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Welcome to A New Day Learning Aca'd'emy! .

Academny

Below s a list of documents-that will need to be completed and
. retumed to the center withih ons vireek of your chlld first day:

O
O
O
O
O
O
0
E
[
0

‘Signed.admissions form
Infant-packet, if applicable

Discipline and guidance policy

Child’s bitth cerfificate

Copy of current immunization records
Copy of parent driver’s license/ID
CACFP enrollinent form

. .CACFP Ellglbllltyform

Perm:ssxon to photggraph .

Things you will need to supply for your child’s first day:

Exira set of clothes (including socks and underwear)

o Diapers, wipes, pull-ups, diaper cream
o Pacifier, security blankets
» Ndp blanketand pillow (sheets and ma’:s provided) -

#+¥We will inform you as any of these essentials need to be replenished.
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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 parent or guardian. The parent or guardian completes the form in
its entirety and returns it to the day care provider before the child's first day of enroliment. The day care provider keeps the form

on file at the child care facility.

General Information

Operation’s Name Director's Name
Child's Full Name Child's Date of Birth | Child Lives With

(OBothparents (OMom (ODad () Guardian
Child'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)

List telephone numbers below where parents/guardian may be reached while child 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/ Relationship

guardian cannot be reached

| 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
Name Phone Number
Name Phone Number

Consent Information

Check All That Apply:

1. Transportation
| give consent for my child to be transported and supervised by the operation's employees:

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

2. Field Trips

Q! give consent for my child to participate in field trips.

(Ol do not give consent for my child to participate in field trips.
Comments
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3. Water Activities
| give consent for my child to participate in the following water activities:

[] water table play [ ] sprinkler play [] splashing/wading pools [ ] swimming pools [ ] aquatic playgrounds

4. Receipt of Written Operational Policies (Check All that Apply)
| acknowledge receipt of the facility's operational policies, including those for:

|:| Discipline and guidance |:| Procedures for release of children

[] Suspension and expulsion [_] liness and exclusion criteria

[ ] Emergency plans [] Procedures for dispensing medications

|:] Procedures for conducting health checks [:] Immunization requirements for children

[[] safe sleep [] Meals and food service practices

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

I:l Procedures for parents to contact Child Care Licensing (CCL),

[:] Procedures for parents to participate in operation activities DFPS, Child Abuse Hotline, and CCL website

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

[] None [] Breakfast [_] Morning snack [ | Lunch [_] Afternoon snack [ ] Supper [ | Evening snack

6. Days and Times in Care
My child is normally in care on the following days and times:
Day of the Week AM. P.M.

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

Authorization For Emergency Medical Attention

In the event | cannot be reached to make arrangements for emergency medical care, | authorize the person in charge to take my
child to:
Name of Physician Address Phone Number

Name of Emergency Care Facility Address Phone Number

| 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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Child's Additional Information Section

List any special needs that your child may have, such as environmental allergies, food intolerances, existing illness, previous serious illness,
injuries and hospitalizations during the past 12 months, any medication prescribed for long-term continuous use, and any other information

which caregivers should be aware of:

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

Child day care operations are public accommodations under the Americans with Disabilities Act (ADA), Title llI. 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)
514-0301 (voice) or (800) 514-0383 (TTY).

Signature — Parent or Legal Guardian Date Signed

School Age Children
My child attends the following school School Phone Number

My child has permission to (check all that apply):
[] walk to or from school or home [] ride a bus [[] be released to the care of his/her sibling under 18 years old

Authorized pick up/drop off locations other than the child's address

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

Admission Requirement

If your child does not attend pre-kindergarten or school away from the child care operation, one of the following must be
presented when your child is admitted to the child care operation or within one week of admission.

Check only one option:

1 O 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.

Signature — Health Care Professional Date Signed

2. O A signed and dated copy of a health care professional's statement is attached.

3 O 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.

4 O 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
’ 12 months of admission, | will obtain a health care professional's signed statement and submit it to the child care operation.

