All About Children Learning Center
1201 Maple Ave
Arbutus, MD 21227
410-242-6009

Enrollment Checklist

____ Health Inventory Pari 1 (completed by parent)

____ Health Inveniory Part 2 (completed/signed by doctor)
__ Immunization Records

____Lead Screening (completed at age 1 and 2)

__ Emergency Card

____ Parent Handbook form

____ Enrollment Agreement

____ Photo/Video Waiver

____IEP form (if needed)

___ Food Program application



AACLC School Closing Days

2022

Memorial Day May 30
Independence Day July 4
School Prep Days August 25,26
Labor Day September 5
Thanksgiving November 24,25
Christmas December 23, 26
New Years Eve Dec 30 Close at 3

2023
New Years Day January 2
Good Friday April 7
Memorial Day May 29
independence Day July 4
School Prep Days August 24,25
Labor Day September 4
Thanksgiving November 23,24
Christmas December 25, 26

New Years Eve/Day January 1



Enrollment Supplies

Infant Rooms

» Diapers and wipes {a case/time for FT and sleeve/time for part time is ok)
3 sets of weather appropriate clothing. Bibs, if needed. Shoe size bin w/lid.
2 crib sheets

Bottles for every feeding (pre-made, pre-powdered, or pre-watered. NO
GLASS. Must be fresh bottle for every feeding) If breast feeding, only
enough for the day please.

> Pacifier, if needed.

» Drawstring/reusable bag on Mondays and Fridays

YV V VY

Toddler Room

> Diapers and wipes(a case/time for FT and sleeve/time for part time is ok)
> 3 sets of weather appropriate clothing and shoes in shoe size bin w/ lid
» 2 crib sheets

» 2 Sippy cups per day
Twos, Threes, and Fours

» Cot supplies- cot sheet, blanket, pillow (optional)

» Drawstring/reusable bag to keep cot supplies together

» 2 sets of weather appropriate clothing and shoes in shoe size bin w/ lid
» 1 box of tissues

» Diapers/ Pullups and wipes, if not toilet trained

> Reusable water cup/bottle

Threes and Fours only: Plastic pencil box, pencils, pack of 6/8 crayons, scissors,
glue bottle or stick

Medication forms are needed for ALL medications. These forms are available in
the office if needed. A Doctor does not need to sign a form for diaper cream
unless treating a rash or for sunscreen. If there are any allergies or asthma issues,
please inform teachers. There are additional forms needed for children with these
conditions.

PLEASE LABEL EVERYTHING!!!



Items needed for the 3’s and 4’s class

*Plastic pencil box

*box of 8 crayons

*box of 12 colored pencils
*Plastic pocket folder

*dull point scissors

*pack of 4 glue sticks

*small pack of dry erase markers

*pack of chubby pencils

Thanks! Ms. Crystal and Ms. Mautrice



MARYLANDSTATE DEPARTMENT OF EDUCATION
Office of Child Care

HEALTHINVENTORY

information and Instructions for Parents/Guardians
- REQUIRED INFORMATION

The following information is required prior to a child attending a Maryland State Department of Education licensed,
registered or approved child care or nursery school:

* A physical examination by a physician or certified nurse practitioner completed no more than twelve months prior to
atiending child care. A Physical Examination form designated by the Maryland State Department of Education and the

Department of Health and Mental Hygiene shalf be used to meet this requirerent (See COMAR 13A.15.03.02, 13A.16.03.02
and 13A.17.03.02).

* Evidence of immunizations. A Maryland Immunization Certification form for newly enroiling children may be obtained from the
local health department or from school personnel. The immunization certification form (DHMH 896} or a printed or a computer
generated immunization record form and the required immunizations must be completed before a child may attend. This form
can be found at:

nttp:/fearlychildhood.marylandpublicschools.org/system/files/filede pot/3/maryland immunization certification form dhmh 896
o february 2014 .pdf

Evidence of Blood-Lead Testing for children living in designated at risk areas. The blood-lead testing certificate (DHMH
4620) (or another written document signed by a Health Care Practitioner) shall be used to meat this requirement. This form can
be found at: hitp://earlychildhcod.marylandoublicschools.org/system/files/filedepat/3/dhmh 4620 bloodleadtestinggertificate 2016.pdf

EXEMPTIONS

Exemptions from a physical examination, immunizations and Blood-Lead testing are permitted if the family has an
objection based on their religious beliefs and practices. The Blood-Lead certificate must be signed by a Health Care
Practitioner stating a questionnaire was done.

Children may also be exempted from immunization requirements if a physician, nurse practitioner or health department
official certifies that there is a medical reason for the child not to receive a vaccine.

The health information on this form will be available only to those health and child care provider or child care personnel
who have a legitimate care responsibility for your child.

INSTRUCTIONS

Piease compiete Part | of this Physical Examination form. Part || must be completed by a physician or nurse practitioner,
or a copy of your child's physical examination must be attached to this form.

