TEMS Form 2935

January 2019-E
Health and Human
Services

Admission Information
Use this form to collect all required information about a child enrolling in day care.

Directions: The day care provider gives this form to the child’s

s entirety and returns it to the day care provider before the chil
on file at the child care facility.

parent or guardian. The parent or guardian completes the form in
d's first day of enrollment. The day care provider keeps the form

General Information

;Ope‘ration's Néme T | | Director's Name“

;Heaven Little Angels Academy Claudia Marquez

!’Child‘s Full Name iChild‘s Date of Birth | Child Lives With

| (OBothparents (OMom (ODad () Guardian
E‘Ch”d's Home Address Date of Admission | Date of Withdrawal
|

; Name of Parent or Guardian Completing Form Address of Parent or Guardian (if different from the child's)

;l_iSt telephone numbers below where parents/guardian may be reached while chiid is in care.

' Parent 1 Telephone No. Parent 2 Telephone No. Guardian's Telephone No. Custody Documents on File

O Yes O No
‘Give the name, address, and phone number of the responsible individual to call in case of an emergency if parents/
‘guardian cannot be reached

Relationship

|
|

|
|
|
|

| authorize the child care operation to release my child to leave the child care operation ONLY with the following persons. Please
list name and telephone number for each. Children will only be released to a parent or guardian or to a person designated by the
parent/guardian after verification of ID.

Name Phone Number
i

| Name Phone Number
;Name Phone Number

S B Consent Information ; e e
\Check All That Apply: ’

i |
1. Transportation

! give consent for my child to be transported and supervised by the operatior's employees:

|| for emergency care [ on field trips "] to and from home [ ] to and from school

2. Field Trips
O! give consent for my child to participate in field trips.

;Ql do not give consent for my child to participate in field trips.
' Comments

|
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5. Water Activities

i give consent for my child to participate in the following water activities:

e

_| water table play || sprinkler play || splashing/wading pools ‘__J swimming pools D aquatic playgrounds

|
;4. Receipt of Written Operational Policies (Check All that Apply) |

,l acknowledge receipt of the facility's operational policies, including those for:
. Discipiine and guidance : Procedures for release of children
| Suspension and expulsion lliness and exclusion criteria
Emergency plans Procedures for dispensing medications

Procedures for conducting health checks Immunization requirements for children

L) O[]

Safe sleep Meals and food service practices

Procedures for parents to discuss concerns with the director || Procedures to visit the center without securing prior approval

Procedures for parents to contact Child Care Licensing (CCL),
DFPS, Child Abuse Hotline, and CCL website

)]

Procedures for parents to participate in operation activities

5. Meals
|| understand that the following meals will be served to my child while in care:

7 None [ | Breakfast [ | Morning snack [ | Lunch [ | Afternoon snack [ | Supper [ | Evening snack

8. Days and Times in Care
My child is normally in care on the following days and times:
‘ * Day of the Week , AM. b £ PIMLE

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday i

= g ©  Authorization For Emergency Medical Attentio
In the event | cannot be reached to make arrangements for emergency medical care, | authorize the person in charge to take my
‘chiid to:

‘Name of Physician | Address Phone Number

' Name of Emergency Care Facility jAddress Phone Number

J

I give consent for the facility to secure any and all necessary emergency medical care for my child.

Signature — Parent or Legal Guardian
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© i‘\v- - - RN 4 e ¥ g
:n;jr?ensyasnpdef]?l netae'ds ihat ygur ch;li may have, such as enwronmental allerores rood mtolerances existing iliness, previous serious iliness, i
Spitaiizations during the past 12 months, any medication prescribed for long-t
erm continuous use,
w’nch caregivers should be aware of: ¢ Fne eny ener normaton "
!

‘Does your child have diagnosed food allergies? (OYes (ONo Plan Submitted on

\Child day care operations are public accommodations under the Americans with Disabilities Act (ADA), Title Il If you believe that

'such an operation may be practicing discrimination in violation of Title Ill, you may call the ADA Information Line at (800)
1514-0301 (voice) or (800) 514-0383 (TTY).

