Kat's Little Angels

Enrollment Packet
Please Fill out everything, if it does not apply please put N/A.

Updated 4/9/2021



CHILDREN’'S ENROLLMENT FORM

Entrance Daie: Withdrawal Date:

Shifi: Days Times
Child's Name: Date of birth; Sex: (MF)  Age:
Home Address:

City: State; Zip:
Father's Information

Father's Mame: Email Address

Social Secunity & Home Phone Number:

Home Address(if differemt from child):

City: State: Lipe

Place of Employment: Work Phone:
Emplover’s Sireet Address:

City: State; Zip:

Mother's Information

Maother's Mame: Email Address:

Social Security # Home Phone Number:

Home Address(if different from child):

City: State: Zip:

Place of Employment: Work Phone:

Employer’s Street Address:

City: State:

Sipe

Child"s Living Arrangements: (check one) ( ) Both Parents { ) Mother { ) Father () Other Child's Legal

Ciuardian(s): (check one] () Both Parents

{ Y Mother () Father () other

The child may be released 1o the personis) signing this agreement or to the following:

Name:

Address;

Telephone Mumber:

Relationship to child:
Other identifying information [if any):

Relationship to Parent{s) or Guardiam:

Marme:

Address:

Telephone Number:

Relationship to child:

Relationship to Parent(s) or Guardian:

Other identifying information (if any):




CHILDREN'S ENROLLMENT FORM 2

Persons to contact in the case of emergency when parent or guardian cannot be reached (If person can
pick up child please place a * by name):

*Name: Telephone Number: =
*Name: Telephone Number: o
*Name: Telephone Number: _

Name of Public or Private School child attends, if any:

Child's doctor or clinic name:

Doctor/clinic Contact Number;
My child has the following special needs:

The following special accommodation(s) may be required to most effectively meet my child's needs while
at
the canter:

My child is currently on medication(s) prescribed for long-term continuous use and/or has the following
pre- existing iliness, allergies, or health concemns:

EMERGENCY MEDICAL AUTHORIZATION

Should {child's name) (Birthdate)

suffer an injury or iliness while in the care of (Facility name)_Kat's Little Angels Daycare and the facility
is unable to contact me (us) immediately, it shall be authorized to secure such medical attention and care

for the child as may be necessary. | (We) shall assume responsibility for payment for services.

Parent/Guardian Signature: Date:

Facility Administrator Signature: Date:




CHILDREN'S ENROLLMENT FORM 3
Parental Agreements with Child Care Facility

Kat's Little Angels agrees to provide child care for (Child’s Name) _On
Monday- Sunday from 6:00am. to 11:59pm. from January to December.

My child will participate in the following meal plan (circle applicable meals and snacks)

Breakfast Moming Snack Lunch Aftermoon
Snack Evening Snack Dinner Bedtime
Snack

Before any medication is dispensed to my child, 1 will provide a written authorization, which includes: date; name
of child; name of medication; prescription number; if any; dosages; date and time of day medication is to be given.
Medicine will be in the orniginal container with my child's name marked on it.

My child will not be allowed to enter or leave the facility without being escorted by the parentis), person
authorized by parent (s), or facility personnel.

| acknowledge it 15 my responsibility to keep my child's records current to reflect any significant changes as they
occur, e.g., telephone numbers, work location, emergency contacts, child’s physician, child's health status, infant
feeding plans and immunization records, ctc.

The facility agrees to keep me informed of any incidents, including illnesses, injuries, adversary actions to
medications, etc., which include my child. Kat’s Little Angels Da reserve the night to terminate service for
anyone that is three years of ages or older who is not fully potty trained.

The Kat's Little Angels Daycare agrees to obtain written authorization from me before my child participates in
routine transportation, field trips, special activities away from the facility, and water-related activities so curing in
water that is more than twe (2) feet deep.

| authorize the child care facility to obtain emergency medical care for my child when I am not available. | have
received a copy and agree to abide by the policies and procedures for Kat's Little Angels.

| understand that the facility will advise me of my child’s progress and issues relating to my child’s care as well as

any individual practices conceming my child’s special needs. | also understand that my participation is
encouraged in facility activities,

Signature: Date:

Facility Administrator Signature: Date: -




CHILDREN’'S ENROLLMENT FORM 4

Safe Sleep Practices Policy

Child's Name: Date of birth:

Parent/Guardian Name:

Safe Sleep Practices/Policies:

1.