If your child requires medication to be administered during child care hours, you must have the physician complete a
Medication Authorization Form (OCC 1216) for each medication. The Medication Authorization Form can be obtained at

http://earlvchildhood.marvlandpubﬁcschools.org/svstem/ﬂies/ﬁledepot/S/occh16-medicationadministrationauthorization.pdf

If you do not have access to a physician or nurse practitioner or if your child requires an individualized health care plan,
contact your local Health Department.
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PART |- HEALTH ASSESSMENT
To be completed by parent or guardian

Child’s Namie: Birth date: Sex
Last First Middle Mo/ Day ! Ye  MOIF(D
Address:
Number Streef Apti# City State Zip
Parent/Guardian Name{s) Relationship PhoneNumber{s} .

W C: H:

W G H:
Your Child’s Routine Medical Care Provider Your Child's Routine Dental Care Provider Last Time Child Seen for
Name: Name: Physical Exam:
Addrass: Address; ! Dental Care:
Phone # Phone Any Specialist :

ASSESSMENT OF CHILD'S HEALTH - To the best of your knowledge has your child had any problem with the following? Check Yes orNa and

provide a comment for any YES answer.
R G Comments (required for any Yes answer)

Allergies ('Food, Insects, Drugs, Latex., etc.)

Allergles (Seasonal)

Asthmaor Breathing

Behavioral or Emotional

Birth Defect(s)

Bladder

Bleeding

Bowels

Cerabral Palsy

Coughing

Communication

Developmental Delay

Diabetes

Ears or Deafness

Eyes or Vision

Feeding

Head Injury

Heart

Hospitalization (When, Where)

Lead Poison/Exposure complete DHMH4620

Life Threatening Allergic Reactions

Limits on Physical Activity

Meningitis

Mobility-Assistive Devicesif any

Prematurity

Seizures

Sickle Cel! Disease

Speech/Language

Surgery

m| ol ool ol ol 0|0l gl ol ojo) 0|0 0|0l o o| 0| ool ol ol d o ol ol o ol &
oloio|olo|olololold oo ol oo ol o) ol o|o|d ol o0 o ool oo 2

Other

Does your child take medication (prescription or non-presetiption) at any time? and/or for ongoing heaith condition?

CNo [ Yes, namel(s) of medication(s):

Does your child receive any speclal freatments? (Nebulizer, EPI Pen, Insulin, Counseling etc.)

ONo [ Yes, type of treatment:

Does your child require any special procedures? (Urinary Catheterization, G-Tube feeding, Transfer, etc.}
0 No  [J Yes, what procedure(s):

| GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART Il OF THIS FORM. | UNDERSTAND IT IS
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH NEEDS IN CHILD CARE.

1 ATTEST THAT INFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE
AND BELIEF.

Signature of Parent/Guardian Date
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PART Il - CHILD HEALTH ASSESSMENT
To be completed ONLY by Physician/Nurse Practitioner

Child’s Name: Birth Date: Sex
Last First Middle Month / Day / Year M3 FO

1.Does the chiid named above have a diagnosed medical condition?
ONo [ Yes, describe:

2. Does the child have a health condition which may require EMERGENCY ACTION while he/she is in child care? {e.g., seizure, allergy, asthma,
bleeding problem, diabstes, heart problem, or cther prablem} If yes, please DESCRIBE and describe emergency action(s) on the emergency card.

CNo [ Yes, describe:

3. PE Findings

Not Not
Health Area WNL ABNL Evaluated { Health Area WNL ABNL Evaluated
Attention Deficit/Hyperactivity O ] ] Lead Exposure/Elevated Lead O ] £l
Behavior/Adjustment O [ O Mobility O [l
Bowel/Bladder ] ] [ Musculoskeletalforthopedic O ] [}
Cardiag/murmur [l ] [} Neurological Cl [ ]
Dental O [ i Nutrition ] ] ]
Development O [} L Physical liness/Impaiment O O O
Endocrine [ [ ] Psychosocial [ [ [m]
ENT J m] O Respiratery ] ] ]
Gl [l ] Ll Skin H O ]
GU ] O O Speech/Language ] O ]
Hearing ] (] ] Vision O O W]
Immunodeficiency O L] ] Other: ] £l

REMARKS: (Please explain any abnormal findings.)

4. RECORD OF IMMUNIZATIONS — DHMH 896/or other official immunization document (e.g. military immunization record of immunizations) is required
to be completed by a health care provider or a computer generated immunization record must be provided. (This form may be obtained from:
htto:.’.’earlvchi!dhood.marvlandnumicschools.orq/svstem.'fiIesffiledepoi,’S.’marviand immunization certification form _dhmh_ 896 - february 2014.pdf

RELIGIOUS OBJECTION:

| am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and practices, | object to any immunizations being given
to my child. This exemption does not apply during an emergency or epidemic of disease.

Parent/Guardian Signature: Date:

5. s the child on medication?

[ONo [ Yes, indicate medication and diagnosis:
{OCC 1216 Medication Authorization Form must be completed to administer medication in child care).

8. Should there be any estriction of physical activity in child care?
CINo [0 Yes, specify nature and duration of restriction:

7. TestMeasurement Results Date Taken
Tuberculin Test

Blood Pressure

Height

Waeight

BMI %tile
LeadTest Indicated:DHMH 4620 [ Yes N0 | Test#1 Test#2 Test# Test#2

has had a complete physical examination and any concerns have been noted ahove.

