Date Application Completed . Dale of Enroliment

CHILD'S APPLICATION FOR ENROLLMENT
ciity on the firsi day and updated as changes occur and ot least annually

To be completed, signed, and placed on #ile in the fa
Date of Birth: __

CHILD INFORMATION:
Full Name;

Last First Middle Nickname

Child's Physical
Address;
FAMILY INFORMATION: Child lives with:

Father/Guardian's Name Home Fhone
Address (i different from child’s) Zip Code
Work Phone Cell Phone

Mother/Guardian's Name Home Phone
Zip Code

Address (if different from child's)
Work Phone Cell Phone

CONTACTS:
Child will be released only to the parents/guardians listed above. The child can aiso be released to the following individuals, as authorized by the

person whe signs this application. In the event of an emergency, if the parents/guardians cannot be reached, the facility has permission to contacl

P

the foflowing individuals.

Name Relationship Address Phone Number
Name Relationship Address Phone Number
Name Retationship Address Phone Number
HEALTH CARE NEEDS:
ditions that require specialized health services, a medical action

For any chifd with health care needs such as aflergies, asthma, or other chronic con
Plan shall be attached to the application. The medical action plan must be completed by the child’s parent or health care professional. Is there a

medical action plan alached? Yes__ No__

Listany allergies and the sympiomns and type of response required for allergic reactions.

List any health care needs or concems, symptoms of and type of response for these health care needs or concerns

Listany particular fears or unique behavior characteristics the child has

List any types of medication taken for health care needs
Share any other information thet has a direct bearing on assuring safe medicai treatment for your child

EMERGENCY MEDICAL CARE INFORMATION:
Name of health care professional _ Office Phone
Hospital preference Phone

1, as the parent/guardian, authorize the center to obtain medical attention for my child in an emergency.

Signature of Parent/Guardian

I, as the operator, do agree to provide transportation o an a
other children in the facility will be supervised by a responsible adult. | will no
from the physician or the child's parent, guardian, or ful-ime custodian.

Dale

ppropriaie medical resource in the event of emergency. Inan emergency situation,
t adminisler any drug or any medication without spacific instructions

Date

Signature of Administrator
Revised 1012016 SAMPLE



DCD 0108

12/99 Children’s Medical Report

Name of Child

Name of Parent or Guardian

Address of Parent of Guardian

A. Medical History (May be completed by parent)
1. Is child allergic to anything? No___ Yes__ If yes, what?

2. Is child currently under a doctor's care? No_ Yes__ Ifyes, for what reason?

3. Is the child on any continuous medication? No Yes  Ifyes, what?

‘ 4. Any previous hospitalizations or operations? No___Yes  If yes, when and for what?

5. Any h-i;fow of significant previous diseases or recurrent illness? No__ Yes_ ; diabetesNo _ Yes _;
convulsions No___Yes___; heart trouble No___ Yes_ ; asthma No__ Yes
If others, what/when?

6. Does the child have any physical disabilities: No___ Yes___[Hf'yes, please describe:

Any mental disabilities? No___ Yes __ If yes, please describe:

Signature of Parent or Guardian Date

agent currently approved by the N. C. Board of Medical Examiners (or a comparable board from bordering
states), a certified nurse practitioner, or a public health purse meeting DHHS standards for EPSDT program.
Height Weight %

B. Physical Examination: This examination must be completed and signed by a licensed physician, his authorized

——————— R R R R RREBE—

Head Eyes Ears Nose Teeth Throat
Neck Heart Chest Abd/GU Ext

Neurological System . Skin Vision i
Results of Tuberculin Test, if given: Type date Normal __Abnormal followup

Developmental Evaluation: delayed age appropriate
If delay, note significance and special care needed;

Should activities be limited? No___Yes__ If yes, explain:
Any other recommendations:

|

J

f
e
!

| Signature of authorized examiner/title Phone #
%M
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Da Birth

Home Adiress:

Home Phone: " : !

Folher's Nome: - i

wother's Nome:

Imporiant Fhone Kumbern {chech bes! nu
Porent/Guardion:  home:

miber fo contoct In emgrgency)

VeOrk: celi: Emoi
Parert/Guordion:  home: ___ : work: cel: emaoil
Altémate Emergency Coniac Fé:spn(s)
Ncn':oe: . ' B : Relofionship; Phore
Nome: Relofionship: Phone
Name: Relaticnship: * Phong
Others: _ ' '




NC CACFP PARENT/GUARDIAN HOUSEHOLD LETTER
Dear Parent/Guardian:

Your day care provider participates in the Child and Adult Care Food Program (CACFP) funded by the U.S. Department
of Agriculture and administered by the North Carolina Department of Health and Human Services. Please help us
comply with the CACFP requirements by completing, signing, and returning the attached Eligibility Application to the
address provided. This information is necessary so that your day care provider is paid for the meals served to the
children in their care. All children in our program receive their meals free of charge, but the income eligibility category
determines the amount of funding your day care provider will receive. The information you provide on this form will
be confidential and will NOT be shared with your day care provider or anyone else without your permission.

Complete the application as follows:
* HOUSEHOLD MEMBERS: List the name of the enrolled child{ren), and the child’s parent(s} or guardian, and
any other dependent children who live in the household.

* SNAP, TANF/WORK FIRST, FDPIR, WIC, FREEfREDUCED PRICE SCHOOL LUNCH: If a household member is
currently receiving benefits from any of these programs, provide the program case/identification number as
requested. Do not complete Part 2B.

¢ CURRENT INCOME: List the amount of income each person earned last month before deductions for taxes,
social securitP(, etc.}, the frequencY of income, and where it is from, such as wages, retirement, or welfare. If
any household member’s income last menth was higher or lower than usual, list that person’s usual average
monthly income.

*  SIGNATURE: An adult household member must sign the income eligibility application.