Signature — Parent or Legal Guardian Date Signed

A e _ School Age Children
My child attends the following school School Phone Number
iMy child has permission to (check all that apply):
f__} walk to or from school or home : ride a bus (] L

be released to the care of his/her sibling under 18 years old 1
| Authorized pick up/drop off locations other than the child’s address 1
|

|
[ Child's required immunizations, vision and hearing screening. and TB screening are current and on file at their school. l
1

= Adm:ssnon Reqmr; ment

IT your child does not attend pre- kmdergarten or school away from the child care operatlon one of the following must be
| oresented when your child is admitted to the child care operation or within one week of admission.

' Check only one option:
|

“

Health Care Professional’'s Statement: | have examined the above named child within the past year and find that he or she is able to
take part in the day care program.

O

Signature — Health Care Professional

Date Signed
2. C‘, A signed and dated copy of a health care professional's statement is attached. :
3 M) Medical diagnosis and treatment conflict with the tenets and practices of a recognized religious organization, which | adhere to or am a
'~ ~ member of. | have attached a signed and dated affidavit stating this.
{, ~ My child has been examined within the past year by a health care professional and is able to participate in the day care program. Within
7\ 12 months of admission, | will obtain a health care professional's signed statement and submit it to the child care operation.
it

Name | Address of Health Care Professional

i Signature — Parent or Legal Guardian Date Signed




_ Requirements for Exclusion
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/\/ I have aﬂa;hed a signgd and dated affidavit stating that | decline immunizations for reason of conscience, including religious belief, on the
~ form described by Section 161.0041 Health and Safety Code submitted no later than the 90th day after the affidavit is notarized. '

|

'~ ! have attached a signed and dated affidavit stating that the vision or hearing screening conflicts with the tenets or practices of a church or

~~ religious denomination that | am an adherent or member of.

i

Vision Exam Results

'Right Eye 20/ Left Eye 20/ OPass  (OFail

Signature

Date Signed

4000 Hz

Ear 1 1000 Hz | 2000Hz | T - PassorFail..

Right 1 “ ‘ (O Pass O Falil

Left (O Pass O Fail
Signature Date Signed

~F. ivaccinelinformation -

The following vaccines require multiple d

oses over time. Please provide the date your child received each dose.

Vaccine l Vaccine Schedule

| Dates Child Received Vaccine. . . |

E‘r1‘epatitis B ‘ Birth (first dose)

|

1—2 months (second dose)
‘ 6—18 months (third dose)
LRotavirus 2 months (first dese)

4 months (second dose)

6 months (third dose)

2 months (first dose)

Diphiheria, Tetanus, Pertussis

4 months (second dose)

8 months (third dose)

15-18 months (fourth dose)

48 years (fifth dose)

\Haemophilus Influenza Type B 2 months (first dose)

4 months (second dose)

6 months (third dose)

12—15 months (fourth dose)

'‘Prieumococcal 2 months (first dose)

4 months (second dose)

6 months (third dose)
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‘Vaccine: - - Vaccine Schedule : s Dates Child Received Vaccine. - i
12-15 months (fourth dose) {

‘Inactivated Poliovirus i 2 months (first dose)

4 months (second dose)

e e

4-6 years (fourth dose)

.

i
6-18 months (third dose) f
I
|
1
|

%inﬂuenza Yearly, starting at 8 months. Two doses

given at least four weeks apart are

|
E recommended for children who are getting

the vaccine for the first time and for some

1 f other children in this age group.