{Child's Name)

Additional Comments:

Physician/Nurse Practitioner (Type or Print}. Phone Number: Physician/Nurse Practitioner Signature: Date:

OCC 1215 - Revised June 2016 - 41 previous editions are obsolete. Page3 of 5




MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE BLOOD LEAD TESTING CERTIFICATE

ll Instructions: Use this form when entolling a child in child care, pre-kindergarten, kindergarten or first grade. BOX Aisto be

¥| completed by the parent.or guardian. BOX B, also completed by parent/guardian, is for a child bomn before January 1, 2015 who does
i| not need a lead fest (children must meet all conditions in Box B). BOX C should be completed by the health care provider for any

gl child born on or after January 1, 2015, and any child born before January 1, 2015 who does not meet all the conditions in Box B. BOX
fl D is for children who are not tested due to religious objection (must be completed by health care provider),

| BOX A-Parent/Guardian Completes for Child Enrolling in Child Care, Pre-Kindergarten, Kindergarten, or First Grade
| CHILDS NAME / /

LAST FIRST MIDDLE

{| CHILD'S ADDRESS / / /

: STREET ADDRESS (with Apartment Number) CITY

SEX: QMale UFemale BIRTHDATE / / PHONE

PARENT OR, / /
GUARDIAN LAST : FIRST

Fi L

MIDDLE

BOX B - For a Child Who Does Not Need a Lead Test (Complete and sign if child is NOT enrolled in Medicaid AND the
ansyer to EVERY question helow is NO):

Was this child born on or after January 1, 20157 O ves OO nNO
Has this child ever lived in one of the areas Iisted on the back of this form? O vEs O wo
Does this child have any known risks for lead exposure (sce questions on reverse of form, and

tali with your child's health care provider if you are unsure)? { YES Q NO
If all answers are NO, sign below and return this form to the child care provider or school.

Parent or Guardian Name (Print):; Signature: Date:

If the answer to ANY of these questions is YES, OR if the child is eorolled in Medicaid, do not sign
Box B. Instead, have health care provider complete Box € or Box D.

BOX C - Documentation and Certification of Lead Test Results by Health Care Provider

Test Date Type (V=venous, C=capillary) Result (meg/dL) Comments

¥l Comments:

Person completing form: O Health Care Provider/Designee OR QSchool Health ProfessionalDesignee

Provider Name: Signature;

1 Date; Phone:

il Office Address:

BOX D - Bona Fide Religious Beliefs

I'am the parent/guardian of the child identified in Box A, above. Because of my bona fide religious beliefs and practices, I object to any
il blood lead testing of my child.

Parent or Guardian Name (Print): Signature: Date:

: ****************************************************************************************i«***************************

| This part of BOX D must be completed by child’s health care provider: Lead risk poisoning risk assessment questionnaire doe: 0 YES [ NO

f| Provider Name: Signature;

Date; Phone:

bl Otfice Address

DHMH FOrRM 4620 REVISED 5/2016 REPLACES ALL PREVIOUS VERSIONS
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HOW TO USE THIS FORM

The documented tests should be the blood lead tests at 12 months and 24 months ofage. Two test dates and results are required
ifthe first test was done prior to 24 months of age. If the first test is done after 24 months of age, one test date with result is
required. The child’s primary health care provider may record the test dates and results directly on this form and certify them
by signing or stamping the signature section. A school health professional or designee may transcribe onto this form and certify
test dates from any other record that has the authentication of a medical provider, health department, or school. Ali forms are
kept on file with the child’s school health record.

At Risk Areas by ZIP Code from the 2004 T argeting Plan (for children born
BEF Januar 2015

Baltimore Co. Frederick Prince George's  Queen Anne’s
Allegany (Continued) Carroll {Continued) Kent (Continued) (Continued}
ALL 21212 21155 21776 21610 20737 21640
21215 21757 21778 21620 20738 21644
Anne Arundel 21219 21776 21780 21645 20740 21649
20711 21220 21787 21783 21650 20741 21651
20714 21221 21791 21787 21651 20742 21657
20764 21222 21791 21661 20743 21668
20779 21224 Cecil 21798 21667 20746 21670
21060 21227 21913 20748
21061 21228 Garrett Montgomery 20752 Somerset
21225 21229 Charles ALL 20783 20770 ALL
21226 21234 20640 20787 20781
21402 21236 20658 Harford 20812 20782 St. Mary’s
21237 20662 21001 20815 20783 20606
Baltimore Co. 21239 21010 20816 20784 20626
21027 21244 Dorchester 21034 20818 20785 20628
21052 21250 ALL 21040 20838 20787 20674
2107 21251 21078 20842 20788 20687
21082 21282 Frederick 21082 20868 20790
21085 21286 20842 21085 20877 20791 Talbot
21093 21701 21130 20901 20792 21612
21111 Baltimore City 21703 21111 20910 20799 21654
21133 ALL 21704 21160 20912 20912 21657
21155 21716 21161 20913 20913 21665
21161 Calvert 21718 21671
21204 20615 21719 Howard Prince Geerge's Queen Anne’s 21673
21206 20714 21717 20763 20703 21607 21676
21207 21757 20710 21617
21208 Caroline 21758 20712 21620 Washington
21209 ALL 21762 20722 21623 ALL
21210 21769 20731 21628
Wicomico
ALL
Worcester
ALL

Lead Risk Assessment Questionnaire Screening Questions:

1. Livesin or regularly visits a house/building built before 1978 with peeling or chipping paint, recent/ongoing renovation or

remodeling?