Name Address of Health Care Professional

Signature — Parent or Legal Guardian Date Signed
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O | have attached a signed 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

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

Vision Exam Results

Right Eye 20/ Left Eye 20/ QPass (Fail
Signature Date Signed
Hearing Exam Results
Ear 1000 Hz 2000 Hz 4000 Hz Pass or Fail
Right QO Pass QO Fail
Left QO Pass Q Fail
Signature Date Signed

Vaccine Information

The following vaccines require multiple doses over time. Please provide the date your child received each dose.

Vaccine Vaccine Schedule

Dates Child Received Vaccine

Hepatitis B Birth (first dose)

1-2 months (second dose)

6—18 months (third dose)

Rotavirus 2 months (first dose)

4 months (second dose)

6 months (third dose)

Diphtheria, Tetanus, Pertussis 2 months (first dose)

4 months (second dose)

6 months (third dose)

15-18 months (fourth dose)

4-6 years (fifth dose)

Haemophilus Influenza Type B 2 months (first dose)

4 months (second dose)

6 months (third dose)

12—15 months (fourth dose)

Pneumococcal 2 months (first dose)

4 months (second dose)

6 months (third dose)
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Vaccine Vaccine Schedule Dates Child Received Vaccine

12-15 months (fourth dose)

Inactivated Poliovirus 2 months (first dose)

4 months (second dose)

6-18 months (third dose)

4-6 years (fourth dose)

Influenza Yearly, starting at 6 months. Two doses

given at least four weeks apart are

recommended for children who are getting

the vaccine for the first time and for some

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.

Physician or Public Health Personnel Verification

Signature or stamp of a physician or public health personnel verifying immunization information above:

Signature Date Signed

Varicella (Chickenpox)
Varicella (chickenpox) vaccine is not required if your child has had chickenpox disease. If your child has had chickenpox, please
complete the statement: My child had varicella disease (chickenpox) on or about (date) and does not need
varicella vaccine.

Signature Date Signed

Additional Information Regarding Immunizations

For additional information regarding immunizations, visit the Texas Department of State Health Services website at
www.dshs.state.tx.us/immunize/public.shtm.

TB Test (If Required)

QOPositive (ONegative Date:
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Gang Free Zone

Under the Texas Penal Code, any area within 1,000 feet of a child care center is a gang-free zone, where criminal offenses
related to organized criminal activity are subject to harsher penalties.

Privacy Statement
HHSC values your privacy. For more information, read our privacy policy online at: https://hhs.texas.gov/policies-practices-
privacy#security

Signatures

Child's Parent or Legal Guardian Date Signed

Center Designee Date Slgned
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Operational Discipline and Guidance Policy

This form provides the required information per 26 Texas Administrative Code (TAC) minimum standards §744.501(7),
§746.501(a)(7), and §747.501(5).

Directions: Parents will review this policy upon enrolling their child. Employees, household members, and volunteers will review
this policy at orientation. A copy of the policy is provided in the operational policies.

Discipline and Guidance Policy

Discipline must be:

1) Individualized and consistent for each child;
2) Appropriate to the child’s level of understanding; and
3) Directed toward 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 at least the following:

1) Using praise and encouragement of good behavior instead of focusing only upon unacceptable behavior;

2) Reminding a child of behavior expectations daily by using clear, positive statements;

3) Redirecting behavior using positive statements; and

4) Using brief supervised separation or time out from the group, when appropriate for the child’s age and development, which
is limited to no more than one minute per year of the child’'s age.

There must be no harsh, cruel, or unusual treatment of any child. The following types of discipline and guidance are
prohibited:

1) Corporal punishment or threats of corporal punishment;

2) Punishment associated with food, naps, or toilet training;

3) Pinching, shaking, 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 child;

7) Subjecting a child to harsh, abusive, or profane language;

8) Placing a child in a locked or dark room, bathroom, or closet with the door closed or open; and

9) Requiring a child to remain silent or inactive for inappropriately long periods of time for the child’s age.

