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Application Date: : Desired Enroflment Date: _

%priority is given to those childven enrolling fo

meet the funding requirement.

Full Name of Chid:

v full-time cara {5 days a week)‘who

Date of Birth:

. Nickname

Address of Child:

Home Telephone!

The Chiid Tves with:

_____Both Parents

. Moather

___ Father

_____Other (if yes, pleasa specify)

Fuli name of enralling Parent of Guardian:

Signature of enrolling parant ar Guardian:
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Family Information

Mother's/Guardian’s Name:

Address if different from Childs:

Email address:

Mother’s cell phone number:

Mother’s Employer:

Ernployer telephone number and address:

Fathers Name:

Address if different from Childs:

Pather’s: cell phone mumber:

Bmail address:

Father’s Employer:

Employer telephone number and address:

Name and ages of siblings:
Name : Age

lives with the child

MName of other people living in the home:

NWame of Pediatrician:

Telephone number of Peciatrician:

Health insurance Provider:
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General Information
In order for our staff to provide a comfortable setting for youy child it is helpful if we Jawow some
baclkground information. We wonld apprecinte if you would share the following information.

‘Which language is your primary language at home?

Has f/our child previonsly received any other form of child care?
Yes NO

If yes please explain:

Please note any difficulties your child had adjusting to his/her former child care:

What did your child enjoy most ahout this experience?

What did your child enjoy the least about this experience?

Is yonr child afraid of anything and if so, what?

How do you comfort your child?

How does your child react to stressfol situations?

‘When your child mishehaves at home, what is your response?
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General Information Continued
In order for our staff to provide a comfortable setfing for your child it is helpful if we lntow some
background information. We would appreciate if you would share the following information.

Does your child have any other children to play with?
Yes NO

Iiyes how does he/she relate to other children?

Is your child toilet trained?
Yes NO

If yes was it difficult, and or are you still working om it with your child?

If the child’s Parent’s are separated, divorced, or not living together at this time,
Low would you describe the present relationship between the parents?

Does your child have regular contact with the parent not currenﬂy Living in the
child’s home? Please explain.

)

Do 'you have any custody/visitation apgreements?
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Sliding fee Scale

If your family income is less than 75% of State Median Income, you are eligible for
a funded slot. Af current time, these figures are:

Family Size Gross Income
Must be less than:
Faxily of 1-3 $65,656
Family of 4: 78,161 -
Family of 5: , $90,666
Family of 6: $5103,172
Family of 7 _ $105,517 |
Family of 8: $107,861
Family of 9: ‘ $110,206
Family of 10: _ $112,551

Pleage mark one of the choices belovwr:

Yes, I believe I am eligible for a funded slot.

No, I am not eligible for a funded slot.
Families on the sliding fee scale must document their income with 4 weeks worth of
pay stubs or, if self-employed, Schedule C of your most recent Federal fncome Tax
return with a self employment form that has been notarized. If applicable, please
also submit copies of unemployment ox Worker Compensation award notification,
as well as notification of TFA, etc. This docimentation does not need to be
submitted with this application. You will be asked to bring it with you when you
come in to complete the enrollment process,

~ * for Infant Toddler and Preschool only
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Medical Information

Is your child in good health?
Yes NO

K uo, please explain.

Please list any physical Hmitations:

Please Iist awy allergies:

" Pleage list any chronic conditions:

Has your child ever been hospitalized for a serions medical condition?
Yes NO

'Ifyes_, for what reason and at what age?

Other Informution

Please use the space helow to share any other information that might help us care
for yonr child.
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Checllist of what pou will need to bring for enrollment completion:

$25.00 application fee cash or check made payable to The Wallingford
Community Day care Center (WCDCC)
Emergency card filled out
Child’s Birth Cerfificate
Child’s Social Security card
- - Child’s Social Security number
- - Parent’s Social Security number

Proof of Regidency:
JUtilify Bill (phone, cable, electric, gas)
- Property Tax Bill (ear, home)
-Driver’s license/ State ID )
(If none of the abave can be provided, must match address on
enrollment forms and the parent’s pay stubs.)

4 consecutive paystuhs/ please see list of income eligihility on page 6
CACFP form filled out
Updated physical (if your child is schocl age, we will accept the physical you gave to
his/her school):

a flu shot is required if entering during the months of Sept-March
Attached packet must be fully completed:

~ Anthorization for child to be picked up

- Non-medical emergency phone mmbers

- Ahsent Parent’s Consent for Emergency Treatment

~ Other permissions

- Parent/ Guardian agreement form

- Confidential Financial Statement

- Releage of information/ RN and Social Warker

- Consent for the release of information

- Intake Interview documentation







Required Docamentation for Enroltment

$25.00 Application Fea

Child's Name

Parent/Guardian Name

Ernail Address

Child’s Social Security # - - Date received /documented
Child's Birth Certificate Date reéeived/ documented
Proof of residency:

«  Utility Bilt: () phone; () cable; () electric; () gas

+  Property Tax Bill: () car; ( home

» Drivers License: { ) onlyifnone ofthe above can be provided [must match the address on the
enrollment forms and the parent's pay stubs] -

«  Stzte ID for non-driver: () [may not be driving car to drop off or pick up children. address must match
pdy stubs and enroliment forms]

The Informaton provided Is true and correct te the best ofmy lmoawledge and bellet. 1 understand that the child's enrollment may
ba terminated immediately if | fail to notify the office within 24 hours of ANY CHANGE in my or my child's resldency, employment,
custody of the child, or anything that may affect my ehild's ellgibility for enroliment,

Sipnaturs Data

80 Wharton Brook Dy, Wallingford, CT 06482 | 203-294-4176 | wwwowallingfordeommunitydaycare.com







Wallingford Community Day Care Center

Canfidential Financial Statement

Must be accompanied by 4 current pay stubs & IRS Form 1040. All information must be completed.

Child’s Name: SSN: - -

Address: Apartment #:

Ciﬁ: State: _ Zip Code:

Family Information:

[ ]One Parent [ 1Twao Parents [ 10ther

1% Parent/Guardian Name: SSN: - -

Place of Employment: Gross Income: /month

2" parent/Guardian Name: SSN: - -

Place of Er‘np[oyment: Gross lncome: /month
Family Members not listed above:

Name: Age: Relationship: Employed: [ 1Y [ IN
Name: Age: _ Relationship: Employed: [ 1Y [ IN
Name: Age: Relationship: Employed: [ 1Y [ IN

Additional Financial Information:

Child Support:

Other:

Receive Care 4 Kids Assistance with Day Care: { ]Y

/month

/month

Explain Other:

Unemployment:

/month

[ IN

SSi:

/ month

OFFICE USE ONLY:

Date received:

Qualifies for: [ ] Funded Program

Family Size:

[ ]Private Program

Total Family Income:

Weekly Fee:







Parent/Guardian Agreement

Child's Name . Date of Birth,
Is enrolled in the prograim.
L (please print parentname) AETeS to the following terms.

