Atrebla early learning center, inc.
Preschool/schoolage
Child care registration packet
Today’s Date: _________________
How did you hear about us? ______________________________________________
Child’s Name: _________________________________  Male ______  Female _____

                              (last)                    (first)

Days/hours: M____ T____ W____ Th____ F____  Total hours: _____________

Child’s date of birth: ______________

Parent/Guardian Name: __________________________________________________

Social Security Number:___________________________________________________

Street: _________________________________________________________________

City ______________ State ______________ Zip ______________

Home #: _______________ Work #: _______________ Cell Phone: _______________
Place of Employment: ________________________Occupation_________________

Working Hours: from_______________  to _____________________

Parent/Guardian Name:___________________________________________________

Social Security Number:__________________________________________________

Street: ________________________________________________________________

City ______________ State ______________ Zip ______________

Home #: _______________ Work #: _______________ Cell Phone: _______________

Place of Employment: ________________________Occupation_________________

Working Hours: from_______________  to _____________________

Start Date: (MM/DD/YY) ___________________________________

Date ended: (MM/DD/YY) __________________________________
PAYMENT SOURCE:

Self Pay:

_________






Subsidy Fund:
_________






MFIP:


_________

Child’s Arrival Time: __________________   Departure Time: _________________

Names and Ages of Siblings Living in Household:

______________________ Age ______     _______________________ Age ______
______________________ Age ______     _______________________ Age ______

______________________ Age ______     _______________________ Age ______

______________________ Age ______     _______________________ Age ______

Name, address, and phone number of persons authorized to pick-up child from Atrebla Early Learning Center, Inc.:


Name



Address


Phone Number

____________________  ________________________________  _________________

____________________  ________________________________  _________________

____________________  ________________________________  _________________

____________________  ________________________________  _________________

____________________  ________________________________  _________________

____________________  ________________________________  _________________

Persons who may NOT take the child from Atrebla Early Learning Center, Inc.:

___________________________________________________

___________________________________________________

___________________________________________________
EMERGENCY INFORMATION

If  you can not be reached in an emergency, who can assume responsibility for your child in your absence?

Child’s Name: ___________________________  Birth date: _________________

Home Address: _________________________  City/county:__________________
Parent’s name: ________________________  Address: _________________________

Home Phone: _______________  Cell Phone: ____________  Pager #: ____________

Other phone Numbers: _______________________  Relationship:________________

Physician Information
Name: _________________________________________________________________

Address: _______________________________________________________________
Telephone Number: ______________________________________________________





DENTIST INFORMATION

Name: _________________________________________________________________

Address: _______________________________________________________________

Telephone Number: ______________________________________________________

In case of an emergency, these people have permission to remove my child from Atrebla Early Learning Center, Inc.
Name: _________  Relationship: _________ Address ____________Phone #:_______
Name: _________  Relationship: _________ Address ____________Phone #:_______
Name: _________  Relationship: _________ Address ____________Phone #:_______
Name: _________  Relationship: _________ Address ____________Phone #:_______
These people DO NOT have permission to remove my child from Atrebla Early Learning Center, Inc. ** Please note :  If you do not want this child to be release to his/her: non-custodial parent, a copy of COUT DECISION MUST BE ATTACHED.
Name: __________________________  Relationship: ________________________

Name: __________________________  Relationship: ________________________

Parent’s Signature: ___________________________________  Date: ____________

Atrebla Early Learning Center, inc.

Permission form

Child’s name: __________________________________  Birth date: ______________

*Please initial by each activity then sign the bottom of the form

I, ________________________________, hereby grant permission to Atrebla Early Learning Center, Inc. for the following: 

_____ My child my go on impromptu walking field trips in the neighborhood with Atrebla Early Learning Center, Inc. staff.  These walks my include areas around the neighborhood and listed specific parks. 

_____ My child may participate in all center activities while at Atrebla Early Learning Center, Inc. including the use of all play equipment both indoors and out. 

_____ I do _____ I do NOT give permission for my child to be photographed in the program, at program functions, on field trips, and for the photographs to be displayed.  I understand that the photographs may be taken by center staff, professional photographers, news media or other parents.  I understand that I will be notified if any photos are to be used for publicity purposes and I have the right to refuse permission.  I understand that Atrebla Early Learning Center, Inc. will give written notice EACH time my child is photographed.  