Additional Discipline and Guidance Measures (Only Applies to Before or After School Program (BAP)/School
Age Program (SAP) that Operates under 26 TAC Chapter 744)

A program must take the following steps if it uses disciplinary measures for teaching a skill, talent, ability, expertise, or

proficiency:

» Ensure that the measures are considered commonly accepted teaching or training techniques;

« Describe the training and disciplinary measures in writing to parents and employees and include the following information:
(A) The disciplinary measures that may be used, such as physical exercise or sparring used in martial arts programs;
(B) What behaviors would warrant the use of these measures; and
(C) The maximum amount of time the measures would be imposed;

« Inform parents that they have the right to ask for additional information; and

« Ensure that the disciplinary measures used are not considered abuse, neglect, or exploitation as specified in Texas Family
Code §261.001 and TAC Chapter 745, Subchapter K, Division 5, of this title (relating to Abuse and Neglect).
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Signature

This policy is effective on the following date............cccooiiiiiiii e
Signed by: Role:
(O Parent (O Caregiver/Employee () Household Member (CH. 747 only)

Minimum Standards Related to Discipline

« Title 26, Chapter 746 Subchapter L:
hitp://texreq.sos.state.tx.us/public/readtac$ext.ViewTAC?tac_view=5&ti=26&pt=1&ch=746&sch=L&rl=Y

» Title 26, Chapter 747 Subchapter L
http://texreq.sos.state.tx.us/public/readtac$ext.ViewTAC?tac_view=5&ti=26&pt=1&ch=747&sch=L&rl=Y

- Title 26, Chapter 744 Subchapter G:
http://texreq.sos.state.tx.us/public/readtac$ext. ViewTAC?tac_view=5&ti=26&pt=18&ch=744&sch=G&rl=Y




Discipline and Guidance Policy for

Name of Operation

¢ Discipline must be:
(1) Individualized and consistent for each child;
(2) Appropriate to the child’s level of understanding; and
(3) Directed toward 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 at least the following:

(1) Using praise and encouragement of good behavior instead of focusing only upon
unacceptable behavior;

(2) Reminding a child of behavior expectations daily by using clear, positive statements;

(3) Redirecting behavior using positive statements; and

(4) Using brief supervised separation or time out from the group, when appropriate for
the child’s age and development, which is limited to no more than one minute per year of the

child’s age.

¢ There must be no harsh, cruel, or unusual treatment of any child. The following types

of discipline and guidance are prohibited:

(1) Corporal punishment or threats of corporal punishment;

(2) Punishment associated with food, naps, or toilet training;

_(3) Pinching, shaking, or biting a child; ,

(4) Hitting a child with a hand or mstrument

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

(6) Humiliating, ridiculing, rejecting, or yelling at a child;

(7) Subjecting a child to harsh, abusive, or profane language;

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

(9) Requiring a child to remain silent or inactive for inappropriately long periods of time
for the child’s age.

Texas Administrative Code, Title 40, Chapters 746 and 747, Subchapters L, Discipline aﬁd Guidance

My signature verifies I have read and received a copy of this discipline and guidance policy.

Signature Date
Check one please:

O parent [0 employee/caregiver [ household member of child-care home

TDPRS-CCL 06/02/03




11/8/2019 Texas Minimum Vaccine Requirements for Child-Care Facilities
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{%E} TEXAS

Texas Department of State

&5 Healthand Human
Health Services

,,%fy' Services
Texas Minimum State Vaccine Requirements for Child-Care
Facilities
This chart summarizes the vaccine requirements incorporated-in Title 25 Health Services, §§97.61-97.72 of the Texas
Administrative Cade (TAC). This chart is not intended as a substitute for consulting the TAC, which has other provisions and
details. The Department of State Health Services is granted authority to set immunization requirements by the Human Resaurces

Code, Chapter 42,

2019-2020 Immunization Requirements for Child-Care Facilities
. Download this Chart as a PDF