Ever lived outside the United States or recently arrived from a foreign country?

Sibling, housemate/playmate being followed or treated for lead poisoning?

If born before 1/1/20185, lives in a 2004 “at risk” zip code?

Frequently puts things in his/her mouth such as toys, jewelry, or keys, eats non-food items (pica)?

Contact with an adult whose job or hobby involves exposure to lead?

Lives near an active lead smelter, battery recycling plant, other lead-related industry, or road where soil and dust may be

contaminated with lead?

8. Uses products from other countries such as health remedies, spices, or food, or store or serve food in leaded crystal, pottery or
pewter.

Nov Wk W

DHMH ForM 4620 REVISED 5/2016 REPLACES ALL PREVIOUS VERSIONS

Page5of 3
0CC 1215-June20ib



MARYLAND DEPARTMENT OF HEALTH IMMUNIZATION CERTIFICATE

CHILD'S NAME

LAST FIRST MI
SEx: MALEO]  FEMALE O BIRTHDATE / /
COUNTY SCHOOL GRADE
PARENT NAME PHONE NO.
OR
GUARDIAN ADDRESS CITY ZIP
Oose DTP-DTaP-DT Polie Hib Hap B oV Rotavirus MCV HPY Hep A MMR Varicella Varicelia COVID-19
# Mo/Day/Yr Mo/Dayf¥r | Meo/Dayfyr MofDay/Yr Mo/Day/Yr MofDay/Yr Mo/Day/Yr Mo/Day/Yr Mo/Day/Yr | Mo/DayfvYr Mo/Day/Yr Disease Mo/Day/¥r
Mo /¥r
1
3 _—
3 Td Tdap MenB Cther
Mo/Dayf¥r Mo/Dayl¥r Mo/DayfYr Mo/Day/¥r
4
5
To the best of my knowledge, the vaccines listed above were administered as indicated. Clinic / Office Name

l.
Signature

Title Date
{(Medical provider, local health department ofYicial, school official, or child care provider only)
2.
Signature Title Date
3.
Signature Title Date

Lines 2 and 3 are for certification of vaccines given after the initial signature.

Office Address/ Phone Number

COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM YACCINATION ON MEDICAL
OR RELIGIOUS GROUNDS. ANY VACCINATION(S) THAT HAVE BEEN RECEIVED SHOULD BE ENTERED ABOVE.

MEDICAL CONTRAINDICATION:

Please check the appropriate box to describe the medical contraindication.

Thisisa: [1 Permanent condition QR L] Temporary condition until /

Date

The above child has a valid medical contraindication to being vaccinated at this time. Please indicate which vaccine(s) and the reason for the

contraindication,

Signed:

Medical Provider / LHD Official

RELIGIOUS OBJECTION:

Date

[ am the parent/guardian of the child identified above. Because of my bona fide religious beliefs and practices, 1 object to any vaccine(s)
being given to my child. This exemption does not apply during an emergency ot epidemic of disease.

Signed:

MDH Form 8%6 (Formally DHMH 896}
Rev. 521

Date:

Center for Immunization
www health.maryland.gov/Imm




MARYLAND STATE DEPARTMENT OF EDUCATION - Office of Child Care
CACFP Enrollment: Yes:___ No:

Maals your child will recaive while in care;
BK__LN__SU _ AMSnk__ PMSnk__ Evng Snk___

EMERGENCY FORM

INSTRUCTIONS TO PARENTS:
(1) Complete all items on this side of the form. Sign and date where indicated. Please mark “N/A" if an item is not applicable.

(2) If your child has a medical condition which might require emargency medical care, complete the back side of the form. If necessary, have your child’s
health practitioner review that information.

NOTE: THIS ENTIRE FORM MUST BE UPDATED ANNUALLY.,

Child’s Name Birth Date
Last First

Enraliment Date Hours & Days of Expected Aftendance

Child’'s Home Address

Street/Apt, # City State Zip Code

”Email: C: W
H: Employer:
Email: C: W:
H: Employer:
Name of Person Autharized to Pick up Child (daily}
Last First Relationship to Child
Address
Straet/Apt. # City State Zip Code
Any Changes/Additional Information
ANNUAL UPDATES
(Initials/Date} (Initials/Date) {initiats/Date) (Initials/Date)

1. Name Tetephane (H) (W)
Last First
Address
Street/Apt. # City State Zip Code
2. Name Telephone (M} W)
Last First
Address
Streat/Apt. # City State Zip Code
3. Name Telephore {H) (W}
Last First
Address
Street/Apt. # City State Zip Code
Child's Physician or Source of Health Care Telephone
Address
Street/Apt. # City State Zip Code