# Last Four Digits of the Social Security Number: List the last four digits of the social security number of the
adult who signs the income eligibility statement. If that aduit does not have a social security number, print

“None”
REDUCED GUIDELINES EFFECTIVE JULY 1, 2022 - JUNE 30, 2023*
TWICE PER EVERY TWO

HOUSEHOLD SIZE YEARLY MONTHLY MONTH WEEKS WEEKLY

1 $25,142 $2,096 51,048 $967 5484

2 $33,874 $2,823 51,412 $1,303 3652

3 342,606 $3,551 $1,776 51,639 $820

4 551,338 $4,279 52,140 51,975 5988
5 560,070 $5,006 $2,503 52,311 $1,156
6 $68,802 $5,734 $2,867 52,647 $1,324
7 $77,534 56,462 $3,231 $2,083 51,492
8 586,266 $7,189 $3,595 $3,318 $1,659

For each additional family
member add: 48,732 5728 $364 $336 5168

Households with income less than or equal to these levels are eligible for free or reduced-price meals.
Monthly Income Conversion: Weekly X 4.33  Every 2 Weeks X 2.15 Twice a Month X 2

You may submit a program Income Eligibility Application any time during the fiscal year. Participants having family
members who become unemployed are eligible for free or reduced-price meals during the period of unemployment,
provided that the loss of income causes the family’s income during the period of unemployment to be within the
eligibility standards for those meals.

NC CACFP — Child Income Efigibility Application - Children Enrolled in Family Day Care Homes {06/2022) This institution is an equal opportunity provider.
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Inferit Feeding Conseni Form

Jnstiiution/Faciﬁty
Name:

Twill brezstfees my infarit on-site 2pd/or previde expressed breasimil:.
The Child and Acult Care 00d Program {CACFP) encourages and supports breastfeeding. The American Academy of
Pediatrics {AAP) recomimends extlusively brezstieeding endfor provision of expressed breastmilk for six months;
and tontinved breastfeeding after six months with the introguction of solid fopds until 2t least npe vear. There is rio
age limit on breastfeeding or provisiorn of expressed breastmilk, Wiothers and infarts /childrer, may continue to
breastfeed as long as mutually desirable. The North Carolinz CACFP 8ims 1o help families mest their breastieeding
goals, Far breastfeeding SUPPOR, contact your local Women, Infant, and Children {(WIC) agency or visi
Www.zipmitk.org to find local breastieeding resources.
] Twill 2ecept the iron-fortified formuia pi;?vided by the institution/fecility,
The facility

o PAduasad]

Enterthe Name of the ronFortHiz, Ifam formulz Piovided by this

I give permission for this institution/facility to prepare my infant’s formula, When breastmilk is not available, infants must
receive iron-fortified formula until 12 months of 8ge. it is the parent’s or Evardian’s choice to accept the formula
provided by the institutionfacility or provide an alternative formula,
ROTE: infonis receiving foermuljo through the wic Program ore plsg eligibie to receive formuta Jrom this center or doy tare horne

D | dettine the iron-fortified formula provided by the institution/facility
I wilt provide my infant with the following formula:
NOTE: if providing formulg, it must be iron-fortified. If the formuia provided ix o speciol formuls, o medical Stoternent will be requested

Please select one of the following:

L3 Wy infant is jess than & months olg.

D My infant is around g months of age and is developmentally ready to accept solid foods. i want the
institutio’n]facilitv to provide solid food(s) aflowed under 7 § C.F.R. 226.20 {b) and policy memo 17-01.

it is important to delay the introduction of solid foods until around § months of age as most Infznts are not
dev"elopmentally ready to safely consume them, There is no single, direct signzl to determine when an infant is

' develuprnentally ready to accept solid foods, An infant’s readiness depends on his or her unique rate of development.
Centers and day care homes should be in constant communication with Parents/guardians about when and what solid
foods should be served while the infants are in their care. The AAP provides the fol%

i &R, It any, that apply to your infant:
O3 My infant can sitin o high chair, feeding seat, or infant seat with good head control. |
O My infantis watching me and others eat, reaching for food, and seems eager to be fed,
3O My infant can move food from a spoon into the throat and does not push it out of the mouth and/or
dribbles onto his or hes chin.

3 My infant has doubled his or her birth weight and now weighs around 13 pounds or more,

Infant’s Name: Infant’s Age Date of
—_— Birth
Parent/Guardian Slgnature: Date;

NC DHHS jnfapt Feeding Consent Fermn {6/2015)

PR
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rent Feedtng Plan

Child's name:

R youi child’s caiepivers, an irportant pari of our job is feading your bahy. The information you provide below wil
help us to do our vety best to help your baby grow and thive. Page tvo of thie form must be completed and
posied for quick reference for il children under 15 monthe of age.

ParentGuardian's name(s):

Birihday:

mm/idd/yyyy

Did you receive a copy of our “infani Feeding Guide?"

If you are breastieeding, did vou recsive 8 copy of:
"Breastieeding: Making il Work?*
“Breasfieeding and Child Care: What Moms Can Do?”

YO BE COKPLETED RY PARERT
At home, my baby drinks (check aft that 2pply):
o Mother's milk from (circle)

Mother botfle cup other

o

Formula from (circle}
botle  cup other
o Cow's milk from (circle)

bottle  cup other

o Other from (circle)
boftis  cup other
Howdoasyourdﬁdshowyouﬁralsmeishuwrﬂ

How often doss your chilg usually feed?
How much milkformute does your chiid usually drink in one feeding?
Has your child staried ealing solid foods?

I!sn,wlmbodsissmesaﬁng?

How ofien doss sie ezt solid food, and how much?

Yee Ng
Yes No
Yes No

TO BE COMPLETED BY TEACHER
Clarifications/Addlional Details:

Al home, is baby fed in response
to the baby's cues that she is hungry,
rather than on a schedule?

Yes No

K KO,

o | made sure thal parents have a copy of the “Infan Feeding
Guide" or "Breastfeeding: Meking # Work”
0 | showed parents the section on reading baby's cuss

Is baby receving sofid food?  Yes No

Is baby under € months of age? Yes No
# YES fo both,

o |mm:nmmemnd'smmmmwnmm
starting sollds before six months?