Age at which child Minimum Number of Doses Required of Each Vaccine
must have vaccines to
be in compliance: DTaP Polio HepB Hib PV MMR Varicella HepA
0 through 2 months | None None None None None None None None
By 3 months 1 Dose 1 Dose | 1 Dose 1 Dose 1 Dose None None None
By 5 months 2 Doses | 2 Doses ! 2Doses | 2 Doses 2 Doses None None None
By 7 months 3Doses |2Doses §2Doses |2Doses! |3 Doses? | None None None
By 16 months 3Doses |[2Doses |2Doses |3Doses! |4 Doses? 1Dose> | 1 Dose’ None

|By19months | 4Doses |3Doses ;3Doses |3Doses! |4Doses? |1Dose® ;1Dose® | None

* | By 25 months 4Doses |3Doses |3Doses |3Doses! |4Doses? |1Dose® |1Dose® | 1Dose?

By 43 months 4Doses |3Doses ;3Doses |3Doses! |4Doses? |41Dose® |1Dose® |2 Doses?

1 A complete Hib series is two doses plus a booster dose on or after 12 months of age (three doses total). If a child receives the
first dose of Hib vaccine at 12 - 14 months of age, only one additicnal dose is required (two doses total). Any child who has
received a single dose of Hib vaccine on or after 15 - 59 months of age is in compliance with these specified vaccine
requirements. Children 60 months of age and older are not required to receive Hib vaccine.

2 |f the PCV series is started when a child is seven months of age or older or the child is delinquent in the series, then all four
doses may not be required. Please reference the information below to assist with compliance:

« For children seven through 11 months of age, two doses are required. .

 For children 12 - 23 months of age: if three doses have been received prit;f to 12 months of age, then an additional dose is
required (total of four doses) on or after 12 months of age. If one or two doses were received prior to 12 months of age,
then a total of three doses are required with at least one dose on or after 12 months of age. If zero doses have been
received, then two doses are required with both doses on or after 12 months of age.

"o Children 24 months through 59 months meet the requirement if they have at least three doses with one dose on or after

12 months of age, or two doses with both doses on or after 12 months of age, or one dose on or after 24 months of age.
Otherwise, one additiopal dose is required. Children 60 months of age and older are not required to receive PCV vaccine.

3For MMR, Varicella, and Hepatitis A vaccines, the first dose must be given on or after the first birthday. Vaccine doses
" administered within 4 days before the first birthday will satisfy the requirement.

Information on exclusions from immunization requirements, provisional enrollment, and acceptable documentation of
immunizations may be found in §97.62, §97.66, and §97.68 of the Texas Administrative Code, respectively.

Vaccines: -
« DTaP: Diphtheria, tetanus, and acellular pertussis (whooping cough); record may show DT or DTP

¢ Palio: IPV - inactivated polio vaccine; OPV - oral polio vaccine



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

OO0OO0Ocd
)

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 Sacial Security, SSI, VA

income) benefits

(Example) ) .

Jane Smith $200/weekly $150/twice a month $100/monthl $200/bi-monthl
$___/ $____ /1 S/ S/
$___ /1 ./ $ /0 $___
$_ / $____/ $___ /0 $____ /1
$__ /1 /7 $___ /1 $_ /I
$ / $ / $ / $ /

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 | 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 | may be prosecuted.

Sign here: Print name:
Date:
Address: Phone Number:
City: State: Zip Code:
Last four digits of Social Security Number: _*_* *-_* *-_ 0O ldo not have a Social Security Number
October 2016 CACFP Meal Benefit Income Eligibility

Child Care Form
Page 1




CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM (Child Care)

Part 6. Participant’s ethnic and racial identities (optional)

Mark one ethnic identity: Mark one or more racial identities:

] Hispanic or Latino [JAsian [] American Indian or Alaska Native

[J Not Hispanic or Latino [(Iwhite [] Native Hawaiian or Other Pacific Islander
[IBlack or African American

Part 7. Sharing Information With Other Programs: OPTIONAL
The above information may be disclosed for the purpose of enrolling children in the Children’s Health Insurance Program (CHIP).
Parents/guardians are not required to consent to such disclosure and electing not to allow disclosure will not adversely affect a child’s

eligibility.
[ 1do elect to allow my household information to be disclosed.