Infants will be placed on their backs in a crib to sleep unless a physician's written statement
authorizing another sleep position for that infant is provided. The written statement must include
how the infant shall be placed to sleep and a time frame that the instructions are to be followed.
Cribs shall be in compliance with CPCS and ASTM safety standards. They will be maintained in
good repair and free from hazands.

No objects will be placed in or on the crib with an infant. This includes, but is not limited to, covers,
blankets, toys, pillows, quilts, comforters, bumper pads, sheepskins, stuffed toys, or other soft
tems.

No objects will be attached to a crib with a sleeping infant, such as, but not limited to, crib gyms,
toys, mirrors and mobiles.

Only sleepers, sleep sacks and wearable blankets provided by the parent/guardian and that fit
according to the commercial manufacturer's guidelines and will not slip up around the infant's face
may be worn for the comfort of the sleeping infant.

Individual crib bedding will be changed daily, or more often as needed, according to the rules,
Bedding for cots/mats will be laundered daily or marked for individual use. If marked for individual
use, the sheets/covers must be laundered weeklz,r or more frequent!‘y if naadad This facility will
adhere to the following practice: Bedding s/mats = e

Infants who arrive at the center asleep or fall alea&p ln other equiprnenl on I:he floor or elsewhere,
will moved to a safety-approved crib for sleep.

Swaddling will not be permitted, unless a physician's written statement authorizing it for a particular
infant is provided. The written statement must include instructions and a time frame for swaddling
the infant.

Wedges, other infant positioning devices and monitors will not be permitted unless a physician's
written statement authorizing its use for a particular infant is provided. The written statement must
include instructions on how to use the device and a time frame for using it.

| acknowledge that the director or designee has advised me of the safe sleep practices followed by the
facility.

Signature Date




CHILDREN'S ENROLLMENT FORM 5

Kat's Little Angels
Transportation Agreement

This is 1o certify that | give Kat's Little Angels Permission to transport my child

from {pick-up location) at {amipm)
to (drop off location) at {amipm).
My child will be transported from at {amipm)
Pick up Location
L] at {am/pm})
Delvery Location
on the following days.
o Monday o Tuesday o Wednesday o Thursday o Friday

is authorized to receive my child. In the event the authorized Name of Authorized Person

person s not presentad 1o receive my child; the following procedures are o ba followed:

The is approximately miles from the center,
Location
In the event that my child is not to be transported as outlined above, | agree to notify the  Kat's Litile Angels
Facility

Signature [Farent/'Guardian) Date




CHILDREN'S ENROLLMENT FORM ]
Kat’s Little Angels

Vehicle Emergency Medical Information

Child's Name Date of Birth

Address

Father's Name

Home Phone Work Phone
Mother's Name
Home Phone Work Phone

Person to notify in an emergency and parents cannot be reached:

Name Phone

Child's Doctor Phone

Medical facility the center uses

Address

Child's Allergies

Current prescribed medication

Child's special needs and conditions

In the event of an emergency involving my child, and if _Kat’s Little Angels cannot get in touch
with me, [ hereby authorize any needed emergency medical care. | further agree to be fully
responsible for all medical expenses incurred during the treatment of my child,

Child's Name

Signature (Parent/Guardian)

Witness By Date




CHILDREN'S ENROLLMENT FORM 7

INFANT FEEDING PLAN
Child's Full Nams Dimtn
Date of Hirth
Does the child take s bottle? Yes| ] Hal ]
Is dhe bonle warmed Yu[ ] Ka[]
Dioes the child hald own bonls? Yes|[ ] Hof ]
Can the child feed self? Yea[ ] Kol ]
Dioes the child eat: (check all thar spply)
SeainedFoods []  WholeMik [ ]
Baby Foods [1 Table Food []
Formuly [1 Othes [1
What rype fermmbs weed, of spplic abls?
Amount and time of fommmls bresst milk to be groea” Diate
UFDATED AMOUNTS OF FORMUTLABREAST MIIK TO BHE GIVEN
DATE TIME AMOUNT TYFE

Dipes the child taice 3 pacifier? Yes[ ] No[ ]I yes, when?

