ENROLLMENT PACKET 
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KDHE REQUIRED IMMUNIZATIONS
KDHE requires the following immunizations for children at our center:

At Birth: 

HepB (1st) 

1-2 Months:

HepB (2nd) + DtaP (1st)   + PCV(1st)  + Hib  (1st) + Polio (1st) 

4 Months:

DTAP (2nd) + PCV (2nd) + Hib (2nd) + Polio (2nd) 

6 – 7 Months: 
HepB (3rd) + DtaP (3rd) + PCV (3rd) + Hib (3rd) + Polio (3rd) 

12 Months: 

MMR  (1st)  + PCV  (4th) + Hib (4th)  + Varicella (1st) + HepA  (1st) + DtaP(4th)  

18 Months:

HepA   (2nd)
5 years:

DtaP (5th) + MMR (2nd)  + Polio(5th)  + Varicella (2nd)
HepB: Protects against hepatitis B

DtaP: a combined vaccine that protects against diphtheria, tetanus, and pertussis.

Hib: protects against Haemophilus influenzae type b (is not the “flue” vaccine)

PCV: protects against pneumococcal disease

Polio: protects against polio, also known as IPV

Rota: protects against infections caused by rotavirus

Influenza: protects against flu (SEASONAL)

MMR: protects against measles, mumps, and rubella

Varicella: protects against chicken pox.

HepA: Protects against hepatitis A

Thank you for your patience, if you have any questions please feel free to ask,

Ms. Jill

(Director)
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Child Care Licensing and Registration Program
1000 SW Jackson, Suite 200, Topeka, KS 66612-1274
Phone: (785) 206-1270  Fax: (785) 296-0803
Website: www.kdheks.gov/beclr/index.htm

MEDICAL RECORD FOR ALL CHILDREN IN CHILD CARE FACILITIES AND FAMILY DAY CARE
HOMES, INCLUDING PROVIDER’'S OWN CHILDREN
Parents are to complete the Medical Record and the History of Immunizations for each child in registered family day
care homes or licensed child care facilities. The Medical Record, History of Immunizations, and Child Health
Assessment are transferable when the child moves to another licensed child care facility or family day care home.

Child’s First Day in Child Care_

Child’s Name.

Name of Child Care Facility.

Date of Birth, Gender

First Last

Parent/Guardian Information
Name,_

IM/DD/YYYY M/F

Parent/Guardian Information
Name,_

Home Address

Home Address

Street city Zip Code Street city Zip Code
Home Phone Number Home Phone Number
Work Address, Work Address,

Street city Zip Code Street city Zip Code

Work Phone Number
Cell Phone Number.
E-mail Address

Work Phone Number
Cell Phone Number.
E-mail Address

Best way to contact,

Names and ages of children in family

Best way to contact,

Persons authorized to pick up the child or to notify in case of emergency. Include name, address, and telephone number.

Attach an additional page, if necessary.

Childs Physician

Phone Number.

Child’s Dentist.

Phone Number.

Hospital Preference (for emergencies),

1. Has your physician approved the use of any non-prescription medications for your child such as acetaminophen,
cough syrup, or ointments that can be given by the child care provider? ___No __Yes, as follows:

2. Does your child have any of the following conditions? Please answer yes or no.

Allergies
Asthma

Epilepsy/Seizures Other.

Frequent sore throats/colds
Speech, Visual, Hearing

Ear Aches
Diabetes

If yes answered to any above, please provide additional information.
3. Have there been major changes at home that might affect your child in care?

No__Yes, as follows:

4. Please provide additional information or special instructions that will help the person caring for your child.

Signature of Parent/Guardian

Date:,




[image: image3.png]CACFP Meal Modification Form

Important! Select the spoficabie meal modifiction sategory from tne tres Isted below. Then careullyread and folow the
procadures for tt sategory. The cenferinome wil ratum an incompiste Meal Modifcaton Form o the parantguardian. If you
Rive quesions asout his form, te senierhoms il <555t yoc.

1. Modificatian dus to s disabilty:
" A cantarihome providar s rEquied 1o make mesl modificstons prescribed by  feansed ahysician fo Sscommadits &
paricipant dsabiy. S the cafryton of dsabity on i back of s form.
« Parts of tis form mst be completad by 2 foensed physician (MD or DO).
+ Parts A 3nd C of this fom must aiso be completed before the centeriom oan make meal modifations.
T meal modficatons wil coninue il 3 fcansed physician raquests hat the modifoatons be changed or stopped
oy completng s form with he change. The form s avaiabe from fhe centersponsor.
+ It stongly recommended that a osnsed physician annualy pdate the prescrived dist o

2. Modification due to 2 food allergylintolerance, or other medical conditin that does not rise o the level of 3

disabilty:

+ A centerihome has the apfin to make mesl modifications prescrbed by a medical authory dus 10 3 food
lergylntoterance or oiner meios sonditon that Goss not = to the Svelof 3 dsabiy.