Yes HNo
if NO.

o  |have shared the recommendation that solids are started
&l about six months,

Handouts shared with parents:




chis

(LS AL

KB RN K

Child's name:

Birihday: }'
mm /46 /yyyy i-
Tell vs about vour baby’s feedings 21 our cenigr, &y
Fwant my child io bs fed the foflowing foods while in your care: 5
[ Frequency of | Approximate mount | Wil you bring fiom home? | Detats about feading
feedings per feeding {must be labeled and daied)
Hother's iilk
Formulz
Cow’s mitk
Ceres!
Baby Foog
Table Foog
Other (gescribe)

I plan to come to By center to nurse / feed my baby at the following time{s):
My usual pick-up time will be:

If my baby is crying or seems hungry shortly before | am going to arrive, you should do the following {choose as many as apply):

—_hold my baby . . use the teething oy 1 provided — use the pacifier | provided
— rock my baby __give a botlie of milk __ other Specily:
1 would fike you to take this action minutes before my arrival fime.

Al the end of the day, please do the following {choose one):
— Return all thawed and frozen mitk / formula fo me. Discard ali thawed and frozen milk / formula.

- We have discussed the above plan, and made any needed changes or cianfications.

Today's date:
Teacher Signature: Parent Signature
Any changes must be noted below and inftialed by both the teacher and the parent.
Date CbangeloFeedimPlan(muslberecmdedasfeedimrabismange) Parent initials Te?mer
In. Collaboradion Witht i
‘ * 1(1' 12;1:%’7?'1% )?&:allgtTlTLﬁT NC Department of Health and Human .
} Bsvanfeedivg-Faienfly CHILL CCARE Services 3
©2015 Caroiine Global Breastieeding Instiste NGMMHMMSM Resonarce
hitpibresstiseding.unc.edy Center
NE infont Toddler Endhancoment Project




Infant/Toddler Safe Sleen Policy :
Chilé v ety _t}_é by S | /,{i&LF!’H | /T L/,CL,‘ e L/

A s&fe sleep environment for infants reduces the risk of sudden infam&éih syndrome (SIDS) end other skep relaied infant deaths.
According 1o N.C. Law, child care provigers cering for infents 12 menihs of EEe O7 younger are required ioimplement s safe sleep policy
and share the policy with parents/gusrdians and stzfi. We implement the following safe eleep policy.

References: N.C. Law 6.5. 100-91 (15), N.C. Child Care Rules 0605 and -1724, Cering for Our Children

Sefe Sleep Practioes E. We follow N.C Child Care Rules 0801(]) and .1706{g)

1. We train all st2ff, substitutes, and volunteers cering for regarding breastfeeding.
infants aged 12 months or younger on how to E5 We further encoursge breastfeeding in the following
implement our Infant/Toddler Ssfe Sleep Policy, ways:*

4. We slways plere infents under & months of sge on their
backe te sleep, unless 2 signed /TS-SIDS Afternote Sleep
Fosition Heolth Care Professional Vaiver is in the
infant’s file and posted at the infant’s crib. We retzin the
waiver in the child’s record for 25 Iong as they zre

. )
Szfe Slieef:. Envirenment

5. We use Consumer Product Safety Commission {CPSC)
approved cribs or otherapproved sieep spaces for infants.
Eath infant has his o1 her own crib or sleep space.

enrolied. . S

3. 1 We do not accept Parent Waoivers for infants older 10. UWe do not aliow infantsto use pacifiers. -OR-
than six months.® -OR- Z We allow pacifiers without any attachments.*
O we accept the I7S-5IDS Alternite Sleep Position [# We do not relnsert the pacifier in the infant’s
Porent Waiver. mouth if it falls out.?

4. We place infants on their backs to sleep even after they % We remove the pacier from the crib once it has
tan easlly turn over from the back to the stomach, We fallen from the infant’s mouth.*
then allow them o 2dopt their own position for sleep. 11. We do not cover infants’ heads with blankets or bedding.
€ We document when each infant can roll from back to 12. We do not allow any objects other than pacifiers in the
stomach and tell the parents. We put 2 notice in the trib or sieep space.
child’s file and cn or near the infant’s crib. * 13. We give all parents/guardizns of infants a written topy of

5. We visually check sleeping infants every 15 minutes and the Infont/Toddler Safe Sleep Policy before enroliment.
record what we see on 2 Sleep Chort. We document the :We review the policy with them, and ask them to sign a
infant’s sleep position, skin color, breathing, level of statement saying they received and reviewed the policy.
steep, and body temperature. E; We encourage families to follow the same safe sleep
D We check infants 24 month of age more frequently.* practices to ease infants’ transition to child care.*

6. We maintzin the temperature in the room where infants 1. Farnily child care homes: We post a copy of this policy and
sleep between 68-75°F and check k on the thenhometer @ safe sleep practices poster In the Infant sleep room
in the room. where It can eastly ‘n read,
B: We further reduce the risk of overheating by not 15. Centers: We post 2 copy of this policy in the infant sleep
over-dressing Infants®

room where it can easlly be read.
*indicates we follow this best proctice recommendotion.

7. We provide all Infants supervised “tummy time” daly,

Effective date; — Review datels); i . Revision datels):

Distribution: We give parents/guardians 2 copy of the policy. We give all staff, substitutes, and volunteers copy to review, We inform
them of changes 14 days before the effective date. We give parents/guardians a copy of the policy they signed and put a copy in child's file.
1, the undersigned parent/guardian of {child’s full name), have received 2

copy of the facility's infant/Toddler Snfe Sleep Policy.) have read the pollcy and discussed it the facility director/owner/openater, or other
“designated staff member.