The introduction of ape-spproprists solid foods should prefersbly ocour ot six monshs of ape, but 5o sooner than four months. Has the
parent discnssed with the child's prasary carepiver that the child has met sppropriase developmenial skills for the invoduction of sold
fopds? Tes[ | Kol ] Pareni Inicals:

The child has reached the followning developmental skills-

Can hold his'her head steady?

Opens mouth leans forerard in snnicipasion of food offsred”
Closes Lips around o spoon?

Transfers fiood from front of the oogoe 1o the back md swallows?

131
ZEEE

Imstuctions for the imrodocton of salid foods

Amy opdated nssroctions megarding sdding pew foods or other distary changes, please list a5 neaded

FARFNT'S SIGNATURE: Deae:




CHILDREN’S ENROLLMENT FORM 8

. Permission to Photograph

L, . give permission for __ Kat's Litile Angels Daveare 1o photograph my child,
(Parent or Guardian name) {Child Care Provider)
, for the following purposes:
(Childs name)
Type of Use: {Please check one)
Grant Permission | Decline Permission
Still Photographs:

Dhsplay in my personal scrapbook

Give photographs possibly containing your child to current

clients

Display in facility’s scrapbook or bulletin boards, shown to
curment and prospective clienis

Display still photos on child care website*

Post photos on child care’s Facebook page
Dither:

Videos:

Give video o current parcnis
YouTube™ promotional video
Oither:

Other (please list):

*Only first names and possibly last initials {in the event of two or more children with the same first name) will be displayed on
the facility website,

I understand that it 18 my responsibility to update this form in the event that | no longer wish to authorize one or more of the
above uses. | agree that this form will remain in effect during the term of my child’s enrollment.

Signed:

{Parent or Guardian signature) {Date)




CHILDREN'S ENROLLMENT FORM 9

Authorization to Dispense External Preparations

590-1-1-.20(1)

Parental Authorization. Except for first aid, personnel shall not dispense prescription or
non-prescription medications to a child without specific written authorization from the
child's physician or parent. Such authorization will include, when applicable, date; full
name of the child; name of the medication; prescription number, if any; dosage; the
dates to be given; the time of day to be dispensed; and signature of parent,

I give Kat’s Little Angels , permission to apply one or more of the following topical
ointments/preparations to my child in accordance with the directions on the label of the

container.

Baby Wipes
Band-aids
Neosporin or similar ointment
Bactine or similar first aid spray
Sunscreen
Insect Repellent
Non-Prescription ointment (such as A & D, Desitin, Vaseline)
Baby Powder
Other (please specify)

Parent/Guardian Signature Date

*center should maintain in child’s file



CHILDREN'S ENROLLMENT FORM 10

FARE  FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Pooert] el iy . iy

Mame DOB: PLACE
PICTURE
R e N P At D e e e Ll - HERE
Weight: ibs. Asthrma: [0 Yes (higher risk for a severe reaction)] O Mo
NOTE: Do not depsnd on antihistamines or inhabers. (bronchodilators) io brest & sewvere reactson. UISE EPINEPHRINE.
Extremely reactive to the following allergens: e
THEREFORE:

O W cheched, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.
O W checked, give epinephrine immedialely if the allergen was DEFINITELY eaten, even if na symptoms are apparent