_____ My child may be included in evaluation or research activities approved by the Executive Director. 
_____ I authorize Atrebla Early Learning Center, Inc. to take necessary emergency measures to insure the well being of my child while under the supervision of the program.  

_____ In the event of accidental poisoning, I understand that Atrebla Early Learning Center, Inc. will contact Poison Control Center.  I give permission for staff to administer Syrup of Ipecac to my child if directed to do so by Poison Control.  I hereby authorize Atrebla Early Learning Center, Inc. to act on my behalf in case of emergency.

___________________________________________________  ____________________

                  (Parent(s)/Guardian Signature)                                             (Date)  

___________________________________________________  ____________________

                  (Parent(s)/Guardian Signature)                                             (Date)  
Atrebla Early Learning Center, inc. 

Parent/guardian agreement

Child’s name: _________________________________  Birth date: _______________

*Please initial under “Yes” or “No” to the following statements:











Yes
No

1. I have received the Atrebla Early Learning Center, Inc. Handbook. _____
_____
2. I have been informed of and understand the policies and procedures

     of Atrebla Early Learning Center, Inc. 



_____
_____


3. I have been informed of the goals and overall program of 

     Atrebla Early Learning Center, Inc. 




_____  _____

4. I am aware that I will be informed of specifics through quarterly 

    newsletters.







_____  _____

5. I have returned or will return within two weeks of enrollment the

   Health Form with dates of my child’s immunization.


_____  _____

6. I agree that it is the responsibility of both the staff of Atrebla 
   Early Learning Center, inc. and I/We as parent(s) to keep an open

   line of communication.






_____  _____

7. I understand that all parents will be asked to evaluate the 

    program in the spring.






_____  _____

8. I understand that if tuition payment it late, a late charge will be

   added to my total.







_____  _____

9. I understand there is a late charge if I fail to pick up my child by 

    the designated time.






_____  _____

10. I have provided Atrebla Early Learning Center, Inc. with all

      requested information.






_____  _____

11. I agree to provide Atrebla Early Learning Center, Inc. with 
      updated information such as phone numbers and address changes

      in a timely manner.






_____  _____

______________________________________________________  _________________

                (Parent(s)/Guardian Signature)




(Date)

Atrebla Early Learning Center, inc. 

Behavior guidance

Children are not expected to immediately understand or fully comply with all of the rules; rather, they are to be gently taught, reminded and/or redirected.  The staff at Atrebla Early Learning Center, Inc. has the responsibility to set up the environment to encourage cooperation and sharing, rather that promoting aggressive behavior.  
These are times when children, because they are “testing the limits”, may actually endanger themselves or others by their actions.  Due to these actions, specific behavior guidance steps have been implemented and will be followed by Atrebla Early Learning Center, Inc. staff.  The behavior guidance steps are as follows: 

LOGICAL CONSEQUENCES:

A child who damages a toy, for instance, may be prohibited from the use of that toy for the remainder of the play period.  A child who intentionally spills or throws food will be required to assist in the clean up of the spill.

VERBAL REPRIMAND:

These are brief verbal behavioral guidance measures consisting of a statement of the problem behavior, the fact that it is unacceptable and the statement of the acceptable behavior. 

TIME OUT: 

At times a child may require time to him/herself to calm down and redirect his/her thinking.  When a time out is given, the child remains whining sight of the staff, and the time out is no longer than necessary, and no longer than the age of the child in minutes (i.e. a 4 year old’s time out will not exceed 4 minutes).  Every time a child is given a time out it will be recorded on a separation report.  We will notify the parents if the child has three or more time outs in one day, or five or more in one week, or eight or more in a two week period.  Parents may request to see the separation report at any time. 
Atrebla Early Learning Center, Inc. complies with all federal, state and other relevant laws, which prohibit corporal or abusive punishment in childcare settings.  Additionally, staff is expressly prohibited from using unproductive or shaming methods of punishment. 