Child's Enroliment Date: Parent/Guardian Signature: Date:

Facility Representative Signature: : ' : Date:

NC Child Care Hesith and safety Resource Certer January 2018



NC CACFP CHILD INCOME ELIGIBILITY APPLICATION INSTRUCTIONS

1 - PARTICIPANT’S INFORMATION: Complete this part.
Print the name of each child enrolled in the Day Care Home.
Print the name of the Day Care Home provider.

2~ HOUSEHOLD GETTING SNAP, TANF/WORK FIRST, FGPIR, NATIONAL SCHOOL LUNCH, SCHOOL BREAKFAST, OR WIC BENEFITS:

If your household participates in any of these programs, list the case number and complete number 3, 5, & 6, skip number 4. List your
current SNAP case number or your TANF/Work First, FDPIR, or WIC identification number, or check yes to indicate that your child
receives free/reduced priced schoof lunch. Do not complete number 4, skip to number 5.

3 - FOSTER CHILD: Answer this question for each foster child living in your home and enrolled in the facility Foster children are
automatically eligible for program benefits at the free rate. Households with foster and non-foster children may choose to include the
foster child as a household member, as well as any personal income earned by the foster child, on the same household application
that includes their non-foster children.

4 - HOUSEHOLD MEMBERS MONTHLY INCOME: Complete this section if the household does NOT receive any of the benefits listed
above and/or the enrolled child is NOT a foster child.

List the names of all other household members and provide the gross income {the amount before taxes or any other deductions), the
frequency of income (i.e., weekly, every two weeks, twice a month, or monthly) received last month for each household member,
and where it came from, such as earnings, welfare, pensions, and other income (refer to examples below for types of income to
report). If any amount last month was more or less than usual, write the person’s usual income.

Monthly Income Conversion:
INCOME TO REPORT

Weekly X 4.33 Every 2 Weeks X 2.15 Twice a Month X 2

Earnings from Employment

Pensions/Retirement/Social Security

Other Income

Wage/Salaries/Tips

Strike Benefits

Unemployment Compensation

Worker's Compensation

Net income from Self-Owned Business or Farm

Pensions

Suppiemental Security Income
Retirement Income

Veteran's Payments

Social Security

Welfare/Child Support/Alimony

Military Households

Public Assistance payments

All cash income including military

Disability Benefits

Cash withdrawn from savings
Interest/Dividends

Income from Estates/Trusts/investments
Regular contributions fram persons not
living in the household

Net Royalties/Annuities

Net Rental Income
Any Other Income

Welfare payments
Alimony/Child support payments

housing/uniform allowances. Does not include
“in-kind” benefits NOT paid in cash {base
housing, clothing, food medical care, etc.}

5 - ETHNIC/RACIAL IDENTITY: Complete the Ethnic/Racial identity question.

6 - SIGNATURE AND L AST FOUR DIGITS OF SOCIAL SECURITY NUMBER:

All eligibility statements must have the signature of an adult household member.

The adult household member who signs the statement must include the last four digits of his/her social security number. If he/she
does not have a social security number, check the box indicating no SSN. If you listed a SNAP, TANF/Work First, WIC, or FDPIR
number, a Social Security number is not needed.

The section below should be returned with the CACFP Eligibility Application if consent is given to the provider to collect
this form.

Written Consent Clause: Provider’s Name:

If you choose to complete the CACFP Eligibility Application, you have the option of returning it directly to your Provider or
to the Provider's Sponsor. If you want to provide the CACFP Eligibility Application directly to the sponsor, return the
competed form to:

Name and Address of Sponsoring Organization

Initial here if you consent to allowing the Family Care Home Provider to collect your form and provide it to the
Sponsor.
will not review your form.

{Provider’s Name}

NC CACFP - Child Income Eligibility Application - Children Enrolled in Family Day Care Homes (06/2022) This institution is an equal cpportunity provider,



North Carolina Department of Health and Human Services ,x N

Division of Child and Family Well-Being, Community Nutrition Services Section ,g.}' —;im'ag
. Bira HAaLs
Child and Aduit Care Food Program é AéFF
INFANT AND CHILD INCOME ELIGIBILITY APPLICATION Chile & dul
LaieFoud Program
INSTITUTION FACILITY
NAME: Child Care Resources, Inc NAME: Haris Leamning Academy 24 AGREEMENT #: 7461
1. PARTICIPANT'S NAME & DATE OF RIRTH:
First Name Lagt Name Date of Birth First Name Last Name Date of Birth
2. SNAP, TANF or FDPIR case number:
SNAP# TANF#: FDPIR #

If you have provided the case number, DO NOT complete 43 and #4. Skip to complete #5 and #6.
3. Is this application for a:

Foster Infant/Child? D Yes DNo Horneless Infant/Child? D Yes DNo Infant/Child from a migrant family? El Yes DNo
4, HOUSEHOLD MEMBERS MONTHLY INCOME:

Monthly Monthly Monthly Public Monthly Other
Names of All Other Household Members Wages / Social Assistance / Retirement Monthly
Salaries Security Child Support Pensions Income
¥ 5 $ $ $
$ § $ $ $
3 $ 5 5 3
3 5 $ $ by
5. ETHNIC IDENTITY: (Check one). O] sispasic orratioc [ Not Hispanic or Latin
RACE (Check one or more): D White D Black or African American D American Indian or Alaskan Native D Asian

D Native Hawaiian or Other Pacific Istander

6. SIGNATURE AND LAST FOUR DIGITS OF SOCIAL SECURITY NUMBER : | certify that all of the above information is true and comect; that the application is being
made jn connection with the receipt of federal funds. that Program officials may vetify the information on the application; and that deliberate misrepresentation of any of the
infermation on the application may subject me to prosecution under applicable State and Federal criminal statutes.