‘Measles, Mumps, Rubella 12-15 months (first dose)

4-6 years (second dose)

Varicella 12-15 months (first dose)

4-6 years (second dose)

'Hepatitis A 12-23 months (first dose)

The second dose should be given 6 to 18
| months after the first dose.

i :

Phys:c:an or  Public. Heaith Personne] Venﬁcat:on

Slgnauure or stamp of a physman or public health personnel verifying immunization mrormatlon above

Signature Date Signed

VanceHa (Chxckenpox)

\/arlceHa (chickenpox) vaccine is ot requ;red lf your child has had chickenpox dlsease If your child has had chickenpox, please
jf‘omplete the statement: My child had varicella disease {chickenpox) on or about (date) and does not need

'varicella vaccine. [

Signature Date Signed

Addlttonal lnformatlon Regardmg lmmumzat:on

‘ For addmonal mrormatnon regardmg immunizations, visit the Texas Department of State Health Serwces web51te at
| www dshs.state.tx us/immunize/public shtm.

-~ TBTest (If Required) b

OPositive  (ONegative  Date:
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T —

!Un‘der the Texas Penal Code, any area within 1,000 fest of:a child ‘Céré cf—:tntéf-is é gahg-free zone, where crin:inal offenses
related to organized criminal activity are subject to harsher penaities.

|

/acy Statement

c privacy policy online at https://hhs.texas.gov/policies-practices-

HHEC values your privacy. For more information, read our
privacy#security

Child's Parent or Lega! Guardian Date Signed

i Center Designese Date Signed
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Photo Releage
Form

Cleage be adviged that your child may be phofograﬁhed or video taped
at varioug echool sponeored events. If you would like your child’s photo
0 ppear in our clase website or Shutterfly, pleace sign and return thic

Q S

form. 0
WY, <
~ Please sign and return this form. -
O Yes, [ give permisgion for my child’e photograph and
| or video to be pogted on our clags webaite.
Q No, my child’s pnotograph and/or video may not be =
) posted on the website. /)
(Sighature) (Date)
. . 4
U (Student’s Firet and Last Name)
noy
D 0 (

.,.i';‘ : \



Discipline and Guidance Policy for _Heave '

MName of Operation

€ Discipline must be:
(1) Individualized znd consistent for each child;
(2) Appropriate to the child’s level of understanding; : r.d
(3) Directed towarc teaching the child acceptable behavior and self-control.

€ A caregiver may only use positive methods of discipline and guidance that encourage

self-esteem, self-control, and self-direction, which include t least the following:

(1) Using praise and encouragement of good behavio: insiead of focusing only upon
unacceptable behavior;

(2) Reminding a child of behavior expectations daii:" iy using clear, positive statements;

(3) Redirecting behavior using positive statements; ar|

(4) Using brief supervised separation or time out fror e group, when appropriate for
the child’s age and devi:lopment, which is limited to no 1~ e than one minute per year of the
child’s age.

€ There must be nc hars}- cruel, or unusual treatment of an« child. The following types

of discipline and guidar-ce are prohibited:

(1) Corporal pun:shment or threats of corporal punish. ~:yt;

(2) Punishment assc.ciated with food. naps, or toilet tr: uiing;

(3) Pinching, shakir.g, or biting a child;

(4) Hitting a child with a hand or instrument;

(5) Putting anything in or on a child’s mouth;

(6) Humiliating, ridiculing, rejecting, or yelling at a ¢z i'i;

(7) Subjecting a child to harsh, abusive, or profane las ' tage;

(8) Placing a child in a locked or dark room, bathrcom .ir closet with the door closed;
and

(9) Requiring a chil\i to remain silent or inactive for i~ -ppropriately long periods of time
for the child’s age.

Texas Administrative Cc-iz, Title 40, Chapters 746 and 747, Subc. .2 -fers L, Discipline and Guidance

e

My signature verifies [ have read and received a copy of thi; discipline and guidance policy.

Signature Date
Check one please:

[ parent O em: loyee/caregiver LI household <1zmber of child-care home

TDPRS-CCL 06/02/03




Heaven Little Angels Academy

Receipt of Acknowledgement

PLEASE READ, INITIAL, SIGN AND DATE THE LAST PAGE OF THIS HANDBOOK AND
~ RETURN IT TO THE DIRECTOR.