In EMERGENCIES requiring immediate medical attention, your child will be taken to the NEAREST HOSPITAL EMERGENCY ROOM. Your signature
authorizes the responsible person at the child care faciiity to have your child transported to that hospital,

Signature of Parent/Guardian Date

Page 1 of 2
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All About Children Learning Cenfer
1201 Maple Ave
Arbutus, MD 21227
410-242-6009

I/We, . , parent/legal guardian

of acknowledge we have viewed a copy of All
About Children Learning Center's parent handbook as posted on the company's
website. (arbutuspreschool.com) and agree to all the terms provided within the
handbook. I/We understand the polices described are not conditions of enrollment
and does not create a contract for care. AACLC reserves the right to alter, amend,

or modify guidelines with written notice given to parents in advance.

Signature . Signature

Printed name ' Printed name



Individualized Infant Care Plan

Child's Name: DOB/Age:

Enroliment Date: Days & Hours of Attendance;

Allergies/Medical Conditions:

Breast Milk or Farmula- Brand of Formula:

Heated by;

Eating Schedule/Preferences:

Napping Schedule/Preferences:;

Diapering Preferences:

Activity Schedule (Includes twice daily outside time):

Likes/Dislikes:

Special Neads/Instructions:

Primary Staff Member Name Printed: Signature and Date:

Parent(s) Name Printed: Signature{s) and Date;




All About Children Learning Cenver
1201 Maple Ave
Arbutus, MD 21227
410-242-6009

Cot Permission Form

I, , give permission for my
child, who is under two, to sleep
ona cot at All About Children Learning Center. I will provide the
appropriate bedding for my child. Children under 1 are not permitted to
use pillows.

Parent Sighature Date



IEP Information for New Families

AACLC would like the opportunity to help all the children in our care in any way
that we can. We offer connections to many programs to help the whole child on
different levels. If your child is currently in need of support, we may be able to
help. If your child is already in a program and have an IFSP/IEP, please know that
we are here to help your family in any way we can. We encourage you to have
program providers come to visit your child in our setting and to have our teachers
involved as much as they are able. If your child has a current IEP/IFSP please
submit to us upon enroliment. Please return this form if any of the following
applies to your child:

| would like information for programs for my child
I currently have an IEP/IFSP for my child.
Optional:

e Workers hame and contact information
e Home School Location
e Weekly visit dates and times

We would like to work as a team in any way possible to provide the best care for
your child. Submitting any information regarding your child's |EP/IFSP is
completely optional, but helps us to provide proper accommodations, if
necessary. Thank you in advance and we look forward to serving your family.

Heather Kuchta

Director of AACLC



This day care facllity participates in the Child and Adult Care Food Program (CACFP), a Federal program
that provides healthy meals and snacks to children receiving day care.

Each day more than 2.6 million children participate in CACFP at child care homes and centers across the
country. Providers are reimbursed for serving nutritious meals which meet USDA requirements. The
program plays a vital role in improving the quality of day care and making it more affordable for low-income

families.
Meals CAGFP homes and centers follow meal requirements established by USDA.
Breakfast Lunch or Supper Snacks {Two of the four groups:
Milk Milk Milk
Fruit or Vegetable Meat or meat alternate Meat or meat alternate
Grains or Bread Grains or bread Grains or bread
Two different servings of fruits Fruit or vegetable
or vegetables

Participating
Facilities Many different homes and centers operate CACFP and share the common goal of bringing
nutritious meals and snacks to participants. Participating facilities include:

« Child Care Centers: Licensed or approved public or private nonprofit child care centers,
Head Start programs, and some for-profit centers.

o Family Child Care Homes: Licensed or approved private homes.

o After School Care Programs: Centers in low-Income areas provide free snacks io
School-age children and youth,

o Emergency Shelters: Programs providing meals to homeless children.
Eligibllity State agencles reimburse facilities that offer non-residential day care to the following children:
o Children age 12 and under,
o Migrant children age 15 and younger, and
o Youths through 18 in emergency shelters and after schoal care programs in needy areas.
Contact
Information If you have questions about CACFP, please coniact one of the following:

Sponsoring Organization/Center

| v ouds, wp 121

Nondiscrimination

The U.S Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment
on the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable,
political beliefs, marital status, farnilial or parental status, sexual orientation, or all or part of an individual's income is derived
from any public assistance program, or protected genetic information in employment or in any program or aclivity conducted
or funded by the Department. (Not all prohibited bases will apply to all programs and/or employment activities.)

If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint
Form, found online at http:llwww.ascr.usda.govfcomplaint_ﬁling_cust.html, or at any USDA office, or call (866) 632-9992 to
request the form. You may also write a |etter contalning all of the information requested in the form. Send your completed
complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence
Avenue, S.W., Washington, D.C. 20250-2410, by fax (202) 690-7442 or email at program.intake@usda.gov.

Individuals who are deaf, hard of hearing or have speech disablliities may contact USDA through the Federal Relay Service at
(800) 877-8339; or (800) 845-6136 (Spanish).

USDA is an equal opportunity provider and employer.