[ 1do not elect to allow my household information to be disclosed.

Don’t fill out this part. This is for official use only.

Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice A Month x 24, Monthly x 12

Total Income: Per: O Week, O Every 2 Weeks, O Twice A Month, O Month, Q Year Household size:
Categorical Eligibility: _ Date Withdrawn: Eligibility: Free_ Reduced__ Denied____ Tierl__ Tierll___
Reason:

Determining Official’s Signature: Date:

Confirming Official’'s Signature: Date:

Follow-up Official's Signature: Date:

Privacy Act Statement:

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 include 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 when you apply on behalf of
a foster child or you list a Supplemental Nutrition Assistance Program (SNAP), Temporary Assistance for Needy Families (TANF) Program
or Food Distribution Program on Indian Reservations (FDPIR) eligibility number for the participant 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 the participant is eligible for free or reduced price meals, and for administration and enforcement of the Program.

Non-discrimination Statement:

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its
Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating
based on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity
conducted or funded by USDA.

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 Agency (State or local) where they applied for benefits. Individuals who are deaf, hard
of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339. Additionally, program
information may be made available in languages other than English.

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at:
http://www.ascr.usda.gov/complaint filing_cust.html, and 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:

(1) mail: U.S. Department of Agriculture (2) fax: (202) 690-7442; or (3) email: program.intake@usda.gov.
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410;

This institution is an equal opportunity provider.

October 2016 CACFP Meal Benefit Income Eligibility
Child Care Form
Page 2



CACFP STUDENT ENROLLMENT FORM

C\-1500

A New Day L earning Academy participates in the Child and Adult Care Food Program (CACFP) and receives reimbursement to provide more
nutritious meals for your child(ren). Federal CACFP regulations require all parents or guardians to annually review and make changes to enoliment data.

( CHILD(REN) INFORMATION )
Center Enroll Date HI /N EhET Identity (Check ane)
ALt g B Hispanic or Latino >
Child's First Name I Not Hisparicor Latino 2 ' ,
Child's Last Name Ef::)ﬁ;)nﬁfy (Checkall % \I \l
Child’s Birth Date LM T T T T D::mm - = \I \I
e L) Il i i I B2 O |8y
Normal Hours In Care Oav [Tam Em hz‘n: ':‘;‘;:" g o §
Ky Qo Oem  ° Clpm  |rciic stander = g 5
Meals/Snacks Child Gender Identity (Check one) %‘ s 5
Receives [BRK][AMS [ LUN [ PMS] SUP [[EVS | Fensle § )
_ngﬁédfgaﬁdng;wed atCenter: e o
Center Enroll Date / / Ethnic Idenﬁty (Check OX'IE)
e e Hispanic or Latino >
Child's First Name [t Hisparic or Ltino _'v_' ' ,
Chi.ld's Last Name ﬁf::)ﬁ;)ﬂﬁty (Checkall % \l \l
Child's Birth Date VT MTTT] D?.Z'i,m . 2 \l \l
comemtemsgmaies (M T W] ] F [SA|ST O~ |8
. o s we
et o Ou Qu | Hmmnee | £ 23
G500 A0sa0 P Clem Llem  [poctichiander R
Meals/Snacks Child _ . se g Gender Identity (Check one) ‘% .-E— =
Receives [BRK][AMS || LUN |[PMS | SUP | EVS | [penste K
mﬁdgﬁgvedat&nten e o
Center Enroll Date l / d | Ethnic Identity (Check one)
Child's First Name Hispanic or Latino >
[ ot Hispanic or Latino | =
Hi N ial Identity (Check all (o] ~~
Child’s Last Name . E‘;‘:pp‘;)" ty (Checka i l I
Child's Birth Date L ML M TTT I:I::mm . = \I \I
N IDaysInC Americen o
ﬁ:‘;‘é‘a,so?é’:mﬁm ¢ [T W] F JsA]sY] E]'mn 2 &,
Normal Hours In Care Oam " Clam Dm h;:"n; ’:S:" g _‘o_“ §
9500 g0SB0P Clem Clpm  [paciicblander b =3
Meals/Snacks Child Gender Identity (Check one) 5 -_g 5
Receives [BRK[AMS | LUN |[PMS [[SUP | EVS | [ Ferete E4
MealgSnacs Served at Center: e 4
BRK, LUN, PMS ) §
([ PARENT/ GUARDIAN INFORMATION )
| certify the informati this form is true and comect to the best of my knowl
st t{%t Ihawe gc‘ae:g‘doancc;s to WICand CAGFP ftemture witrtﬁn thelast 12(%'g ° lPaIEﬂl’s First Name
months.
Parent's Last Name
Signatre Date Cell Phone N RN, RREN