{. To abide by all of the rales and reguiations established by the Board of Directars for the operation of
the program. |

2. Topaythe weekly fee of § an Monday of the week of service regardless of attendance
or center closing due to weather emergency.

3. To notify the center when my child will not be in attendance.

4, To provide the center with valid phone nambers, employment information, and wp to date emeTEency
contact numbers. '

5 'I“o natify the center immediately when there is any change i o1y employment stalis, worlc hourts ar
earned income. l '

6. To notifythe center of any potential castodial disputas or other COnCerns which may prove distressing
or harmful forﬁy child ar others in the program.

The hours and days foir which care ismeeded are:

Monday__ . ———— AMto PM
Tuesday . A to BM
Wednesday AM D ™
Thursday ' AMin PM
Friday AMt®0_ PM.

Planse note: State rules allow for 1/2 hour fravel Hme to and from your ploce of smployment

[understand that service may be terminated immeédiately if any terms of this agresment are violated, This

agreementis valid for one year from date of signature unless revised or terminated.

Slgnature . Date

g0 Wharton Broak DT Wallingford, CT 06492 [ 203-394-4176 1www.walllngfardcommunltydayca:a.cnm
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Date

Muthorization for Child to be Picked Tp at Child Care

Name of Child

1, parent/guardtan’s name

Anthoerize thoée individnals (over 15 years af age) listed below to pick up and remove my child/children

from the center and to provide transpartation for my child/children,

Signators

Date

PLEASE NOTE: Photo identification is required of all persons authorized to remove children from the center,

Name Relationship tcl Child
Home Address ‘ l |
Home Phone/Cell Fhone, Wark Phone
‘Placs of Employient, d
Name Relationship o Child
_ Home Address.
Homne Phone/Cell Phone “Work Fhane,
* Place of Employment
Name Relationship to Child
Home Address
Hc;me Phone/Cell Phana Work Phone,
Place of Employment

80 Wharton Bragk Dr, Wallingford, CT 06492 | 208-294-4176 | www.wallingfordeommualtydaycare.com







In the event of a nan-medical emergency,

NON-MEDICAL EMERGENCY PHONE NUMEBERS

such as an early clostng due to inclement weather, the individuals

listed below may he called to pick up and remove my child from the center and provide Transportation

\

Slgnature Date
Mame Relationship to Child
Home Address’

Home/cell phone Work phone
Signahme Date
Name Relationship to Child
Home Address

Home/cell phong Work phone
Signature Date
Name Relationship te Child
Home Address

Home/cell phane Work phane,
Signature Date
Name Relationship te Child
Home Address

Home/cell phone Work phone,

84 Wharton Brock Dr, Walllngford, CT 06492 | 203-294-4176 } www.wallingfordcommunitydaycars.com







Absent Parent’s Consent for Emergency Treatment of Minors

In the event of a medical emergency, centet staffwill call 911, Transportation will be provided by emergency
services to an appropriate medical facllity asis determined by the emergency response unit.

1 give my permisston for Child's Name to receive

emergancy medical treatment and transportation to an appropriate medical facility for any additlonal
treatment as may be Indicated.

[ authorizs any lcensed physician to provide treatment, order injections, hospitalize, give anesthesia or
perform surgery for Child’s Name, dering my absence.

[ understand that this authotization is given pricr o any need for medical treatment, but Is given to ayoid
unnecessary delay in emergency treatment, which the physician may deem advisahle in the exercise of
his/her best judgment.  presume a reasenahle atternpt will be made to contact me. '

Slgnature Date;

Relationship to Child

In the event of such an emergency involving my thild and 1 carmot be reached, The Wallingford Community
Day Care Canter, Inc, should contact the following:

Name ) Phone: home . work

Relationship to Child

Name Fhone: home work

Relationship to Child

Signature : Date

Nzme Printed

Known Medical Problems

Medications Allergies

Date of Last Tetanus Shot. Child's Physician Phone

RO Wharton Brook Dr, Wallingford, CT 06492 | 203-294-4175 | www.wallingfordcommunitydayeare.com







(Other Permissions

I give my permission for Child’s Name, ' ta be given first aid should
the need arise. .

Signature Date

Relationship to child

[ give my permission for Child's Name ‘ 0 accompany the children

of the Wallingford Compmunity Day Care Center, Inc, on field trips made during the time of enrollment. T

understand that transpertation will be by vans or buses.

Signature i Date

Relationship to child.

[ give my permission for Child’s Name to accomnpany the children

of the Wallingford Commumity Day Care Center, Inc. on supervised walks off the center premises,

Signature i Date

Relationship to child

1 give my permission for Child’s Name, to be phctégraphed by

center personnel, the newspaper and fhe media. [ also allow them to use my child's nama.

Slgnature Date

Reladonship to child

50 Wharton Brook Dr. Wallingford, CT 06492 | 203-294-4176 | www,wallin gfordcommunitydayrvare.com







The Wathingiora Community Day Carc Ceater, lnc.
80 Whartos Brook Drive © Wallingford, CT, 06497 = (203) 254-4176

Caomsent for the Release of Information

P suant to Comentiout LreneraL Statutes sectioa 1)- EOa(d) The Wallidgford Commumty Deay Cara
Cin

ter, [nc. must prmﬂdh certain F:iucailun—reiatad information about all' children receiving stats and/or
faderal fimding to the Cq fanactiolt State Deparmert of Educdtion. Information about chﬂdrenwho da,
nof Teceiving state or .farﬁeral funding {s not reqiired by law, but may be provided with’ permssmn of ks
parent/ glardla:u Be.can s your ¢ le’ s placement i not funded by stats or federal grants, we are agling
your permissica to shiar 'your child’s information with the State Deépartinent of Ed&lca.hon ,'
le data are ured forireggarch puiposes. The users of the personal data included the Stats Depariment of *

Ecneation (Bawseau of Bily Ch.lldhaod Education), 1ocal sducation agencies, state acancms (which may '

ntlude the Department bf Menml Ratardation, the Lll:‘-'[JﬂItIILGI!.t of Children and Famitias, the Depart‘mant
" of| Social Servicas, and & Depattment of Public Health), Al of fae aforementioned state agencies and

ths public at lerge nsk n n-persomalized statistcal summary data gleaned from individual records,

The following mfmrmat lon would be providéd to the State Daparhnent of Educahon

1da=nt Town Health Tasirancs |

Name  Daie GEB]Ith Race Gender
=e/Raduced Lumh Sthtus EAJE Date I‘unc.mg Source Information. Enzollmen‘t Days/ Hours

b

Under the Perjonal Ii)g.tln Act Corng, (Gen. Stat. sscHons 4-190 et seq; ,the Smte Dapartment of

s toke r':asona:lbla plecauhcms to protect par: cual data;
e keeps ccn&ple.t record of
« towhim digele

acessi; and fma

svery individual, Bgency-or organization who has obtained access to or
sure has bersn tmade of pertonal data and ¥ha reason for each swch disclosure or
Intain suéh record for nat lass than five years from the date of obtaining anch

accest, and fnale available to the individual (in this case the parent or guumm) upon writtsn
. Teque , of this'record;

inforrs the pardnt or guardian, vpen wiitlr £ iequast, whether the agency mam’tams personal data
conserning hisor her child;

disclcse o apéram or guardian , upen wr {ren request, all personal data concemmg his or her
child maintiinéd by-the agenay;

e provi ﬂu procediives which:

{1y a.'ilo‘i‘f the parvent or guardian re contest the accuracy, pomplatenass or ralevancy of his
or her bhild’s persanal data;

(2) aﬁgw personal data {0 be corrted upon the parent or guardian’s request when the
agency concurs with the proposed corection;
(3) aliow a parent or guardian whe bahsves tha 2gency mam*tams inacénrate or
incomplets personal data concerning his or her child fo add a statoment to the record
seifing forth wht he or she belie'/es to be an accurate or complets version of that
personal data, *Such statement sha® besome a permansnt part of thie agency’ s.personal

' data system and shall be disclosed o any individual, acrency or orgamza‘hon to which the

. disputed perschal dafa i disclossc

If'you agres o have iEférmation ebout your chilé and her/his anrol]mant i 011r prn gram shared with the

Department of Ed.‘lIDELUOI}_, pleade complets ths attached statement. Ifyou da not W.lah 14 include your
ghild, you dc notnesd to take any acticn.

T you have soy questions concerning this matier l=ase contact Charles Mariie: (éﬁ@) 713 -6309.,




Consent for Relsase of Information
L | |

.

(Parent/guardian)

_. tonsant that

_ —_ may share icfommatien abont ny
. {Preschocl namie)

child with the Conngsticiyt State Department of Bducation. [ understand that all

f . , leeal edncation agencies, ind other state
Agencies. State dgéncies &nd the, public arlérgé. may ase nou—perscna]lizf;d st; tistfic-al SUmmary
data gleanied from individual records, I further undersrand that the State Depdrtment of
Edu(j:atign will comply with state and federal lavr concerning the prowection apd disciomure of
such information, ‘ '

(Parent/guardian signahme)

(D ate)




=

The Wallingford Commmmity Day Care Ceanter, Ing.
Discipline Policy Discussion with Parents/Guardians
Ttale Tnterview

Time outs are notused in program. Reditestion is nsed as a method fop discipline.. Remember to
tedirect to the positive, net away frera the negative. We all have beex trained positive guidance
znd we use stmilar tedimiques to those fisted below. Carparal, frightening, nmriliating
neglectfil, or abusive punishment is sticfly prohibited. Children may not be Hed or bound and
the least resttictive mears will be

used 10 contrcl any child who is in danger of Trting
him/herself ov others.
Beharioy Mlanavement
Groumd Fwles ’

. Be consistent

. Decids what is Im'_CIGItﬂI[t and whet i3 mert Importart far the child to do.
Be clear,
. Set limits and fo]lﬂw Ahrough.
- Make tho consequence a direct, immediate tosponse to the child®s behavior,
. Encourags positive behaviers,

1

2

3.

4. Bé firm but seppartive.

5

6

7

8. (ive the child choices whenever possible.

. Examaples of Positive Guidames
Do Say '
Please sit on your bottom when you stide.
Please dig in the sand.
Use both hends when you climb.
Keep the puzzle atthe table.

Use the boals for %eax'ﬁng.

Use your nsids woices,

Sit on your Totiom.

Tt is time o o dnsude.

Pleass deinle your mille.

It’s time to clean tp mow, please hand me the big bloclk,

Don’t Sary

Don't stend when, yon slide.

Dont theo sand.

You'll fall if you don’t waich,

Don’t dnmp the puzzle pieces on the thls,
Don’t tear the boolrs.

Mo shoiting, ‘

Do you wamr to go msids?







The Wallingferd Comur. sty Day Cars Ceniter, Inc.

Tntsles Tmizrviz » Docomentation

1 havwe rensived a copy of the parert bane book end had an opportunity to disonss my
child’s enralliment at the center. Thrdng tha conversation, the discipline policy and ather
fmpertznt policiss wers discnssed, Tmda-stand that the center has an open door policy,

and thet T emialways weleome m v ohild s classtoom. I fiurther imderstand that weeldy
fees mnst be paid by Monday of the weeb

of servics, ™1 have any questions, Tlmow T
may speak with my child's wacher or anyone in the office.

Bigned:

Printed Nams:

Relationship to Chal:

Child’s Wame:

Tjﬁt&:
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What is WIC? WIC was established as a permanent program in
1574 1o safeguard the health of low-income women, infants, and
children up o age 5 who are at nutritional risk. This mission is
carried out by providing nutritious foods to supplement diets,
nutrition ecucaicn {including breastfeeding pramation and support),
and referrals 1o health and other social services. Find out mares:

Where is WIC available?

The program is available in alt 50 States, 34 Indian Trib-

al Organizations, American Samoa, District of Columbia,
Guam, Carnmanwealth of the Northern Mariana Islands,
Puerta Rico, and the Virgin Istands. While funded through
grants from ta Federal Gavernment, WiC is administered
by 90 State agencies, with services provided at a variety of
clinic locations including, but not timited to, county heatth
departmestts, hospitals, schoois, and Indian Health Servica
facilities. To find the WIC offices serving your area go to:
fttpe/ o frs.usda.goviwic/contacts

What food benefits da WIC participants receive?

The foods provided through the WIC Program are designed
to supplement participants” dieis with specific nuirients.
WIC authorized foods include infant cereal, baby foods,
iron-fortified adult cereal, fruits and vegetabies, vitamin
C-rich fruit or vegetable juice, egas, milk, cheese, yogurt,
soy-based beverages, tofy, peanut butter, dried and canned
beans/peas, canned fish, whole wheat bread and other
whole-grain aptions. For infants of wornen who do not fully
breastfeed, WIC provides iron-fortified infant formula. Spe-

http://www.fns.usda.gov/wic/about—wic-wic—glance

cial infant formulas and medical foods may also te provid-
ed if medically indicated. Learn more about food benefits
here: hitp:/Awww.frs.usda. gov/wic/wie-food-packages

Program benefits include more than foed.

WIC henefits are not limited only to foad. Participants have
access to a number of resources, including health screen-
ing, nutrition and breasifeeding counseling, fpnmunization
screening and referral, substance abuse referral, and more.

Find out rare:
hL’tp://www.fns.usda.guv/wicfwic—beneﬁis-and—services

Am | eligibte?