74



Child and Adult Care Food Program Center Name: All About Children Learning Center

Child Enrollment Form

ENROLLMENT FORM FOR CHILDREN IN CHILD CARE

This document does not have to be completed for children in Emergency Shelters, Qutside School Hours, and/ or A-Risk programs. It Is recommended to have new
GACFP Annual Enrollment Forms completed each year during the Household Eligibility Application renewal pericd . Raview completed enrollment form and enter the
effective date in lower right hand section.

PARENTS: This institution participates in the Child and Adult Care Food Program (CACFP) and receives reimbursement to provide more nutritous meals for your
child(ren). Federal CACFP regulations require all parents and guardians to complete 2 CAGFP Annual Enrofment Form when enrolling their child (ren) and again every
year thereafter. This information will help ensure all children recelve appropriate meals during their care.

Please complete all areas to include slgning and dating same.

TIMES CHILD NORMALLY ATTENDS DURING WEEK
FULL NAME OF ENROLLED CHILD DAYS OF WEEK IN TIME-IN TIME QUT TIMES CHILD ATTENDS MEALS RECEIVED
{fncluda Birth Date/Age} ATTENDANCE SCHOOL
S AM | PM TIME AM PM TIME LEAVES | RETURNS TO
CENTER CENTER

FIRST CHILD O monpar
O Tuespay

NAME O wepnespay |0 ves [ No  1work multiple shifts and chitd(ren) may ba in cave ditferenl daysihours 3 ereakrast
O thursoay [ AM. SNACK

er

BIRTH DATE O rriDar O LuncH
O saturoar O P SNACK

AoE O sunoar O suprer

Enrollment Date: Withdrawal Date: 0 evenNG sNACK

Signature

Signature of Parent or Guardian Date Telephone Number of Parent or Guardian

CHILD CARE REPRESEMTATIVE USE ONLY:

MName of Representalive/Signalure Date
The efieciive date can be made retroaclive back lo the first day the child participates in the CACFP as long as it accurs in the same month this form is recelved.

In accordance with Federal civil rights law and U8, Department of Agricufture {USDA) civil rights regulations and polities, the USDA, its Agencies,
offices, and employees, and institutions participating in or administering USDA programs are prohiblted from discriminating based ot racq color,
national origin, sex, disabllity, 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 aliernative means of communication for program information {e.g. Braille, farge print, audiotape, American Sign
Language, etc.), should contact the Agency (State or focal) where they applied for benefits. Individuals who are deaf, hard of hearing or have speech
disabifities may conlact USDA through the Federal Relay Service at(800) 877-8339. Additionally, pregram Information may be made availahle in languages
other than English.

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, {AD-3027) found online at:
hitp:/www.zser. usda.govicomplaint filing custhtml, and at any USDA office, or write 2 letter addressed fo USDA and provide in the fetter all of the
Iinfarmation requested in the form. To request a copy of the complaint form, call (866) 632-8992. 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 Avenus, SW
Washington, D.C. 20250-2410;

2 fax: (202) 690-7442; or

{3 emall: program.intake@usda.gov

This Institution is an equal oppertunity provider.



The Planning Council & MSDE Form
INFANT FEEDING PLAN (For children 0 - 12 mos.)

Center Name: All About Children Learning Center
Address: 1201 Maple Avenue

Dear Parent(s)/Legal Guardian{s):

This center/provider offers j { W1 d\w d iron-fortified infant formula

Fornuila name
for all enrolled infants at no additional charge. It is your option whether or not to use this formula based on your preference and
your infant's needs. All formula that is provided to infants at this facility must be iron-fortified as required by the Child and
Adult Care Food Program.

PARENT FORMULA REQUEST

Please check one of the following options, regarding FORMULA:

[ will provide expressed breast milk for my infant. [ understand that the breast milk
I supply must be labeled with my child’s name and the date the milk was expressed.

I will use the infant formula offered by this facility.

I will not use the infant formula offered by the facility. I will supply the following
Infant formula for my infant

Formula name

I understand that I must supply sufficient infant formuia each day to meet my child’s nceds. Bottles must be labeled
with my child’s name and be dated. Bottles must be taken home daily.

PARENT FOOD REQUEST

When your infant is developmentally ready to eat solid foods, do you accept or decline the provider/facility-supplied food?

Please check one of the following options, regarding FOODS:

1 will supply all supplemental foods for my infant. {Center may not claim my child for meals]

I will ACCEPT the supplemental foods offered to my infant(s) by this facility.

Child’s Name:

Child’s Date of Birth:

Signature of Parent/Legal Guardian Date

All food and beverages served to infants in this facility must be in compliance with the infant meal pattern required by
the Child and Adult Care Food Program.



Meal Benefit Application for Child Care Centers

20-21 Center MBA

July 01, 2022 - June 30, 2023

For more information, read Instructions for Completing or call: (855) 427-2888

Step 1

List all enrolted children (if more spaces are required for additional names, attach another sheet of paper).

Children in Foster Care and children whe meet the definition of Homeless, Migrant, Runasay, Head Start, Early Head Start or Even Start are eligible tor free meals. [f ALL

children listed are foster, homeless, migrant, runaway or in Head Start, Early Head Start or Even Start, skip to Step 4.