1. I'have read and understand this handbook of the policies & procedures. | also understand
that this is a legally-binding contract,

2. | agree to abide by all policies and procedures listed
3. lunderstand that changes can and will be made at anytime with notice.
4. Iwill report any and all changes in writing to the Director.

5. If I agree to follow all stipulation outline in this handbook. Failure to follow procedures
could jeopardize my child's enroliment.

6. [agree to pay the contracted amount explained by the Director and signed by me
7. lagree to the scheduled pick up times explained by the Director and signed by me

8. lunderstand that this is a legal contract and can be used against me in a court of law ;

Child’s Name in care Date of Birth
Sibling’s Name in care Date of Birth
Parent’s Signature Date

Heaven Little Angels Academy Personnel Signature Date

Director’s Signature Date

Page 21 of 21



_ Heaven Little Angels Acade

ny

CHILD INFORMATION

CACFP STUDENT ENROLLMENT

participates in the Child and Adult Care Food
to provide more nutritious meals for
parents or guardians to annually revie:

CM-1500

Program (CACFP) and receives reimbursement
your child(ren). Federal CACFP regulations require all
w and make changes to enroliment data.

Center Enroll Date B / T ] / T i ] Ethnic Identity (Check One)
—_—_—_——— | b4 — Hispanic or Latino >
Child’s First Name __ Not Hispanic or Latino -ZJ ~ -
s o e e (@] \I \l
Child’s Last Name Racial Identity (Check all that apply) | & J ]
— | RecA =2
N — ——1——— | O white 2
Child’s Birth Date / — Black / African American o
. I I __ Am. Indian / Alaskan Native g
Normal Days in Care M T W T4 " Asian o
e adipenion — L - ' Native Hawaiian / Other Pacific Islander o L
M-F . ® S 8
Normal Hours in Care AM 4 T AM ~ O %
Center’s Hours of Operation: . . juiPM k - I PM Gender lu_J g g
-05:30 AM-06:30 PM I SR — Male 7’ @ g
Meals/Snacks Child Receives BRK ' AMS | LUN PMS || SUP - Fernale 24
Meals/Snacks Served at Center: —— — L — - § &
-BRK, LUN, PMS 14
Center Enroll Date [ ] / T ] / R E || Ethnic Identity (Check One)
] 4 ] ———=——| [ Hispanic or Latino 5
Child’s First Name Not Hispanic or Latino E‘ \‘ -
= e —— Y (@] iy \[
Child’s Last Name Racial Identity (Check all that apply) | i | '
o . F——— e [ —— ,"V White z
Child’s Birth Date / 74 _ Black / African American o
S . ——  — | Z Am. Indian/ Alaskan Native g
r%g\:mal)iv?o?gpser:gfare M U W TH i i SU :}Siz?n Hawaiian / Other Pacific Islander 8 g
“M-F - — S ative a & g ©
Normal Hours in Care —AM 4o — A o =
Center’s Hours of Operation: L PM R PM Gender [ g -
-05:30 AM-06:30 PM NI T [ Male » @ g
Meals/Snacks Child Receives BRK || AMS 'LUN | PMS | SUP EVS 7 Female 24
Meals/Snacks Served at Center: = _— e e - e § &
-BRK, LUN, PMS
Center Enroll Date 1 T Ethnic Identity (Check One) |
— Hispanic or Latino > [ ]
Child’s First Name Not Hispanic or Latino -ZJ ~ ~
o \‘ N
Child’s Last Name Racial Identity (Check all that apply) | 4 J ‘
e — White =
Child’s Birth Date __ Black / African American o
__ Am. Indian / Alaskan Native g
Normal Days in Care ] Asian 3
il — — —| = Native Hawaiian / Other Pacific Islander = 8
Normal Hours in Care —AM g =AM - o
Center’s Hours of Operation: - N PM L PM Gender 'LI_J g S
-05:30 AM-06:30 PM S m———— v 5 z 3
Meals/Snacks Child Receives BRK || AMS | LUN | PMS | SUP EVS = Femal =l
Meals/Snacks Servec at Center . - s Wi St inks DSOS | e -~ Female £ &
-8RK, LUN, PMS S x

PARENT / GUARDIAN INFORMATION

| certify the information on this form is tru

e and correct to the best of my knowledge
and that | have received access to WIC an

d CACFP literature within the last 12 months.