Non - Discrimination Statement: The U.S Department of Agricuiture prohibils discimination againg ilscustomers employees and applicantsforemployment on the basesof race, color,
national origin, age, disability, sex, genderidentity, religion, repiisal, and where applicable, political beliefs marital status; famillal or parental status, sexual oientation, orall orpart of an
individual'sincome isderived from any public asisance program, or protected genelicinformation in employment orin any program or activity condudled orfunded by the Department. (Not
all prohibited baseswill apply to all progremsand/or employment acivities) If you wish to file a Civil Rights program complaint of disaimination, complete the USDA Program Disimination
Complaint Form, found online at hitp/fwww.asor.usda.govicomplaint filing_custhtml, or at any USDA office, or call (866) 632-9392 to request the form. You may also wite a letter containing
all of the information requedted in the form. Send your completed complaint form or [etter to usby mail at US. Department of Agiculture, Director, Office of Adjudication, 1400
Independence Avenue, SW., Washington, D.C. 20250-9410, by fax (202) 630-7442 or email at program.intate@usda.gov. Individualswho are deaf, hard of hearing or have speech
disabilitiesmay contact USDA through the Federal Relay Senvice at (800) 877-8339; or (800) 845-6135 (Spanish). USDA isan equal opportunity providerand emplayer.
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INSTRUCTIONS FOR
CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM
(CHILD CARE)

Follow these instructions, if your household gets SNAP, TANF or FDPIR:

Part 1: List all enrolled children and household members.

Part 2: List the eligibility number for any household members (including adults) receiving SNAP or TANF or
FDPIR benefits. The SNAP or TANF number must be the 8 or 9 digit EDG# assigned by HHSC (see illustration).
Part 3: Skip this part.

Part 4: Skip this part. big
Part 5: Sign the form. The last four digits of a l*}’TEXAS
Social Security Number are not necessary. h ;"‘33‘."’ ""g Human
Part 6: Answer this question if you choose. - ervices Lommission
Part 7: Answer this question if you choose. WW“‘ e

EDG =
Eligibifity Determination Group #
Notice of Case Action

8-9 digit number

N = < &
Medicaid Programs Btk o
Food Stamp Program
Eligibility Group Number: : s )
Conkact Narme: Genorc Worker Tasd01 e

Petiod Acton Bonstz Who's Included

If you are applying on behalf of a FOSTER CHILD, follow these instructions:
If all children you are applying for are foster children, or if you are only applying for benefits for the foster child:

Part 1: List all foster children. Check the box indicating that the child is a foster child.
Part 2: Skip this part.

Part 3: Skip this part.

Part 4: Skip this part.

Part 5: Sign the form. A Social Security Number is not necessary.

Part 6: Answer this question if you choose.

Part 7: Answer this question if you choose.

If some of the children in the household are foster children.

Part 1: List all enrolled children and household members. For any people, including children, with no income,
you must check the “No Income Box.” Check the box if the child is a foster child.