Pregnant, postpartum, and breastfeeding warmen, infants,
and children up to age 5 who reet certain requirements
are eligible. These requirements include income eligibility
and State residency. Additionally, the applicant must be
individually determined to be at "nutrition risk” by a health
professionat or a trained heaith official. To find out if you

right be income eligicle for WIC benefits go to:
hﬂp://wi::.fns.usda.gov/wps/pages/start.jsf




What is “nutritien risk” and why is it important?

Two mejor types of nutrition risk are recognized for WIC
eligibility: medically-based risks such as anemia, under-
weight, history of pregnancy complications, or poor preg-
nancy outcomes; and dietary risks, such as inappropriate
nutrition/feeding practices or failure to meet the current
Dietary Guidelines for Americans. Women, infants, and
children at nutrition risk have much greater risk of expe-

riencing health problems, Learn more about nutrition risk:
http://www.fns.usda. gov/wic/wic-eligibility-raquirements

I'm eligible, what do | do nexi?

Thase who are interested in applying for benefits should
contact their State agency to request information on where
to schedule an appaintment. Applicants will be advised on
what to bring to the appointment in order to verify efigibiti-
ty. Contact your State agency here:
hitp:/fwww.fns.usda.gov/wic/cantacts/

EBT makes it easier to use food benefits,

fn most WIC State agencies, participants receive paper
checks or vouchers to purchase food, while a few dis-
triblte food through centralized warehouses or deliver

the foods to participants’ homes. However, all WIC State
agencies have been mandated to implement WIC electronic
benefit transfer (EBT) statewide by October 1, 2020. EBT
uses a rnagnetic stripe or smart card, similar to a credit
card, that participanis use in the check-out lane to redeem
their food benefits. EBT provides a safer, easier, and more
efficient grocery experience and provides greater flexibility
in the way WIC participants can shop. Find out mere and
check if your State supports EBT;

http://www.fns.usda.gav/wic/wic-electronic-benefils-transfer-eht

Focus aon breastfeeding.

Even though breast milk is ihe mest nutritious and com-
plete source of foed for infants, nationally less than 30% of
infants are breastfed at 1 year of age. A major goal of the
WIC Program is to improve the nutritional status of infants;
therefore, WIC mathers are encouraged to breastfeed

their infants, unless medically contraindicated. Pregnant
women and new WIC mothers are provided breastfeeding
educational materials and suppert thraugh counseling and
guidance. Explore the benefits of breastfeeding and find

helpful resources here:
https/fwww.fns usda.gov/wic/breaastfeeding-promotion-and-suppart-wic

WIC Facis

* If you participate in another assistance program you
may be automatically income-eligible far WIC,

* Breastfeading mothers are eligible to participate in
WIC longer than non-breastfeeding mathers.

* Mare than half of the infants in the U.S. participate
in WIC.

* WIC participants support the local economy throtigh
their purchases.

* WIC works with farmers markets to help increase par-
ticipant access to provide fresh, locally grown fruits and
vegetabies. Find out more here:
hitpe/fwwwfns. usda.gov/fmnp/wic-farmers-market-nufrition-program-fmnp

Where can | learn more?

Information on FNS programs is available at
www.ins.csda,gov/ins/
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Child and Adult Care Food Program (CACFP)

Dear Parent or Guardian:

The Wallingford Cominunity Day Care Center, Inc. is planning to seek assistance for nutritious meals served under the
Child and Adult Care Food Program (CACFP). The CACFP is funded by the U.S. Department of Agriculture (USDA)
and 2dministered by the Connecticut State Department of Education.

Our program may teceive reimbursement for meals served to children meeting the eligibility criteda for free or reduced-
price meals. We must document the eligibility of these children by obtaining family size and income data. Households
with incomes at ot below the level in “Gtoss Income Guidelines for Reduced-price Meals” (see page 2) are eligible for
free meals. Please complete, sign, date, and remun the attached application. The information you provide will be
treated confidentially and will be used only for eligibility determination.

Please provide the information requested on the enclosed Income Eligibility Application and retutn as soon as possible.
We will use this information to decide the level of CACFP benefit your provider will receive. We may also inform officials
of other child putrition, health, and education programs of the information on your form to determine benefits for those
programs.

Participants categorically eligible as free for CACFP benefits: Households receiving Supplemental Nutrition
Assistance Program (SNAP) (formerly knowa as Food Stamps) or Temporary Family Assistance (TFA) benefits, and
households with foster children are eligible for free CACFP meals.

o SNAP or TFA: If you currently receive SNAP or TFA benefits for your child, you only need to list your child’s
name, SNAP or TFA case number, and sign and date the application.

e Foster children: If your household includes a foster child, you only need to list your chiid’s name, check the
foster child box, and sign and date the application. In accordance with the Healthy, Flunger-Free Kids Act of
2010, foster children who are the responsibility of the state or are formally placed by a state child welfare agency
or coutt are categorically eligible for free CACFP benefifs. This provision does not apply to informal arrangements or
placements that may exist ontside of state or court-based fystems. Eligibility for formally placed foster children is no longer
determined based on their personal use income and a family size of one. The child care institztion must obtain
documentation from an appropriate state of local agency documenting the child’s foster status. Households with
both foster and non-foster children may choose to include all childten on the same application. However, the
presence of a foster child in the household does not convey eligibility for free meals to all children in the
household.

All other households: If your household income is at or below the level shown in the chart on page 2, “Gross Income
Guidelines for Reduced-price Meals,” you must provide the following information for your application to be processed.

e Household members: List the names of everyone who lives in your househeld. Include parents, grandparents,
all children, other relatives, and untelated people who live in your household.

s Social Security number: List the last four digits of the sodial security nutmber of the adult household member
who signs the application. If the adult does not have a social security numbesr, check () the box next to the
statemnent, “I do not have 2 SSN.”

e Current income: List the amount of income each person earned last month {bgfors deductions for taxes, soctal
security, etc.), and where it s from, such as wages, tetitement, ot welfare. If any household member’s income last
month was higher or lower than usual, list that persos’s usual average monthly income.

Signature and date: An adult household member must sign and date the application.
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Reporting changes: In accordance with the Child Nutrition and WIC Reauthorization Act of 2004, households are no
longer required to report changes in cizcumstances, e.g,, increase in income, decrease in household size, or when the
household is no longer certified eligible for SNAP ot TFA benefits. Once propetly zpproved for free or reduced-price
benefits, a household will temain eligible for those benefits for a period not to exceed 12 months.

Reapplication: If you are not eligible now but have a decrease in household income, an increase in household size, or

become unemployed, fill out an application at that time. Participaats having family members who become unemployed
are eligible for free or reduced-price meals during the pedod of unemployment, provided that the loss of income causes
the family income duing the period of unemployment to be within the eligibility standards for those meals,

In accordance with Federal civil tights law and 1.8,
Department of Agriculture (USDA) civil rights
regulations and policies, the USDA, its Agencies,
offices, and employees, and institutions participating in
ot administerdng USDA programs are grrohibited fom
discriminating based on race, colot, national origin, sex,
disability, age, or reprisal or retaliation for pror civil
rights activity in any progratn ot activity conducted oz
funded by USDIA.