First and Last Names of All ENROLLED

Check all that apply:

Foster Child

Head Start
Early Head
e o Start

Homeless Migrant Runawzy Even Start

Step 2

Assistance (TCAY? Circle One: Yes

Do any Houschold Members (including you) currently participate in the Food Supplement Program (FSP) or Temporary Cash
No

1f you answered NO, complete Step 3. Case
If vou answered YES, provide a case number then go 10 Step 4 Number: .-
Step 3 ‘Report Income for ALL Houschold Members (skip this step if you auswered *Yes' to Step 2)

List all Household Members (including yourself) even if they do not receive income. For each Household Member listed, if they receive income, report total gross

income (before taxes) for cach souree in whole dollars enly. [ they do not receive income from any source, enter ‘0'. If you enter ‘0’ or leave any fields blank you

are cerlifying (promising) that there is no inceme te repern.

How Often = Weekly, Every 2 Weeks, Monthly, Twice a Month or Yearly

Earnings from Work Child Support, Alimony, Pensions, Retirement,
8 :
First and Last Names of ALL Household ¥embers | Armnes om - Public Assistance  Other Income
I o R Income ___ How Often? Income How Often” Income How Often?
Total Houscheld Members (Children and Adalts): Last Four Digits of Sociul Security Number (SSN) of Primary Wage Cheek i No
Barner or Other Adult Household Member: . . S5N: —
Step 4 " Contact Information and Adult Signature

1 certify (promise) that all information on this application is true and that all income is reported. [ understand that this information is given in connection with the receipt of
Federal funds, and that officials may verify (check) the information. [ am aware that if I purposely give false information, I may be prosecuted under applicable State and

Federal laws. [ understand my child's cligibilily status may be shaved as allowed by law.

Printed Nome: Signature;
Street Address:
Date. Phoune #:
Step 5 " OPTIONAL: Children’s Racial and Ethnic Identities

We are required to ask for information abeut your children's race and ethnicity . This information is important and helps to make sure we are fully serving our community.

Lﬂlniciw {Check One):
|

American Indian

Mot Hispanic or Latino _‘Asian

Race (Check one or mere):

or Alaskan Native

' Black or African American

DO NOT FILL OUT THIS SECTION. CENTER USE ONLY
Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice a Month x 24, Monthly x 12

Total Income {Children and Adults): $

Determining Official's Signature:

Date Withdeawn:

Center Name: All About Children Learning Center

Weekly

Eligibility:

Free

. White
Native Hawaiian or Other Pacific lslander
Every 2 Twice a Month Manthly Yearly
Weeks —— — -
Caegorically Reduged Paid
- Eligible - -

Date:



20-21 Center MBA

- CCS 1
INSTRUCTIONS FOR COMPLETING MEAL BENEFIT APPLICATION - Child Care Center 20-21 CCC Sample

Complete the application using the instructions below. Sign the form and return it to the center. If you need help, call(855)427-2888

STEP 1 - CHILDREN'S INFORMATION - ALL HOUSEHOLDS COMPLETE
List the first and last name of all enrolled children. Indicate if a foster child, homeless, migrant, unaway, or in Head Start, Early Head Start or
Even Start by checking the box. [f ALL children listed are foster, homeless, migrant, runaway, er in Head Start, Early Head Start, or Even
Start, skip to Step 4.

STEP 2 - CASE NUMBER
If any member of your household receives benefits from the Food Supplement Program (FSP} or Temporary Cash Assistance (TCA), write
the case number and skip to Step 4.

STEP 3 - NAMES OF ALL HOUSEHOLD MEMBERS AND GROSS INCOME
o List the first and last name of everyone in your household, whether they receive income ar not. Your household includes all those living as one economic
unit. Include yourself, all children living with you, including foster children and any other person living in your household, related or not. List each type of
income received jast month and how often it is received. You must indicate how much in whole dollars, and how often received (weekly, bi-weekly, twice a
month, monthly, yearly). If a household member has no income-write ‘0° in the income box.
® Report all income as gross income. Gross income is the amount earned before taxes and other deductions. This is not the same as
take- home pay. Gross income includes unemployment benefits, Worker’s Compensation, Supplemental Secusity Income and Veteran's
benefits, Sociat Security, private pensions or disability, sirike benefits, income fron trusts or estales, annuities, investment incomne
earned interest, rental income and regular cash payments from outside household, For self-owned business, farm, ot rental income,
report income as net income.
® |fyou arc in the Military Housing Privatization Initiative, do not include your housing allowance as inceme. Do not include combat pay.
® Indicate the total number of houschold members in the space provided,
® The form must have the last four digits of the Social Security Number of the primary wage earner ot adult who signs unless the adult does not have a
Social Security Number. If the adult does not have a Social Security Number, check the box. The tast four digits ofthe Social Security Number are not
needed if you listed a FSP or TCA case number, or if you are only applying for foster children.

STEP 4 - SIGNATURE - ALL HOUSEHOLDS COMPLETE

All forms must have the signature of an adult household member,

STEP 5 - RACIAL/ETHNIC IDENTITY

You are not requited to answer this question 1¢ get meal benefits. This information will help ensure that everyone is treated fairly.