Part 2: If the household does not have an eligibility number, skip this part.

Part 3: Applies only to parents/guardians of children in Tier Il Day Care Homes. Sponsors must provide the
List of Eligible Federal/State Funded Programs (H1660), with this form to households with children
enrolled in Tier [l Day Care Homes. Parents/Guardians can enter the program name and number as
applicable.

Part 4: Follow these instructions to report total household income from this month or last month.

Column A — Name: List only the first and last name of each person living in your household who share
income and expenses, related or not (such as grandparents, other relatives, or friends who live with
you) with income. Include yourself and all children living with you. Attach another sheet of paper if you
need to.

Column B - Gross Income and How Often it was Received: For each household member, list each
type of income received for the month. You must tell us how often the money is received — weekly,
every other week, twice a month, or monthly. See next.



Box 1: List the gross income, not the take-home pay. Gross income is the amount earned
before taxes and other deductions. You should be able to find it on your stub or your boss
can tell you.
Box 2: List the amount each person got from the month from welfare, child support, alimony.
Box 3: List retirement, Social Security, Supplemental Security Income (SSI), Veteran's (VA)
benefits, disability benefits.
Box 4: List ALL OTHER INCOME SOURCES including Worker's Compensation, unemployment,
strike benefits, regular contributions from people who do not live in your household, and any other
income. For ONLY the self-employed, report income after expenses in Box 1. Box 4 is for your
business, farm or rental property. Do not include income from SNAP, TANF, FDPIR, WIC or
Federal education benefits. If you are in the Military Housing Privatization Initiative or get combat
pay, do not include this housing allowance as income.

Part 5: Adult household member must sign the form and list the last four digits of the Social Security Number or

mark the box if s’lhe doesn’t have one.
Part 6: Answer this question if you choose.
Part 7: Answer this question if you choose.

ALL OTHER HOUSEHOLDS, including WIC households, follow these instructions:

Part 1: List all enrolled children and household members. For any people, including children, with no income,
you must check the “No Income Box.”
Part 2: Skip this part.
Part 3: Skip this part.
Part 4: Follow these instructions to report total household income from this month or last month.
Column A — Name: List only the first and last name of each person living in your household who share
income and expenses, related or not (such as grandparents, other relatives, or friends who live with
you) with income. Include yourself and all children living with you. Attach another sheet of paper if you
need to.
Column B - Gross Income and How Often it was Received: For each household member, list each
type of income received for the month. You must tell us how often the money is received — weekly,
every other week, twice a month, or monthly.
Box 1: List the gross income, not the take-home pay. Gross income is the amount earned
before taxes and other deductions. You should be able to find it on your stub or your boss can
tell you.
Box 2: List the amount each person got from the month from welfare, child support, alimony.
Box 3: List retirement, Social Security, Supplemental Security Income (SSI), Veteran’s (VA)
benefits, disability benefits.
Box 4: List ALL OTHER INCOME SOURCES including Worker's Compensation,
unemployment, strike benefits, regular contributions from people who do not live in your
household, and any other income. For ONLY the self-employed, report income after expenses
in Box 1. Box 4 is for your business, farm or rental property. Do not include income from SNAP,
FDPIR, WIC or Federal education benefits. If you are in the Military Housing Privatization
Initiative or get combat pay, do not include this housing allowance as income.
Part 5: Adult household member must sign the form and list the last four digits of the Social Security Number
or mark the box if s/he doesn’t have one.
Part 6: Answer this question if you choose.
Part 7: Answer this question if you choose.

Privacy Act Statement: This explains how we will use the information you give us.

Non-discrimination Statement: This explains what to do if you believe you have been treated unfairly.



All About Your Child

Child’s Full Name:

Nickname/prefers:

| have brother(s) and sister(s). Their names and ages are:
Has your child been in daycare before? yes no
Dates attended from to Reason care was terminated:

EATING HABITS

Does your Child have a special diet or are there any foods that should not be served to your child?