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 Ageacy (State or local) where they
apphed for benefits, Individuals who are deaf, hasd of
heating or have speech disabilides may contact USDA
through the Federal Relay Service at (80C) 877-8339.
Additionally, program information may be made
available in languages ather than Fnglish.

To file a program complaint of discritnination, complete
the USDA Program Discrimination Complaint Form,
(AD-3027) found ogline at: How to File 2 Complaint,
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
Office of the Assistant Sectetary for Civil
Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410;

&) fax: (202) 690-7442; ox

(3} email: program.intake@usda.gov.

This institution is an equal opportunity provider.
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In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights
regutations and policies, the USDA, its Agencies, offices, and employees, and institutions participating in oz
administering USDA programs zte prohibited from discriminating based on race, color, nztional origin, sex,
disability, age, or tepisal or tetaliation for prior civil rights activity in any program ot acdvity conducted or
funded by USDA.

Persons with disabilities who requite alternative means of communication for program information (e.g.
Braille, large print, audiotape, American Sign Language, ete.), should contact the Agency (State ot local)
where they applied for benefits. Individuals who ate deaf, hard of hearing ot have speech disabilities may
contact USDA through the Federal Relay Setvice at (800) 877-8339. Additionally, program information may
be made available in languages other than English.

To file a program complaint of discrimination, compiete the USDA Progtam Discrimination Complaint
Form, (AD-3027) found online at: How to File a Complaint, and at any USDA office, or write a lettet
addressed to USDA and ptovide in the letter 2ll of the information tequested in the form. To request a copy
of the complaint form, call (866) 632-9992. Submit your completed form ot letter to USDA by:

(1) mail: U.S. Department of Agtricultate
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410;

(2) fax: (202) 690-7442; or

(3) email: program.intake{@usda.gov.

This institution is 2n equal opporturity ptovider,
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Good nutrition today means a stronger tomorrow!

Building for the Futu
with

This day care
receives support
fomthe Chidand S
AdultCare Food @&
Program to serve |
healthy meals to your children.

Meals served here must meet USDA’s
nutrition standards.

QueStionS? ConcemS? tofin Frassinel, Chief A 450 Cotqmbus Boulevard, Suite 50

State Depariment of Education .
Hartford, CT 051583

Wallingford Community ) : ' :
' Wallingforg CT 08482 Bureau of Health/Nutrition, Family
- .Day Care Center, Inc '
- 203-294_4175 Services and Adult Educafiop

80 Wharton Brook Drive

L earn more about CACFP at USDA’s website:

hitps:/Avww.fns.usda.gov/

USDA is an equal opportunity provider, employer and lender.

United States Department of Agriculture
Food and Nutriion Service FNS-317
November 2018




Our child care center participates in the U.S. Department of Agriculture (USDA) CACFP. This program helps us
provide nutrddous meals and snacks to children enrolled in our center. For information on the CACFP meal pattern
tequirements, review the CACFP Mea! Patterns for Children and the CACFP Infant Meal Patterns at

htips:/ / portal.ct.gov/SDE/Nutrition /Meal-Patteras-CACFP-Child-Care-Programs.

Check here only if you ate choosing not to entoll your child in the CACEP. Complete section 3 on page 2, and return #o the
child care center.

(] I do not want my child to participate in the CACFP.

To verify your child’s entofiment in this child care center, complete this section and section 3 on page 2, and return to
the child cate center. You may be contacted by the center, the Connecticut State Department of Education, or the
USDA to verify this information. Please preint all information.

Child care center’s name:

Child’s name: Birth date:
- Iast name First name - ' Month, day, vear

(] Male [ ] Female First day of atrendance:

Complete the chart below, My child will normally be in child cate during the following days and times, and will
teceive the meals indicated below.

Neormal
days of
care

Check all
that apy

[] Tuesday O Thursday O Sadurday

Normal AM/PM to ——AM/PM to ——AM/PA jo

hours in
care __ AM/PM _ AM/PM

Cirude AM and

or PM AM/PM to AM/PM to
AM/PM

Meals [[] Brealkfast

normally [ AM snack

scrvedl to [ Lunch
my child
7] PM snack

Check all S
hat apply 2

[] Beening
seack

Connacticut State Department of Education » Revised January 2022 « Page 1 of 2




rollment Form fo hild are Centers

For infants only

Tnfant formula: The center offered to serve:

Name of approved iron-fortified infant formula *
Check all that apply:

[7] 1would like my child to receive the above named iron-fortified infant formula supplied by the center.
[ 1wil provide my own infant formula:

Name of approved iron-fortified infant formula *
[] 1 will provide expressed breast milk for my child.

[] I will breastfeed my child on site in the center.

* Note: Infant formula provided by the parent/guardian must be iron-fortified and comply with the USDA’s infant formula
regulations indicated in USDA Memo CACFP 02-2018: Feeding Infants and Meal Pattern Requiremrents in the Child and Aduls Care
Food Program; Questions and Answers. Infant formulas that do not meet these requirements canrot be substituted unless an infant
has a disability that restricts his/her diet, and the parent/guardian provides 2 medical statement signed by a recognized medical
authority. Recognized medical anthorities include physicians, physician assistants, doctors of osteopathy, and advanced practice
registesed nurses (APRNs). Medica! statements are availzble on the Connecticut State Department of Education’s (CSDE)

Special Diets in CACFP Child Care Programs webpage.

Parent/guardian name:

Address: State: _ Zip:
Work phone: ) Home phone: )

Parent signatore: Date:

Sponsor representative’s signature: Date:

In accordance with Federa! civil dghts law and U.S.
Department of Agrculture (USDA) civil rights reguiations
and policies, the USDA, its Agencies, offices, and
employees, and instiitions participating in or administering
USDA programs ase prohibited from discrminating based
on race, color, national odgin, sex, disability, age, or reprisal
or retaliation for pror civil rights activity in any program or
activity conducted or funded by USDA.

Pessons with disabilities who require alternative means of
communication for program information (eg. Braille, large
print, audiotape, American Sign Language, etc.), should
contact the Agency {State or local) where they applied for
benefits. Tndividuals who are deaf, hard of hearing or have
speech disabilities may contact USDA through the Federl
Relay Service at (800) 877-8339. Additionally, program
information may be made available in languages other than
English.

To file 2 program complaint of discrimination, complete
the USDA Program Discrimination Complaint Form, (AD-
3027) found online at: How to File a Cormplaint, and at any
USDA office, or write a letter addressed to USDA and
provide in the letter ali of the information requested in the
form, To request a copy of the complaiat form, call (866)
£32-9992, Submit your completed form or letter to USDA
by:

(1) mail: U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410;

() fax: (202) 690-7442; or

(3) email: program intake@usda.gov.