« PartB of tris form must e completed by & medioal authority wh i 3 oensed physizan (MO or D). physiian’s
assstant (PA, or achanoed ragistered nurse oracttonsr (AR,

« Parts A 3nd Clof this fom must aiso be completed befors the centeriome oan make meal modfcations

+ 113 cenfarinome cnooses (o make the meal modfioatons.they wil coninue unt] 3 meil suthorty equests that the
mofications be changed or siopped by sompleting i form with tha change. The form is avalabia rom
centerisponsor.

+ It stongly recommended that a mesical auhorty annually ups:

e prescribed it orcs

3. Substitution forfluid cw’s milk dus to laotose intolerance, alleray, rligious, sthicalar cultural ressons:
+ A centeriome has the apfin to make a subsifuon fo fid cow's ik thatis requested by a parentiguarsian, but hat
s notprescrbed by 3 medical suthorty
« Parts A and D ofhs form must be complted bsfore ths oenteroms csin make 3 substuton for flid cow' mik.
+ 113 cenferiome chooses o provide such a substiuton, hey wil continus il 3 pareniguardian raquests that e
subsition 52 changed or stopped by complaing s form wih the changs. The form is avalble fom the
cenerisponsor.

PartA. Participant, ParentiGuardian & CanteriHome Infarmstion — To be complted by & parntgusrdian or contsct person

Partcisnts Name: Date o st

ParentGuarsisn's am: Earent/Gusrdisn's Phone:

Centarioms Name: Gantariromes Phone:

Part. Prescribed Dist Order - Th part must be completad by 3 medicalsuthory S5 specifi above.

1. Chsck ONE:

I Food stirgyintolrancs or ther mecieal congiton tt doss no ise o th level o 3 issbity OR (] Dissbit

a2 1 the prescrined ct odr.

2. Specity the food allergyniolrance, medical conditon,or disabiltyre

artcioant nas > disabilty. what malor Ife scity s afected? Example: Alrgy t peanuts afe

. Type of Special Dt

D3 Check ot sppicsble OR speci the ype of specil die (e.5. guten-ir

et sto)
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[image: image7.png]ENROLLMENT & INCOME ELIGIBILITY FORM FOR CHILD CARE CENTERS
JULY 1, 2014 THROUGH JUNE 30, 2015

Part1. CHILD ENROLLMENT: Complete the information below for all children in care. If the child is a foster child (legal responsibility
of a foster care agency or the court). please check the box.

Weals Served Ethnicity
Dateof | Tmesof Care | Regular Days of Care Deing Care ‘Race- Foster
Birth  [“amia - Tslel2]c]? - - child
Last Name, First Name Time MUTIWL T E S o |t || O | Sy | Reee

olo|o|o

“Ethricty eecens
*Race tseecone oo

Part2. HOUSEHOLDS RECEIVING BENEFITS FROM THE FOOD ASSISTANCE PROGRAM (FAP), TEMPORARY ASSISTANCE FOR FAMILIES
(TAF), OR FOOD DISTRIBUTION PROGRAM ON INDIAN RESERVATIONS (FDPIR): Complete Parts 1, 2 and 4.

=Hispanic or Laino or
i

(=Not Hisparic or Latino
8=Black or Aican American, =American Incian or Alaskan Nt

A=Asian, or

Hawaiian or oher Pacilc siander

Frogram Name: Case No.

Part 3A. HOUSEHOLDS EXCEEDING THE INCOME GUIDELINES: Complete Parts 1, 3A and 4.

If your family income exceeds the income guidelines (isiedon reverse s, check this box 01




[image: image8.png]FAPITAFIFDPIR HOUSEHOLD

HOUSEHOLD CATEGORY: O Free
____ Homeless Documentation from school, emergency shelter, or agency g Reduced Price

ANNUAL INCOME HOUSEHOLD SIZE.