Most Favorite foods:

Least favorite foods:

Does your child eat independently (can feed themselves)? yes no

Does your child use a bottle sippy cup high chair pacifier

SLEEPING HABITS

Does your child have a regular bedtime schedule? yes no

What time does your child usually wake up in the morning?

What time does your child usually go to bed at night?

Does your child take naps? yes no

If so, are there special object or routines they prefer?

Does your child have any problems going to sleep or staying asleep? If Yes, please explain:




Permission to Photoqraph

1, , give permission for A New Day Learning Academy to

(Parent or Guardian name)

photograph my child, , for the following purposes:
(Child’s name)

Tvpe of Use: (Please check one)
yp ’ Grant Permission | Decline Permission
Still Photographs: .
Teacher's personal scrapbook ] ]
Promotional material viewed by ] ]
current and prospective families
Center's scrapbook or bulletin
boards viewed by current and O ]
prospective families
Center website ] ]
Center Facebook page O L
O [] -
Videos:
For internal use (staff, current families) L] L]
for promotional use (Facebook, website) ] |
B R S—— S .
Other (please list):
L] L]
L] L]
L] []
[ L]

| understand that it is my responsibility to update this form in the event that | no longer
wish to authorize one or more of the above uses. | agree that this form will remain

in effect for the duration of my child’s enroliment.

Signed:

(Parent or Guardian signature) (Date)
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Influenza (Flu) Fact Sheet for Child-Care Settings
What is the flu?

Influenza (flu) is a contagious respiratory illness caused by influenza viruses. The viruses attack the nose,
throat, and lungs. Flu can be prevented by vaccination. Influenza is not to be confused with “stomach flu” an
inflammation of the stomach and intestines which is not caused by influenza viruses.

What are the symptoms of the flu in children?

Some children may experience the following symptoms: fever, runny or stuffy nose, cough, sore throat,
headache, ear infection, tiredness, gastrointestinal symptoms, conjunctivitis (red, inflamed eyes), pneumonia,

and sinusitis.
How is the flu spread?

The flu is spread when an infected person who has the flu coughs or sneezes and sends the flu virus into the air
near a person without the flu. Flu can also spread when a person touches the surface of an object that has flu
viruses on it and then touches his or her own nose or mouth. Most healthy adults may be able to infect others
one day before symptoms develop and up to 5-7 days after becoming sick. Children can infect others for 10 or

more days after the start of their symptoms.

How serious is the flu? _

Anyone can get the flu, even healthy people. Serious problems related to the flu can happen at any age, but some
people are at high risk of developing serious flu-related complications if they get sick. This includes adults 65
years and older, anyone with a chronic medical condition (such as asthma, diabetes, or heart disease), pregnant
women, and young children.

The flu is more dangerous than the common cold for children. Each year, millions of children get sick with
seasonal influenza; thousands of children are hospitalized and some children die from flu. Children younger
than 5 years and especially those younger than 2 years are at high risk of serious influenza complications. Flu
vaccination reduces the risk of flu-associated death by nearly two-thirds among healthy children.

How can the flu be prevented?

The single best way to prevent the flu is to get a flu vaccination each year. The Centers for Disease Control and
Prevention (CDC) recommends getting vaccinated as soon as this year’s seasonal influenza vaccine is available.
It’s best to get vaccinated early- to mid-fall, as it takes approximately two weeks after receiving the vaccine for the
body to build up protection against the flu. Getting vaccinated in December or even later can still be beneficial,
though. Influenza activity typically occurs all year long, but usually peaks in Texas in late January to mid-

February.

Other measures to prevent the flu at child-care facilities include:
 Avoid close contact with people who are sick.
Stay home from work or school when sick until fever-free for 24 hours without the use of fever-reducing

medications.
o Cover your mouth and nose with a disposable tissue or your sleeve when you cough or sneeze.

Wash your hands often with soap and water. If you are not near water, use an alcohol-based hand cleaner
e Avoid touching your eyes, nose, and mouth to reduce the spread of germs.
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