This institution is an equal opportunity provider.
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Child and Aduit Care Food Program (CACFP)
bilty Application for CACEP Child Care Centers and Hea

Income Eligi
| For instructions, refer to Insiuctions for Income Eligibility Applicasion for CACFP Child Care Centers and Head Star?.

Part 1 — Child’s information
Child’s name: Age: Birth date (monzh, day, year):

Child’s normal child care schedule (Check @/l days that apply):
[ Monday ] Tuesday [ Wednesday [ ] Thursday [} Friday [ Setuxday (] Suaday
Child’s normal houts of care (fnclude time and circle AM or PM):
AM/PM to AM/PM and AM/PM to AM/PM

Notmal meal services provided to child (Chek all meals/ snacks that apphy):
(] Breakfast [ ] AM. Snack [Jlunch [P Saack [] Suppes

Part 2A — Participants categorically eligible as free for CACFP benefits

Households receiving Supplemental Nutrition Assistance Program (SINAP) (formerly known as Food Stamps} or Temporary Family Assistancs (TFA)
besnefiss, and honseholds with foster children. Complete this part and part 3. Do not complete part 2B. :

SNAP case number: TFA case number: Check if foster child: [ ]

Part 2B — All other households

Names of all Gross income and how often it was received: Indicate i income was received monthly, two times 2 month,
houschold members | €very two weeks, or weekly by placing the amount of income in the appropriate frequency box.
List everyone in the You must place the incorse in the appropriaie frequency box.

bousehoid, including the
child fisted in part 1 above

Names

(Example) Jane
Smith

1

I P N S Eo [P

Part 3 — Contact information, signature, and social security number

An adult household menther must sign and date this form befors it can be approved.

I certify (promise) that all information on this form is true and that all income is reported. I understand that the center will receive
federal funds based on the information T provide. I understand that CACFP offictals may verify (check) the information, I
understand if [ purposely give false information, my children may lose meal benefits, and T may be prosecuted under applicable state
and federsl faws.

Printed name of adult: Signature:

Date: Last four digits of Social Security Number (85N):  EXX-XX- {13 do not have 2 SSN
Home telephone: Work telephone:

Home address: City: State:  Zip code:

Connecticut State Departmené of Edusation » Revised September 2021 » Page 1 of 2




Part 4 — Racial and ethnic identity (optional) Yow ars not required fo complete this pars.

Eihnicity (Check ane): Race (Check one or more):

3 Hispagic/ Latino [] Astan [] Amercan Indian or Alaska Native

[ Not Hispanic/Ladno I ] white [} MNative Hawaiian or other Pacific Islander
{] Black or Afdcan Amedcan

The Richard B. Russell Nationa! Schooi Lunch
Act requires the information on this application.
You do not have to give the informaton, 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 child or you fist a
Supplemental Nuttition Assistance Program.
(SNAP), Temporary Assistance for Needy
Families (TANF) Program or Food Distdbution:
Program on Indian Reservations (FDPIR) case
number or other FDPIR identifier for your child
or when you indicate that the adult househeld
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 lanch
and breakfast programs. We MAY share your
eligibility information with education, health,
and nutrition programs to help them evaluate,
fund, or determine benefits for their programs,
anditors for program reviews, and law
enforcement officials to help them look into
violations of program rules.

In accordance with Federal civil dghts law and U.S. Department of Agdeculture
{USDA) civil dghts 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, coloz, natonal
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 zlternative means of communication for
program information (e.g. Braille, large print, sudiotape, American Sign
Language, etc.), should contact the Agency (State or loczl) where they applied
for benefits. Individuals who are deaf, hard of hearing oz 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 discdmination, complete the USDA Program
Discemination Complaint Form, {ADD-3027) found online at: How to File a
Cotmnplaint, and at any USDA office, or write a letter addressed to USDA aad
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 Agricultire
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410;

(2) fax: (202) 690-7442; or

(3) email: program.intake(@usda.gov.

This institution is an equal cpportunity provider.

Annual income conversion: Weekly X 52 » Every 2 weeks X 26 « Twice a month X 24 ¢ Monthly X 12

Total family income: § Family size: OR [} SNAP/TFA household  [_] Foster child
(] Eligible Free (] Bligible Reduced { ] Over Income
Sponsor eligibility official: Date:
Signature
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Name of centet/provider:

Infant formula served by center/ provides:

Name of approved iron-fortified infant formula *

* Note: Tnfant formula offered by the center/ptovider must be iron-fortified and compljf with the
USDA infant formula regulations in USDA Memo CACFP 02-2018: Feeding Infants and Meal Pattern
Reguirements in the Child and Adult Care Food Program; Questions and Answers.

MNatme of infant: Birth date:

Name of parent/guardian:

Check all that apply:

[] Iwould like my child to receive the above named iton-fortified infant formula supplied by
the centet/provider.

[} I will provide my own infant formula:

Name of approved iron-fortified infant formula **

# Note: Infant formula provided by the patent/guardian must be iton-fortified and
comply with the USDA infant formula regulations indicated in USDA Memo CACFP
02-2018: Feeding Infants and Meal Pattern Reguirements in the Child and Adult Care Food
Program; Questions and Answers. Intant formulas that do not meet these requirements
cannot be subsHnrted unless an infant has a disability that testricts his/her diet, and the
patent/ guatdian provides a medical statement signed by a tecognized medical authority.
Recognized medical authorities include physicians, physician assistants, doctots of
osteopathy, and advanced practice registered nutses (APRNs). Medical statements are
available on the Connecticut State Depattment of Education’s (CSDE) Special Diets in
CACFP Child Care Programs webpage.

1 I will provide exptessed breast milk for my child.
] I will breastfeed my child on site in the day care center or family day care home.

Parent/guatdian signature: Date:
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In accordance with Federal avil rights law and U.S.
Department of Agticulture (USDAY) civil dghts
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 tepdsal ot retaliation for pror civil
rghts activity in any progtam ot activity conducted ot
funded by USDA.

Petsons with disabilities who require alternative means
of communication for program information (e.g. Braille,
large print, andiotape, American Sign Language, etc.),
should contact the Agency (State or local) where they
applied for benefits. Individuals who are deaf, hard of
heating or have speech disabilities may contact USDA
through the Federal Relay Service at (800) 877-8339.
Additionally, pregrat information may be made
available in languages other than English.

To file a program complaint of disctimination,

complete the USDA Program Discrimination
Complaint Form, (AD-3027) found online at: How to
File 2 Complaint, and at any USDA office, or write 2
letter addressed to USDA and provide in the letter all of
the information requested in the form. To requesta
copy of the complaint form, call (866) 632-9992.
Submit yout completed form or lettet to USDA by:

(1) mail: U.S. Department of Agricalture
Office of the Assistant Secretaty for Civil Rights
1400 Independence Avenne, SW
Washington, D.C. 20250-941C,

(2} fax: (202) 690-7442; or

(3) email: program.intake@usda.gov.

This institution is an equal opportunity provider.