Atrebla Early Learning Center, Inc. believes that parents and childcare staff must work together to address persistent behavioral issues such as biting, unusual or dangerous aggression, or other issues.  Parents will be contacted for a conference when a child appears to be unusually stresses, anxious or otherwise motivated to engage in negative behaviors.  

I have read and understand this document. 

__________________________________________________  ____________________

                (Parent(s)/Guardian Signature)                                           (Date)

Atrebla Early Learning Center, inc. 

Non-discrimination policy

Atrebla Early Learning Center, Inc. advertises for children in the public media in order to make openings known and available to all.  We welcome and consider all children and their families regardless of race, color, religion, or national origin.  We also welcome children with “special” needs.

Data privacy

The information you provide during our admission and enrollment process assist the teachers at Atrebla Early Learning Center, Inc. to serve your child(ren) better.  Minnesota Department of Human Services requires emergency and health information for licensed programs, and Atrebla Early Learning Center, Inc. must have this information before your child’s start date.  Other information requested is desirable, however may not be legally required.  You may refuse to provide Atrebla Early Learning Center, Inc. the information not required by law, however, the Executive Director of Atrebla Early Learning Center, Inc. reserves the right to refuse your child service should the omitted information be essential to our program.  

The information you provide will be kept in confidence and made available to Atrebla Early Learning Center, Inc. staff who work with your child and staff involved with billing.  If your services are subsidized, fully or in part, we are required to allow our funders access to your records.  Minnesota Department of Human Services may also request access to your records to ensure Atrebla Early Learning Center, Inc. compliance with licensing requirements. 
Late pick-up policy

A contract for child care services must be completed stating your scheduled drop-off and pick-up time.  A per child late fee of $1.00 per/minute will be charged anytime parents/guardians arrive past the contracted time.  Please sign your child(ren) IN AND OUT everyday.

I have read and understand the above policies.

____________________________________________________  __________________

            
(Parent(s)/Guardian Signature)           

      (Date)

____________________________________________________  __________________

            
(Parent(s)/Guardian Signature)           

      (Date)

DIET/ALLERGIES/RESTRICTIONS
Child’s Name: __________________________________  Date: ________________

Child’s Age: ______________________

Please list the foods that have been introduces into your child’s diet:

1. Formula ___________________________ Amount each feeding ________

2. Vegetables _____________________________________________________

3. Fruits _________________________________________________________

4. Cereal ________________________________________________________

5. Juices _________________________________________________________

6. Other _________________________________________________________

Please list center menu items that will be new to your child: 

________________________________________________________________________

________________________________________________________________________

List any food allergies:

_______________________________________________________________________

________________________________________________________________________

List any items that you DO NOT want served to your child in meals or snacks:

________________________________________________________________________

________________________________________________________________________     

_____________________________________________________  __________________




(Parent(s)/Guardian Signature)                            (Date)

Health History – Preschool/School Age

(To be completed by parent before admission)

Child’s Name: ________________________  Age: _______ Birth Date: ___________

Section A: Health History

1. Does this child seem well most of the time?.......................................................... ___ Yes ___ No

2. In a year, has this had as many as three episodes of ear trouble?...................... ___ Yes ___ No

3. In a year, does this child usually have more than three colds or sore throat 


infections with a fever?........................................................................................... ___ Yes ___ No

4. Does this child have trouble getting rid of severe coughs?.................................. ___ Yes ___ No

5. Does this child complain frequently of headache, leg ache, stomachache, or 


other pain?............................................................................................................... ___ Yes ___ No

6. Has this child had trouble with his/her eyes or vision?....................................... ___ Yes ___ No

7. Is child’s appetite usually good?............................................................................ ___ Yes ___ No

8. Does this child chew unusual things such as pencils, cribs, window ledges, 


paint chips, plaster or hair (Pica)?........................................................................ ___ Yes ___ No

9. Does this child have any trouble sleeping?........................................................... ___ Yes ___ No

10. When was he/she last seen by a dentist (Date: __________) If over six months, 


check “No”)?............................................................................................................ ___ Yes ___ No

11. Was all the dental work he/she suggested completed?........................................ ___ Yes ___ No

12. Was this child seen by a doctor since last clinic exam?....................................... ___ Yes ___ No


If yes, when? _____________  What for? _____
13. Is child taking any medicines now (for example, asprin, laxatives, etc.)?..........___ Yes ___ No


