O O O O O

O O O O O

O O O O O

O O O O O

O O O O O

PART Il: Report income for ALL Household Members (Skip this step if participant is categorically eligible as documented in Part 1.)

Are you unsure what income to include here? Flip the page and review the charts titled “Sources of Income” for more information.
A. Child Income! - Sometimes children in the household earn or receive income. Please indicate the TOTAL Child Income/How often?
income received by child household members listed in PART | here. S /

B. Other Household Members!. List all household members even if they do not receive income. Also, list the adult participant if he/she did not meet eligibility in Part I. For each
Household Member listed, if they do receive income, report total gross income (before taxes) for each source in whole dollars (no cents) only. If they do not receive income from any source,
write ‘0’. If you enter “0” or leave any field blank you are certifying (promising) there is no income to report.

1. Earnings from work before 2. Welfare, child support, 3. Social Security, pensions, 4. All other income /
Name of Other Household Members (First and Last) deductions / How often? alimony / How often? retirement / How often? How often?
1 $ / $ / $ / $ /
2 $ / $ / $ / $ /
3 $ / $ / $ / $ /
4 $ / $ / $ / $ /
5 $ / $ / $ / $ /

C. Total Household Members (Adults and Children) listed in Part | and Part II

Social Security Number. ifincome is listed or completed in Part I, the adult completing the form must also list the last four digits of his or her Social Security Number or check the “l don’t
have a Social Security Number” box below. (See Privacy Act Statement on next page). Failure to complete this section, if income is listed, will result in the denial of free or reduced eligibility.

Last four Digits of Social Security Number XXX-XX [ 1 do not have a Social Security Number

PART Ill: Enroliment Information el itRellY

My child is normally in attendance at the facility between the hours of [am/pm]to___ [am/pm]. [ (¥) Check here if only before/after school care is provided.
Circle the days your child will normally attend the center: Sunday Monday Tuesday Wednesday Thursday Friday Saturday

Circle the meals your child will normally receive while in care: ~ Breakfast AM Snack Lunch PM Snack Supper Evening Snack

PART IV: Signature

I certify that all information on this form is true and that all income is reported. | understand that the center or day care home will get Federal funds based on the information I give. | understand
that CACFP officials may verify the information. | understand that if | purposefully give false information, the participant receiving meals may lose the meal benefits, and | may be prosecuted. This
signature also acknowledges that the child(ren) or adult listed on the form in Part I are enrolled for care. If not completed fully and signed, the participant will be placed in the Paid category.

Signature: X Print Name: Date:

Address: City: State: Zip: Phone:

*This application is a revision of USDA’s newly released meal benefit prototype and meets all legal requirements and reflect design best practices identified by USDA through focus testing and other research.

PART V: Participant’s Ethnic and Racial Identities (optional)

Check (V') one ethnic identity: Check (¥) one or more racial identities:
[ Hispanic/ Latino  [] Not Hispanic/ Latino [ Asian [J White [] Black or African American [] Indian or Alaska Native [] Hawaiian or other Pacific Islander

Official Use Only Section for Provider: Annual Income Conversion: Weekly x 52, Every 2 weeks x 26, Twice a month x 24, Monthly x 12

Total income: Per: [ ] Week [ Every2weeks []Twiceamonth [] Monthly [ vear Household Size:

Categorical Eligibility: check (v') if applicable [] Eligibility: check (v') one Free [] Reduced [] Paid []
Day Care Homes Only: check (v) one Tierl [] Tierll []

When more than one person is performing CACFP duties, there must be at least two signatures on this form: one signature from the Determining Official (the official who
determined initial income classification) and one signature from the Confirming Official (the official who verified the form’s accuracy).

Determining Official’s Signature: Date:
Confirming Official’s Signature: Date:
Follow Up Official’s Signature: Date:

07/2020