The Connecticut State Department of
FEducation is committed to a policy of
equal opportunity/affirmative action for
all qualified persons. The Connecticut
Department of Education does not
disctiminate in any employment practice,
education program, or educational
activity on the basis of age, ancestry,
colot, ctiminal record {in state
employment and licensing}, gendetr
identity ot expeession, genetic
information, intellectual disability,
leatning disability, matital status, mental
disability {past ot present), national
otigin, physical disability (including
blindness), race, religious creed,
retaliation for previously opposed
discrimination ot coercion, sex
(pregnancy ot sexual harassment), sexual
orlentation, veteran status ot wotkplace
hazards to teproductive systetns, unless
there is 2 bona fide occupational
qualification excluding persons in any of
the afotementioned protected classes.

Inquities regarding the Connecticut State
Department of Education’s
nondisctimination policies should be
directed to: Levy Gillespie, Equal
Employment Oppottunity

Director/ Amercans with Disabilities
Cootdinator (ADA), Connecticut State
Department of Education, 450
Columbus Boulevard, Suite 505,
Hartford, CT 06103, 860-807-2071,

levy.gillespie@ct.gov.
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State of Connecticut Department of Education

Early Childhood Health AssessmentRecord
- (For children ages birth-5)

To Parent or Guardian: In order to provide the best experience, early childhoed providers must understand your child’s health needs. This form
requests information from you (Part 1) which will be helpful to the health care pro vider when he or she completes the health evaluation (Part 2) and oral
health assessment (Pact 3). State law reguires complete primary immunizations and a health assessment by a physician, an advanced practice registered
nurse, a physician assistant, or a legally qualified practitioner of medicine, an advanced practice registered nurse or a physician assistant stationed at
any military base prior to entering an early childhood program in Connecticut.

AN RIIUN STAIE
LAANTHER T OF LAWY

Please print

Child’s Name (Last, First, Middle} Birth Date (mm/ddAyyyy} (Male L)Female
Address (Steeet, Town and ZIP cade)
Parent/Guardian Name (Last, First, Middie) Home Phone Celi Phone
Early Childhood Program (IName and Phone Number) Race/Ethnicity

U American Tndian/Alaska Native ONative Hawaiian/Pacific Islandes
Primary Health Care Provider: . QAsian OWhite

OBlack or African American OOther
Name of Dentist: Oifispanic/Latino of any race

Health Insurance Company/Number* or Medicaid/Number*

Does your child have health insurance? Y N
Does your child have dental insurance? Y N
Does your child have HUSKY insurance? Y N

* If applicable

If your child does not have health insarance, cail 1-877-CT-HUSKY

Part 1 — To be completed by parent/gnardian.
Please answer these health history questions about your child before the physical examination.
Please circle Y if “yes” or N if “no.” Expiain all “yes™ answers in the space provided below.

Any health concerns Y N Frequent ear infections Y N Asthrna treatment Y N

Allergies to food, bee stings, insects ¥ =~ N Any speech issues Y N Seizure Y N

Allergies to medication Y N Any problems with teeth Y N Diabetes Y N

Any other allergies Y N Has your child had a dental Any heart problems Y N

Any daily/ongoing medications Y N | examipationinthelast 6 months? Y N | Emergency room visits Y N

Any problems with vision Y N Very high or low activity level Y N Any major illness or injury Y N

Uses contacts or glasses Y N Weight concerns Y N Any operations/surgeries Y N

Any hearing concerns Y N Problems breathing or coughing Y N Lead concerns/poisoning Y N

Developmental — Any concern about your child’s: Sleeping concerns Y N

1. Physical development Y N 5. Ability to communicate needs Y N High blood pressure Y N

2. Movement from one place 6. Interaction with others Y N Eating concerns ¥ N
to another Y N 7. Behavior Y N Toileting concerns Y N

3. Social development Y W 8. Ability to understand Y N Birth o 3 services Y N

4. Emoticnal development Y N 9. Ability to use their hands Y N Preschool Special Education Y N

Explzin all “yes” answers or provide any additional information:

Have vou talked wi¢h your child’s primary health care provider shout any of the above concerns? Y N

Please list any medications your child

wifl need to take during program hours:

All medications taken in child care programs require a separate Medication Authorization Form signed by an authorized prescriber and parent/guardian.

I give my comsent for my chiid’s health care provider and easly

childhood provider or health/nurse consuitant/coordinator to discuss

the information on this form for confidential use in meeting my

child’s health and educational needs in the early childheod program, Signature of Parent/ Guardian Date

C.G.S, Section 10-16g, 10-208, 192.79(a), 19a-870{(c); P.H.Cede Section 19a-79-6a(a){2), 19a-87b-10b(2); Public Act No. 18-168.
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Part 2 — Medical Evaluation

Health Care Provider must complete and sign the medical evaluation, physical examination and immunization record,

Chiid’s Name Birth Date Date of Exam
(ram/dd/yyyy) {mmidd/yyyy}

1 have reviewed. the health history information provided in Part I of this form

Physical Exam
Note: *Mandated Seresning/Test to be completed by provider.
*HT informy % *Weight Ibs. oz / % BMI / % *HC infom, %  *Blood Pressure /

(Birth-24 months) (Annually at 3-5 years)
Screenings

*VisionScreening *Hearipg Screening #Anpemia: at 9 to 12 months and 2 years
0 EPSDT Subjective Screen Completed @ EPSDT Subjective Screen Completed

{Birth to 3 y1s.} (Birth to 4 yrs.}
0 EPSDT Annuaily at 3 yrs. 01 EPSDT Annualiy at 4 yrs.

(Barly and Periodic Screening, (Barly and Periodic Screening,

Diagnosis and Treatment) Diagnosis and Treatment) *Hgh/Het: *Date
Type: Right Left Type: Right Left

With glasses 20/ 20/ OPass  (Pass #Lead: at 1 and 2 years; if no result
ail i screen between 25 - 72 months
Without glassss 20/ 20/ OFal  HFal
OUnable to asssss OUnable to assess History of Lead level
OReferral made to: CReferral made to: = 5pg/dL OnNo UnYes
*[B: High-zisk group? ONo  OYes #Dental Concerns  UNo  OYes *Rosult/Level: #Date
Test done: WNo  (FYes Date: QRefemral made to:
. Other:
Results: Has this child received dentat care in °r
Treatment: the last 6 months? (No OYes
*Developmental Assessment: (Birth-5 years) ONo Yes Type:
Results:

*VMMUNIZATIONS  OUp to Date or OCatch-up Schedule: MUST HAVE IMMUNIZATION RECORD ATTACHED

*(Chronic Disease Assessment:
Asthma ONe  Oves: Dintermittent (IMild Persistent OModerate Persistent OSevere Persistent  (Exercise induced
Ifyes, please provide a copy of an Asthma Action Plan
ORescue medication required in child care setting: ONo [OYes

Allergies ONe  QYes:

Epi Pen required: ONo OYes
Historyfrisk of Anaphylaxis: UNo OYes: OFocod Olnsects DLatex OMedication QUnknown source
Ifyes, please provide a copy of the Emergency Allergy Plan

Diabetes ONo  OYes: QOTypel OTypel Other Chronic Disease:

Seizures (Noe  OYes: Typ=

0 This child has the following problems which may adversely affect his or her educational experience:
OVision OAuditory HSpeech/Language OPhysical Emotional/Sociat Behavior

0 This child has a developmental delay/disability that may fequire intervention at the program,

O} This child has a special health care need which may require infervention at the program, e.g., speciat diet, long-term/ongoing/daily/emergency
medication, history of contagious disease. Specify:

Mo CIYes This child has a medical or emotional illness/disorder that now poses a sk to other children or affects hisfher ability to participate
safely in the program.