Signature Date

Parent First Name

Parent Last Name

Cell Phone

Non - Discrimination Statement

The U.S Department of Agriculture prohibits discrimination against its customers,
beliefs, marital status, familial or parental status, sexual orientation, or
by the Department. (Not all prohibited bases will appl

hitp//www.ascr.usda gov/icomplaint_filing_cust.htmi, or at any USDA office, or call (866) 632-9892 to req

by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, SW., Wa:
speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or (800) 845-6

, and i for P
all or part of an individual's income is derived fr¢

y to all programs and/or empioyment activities.) If

Y

Om any public assistance program, or
you wish to file a Civil Rights program complaint
uest the form. You may also write a letter containing
shington, D.C. 20250-9410, by fax (202) 690-7442 or
136 (Spanish). USDA is an equal opportunity provider and

\—

on the bases of race, color, nati

SITE / SPONSOR USE ONLY

y

reprisal, and where applicable, political
ployment or in any program or activity conducted or funded
A Program Discrimination Complaint Form, found online at
equested in the form. Send your completed complaint form or letter to us
email at orogram. ntake@usda gov. Individuals who are deaf. hard of hearing or have
empioyer.

onal origin, age, disability, sex, gender identity, religion,
protected genetic information in em,
of discrimination, complete the USD,
g all of the information r

LY



Center Name

CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM (Child Care)

Part 1. All Household Members

Name of Enrolled Child(ren):

CHECK IF A FOSTER CHILD (THE
LEGAL RESPONSIBILITY OF A
WELFARE AGENCY OR COURT)
*IF ALL CHILDREN LISTED BELOW
Names of all household members ARE FOSTER CHILDREN, SKIP TO | CHECK

(First, Middle Initial, Last) PART 5 TO SIGN THIS FORM. IF NO INCOME

OOOo0oo
LOO0O00OO0

Part 2. Benefits: If any member of your household receives SNAP, TANF, or FDPIR, provide the name and eligibility number for the
person who receives benefits. If no one receives these benefits, skip to part 3.

NAME: ELIGIBILITY NUMBER:

Part 3. (Applies only to parents/guardians with children enrolled in a day care home) If any member of your household receives
benefits listed on the enclosed List of Eligible Federal/State Funded Programs (H1660), provide the name of the program and
eligibility number:  NAME ELIGIBILITY NUMBER:

Check here if no eligibility number []

Part 4. Total Household Gross Income—You must tell us how much and how often

B. Gross income and how often it was received
Note: Self-employed report income after expenses in box 1

A. Name 1. Earnings from work | 2. Welfare, child support, 3. Pensions, retirement, 4. All Other Income

(List only household members with |before deductions alimony Social Security, SSI, VA

income) benefits

(Example) ; ;

Jane Smith $200/weekly $150/twice a month $100/monthly $200/bi-monthly
$ I S/ S/ S 7
$ / $ / S/ S/
S/ S S S 1
S I S/ S/ S/
$ / $ / S/ S/

Part 5. Signature and Last Four Digits of Social Security Number (Adult must sign)

An adult household member must sign this form. If Part 4 is completed, the adult signing the form must also list the last four digits
of his or her Social Security Number or mark the “I do not have a Social Security Number” box. (See Privacy Act Statement on the
next page.)

| 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 |
purposely give false information, the participant receiving meals may lose the meal benefits, and | ma y be prosecuted.

Sign here: Print name:

Date:

Address: Phone Number:

City: State: Zip Code:

Last four digits of Social Security Number: KX k- k- U | do not have a Social Security Number

December 2020 CACFP Meal Benefit Income Eligibility
Child Care Form
Page 1l