Check ifno 3N [

Signature of Adult Household Member (R equired) Date Last Four Digits of Sacial Security Number
(Required it qualifying by income}

Printed Name Home Telephone # Work Telephone #

Address City Zip Code

The Richard B. Russcll National School Lunch Act requires the information on this application. You do not have to give the infonmation, but if you do not we cannot approve your child for free or reduced-price
meals. You must include the last four digits of the social security number of the adult household member who signs the application. The last four digits of the social security number is not required when you
apply on behalf of a foster chiid or you list a Supplemental Nutrition A ssistance Program (SNAP), Temporary Assistance for Needy Families (TANF) Program or Food Distribution Program on Indian
Reservations (FDPIR) case number for your child or other FDPIR identifier or when you indicate that the adult household member signing the application does not have a social security number. We will use
your information to determine if your child is eligible for free or reduced price meals and for administration and enforcement of the Program.

Te be completed by Insitution/Sponsor
For state use only:

TOTAL HOUSEHOLD SIZE TOTAL HOUSEHOLD MONTHLY INCOME § Verified by: Date:
Verified classification:
Approved; OFree [ Reduced-Price [0 Denied OIFree [Reduced-Price ODenied
Reason for denial: Dincome too high O Incomplete application [ Other: - S Reason for classification change:
Withdrew on (Date}:
Signature of Eligibility Official (Individual at the Institution Level) - Required Date - Required
NC CACFP - Infant and Child Income Eligibility Application (06/2022) This institution is an equal opportunity provider.

Page 1 of 3



INSTITUTION

NAME: Child Care Resources. Inc

North Carolina Department of Health and Human Services
Division of Child and Family Well-Being, Community Nutrition Services Section

FACILITY
NAME: Haitis Leamning Academy 24

Child and Adult Care Food Program
Infant and Child Enrollment Form

Dear Parent/Guardian,

AGREEMENT#:

H

e

153

~

I(=1(€

CF

o

bt

.

€1

Child & Adily
Cure MNood Frograrm

7461

This center/program receives funding from the U.S. Department of Agriculture (USDA) Child and Adult Care Food Program (CACFP). CACFP needs proof of
enrollment for al] infants and children. Please complete the table below for each infant and/or child in your family enrolled at this center/program. Be sure to

sign and date in the space below.

The information below should be completed by the parent or guardian.

Infant/Child’s Infant/Child’s Date of Normal/Typical Normal/Typical Days of Meals Normally Eaten
First Name Last Name Birth Hours of Care Care {Circle all that apply) (Circle all that apply)
fo M TWThF Sast Sun| BAM 1. PM S LPM
to MT WThFSat Sm|B AM L PM S LPM
to MT WTh F Sat Sun| B AM 1. PM S§ LFM
— to | MT WThFSaia Sun|]BAM L PM § LPM
to ____ | MT WThF Sat Sum| B AM L PM S LPM

Normal/Typical Hours of Care: Write in each infant/child’s usual arrival and departure time. Indicate a.m. or pam.
Normal Days of Care: Circle the days of the week each infant/child is usually in attendance at the facility,

Meals Normally Eaten - Circie the meals each infant/child usually eats at the facility.

Parent/Guardian Signature:

Print Name;

Address:

City:

State:

Home Telephone Number: ( )

Zip Code:

Work Telephone Number: ( )

Date:

{(M-Monday; T-Tuesday; W-Wednesday; Th- Thursday; F-Friday; Sat-Saturday; Sun-Sunday)

{(B-Breakfast: AM-AM Snack; L-Lunch; PM-PM Snack; $-Supper; LPM-Late PM/Evening Snack)

For Facility/Provider Use Only:
Signature of Facility Representative/Provider:
Date each infant/child withdrew:

Date:

For State Use Only: Complete:

Incomplete

Reason;

Verified by:

Date;

This institution is an equal epportunity provider.

NC CACFP Infant and Child Entollment Form {05/2022)

Page 2 of 3



SAMPLE Foliey

Belief feiem;fm

We,ﬁ! f"l {nzme of fz0ility). believe thel preventiing, recogrizing respending io #nf reperting
shakeh i‘Jaby synorome and zbusive head trauma (SBS/AHT) is an important funciion of teeping chiltren safe,
protecting their hezlihy development, providing quality child care, and educating femilies.

Background

SBS/AHT is the name given 10 & form of physicel child sbuse that occurs when an infant or smell child is violently
shaken and/or there is trauma to the head. Shaking may last only a few seconds but can resull in severe injury or even
death?, According to North Carolina Child Care Rule [child care centers, 104 NCAC 09 .0608, family child care homes,
10A NCAC D2 1726}, each child care fecility licensed 1o care for children up to five yeers of ege shell develep end
adopt & policy to prevent SBS/AHT?

Frotedue/Praciice
Recognizing:

< Children ere observed for signs of abusive head trauma including irritability andfor high pitched crying,

difficuity staving awake/lethargy o1 loss of consciousness, difficulty breathing, inability to lift the head,
seizures, lack of appetite, vorniting, bruises, poor feeding/sucking, no smiling or voczlization, inzbility of the
eyes to treck and/or decreased muscle tone. Bruises may be found on the upper arms, rib cage, or head
resulting from gripping or from hitting the head.
Responding to:
c  |f SBS/ABT is suspected, staff will?;
o Call 811 immediately upon suspecting SBS/AHT and inform the director.
Call the parents/guardians.
if the child h.zs stopped breathing, treined staff will begin pediatric CPRY.

e

Reporting:

= Instances of suspected child maltreatment in child care are reported to Division of Child Development and

Early Education [DCDEE) by calling 1-800-859-08289 or by emailing webmasterded@dbhs.nc.gov.

tnstances of suspected child maltireatment in the home are reported to the county Depariment of Social
Services. Phone number:

Prevention strategies to assist staff* in coping with a crying, fussing, or distraught child
Staff first determine if the child has any physical needs such as being hungry, tired, sick, or in need of a diaper change.
If no physical need is identified, staff will attempt one or more of the following strategies®:
¢ Rock the child, hold the child close, or walk with the child.
¢ Stand up, hold the child close, and repeatedly bend knees.
Sing or talk to the child in a scothing voice.
Gently rub or stroke the child's back, chest, or tummy.
+  Offer a pacifier or try to distract the child with 2 rattie or toy.
+ Take the child for a ride in a stroller.
*  Turn on music or white noise.
e Other
¢ Other
In addition, the facility:

Allows for staff who feel they may lose control to have a short, but relatively immediate break away from the

children®.
¢ Provides support when parents/guardians are trying 1o caim a crying child and encourage parents 1o take 2
ralming break if needed.
¢ Dther
Y
{"‘ Thnie torth Cerobne Child C_afe Heslth end Szfely Resource Center "_,.t—""'-.
’Lg wrwny heglthychildearenc.org » 800367 2229 2)
bl The RC mescurce Center is 2 projent of the Depariment of Maternzl 2nd Child Heahh UNC Batings Schod! of Glebzl Pubic Hesith 5\
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Frehitiled behizviers

Bebizviors thet are prohibited incluge (but are not limited 10):

sheking or jerking & child

tossing 2 child inte the zir of into 2 crib, chair, or car seat

pushing a child into walls, doors, or furniture

v

C

Strztegies fo esciet stz¥ members understand hew to cere for infante
Staf reviews and discusses:

¢ Thefive goals and developmental indicators in the 2013 North Carofins Foundations for tarly Learning and

Development, ncchildeaze.re.gov/PDE forms/NC Foundations.pof
How 1o Cere for Infants end Toddlers in Groups, the Rational Center ior Inferis. jogolec eng famiies,
www.zerotothree.org/resources/77-how-to-care-for-infa nts-and-toddiers-in-groups

Including Relationship-Based Czre Practices in Infant-Toddler Care: Implications for Practice snd Policy. the
Network of Infant/Toddler Researchers, pages 7-9,

www.act.hbs.gov/sites/defzult/files/oprefnitr_inguire may 2016 070616 b508compliant.pdf

Strategies to ensure staff members undersiznd the brain development of childien up to five years of zge
All staff take training on SBS/AHT within first two weeks of employment. Training includes recognizing, responding ta,

and reporting child abuse, neglect, or maltreatment as well as the brain development of children up to five years of
age. Staff review and discuss:

¢ Brain Development frorm Birth video, the National Center for Infants, Toddlers and Families,

www.zerctothree.org/resources/lSB-brain-wonders-nurturinp,-heaIthy-brain-development-from—bir!h
The Science of Early Childhood Development, Center on the Developing Child,
developingnhild.haward.edu/resources/inbrief—science-of—ecdl

LY

Resources

List resources such as a staff person designated to provide suppor! or a local county/community resource:

Parent web resources

The American Academy of Pediatrics: www.healthychitd ren.org/English/safety-prevention/at-
home[Pages[Abusive-Head-Traurna—Shaken-Baby-Smdrome.aspx

The National Center on Shaken Baby Syndrome: http://dontshake.org/family-resources

¢ The Period of Purple Crying: http://purplecrying.info/
»  Other

Facility web resources

Caring for Our Children, Standard 3.4.4.3 Preventing and Identifying Shaken Baby Syndrome/Abusive Head
Traume, http://cfoc.nrekids.org/StandardView.cfm?StdNum=3.4.4.38=+
Preventing Shaken Baby Syndrome, the Centers for Disease Control and Prevention,
httg:[(centerfnrchildweIfare.fmhi.usf.edu[kb[trgrev[Preventing SBS 508-a.pdf

Early Development & Well-Being, Zero to Three, www.zerotothree org/early-development
»  Other

The North Caroling Child Care Heahh and Sefely Resource Center -
www. heelthychildcarenc crg » 800 367 2729

The HEC Rescurce Cemerizg proiect of Ahe Depzriment of Meternat and Child Bezshn UNC Cillings Srhoo' of Globel Fubhe Healih
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References

1 The Nzlionzi Cente) on Shzken Baby Syndrome, wiww 0oOMmshake.olg

Z. NUD{DEE, nechildeare.dhhs sialenc.us/peneral/mb corulespublic.asp

3. Shzker baby syndrome, the Mayo Clinic, www.mavyotlinic.org/disezses-condtions/shaken-baby-
syndrome/basics/symptomns/con-20034461

4. Pediatric First Ald/CPR/AED, American Red Cross,
www.redcross.org/imeges/MEDIA CustomProductCatalog/md 240175 Pediairic reedy reference.pdi

5. Calming Technigues for a Crying Baby, Children’s Hospiial Colorade, www.childrenscolorado.org/conditions-and-
advice/calm-a-crying-baby/calming-technigues

E.  Caring for Qur Chitdren, Stendard 1.7.0.5: Strese http://cfoc. nrekide cop/StendardView/1.7.0.5

Epplicetion
This policy zppliee te children up to five years of age end their families, cperaicrs ezily educaiors. substitute
providers, and uncompensated provigers.

Communication
Staff*

©  Within 30 days of adopting this policy, the child care facility shali review the policy with all staff who provice
care for children up to five years of age.

¢ All current staff members and newly hired staff will be trained in SBS/AHT before providing care for children up
to five years of age.

¢ Staff will sign an acknowledgement form that includes the individual's name, the date the center's policy was
given and explained 1o the individual, the individual's signature, and the date the individual signed the
acknowledgment

¢ The child care facility shall keep the SBS/ART staff acknowledgement form in the staff member’s file.

Parents/Guardians

< Within 30 days of adopting this policy, the child care facility shall review the policy with parents/guargians of
currently enrolled chiidren up to five years of age.

¢ A copy of the policy will be given and explained to the parents/guardians of newly enrolled children up to five
years of age on or before the first day the child receives care at the facility,

+  Parents/guardians will sign an acknowledgement form that includes the child’s name, date the child first
attended the facility, date the operator’s policy was given and explained to the parent, parent’s name,
parent’s signature, and the date the parent signed the acknowledgement

* The child care facility shall keep the SBS/AHT parent acknowledgement form in the child's file.