CNo £1Yes Based on this comprehensive history and physical examination, this child has maintained his/her level of weilness.

CINo OYes This child may fully participate in the program.

[MNo [ Yes This child may fully participate in the program with the following restrictions/adaptation: (Specify reason and restriction.)

OlNo D1Yes I this the child’s medical home? O Twould like to discuss information in this report with the garly childhood provider
and/or nurse/health consutant/coordinator.

Signature of health care provider MD / DO/ APRN/PA Date Signed Printed/Stamped Provider Name and Phone Number
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Part 3 — Oral Health Assessment/Screening

Health Care Provider must complete and sign the oral health assessment.
To Parent(s) or Guardian(s):
State law requizes that each local board of education request that an oral health assessment be conducied prior to public school entollment, in either grade
six or grade seven, and in either grade nine or grade ten (Pubiic Act No. 18-168}). The specific grade levels wiil be determined by the local board of education.
The oral health assessmeat shall include a dental examination by a dentist or a vissal screening ard risk assessmeat for oral health conditions by a dental
hygienist, or by a legally qualified practitioner of medicine, physician assistant or advanced practice regisiered nurss who has been frained in conducting an
oral health assessment as part of 2 training prograr: approved by the Commissioner of Public Health.

Student Name (Last, First, Middle) Birth Date Date of Exam
School Grade Thviale OFemale
Home Address
Parent/Guardian Name (Last, First, Middle) Home Phone Cell Phone
Dental Examination Visual Screening Normal Referral Made:
Completed by: Completed by: OYes OYes
Cientist OMD/DO O Abnormal (Describe) ONo
CJAPRN
CPA
Oilental Hygienist
Risk Assessment Describe Risk Factors
OLow ODental or orthodontic appliance U Carious lesions
OModerate OSaliva ORestorations
AHigh O Gingival condition [Pain
OVisible plaque ElSwelling
OTooth demineralization OTrouma
O0ther QOther

Recomsnendation(s) by health care provider:

I give permission for release and exchange of information on this form between the school nurse and health care provider for confidential use in meeting
my child’s health ard educational needs in school.

Signature of Parent/Guardian Date

Signature of health care provider ~ DMD/DDS/MD/ DO/ APRN/PA/RDH Date Signed Printed/Stamped Previder Name and Phone Number







Child’s Name:

Vaccine (Month/Day/Year)

Birth Date:

To the Health Care Provider: Please complete and initial below,

Immunization Record

REV. 1/2022

Dose 1

Pose 2

Dose 3

Dose 4

Dose 5

Dose 6

DTP/DTalP/DT

IPYV/OPV

MMR

Measles

Mumps

Rubella

Hib

Hepatitis A

Hepatitis B

Varicella

PCY* vaccine

*Ppeumococcal conjugate vaceine

Rotavirus

MCV**

**Meningococcal conjugate vaccine

Flu

Cther

Religious Exemption:
Religious exemptions must meet the criteria established in Public

Act 21-6: hitps://www.cfoec.org/wp-
content/uploads/2021/07/QEC-Vaceination-QA-Final.pdf.

Medical Exemption:
Must have signed and completed medical exemption form attached.

https:/portal.ct.gov/-/media/Departments-and-

Apencies/DPH/dplvinfectious_diseases/immunization/CT-WIZ/CT-
Medical-Exemption-Form-final-09272021{illable3.pdf

Disease history of varicella:

{date);

(confirmed by)

Immunization Requirements for Connecticut Day Care, Family Day Care and Group Day Care Homes

Vacdi Under 2 By3 ByS By? By 16 16-18 By 19 2-3 years of agel 3-5 years of age|
accines months of age | months of age | months of age | months of age | montbs of age | months of age months of age | (24-35mos.) | (36-5% mos.)
DTP]';],)I‘TaP] None 1 dose 2 doses 3 dases 3 doses 3 doses 4 doses 4 doses 4 doses
Polio None I dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 dases 3 doses
1 dose afrer 1sti | dose after 1st| | dose after ist| 1 dose after 1st| 1 dose after st
MMR Moue MNone None None bithday! | birthday! bixthday' bitthday! | birthday!
Hep B None 1 dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 doses 3 doses
2 or 3 doses | 1 booster dose | 1 booster dose | 1 booster dose | 1 booster dose | 1 booster dose
HIB MNone | dose 2 doses depending on after 1st after 1st after 1st after 1st after 1st
vaccine given? birthday* birthday* birthday* birthday* birthday*
1 dose after 1 dose after 1 dose after
: Est bithday L st bithday Ist birthday
Varicella None None None None None None or prior history | or priox history | or prior History
of disease!”? of disease!? of disease!?
Png“”?“;:'i;al None [ dose 2 doses 3 doses 1 dose aftes 1 dose after 1 dose after 1 dose after 1 dose after
onju i 15t birthd i inthd i
Vaccine (PCV) st birthday st birthday 1st birthday {st birthday 1st birthday
- 1 dose after 1 dose after 1 dose after | 2 doses given | 2 doses given
Hepatitis A Tione Nane None None Lst birthday’ | LIstbirthday’ | Lstbirthday® |6 months apart’|6 months apart’
Tafluenza None None None L or Z doses Lor? dosess § Ior2dosest | lor2doses’ | | or2doses® | Lor2doses®

1. Laboratory confirmed immunity 2lsoacceptable
2. Physician diagnosis of disease
3. A complete primary series is 2 doses of PRP-OMP {PedvaxHIB} or 3 doses of EbOU (ActHib or Pentacei)
4. As 4 final booster dose if the child completed the primary seres before age 12 months. Chitdren who receive the first dose of Hib on or after 12 months of age and before 15 months of age are

required to have 2 doses, Children whe received the first dose of Hib vaccine on or afler 15 months of age are required to have cnly coe dose

5. Hepatitis A is required for all children born after January L, 2009
6. Two dases in the same flu season are required for children who have not previously received an influenza vaccination, with a single doge required during sabsequent seasons

Tnitial/Signature of health care provider

MI}/ DO/ APRN /PA

Date Signed

Printed/Stamped Provider Name and Phene Number