Foster Child - Free Category
List name of foster chid(ren)

Sponsor's Determining Signature Date

Sponsor's Confiming Signature Date



[image: image9.png]o=cial Feeding Equipment
‘Check f not appiicable OR st special feeding equipment (28 large handied spoon. Sopy cup, et )

8. Facds ta be Omited snd Subst

D0 Gk f not ppisbie OR lstspacif foacs to be amited snd susstiuted.f mare spcs s nsedec. sign and atisch sdifonal
sneatof paper

IMPORTANT: For a parcipant who doss nit have a recogrized disabiy. e only uid cow's milk substtutons allowed by USD)

are: (1) lactose-fee fid cow's mik ora (2) non-dairy beverage wih 3 nutrient profle squivalent o fluid cow's ik as spesiied in
federal reguiatons. Curenty ihe only beverages mesting these specifcations are the fems specied inthe offcial s on win k-
etorg
it Foods Listed Below: Substiute Foods Listed Below:
5. Madical Autoriy's Infornation
Signare: T
Prinied Name: oo Dt

Part . ParentGuardian Permission - To be compltad by 3 parentguardian

1 give permission for e centerhome caregiver to follow i preseribed diet order for my partcipant’s GAGFP meals_ | lso give
mission for my chid'sparicipant’s medical authorty o furiher clarfy the prescrined et order on s form i eguested 1 6o 50 by
Centerir

ParenGusrsien's Signsure: oste

PartD. Request Substitution for Fluid Cow’s Milk dus to Lactose Intolerance, Allergy, Vegan Dit, Religious, Cultursl or
Ethical Reasons - To be compited by a parentiguardian

<= provice e parbepant nam=d T Fart A o7 s for i i Tolawing subettat (Chask ONE):

or TR cows i 1

O Lsctosa-res cows ik L] Non-siry beverage with & nunent prafle equivaient to fuid cow's ik par facarslraguistions

ParenGusrsien's Signsure: oste

Definition of Disabily:
Uncer Sacton 504 of e Rehasiitaton Actof 1973 and the Amarisns wits Disabiiss Act (ADA), 3 “person with 3 dsbiiy” means
iy parsan who has  physialor mental mpsrmEnt which sUbstanaly s ane or more msjr e scivi, Nss & resord of such
imparmant or & ragarded 55 having such an mpamant.

Msjor e acivies covered by tis Gefton include oaing for one’s sef, eaing, performing manusi asks, walking. seeing, hearing
<peaking, brathing. learing. werking and mjor bodiy funcions. Tha term physisl or mental mpaImEnt ncudes. bt not imi
o, such diseases, condtons, and functions a5

Ornopecic, visua,spesch and hearng Impairmens
Cersbral Faiy. Epiepsy. Muscular Oystrophy and Multle Sclsrasis
Digestive, bows! and biadder
Neurologioal and brain Menis!retardsion
Respiratory Emotiona ness.
« Cancer + Drug addicton snd alcobalism
Individuals who take miigating measures o mprove o Sontol any of he condiions recognized 35 3 isabilty are stl considared o
have a issbilty and raquire 3n accommogaton

Cardioussealsr,circulstory and hesrt
Netasols and sndosring.
Food anaphylars (severe food sirgy)

In corcance i Fecera o nd U.S. Depariment of Agrcutre polsy. his nsiuan S pronibie rom dscminsing on th bass of sce, cor
ratonalcrn. S 5e, o 53y, To i s compant o Gscenaton.wrie CSDA, Do, O of Acudeston, 1400 ncapendenos
e, S, asiigion, 0.C. I2S0BIND. o el i e (366) BS2022 (sace). s who 31 hedr mpsired of Ve spaee
icaies may conact USDA g Faders R sy Senvoe (00) £77-2232: o (200) 45.3130 (Spam). USDA & an scusl spparnty provide
Srdempoyer




[image: image10.png]Part 38. ALL OTHER HOUSEHOLDS — If you do not have a FAP, TAF o FDPIR case number: Complete Parts 1, 38 and 4.

GROSS INCOME BEFORE ANY DEDUCTIONS (Net for Self Employed)
W=Weekly E2-Every 2 weeks 2M=Tuice monthly MeMontnly Y=veary
List the Names of All Household Eamings romwork | WIS Super, | Pengiens, Retrement. |y ey ncome | 7%
Wembers not isted i art 1 ES
Eare e S N T S T R N
1 a
2 a
3 a
4 a
5 a
6 a
Social Securty Number o Househald Member uno signs form

Last four digits of Social Security Number: xxx- Xx I you do not have a Social Security Number, check this box 0

o approie yor chid o
uired wren o apoiy o
yeu chia o oter (FDPIR)

e o reducd ice e

: Securty unber €
.0 Progam oninen Resenaton (FOPIR)

We i use you fomaten o dleme fyour

Part4. SIGNATURE AND CONTACT INFORMATION:

I certiy that all information on this form is true and that ail P e

income s reported. | understand that the facility willreceive =

Federal funds based on the information I give. | understand that

CACFP officials may verify the information. | understand that if | Gy T Code
purposely give false information, the participant receiving meals

may lose their meal benefits, and | may be prosecuted.