* For purposes of this policy, "staff” includes the operator and other administration staff who may be counted in ratio, additional
caregivers, substitute providers, and uncompensated providers.

Effective Date

This policy was reviewed and approved by:

Owner/Director {recommended) Date
DCDEE Child Care Consultant (recommentded) Date Child Care Heslth Consultant (recommended) Date
Annual Review Dates i
The Morth Czroling Child Czre Heahth ang Sefety Pesource Center ’,u—-‘-..\
www heghthychitdcarenc org = 800 367.220% }J 3
ekt

The W Retouice Center & & proieal of the Degenimens of Mateinz: end Oreic Heghh UNC Gitngs Schec of Globsa) Public Health



SERGELE Policy

FEEEN ¢ ppardiay ecknowiedgement form
Lihe peizn o guerdizn of
Child’s name
acknowledges that | have rezd and received a copy of the facifity's Shaken Baby Syndrome/abusive Head Trauma
Policy,

Bate poiicy givenfexpiained to arentfguzrdian Dzie of child's enrollment
YE P

Print nzme of parenifpusrdizn

Sighature of perentfeuardian

Date

'
¥
gl The North Ceroline Child Care Heshth and Sefety Resource Center -
}‘E veww healhvehildeerenc org - 800 267 2795 ﬁ) ’
*
Hrdfity
e

The KC Rescurce Center 5 g Frofent of the Depariment of Meterna! and ChilZ Health, BKC Gillings Sthoc! of Global Public Hezlth
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Biscipline and Behavigr Management Palicy

Date Adopted

Fraise and positive reinforcement are effective m
children. When children receive positive, non-violent, an

ethods of the behavior menagement of
d understanding interactions from

adults and others, they develop good self-conceps, problem solving ebilities, znd self-discinline.

Based on this belief of bow children Jeam and develon va
following discipline and behavior managemeni policy:

hues. thir fzeilitv will practice the

WWe:
1. DO praise, reward, and encoura ge the e
children. ]
- 13O reason with and sei Jimnits for the
children.
3. DO mode) appropriate behavior for the 2.
children.
4. DO modify the classroom environment
lo attempt 1o prevent problems before
they occur. 3
5. DO listen 1o the children.
t. DO provide alternatives for 4
inappropriate behavior to the children.
7. DQ provide the children with natura) 5.
and logical consequences of their
behaviors. 6.
8. DO treat the children as people and
respect their needs, desires, and 7.
feelings.
9. DO ignore minor misbehaviors.
10.DO explain things to children on their g
levels.
11.DO use short supervised periods of 9.
time-out :
12.DO0 stay consistent in our behavior
management program.
13.D0 use effective guidance and
behavior menagement technigues that
focus on a child’s development.

1, the undersigned parent or guardian of

kD

DO NOT spank, shake, bite, pinch,
push, puil, slap, or otherwise
physically punish the children,

DO NOT make fun of, yell at,
threaten, make sarcastic remarks
about, use profanity, or ctherwise
verbally abuse the children.

DO NOT shame or punish the children
whern bathroom accidents occur.

DO NOT deny food or rest as
punishment.

DG NOT relate discipline to cating,
resting, or sleeping.

DO NOT leave the children alone,
unatiended, or without supervision.
DO NOT place the children in locked
To0ms, closets, or boxes as
punishment.

DO NOT allow discipline of children
by children.

DO NOT citicize, make fin of, or
otherwise belittle children’s parents,
families, or ethnjc groups.

(child’s full name), do hereby state that 1 have read and Teceived a copy of the facility's Discipline and
Behavior Management Policy and that the facility’s director/operator (or other designeted staff member)
has discussed the facility’s Discipline and Behavier Management Policy with me.

Date of Child’s Enrollment:

Signature of Parent or Guardian

Date

Distritution: ope topy 1o parent(s) signed copy in childs furility recerd

Revised 8.09
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TRAVEL AND ACTIVH Y AUTHORIAATIUN
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HRCAC 21 [6de))
(;f :,15‘"“ [ Jblenke: pemvdssion for this scdvity
F_]stda] 1-fime peniszion only
SAMPLE FORM Bt § permission for ell given aciivites
L parent/ guasdian of
heor of poreny/ proe s L
—_ ' ___give my pemission o ’
/
i—nf s L0 VIR ( arg (ui EAUY 105y vt o partiipete in e
nemt of i l
follovring activities \ O
o}
Trips in the van/eptoohile {faclify o pavent twned) |
|
$opier plmret el - vhm ard v

Beé trips awey from e facility

Tphein plurmet 1By — whe ef e
] understand thal e feciliy will use the sppropriek (hiid  restraint  devises and abide by ! D r
safety yules in Rule 1030 when my child is transporsed in ¢ vehide The facility will also notify m each time thet my cild is to

participate in an activity thal would involve fransportation
Feps—
This authorization it valid from / / to / /

TR

3

In addition, if the factity has plavaved activities cutside the fenced &rez of the facility,

1 will aliow sy child to play ontside the fenced arez; 07

T g

This rathorization is yalid from /. / to / /

Fi b ekl i VM%E\J'P‘\‘D 13 movSHs




porgiinde s AaeuiViey

WC Divicion of Child Develepment
#nd barly Education Fernydesio.

T t—— ooy TITIT LT T TR ST m TS L.