Federal Income Guidelines The Richard B. Russell National School Lunch Act requires the information on this application. You

Household Size Year | Month | Week do not have to give the information, but if you do not, we cannot approve your child for free or
1 $25,142] $2,096 $484 seduced-price meals. You must include the last four digits of the social security number of the adult
2 igggg igg 23{2) household member who signs the application. The last four digits of the social security number are
I 51:338 4:279 988 not required when you are only applying for foster children, or you list a Food Supplement Program
< 60,070 5,006 1,156 or Temporary Cash Assistance case numbet, of when you indicate that the adult household member
G 68,802 5,734 1,324 signing the application does not have a social security number. We witl use your information to
i 77.534 6462 ) 1492 determine if your child is eligible for free or reduced-price meals, and for adniinistration and
8 86,266 7.189 1,654 enforcement of the lunch and breakfast programs, We MAY share your eligibility information with

For each additional] ¢g 735 8728 $168 education, health, and nutrition programs to kelp them evaluate, fund, or determine
family member add

Nondiscrimination Statement: In accordance with Federal civil rights law and U.S. Department of Agriculture (LISDA) civil rights regulations and policies, the USDA, its Agencies. offices, and employces, and
institutions paticipating in or administering USDHA programs ate prohibited from discriminating based on race, color, national origin, sex, disability. age. or repnisal or retaliation for prior civil rights activity in
any program of activity conducted or funded by USDA.
Persons with disabilities who require alternative means of communication for progran information (e.g. Braille, large print, audiotape, American Sign Language, et} should contact the Ageney (State or lecal)
where they applied for benefits. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (8001 877-5339. Additionally, program information
may be made available in languages other than English.
To file a program complaint of discrimination. complete the USDA Program Discrimination Complainl Form, (AD-3027) found online at: http://www aser.usda.gov /fcomplaint_filing_custhtml, and at any USDA
office, or write a letter addressed 10 USDA and provide in the lerter all of the information requested in the form . To requesta copy of the complaint form, call (366} 632-9952. Submit your completed form or letter to
USDA by:
mail: U.S. Department of Agricubure

Oflice of the Assistant Secretary tor Civil Rights

1400 Independence Avenue, 8V

Washington, D.C. 20250-9410
fax:  {202) 690-7442; or
cmail: program. intake@usda. gov.
This institution is an equal opportunity provider.

The Maryland State Department of Education does not discriminete on the basis of age, ancestry national origin, eolor, disability, gender Wentity‘expression, marital status, race, religion. sex, er sexual anentation
matters affecting employment or in providing access to programs and activities and provides equal aceess to the Boy Scouts and other designated youth groups . Foe inguiries related to Depariment palicy, please
contact: Agency Equity Officer, Equity Assurance and Compliance Office., Office of the Depuly State Superintendent for Finance and Administration , Maryland State Department of Education, 200 W. Baltimere
Street - 6th Floor, Balimore, Maryland 21201-2595, 410-767-0426 - vaice. 410-767-0431 - fax, 410-333-6442 - TTY/TDL).



All About Children Learning Center
1201 Maple Ave
Baltimore, MD 21227
410-242-6009

Tuition Cost for Enrollment

i, , enroll my child

for full/ part time care: Monday Tuesday Wednesday Thursday Friday. (please
circle days). We plan to attend from the hours of to . The fee
for this weekly tuition will be $ per week paid on Fridays the week
before care is provided. | agree to give 2 weeks notification if/when | decide to
leave AACLC. | understand if | do not give proper notification [ can be charged up
to 2 weeks tuition. | also understand that all holidays, sick days, closings and any
other days must still be paid with tuition. After one year of enrollment | may
receive one week half priced tuition for vacation, alt 5 days in one week.

Parent Signature Date

Director Signature



Release and Consent Form
For the use of recorded materials, image, sound, videotape, film, photograph, CD, or
audiotape.

I hereby authorize All About Children Learning Center and its affiliates, employees and assigns to use the
subject’s name, voice, likeness and/or picture (still or motion) for use in advertising, promotion,
reproduction, or broadcast of said project, Furthermore, 1 hereby release All About Children Learning
Center and its affiliates, employees and assigns from all Habilities in connection with the use of the
aforementioned project matetials. .

I agree that, All About Children Learning Center, and any designates shall have the right fo use the
Film/Video/Print/ Audio/Media produced hereunder at any time, as frequently as desired and in any place.

I acknowledge that T am over the age of eighteen and authorize All About Children Learning Center and its
designates to use in any manner whatsoever and without restriction any recorded
Film/Video/Print/Audio/Media of the subject or property belonging to the subject, any statements or
recordings of the subject’s voice made by the subject, or any use of the subject’s name during the process
for any purpose and without restriction.

Project Title: All About Children Leaming Center Web Site

Name of Subject /Minor

Address

City State Zip

Phone Email

i, as the Subject, or F athle;-', Mother, or Guardian of the Minot named

as “subject,” do consent to the release of the material

described above.

Signature

Print Name Relationship to Subject