Daytme Teiephone.

Empioyert)
Sgrature of Parent or Guargan e

| OR CENTER USE ONLY I





[image: image11.png]Part 3B FOR ALL OTHER HOUSEHOLDS:

+ Complete Parts 1, 38 and 4 on the reverse side using the additional information below.

+ HOUSEHOLD NAWES: Write the names of everyone in your household not listed in Part 1. Include yoursef and all other children,
your spouse, grandparents, other relatives and unrelated people in your household. Use a separate sheet of paper if you do not
have enough space

+ GROSS INCOME BEFORE DEDUCTIONS: Wiite the amount of income each person gets on the same line as their name. Use
the appropriate column(s): Earnings from Work, Welfare/Child Support/Alimony, Pensions/Retirement/Social Security or Other
Income (see list below). Next to the amount of income write how often the income was received. Income is all money before taxes
or anything else is taken out. If a person does not have income, check the box for zero income.

OTHER INCOME: srike benefits, unemployment compensation, worker's compensation, disability benefits, interestidividends,
cash withdrawn from savings, income from estates/trust/investments, royalties/annuities/rental income, and reguiar
contributions from persons not living in the household.

FOSTER CHILDREN: List any personal income received by the foster child under Part 38. Personal income is (a) money
given for the child's personal use, such as clothing, school fees and allowances and (b) all other money the child gets, such as
money from his/her family.

MILITARY HOUSING BENEFITS: Report off-base housing allowance as income. If the housing is part of the Military Housing
Privatization Initiative, do not include as income.

SELF-EMPLOYMENT.: Report income derived from the business venture less operating costs for net income. The loss from
the business cannot be deducted from a positive income earned in other employment. The least possible income is zero.

+ SOCIAL SECURITY NUMBER: Write the last four (4) digits of the social security number of the adult household member who signs
the form_ If the adult household member does not have a social security number, check the box. Use of this information is for
CACFP use only and is required

Part 4 SIGNATURE AND CONTACT INFORMATION:
« Sign and date the application. The form must be signed by the parent or guardian.
«  Complete the contact information — name, address, telephone number, and employer information

s sorminaion agalnt s customers, emplopess. and pplicantsforemployment on ne bses
Cretaion,or 4o par o n vy
ciment (ot 31 prnbizd ases

coor.national g, ag, sy, sex,gendersenty
Tncoms s cerved Fom 2y publ. a5 tance rogam o
10 llragrams s emplogmen schvdas.

The U Deparment of Agroture
reigon.eprsal 3nd where 3pPICable, pOISEA berel, marl SR, FamLal o paroral S, senc
eoteced Ganeic nfomion &g yment o n any rEGram o Sl conducted o funces b he Des

I you ish o le 3 vl Rightsprogram comeiin f criinton,compets e USDA Proram Dsorivinaton Compiin Form, ound onne 3t s asr usda govlsomsialnt fing_custd, o 3t 3ny
USDA offce o call (866 832.0382 o request e fom. You may S0 wrie  ater conaning 1 of e normation rsqueses nine form Send your compleed comp i o or eEer o s by mall 1.
Depariment o Aqreuturs, Drscor, Ofed ofAdceatin. 1400 naspancénas Avenue, - Washingtn, D C. 0580-410. by o 442 or e St o e S0 . G o 3
G nardof 3 o e Spéaih st iy eonisc USDA hrough e Fadesl Ry Senvis (200 772336 o (800 84236 (Spani. USDA £ an el pportny savcer and amsiaper




[image: image12.png]Dear Parent or Guardian:

Our center has been approved for participation i the Child and Adult Care Food Program (GACFP). The GAGFP reimburses the
center for the partial cost of meals. Participation in the GAGFP enables us to keep our fees lower as well as sefve nutritious meals to
children in our program

The parent/quardian must complete Parts 1 and 4 and one of the following options: Part 2, Part 3A or Part 38, to determine the
‘amount of CACFP funds the center will be eligible to receive. This form will be piaced in our files and treated as confidential
information. Note: no white out or erasure should be used. If there is an error cross through, correct, and initial.