&, ferent r1€ Chils mfmsﬁaimh

izme of Parent [} E'msrgency cDﬁtect Té]ephnne Nﬁ!hber - Primery

Mzrme of Child D Ficture ettzched Telephons Number - Secondary

E. Emergency Contact informeticn (non-parent] ) )
Wame Telephone Number v
. faurthorfzed Prestisation end Deperture end Retum Timae

Lotetion of ofi premise atiivily Deperivre Time Reium Time

D, Perent 'atgﬁa‘..urr. z g Date
Permission to perticipate is velid from {give date) 1o {give date].
From To . {up o 12 months)

Signatuve of Parent or Guardian




#nd Ezrly Fduzation

L. Parent ans Cmecs m‘,'r
Weme of Parent

e ieeme s

Teiephons Rumbe; - Fn‘mzfyiuﬁmi

Kzme of Chiid G Pirture 2Reched Telephone Number - Secondary
I L B
B, Emergency Conteet Infermation {nen-parent) E
Rame Telzphone Humber '
TR Mo e ey e -—-L.n_'—:—:z-_—-_m-_—.-v_z:m,‘::—-— ST AL AT S AT TroE LTI I o inil oo == . I
C. Deparivre ang Return 11.. £,

— . e e e e e et e e e L
Depzriure Time {Arrivet Time Return Time

T S e R T s e 2z me gy

. Authorized Destinstion:

i

— EI TR maml

e

LTS e s e g o - e i N S T

Chilgd transported from Child transporied to
i
e =T Ll Ea b - E LN TrpT— B ——— BT T
£, Parent Signeture shd Ueher .
Person receiving child, ff applicsble b on application khethod of Trave]
V

Permission 1o transport is velid from [give date
From To

1 to lgive datej.
{up to 12 months)

Transportation Provider

Signature of Parent or Guardizn

Date




By sigriing | verify thar Hz

ris Learning Aczdemy,
my child’s photegreph

LLC, g ity permission 1 yee my oi
publicafly 1o promote the

center. | undersiand fhay fe inages
lions, Presentafions, webshes, ang

fand thef no fovally, foe or other Compenseiion shell hanens

1 0f slich yge

dayeble o me by rezen

Pareﬁt!G&zm'éan’s signzture:

Date
Parem/Gua_rdian s Name:

Chifde Name:

Phong Number . ___\

[

daad o



Fenis Learning Atademy, LLC.
6141 Statesville Road
Charlotte, NC 28269

704-921-1153/704-921- 1566

Fareni Handbook Signature pege

Fhave received, read & signed all documents lisied beltow and hiave no guesticns.,

-------- HLA pohicies & procedures/ parent hanobook and understand ali aspect of the policies &
procedures and zli questions or concerns have been addressed.

Owner/Director Signature Parent signature




\
RN
iy
.
e

v

O
\:)‘\uj s f
WL N g
i_‘ /““{_’h
PN e i ©

Harris Leorning Acodemy, LLC
6141 Siaiesville Road Charloite, NC 28269
704-271-1153

October 7, 2022
Dear Parenis,

We offer a structured, age-appropriate environment for optimal learning and io ensure
all children are happy and safe. Regretiably, we are experiencing a significant number of
behaviora] issues with some children. Children are refusing to listen, follow directions,
and are hitting and kicking teachers. It is imperative we see immediate improvement
with these behavioral problems.

As with many local businesses, we are experiencing a staff shortage. We pride ourseives
on employing quality staff members 1o care for your young children. We will not have
teachers leaving our center because of behavioral problems. We will hold parents
accouniable for their child(ren)’s actions. We must see immediate improvement in
children with whom parents have been previously made aware of such behavioral
problems. Your child(ren) will be terminated unless we see immediate improvement.

As a friendly reminder, three-vear old children must be potty trained before they can
transition to the three-year old classroom. The classroom does not have the ability to

change diapers and/or pull-ups. We must see immediate progress with potty training
children.

The NC Division of Child Development best practice states a child should not be in
daycare for more than 10 hours per day. Parents who are dropping their child(ren) off
between 7:00 am and 7:30 am must pick up their child(ren) between 4:30 pm and 5:00
pm. As always, your cooperation with improving these areas of concern is truly
appreciated.

Sincerely,

Laura Harris
Director
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A NCAC gy G604(t) Each center shal] esiablish safe procedures for pick-up and

delivery of children. These procedires shall be Communicated (0 parens, and 5 copy shal]

be posted in the center where they can be ssen By the parenis,
¥ Upan arrival, &lf children mus be atcompanied inside the facility by an aduks.

Staff must be notified of the child’s arrivaj,

o

> Upon the child’s departure, an adult musy come inside the facility end sotify staff

that the child is leaving.

> Whmachﬂdisﬂanspmbyﬂ!efacilitytothechﬂd’shome,an adult must be

availeble 10 receive the child from the bus or van,

> Children must never be left unattended.

R R
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Vtensing states that thise z MEICE (hehing

FHEL 10 e ye ther immedizte e o
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Harris | ezming Acedemy policies end NC hezhh and safety codes require thal studenis wear shoes
which fully enclose the fool 21 &1l fimes when they

g1 in the building. Siudents 16 not plnussd i
SRR LINTIIE, LR -hLpE, sippes Ui E0Yy LANET iype o) uper-ice of heel shpe withou! encesed siraps.
Stugert ermriving 24 HLE, WEEING iNEpproprisie {ootwea wil be giver ihe option o go home and
change or czll home heve someone bring them proper shoes,

Thark you for undersianding,
Laura Harris

Diredior
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Harris Learning Academy, LL.C.
6141 Statesville Road Charlotte, NC 28269
704-921-1153

2023 Holiday Schedule
Harris Learning Academy will be closed for the Sollowing holidays.

Martin Luther King Jr Day Monday, January 16, 2023
President’s Day Monday, February 20, 2023
Easter Holiday Close @ 2:00 pm. - Thursday, April 6, 2023
Friday, April 7, 2023
Monday, April 10, 2023
Center will re-open Tuesday, April 11, 2023
Memorial Day Monday, May 29, 2023
Juneteenth Holiday Monday, June 19, 2023
Independence Holiday Tuesday, July 4, 2023
Labor Day Monday, September 4, 2023
Thanksgiving Holiday Close @ 2:00 pm - Wednesday, November 22, 2023
Thursday, November 23, 2023
Friday, November 24, 2023
Center will re-open Monday, November 27, 2023
Christmas Holiday December 25-29, 2023

New Year January 1, 2024
Center will re-open Tuesday, January 2, 2024

Thank you for your continued sﬁpport of our program.