FOR ANY OF THE FOLLOWING:
SEVERE SYMPTOMS @"“L":SYMPiT”""S
@ @ @ @ NOSE MOUTH SKIN
LUNG THROAT Mehyor  ltchy mouth A few hives, Iulth
Shoriness of P‘Ih or bluish Tight or hoarse E-ngrln'F-Iu.nt Funmy nose, mild #ch MBLSEN of
tnﬂh_ mmg_ shin, faintness,  throat, treuble  swelling of the SrpaTing disenm i
repatitive cough wll: p-ulm brmathing o tongue o lips
sl i g FOR MILD SYMPTOMS FROM MORE THAN ONE
@ @ @ SYSTEM AREA, GIVE EPINEPHRINE.
ORA
COMBINATION FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
SKIN w AREA, FOLLOW THE DIRECTIONS BELOW-
Many hives over Repetitive F-l-lhrg iffarant : . :
m:: wideoresd vorsiling s somethiogbedis  botymess. || ﬂ”ﬁ'ﬂ“‘;ﬁ be given, if ordered by a
redness diarhea mimmmﬁ”' 2. Stay with the person; alert emergency contacts
0 £ iy 8 3. Walch closely for changes. If symptoms worsen,
give epinephrine.
1. INJECT EPINEPHRINE IMMEDIATELY.
2. Call 911. Tell emergency dispatcher the person is having
anaphyliogs and may need @pinephring when emangency MEDIEATIDH ms Es
w . Epitepiring Brand of Qanenic
¢ Consider gving additionsl medications fol iowing epinephrine:
=  Antihistamine Epenephrine Dese, o1 mpid Doisme D o3imgd
» [nhaler (bronchodilator) if wheering
& Lay the person flat, raisa lags end keep warm., If breathing is Aninisiamine Brand of Geneng,
difficult of they are vomiting, let them sit up or lig on their side.
& |f symphoms do mol imgnove, of sympkoms retum, more doses of S —— o
apinephring can be pven about 5 minutes or mone after the last dose
Oorses 1&g, IRRAE SroncPodilator 11 whissnng)
¢ Alpri emergency contacts.
¢ Transport patient fo ER, even if symptoms resolve. Patient should
remain in ER for af least 4 hours because symploms may relurn

FRTREWT OF FAREWTOUARDIAN AUTHINUEETION BOMATURT CaTE PHTSICARCS AT ERT R S0 UKL &L
FOAM PREINIDED COUSTESY OF PODS ALUESOY RESEAREH & EBUCET it (FARE) B OO0AL LINGYE DRG] LOO1R



CHILDREN'S ENROLLMENT FORM 1

Parents or Guardian’s
Motice of No Liability Insurance and Acknowledgement

1 understand that [ am being mformed in writing by signmg this acknowledgement
thar this facility, _Kals Liltle Angels , does not carry lability insurance
sufficient to protect my children in the event of an injury, et

Parents or Guardian's Signatares Date

Parent or Guardian (Print Names) Date

LethpZlpe




CHILDREN’S ENROLLMENT FORM 12

KAT'S

S

Daycare

Supply List

0O Face Mask (3 & up)

OPrepared bottles

OPacifiers

CIDiapers

OWipes

L1Diaper ointment

[JExtra Clothes (uniforms- black or sky or navy-blue shirt “solid color” & Khaki or
Black Pants)

DExtra formula (ready-made formula for emergency use only, we cannot mix
formula)

CIDiaper bag (enough space to store empty bottles and clothes that may be sent
home)

Please Remember:

® Please label all items with child’s first and last name.

e All creams and sunscreens to be applied require a completed medical authorization
form and must be kept in their original containers with your child’s full name on it.

e All prescriptions must be in the original containers with the patient’s name, dosage
and prescribed time to be given. The doctor must complete a medical form before
medication can be administered.

® Any over the counter medications (Tylenol, Motrin, etc.) require a permission form
from your doctor which must include the proper dosage for your child’s weight,
age, and the reason why it is to be administered. This medication cannot be given
no more than two weeks.



CHILDREN'S ENROLLMENT FORM

Holidays that will be treated like a weekend

Kat’s Little Angels will be open for business on the following holidays but
its will be treated as a weekend.

New Year’s Day

Martin Luther King Day

Good Friday

Memorial Day

Independence Day

Labor Day

Thanksgiving Day & the Friday after

Christmas Day

13
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