Part 1 FOR CHILD ENROLLMENT:
« CHILD'S NAWE: List the first and last name of all children enrolled at this center
« DATE OF BIRTH: List each child's date of birth
+ TIMES OF CARE. DAYS OF CARE and MEALS SERVED: List the regular times of care for each child by listing their arrival time
and leave fime, check each day the child will be in care and check each meal type received while in care.
« ETHNICITY/RACE: Using the codes provided, enter the codes for ethnicty and race.
+ FOSTER CHILD: If the child is a foster child (the legal responsibility of a foster care agency o the court), please check the box

Part 2 FOR A HOUSEHOLD RECEIVING BENEFITS FROM THE FOOD ASSISTANCE PROGRAM (FAP), TEMPORARY
ASSISTANCE FOR FAMILIES (TAF), OR FOOD DISTRIBUTION PROGRAM ON INDIAN RESERVATIONS (FDPIR):

« Complete Parts 1, 2 and 4 on the reverse side.

« Provide the name and case number for the program from which benefis are received

Part 3A FOR A HOUSEHOLD EXCEEDING THE INCOME GUIDELINES LISTED ON THE CHART BELOW:
« Complete Parts 1, 3A and 4 on the reverse side.

TO CALCULATE ANNUAL INCOME
Weekly Income X 52 + Every 2 Weeks Income X 26 + Twice a Month Income X 24 + Monthly Income X 12

Housshold Each Addiional
size: ! 2 3 4 s s ’ Famil Member
Annual
income:

$21.590 | $29101 | $36,612 | $44123 | $51634 | $59,145 | $66,656 +87,511



























In order to complete your child’s enrollment, the following forms and payments must be made:





Give the center your information and when you will be starting.


Put down the deposit/enrollment fee to hold your child’s spot: 


$50 for 1 child/$65 for 2 or more


Complete this packet and the packet labeled “Please Sign and Return” with the enrollment agreement on back.


Medical Record For All Children In Day Care Facilities Form 


Child Health Assessment 	Form


Very Important: 


Physical must be on hand by the first day. 


Authorization For Emergency Medical Care Form


Enrollment & Income Eligibility Form For Child Care Facilities Form


Meal substitutions for Allergies or intolerances, your child’s allergy form must be signed by a doctor.





Country Child Care, Inc.


404 West Irma


Maize, Ks. 67101


(316) 722-4500 Telephone


(316) 722-9131 Fax





Country Child Care





Leave Blank





    The smiley face stands for immunizations that are required to be up to date by kdhe, required shots are listed on 2nd page of packet. 





Country Child Care





Names and Birth DATES of children in family:_________________________________________________________________





Persons authorized to pick up the child or notify in case of an emergency:


Name: __________________________ Number:________________________ Address/State/City/Zip____________________________


Name: __________________________ Number:________________________ Address/State/City/Zip____________________________


Name: __________________________ Number:________________________ Address/State/City/Zip____________________________





Child’s Physician’s Name: ______________________________       	Number: _________________________





Child’s Dentist’s Name: _______________________________       	Number: _________________________








Indefinite 





$              Monthly $	   Monthly





$	   Monthly





$	   Monthly


$	   Monthly





$	   Monthly 














X                                                                 X











Parent Full Name : ___________________________________________


Home Street Address: ______________________________________


Home:   City:_______________ State: ______________Zip:_________


Home Phone Number: ______________________________________


Work Address: ______________________________________


Work:   City: _______________ State: ______________Zip:_________


Work Number: ____________________________________________


Cell Phone Number: ________________________________________


Email: ___________________________________________________


Best Way To Contact:              Home           Cell             Work





$          	   Monthly 


$              Monthly 





$               Monthly





$              Monthly 





$              Monthly 





$              Monthly 





 





$           Monthly $           Monthly 





$           Monthly





$           Monthly 


$           Monthly


 


$           Monthly 





 





$               Monthly


$	    Monthly





$	    Monthly





$	    Monthly


$	    Monthly





$	    Monthly 

















Hep. A’s first immunization should be given by 12 month’s of age, then the second immunization given six months from the first immunization. 





Country Child Care, Inc.


 Telephone             (316) 722-4500


 You can FAX to: (316) 722-9131





Country Child Care Staff St











Country Child Care, Inc. 			15505-006 – 002565-003																																		1























Indefinite 





Parent Full Name : ___________________________________________


Home Street Address: ______________________________________


Home:   City:_______________ State: ______________Zip:_________


Home Phone Number: ______________________________________


Work Address: ______________________________________


Work:   City: _______________ State: ______________Zip:_________


Work Number: ____________________________________________


Cell Phone Number: ________________________________________


Email: ___________________________________________________


Best Way To Contact:              Home           Cell             Work





Child’s Name:____________________________________


                                     First		Middle		Last








   


X


____________________________________________________