If yes, what medication? _______________  What for? ___________________
14. PAST HISTORY – Circle any of the following this child has ever had:

*”Red” or “Hard” measles
*Kidney or bladder infection
*Birth injury or defect

*German or 13-day measles
*Diabetes


*Head injury

*Mumps


*Pneumonia


*Chickenpox

*Physical handicap

*Meningitis


*Premature birth

*Convulsions, seizure, fits
*Scarlet Fever


*Heart trouble

*Trouble breathing at birth
*High fever (above 104º for 3 days or more)

*Allergies (Eczema, hives, drug or food intolerance hay fever, wheezing or asthma)

15.
RECENT HISTORY – Circle any the child has had recently:


*Frequent urination

*Bowel problems

*Shortness of breath

*Small stream or dribbling
*Dizziness, fainting spells
*Difficulty hearing

*Burning or painful urination
*Tires easily


*Bleeds easily


*Constant cold


*Swollen glands


*Joint pain

16.
Other illness or disease?......................................................................................... ___ Yes ___ No


If yes, what? _________________________________________________________________

17.
Has this child been hospitalized?........................................................................... __Yes __No

If yes, for what? ______________________________________________________________

18. 
Has this child had any serious accidents or ingestions?...................................... ___ Yes ___ No


If yes, list type, when, how treated? ______________________________________________

19. Does this child have any physical restrictions?.................................................... ___ Yes ___ No


If yes, what? _________________________________________________________
20. Has this child ever been seen by a medical specialist? ………………………… ___ Yes ___ No


If yes, who? ___________________________________________________
21. Has this child ever had a sickle cell test? (If yes, when? ____________)…...… ___ Yes ___ No

Section B: Growth And Development History

1. Does this child get along well with:


Mother……………………………………………………………….……………. ___ Yes ___ No

Father…………………………………………………………..…………………. ___ Yes ___ No

Brother……………………………………………………………………………. ___ Yes ___ No

Sister………………………………………………………………………………. ___ Yes ___ No

Other children……………………………………………………………………. ___ Yes ___ No

Comments: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2.
Are you concerned about your child in any of the following areas?

a. Bedwetting……………………………………………………..………………. ___ Yes ___ No


b. Wetting during the day……...…………………………...……………………. ___ Yes ___ No


c. Difficulty going to bed or staying in bed……..………………………………. ___ Yes ___ No


d. Bad dreams, wakefulness, disturbed sleep……………………………..……. ___ Yes ___ No


e. Biting nails, nervous habits………………………………….………...………. ___ Yes ___ No


f. Thumb sucking…………………………………………….………...…………. ___ Yes ___ No


g. Stammering or stuttering…………………………………………………..…. ___ Yes ___ No


h. Irritability, easily upset, feelings hurt easily…………………….………..…. ___ Yes ___ No


i. Restlessness, over activity………………………………………………...……. ___ Yes ___ No


j. Daydreaming, mind not on what he/she is doing…………………….………. ___ Yes ___ No


k. Overly cautious, fearful, shy……………………………………….…………. ___ Yes ___ No


l. Wanting too much attention, comfort, or support; clinging…...……………. ___ Yes ___ No


m. Breath holding……………………………………………...…………………. ___ Yes ___ No


n. Contrary, stubborn, uncooperative, disobedient……………………………. ___ Yes ___ No


o. Selfish, inability to share………………………………………………………. ___ Yes ___ No


p. Jealousy……………………………………………………...…………………. ___ Yes ___ No


q. Anger, temper tantrums………………………………………………………. ___ Yes ___ No


r. Destroying things on purpose…………………………………………………. ___ Yes ___ No


s. Clumsiness, awkardness…………………………………….…………………. ___ Yes ___ No


t. Too much concern about sex for age………………………….………………. ___ Yes ___ No

Comments:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

3. What experience has this child had with groups (day care, preschool, Head Start, church or temple school)?___________________________________________________
4. Is there anything additional that you would like to tell us about your child? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________    __________


(Parent/Guardian Signature)




      (Date)
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