








INSTRUCTIONS FOR FILLING OUT EMERGENCY CONTACT FORM
MUST BE IN CHILD'S FILE BY FIRST DAY OF CLASS

Dear Parent,

The Emergency Contact form is one of the forms that DHS requires for our State Inspection. Although it is a fairly
simple and straightforward form it does have areas that can be confusing especially if they do not pertain to your
child or family. Every area on this form must be filled in whether it pertains to your child or not. This form
must be on file by the child's first day or they cannot attend class until it is received.

Please fill in the top areas with the necessary information regarding your child and the parent information. State
regulations mandates that we must have addresses and phone numbers for all areas in this section. Failure to have
these will result in a citation to Preschool.

Please list in the "Emergency Contact Persons" area the names and phone numbers of those people who can be
contacted in an Emergency including the parents. If necessary please attach additional paper to the form if you have
more than three people. In the "Persons To Whom Child May Be Released" area the State regulations mandates
that we must have their names, full addresses including the street number and name, area such as Pittsburgh,
Glenshaw, etc and zip code and phone numbers. Again, please include parents in this area too. WE WILL NOT
RELEASE YOUR CHILD TO ANYONE WHO IS NOT LISTED IN THIS SECTION. Again, if necessary please use
additional paper and attach to the form. Failure to have these will result in a citation to the Preschool.

Please make sure to fill out your child's doctor's name, full address including street number and name and
area such as Pittsburgh, Glenshaw etc and zip code and phone number. Under that area are five sections that
pertain to health or disabilities. (Special Disabilities (If Any), Medical or Dietary Information, Additional information
on Special Needs of Child, Allergies, Medication. If these areas pertain to your child please complete them with the
necessary information requested. If they do not pertain to your child please either put N/A or a line through
that area. Please make sure that your

fill
in your Health Insurance Company's name and your policy number. Failure to complete this area completely will
result in a citation to the Preschool. The last section of the form requires either a signature if the child can receive the
service or a line or NA if you do not want the services that are offered. Obtaining Emergency Medical Care, signing
this area indicates that we can seek emergency care for your child, such as an ambulance or other medical
treatment. Admin Of Minor First Aid - your signature indicates that we can treat your child with a bandage, ice pack
etc. for minor injuries. If you do not sign these two areas we cannot treat your child if they would be injured. The
following areas need either your signature or a line through them

or NA

Walks and trips - we do take walks on the church grounds. If you do not sign this area your child cannot go on these
walks. We do not transport children to off-site field trips. Transportation by the Facility — signing this allows the
staff of St. Paul's Preschool to have your child transported to a medical facility if they are injured. We will not
transport a child to any other place but a doctor's office, dentist office or hospital. Please put N/A or a line through
the swimming and wading areas as we do not have swimming or wading during the regular preschool year. Failure
to complete this area completely will result in a citation to the Preschool.

At the bottom of the form, please sign and date only on the first signature line. If each parent wishes to sign the
form please do so only on the first signature line, the second signature



line is for your signature upon the six-month review of this form which will be at your first
Parent/Teacher Conference of the year.

As you can see the State of Pennsylvania is very strict about this form and will cite the Preschool if the
form is not completely and correctly filled out.

Please remember that this form must be received by the first day of class in order for your child to be able to
start school

This form is to be completed upon enrollment and every 6 months as long as the child is enrolled in the
program

Thank you for your help.



EMERGENCY CONTACT PARENTAL CONSENT FORM

55 PA CODE CHAPTERS 3270.124(a)(b), 3270.181 & 182, 3280.124(a)(b), 3280.181 & 182, 3290.124(a)(b), 3290.181 & 182

ﬂ:HILD’S NAME BIRTH DATE \
ADDRESS
MOTHER’S NAME/LEGAL GUARDIAN HOME TELEPHONE NUMBER
E-MAIL ADDRESS MOBILE TELEPHONE NUMBER
ADDRESS
BUSINESS NAME BUSINESS TELEPHONE NUMBER
ADDRESS
FATHER’S NAME/LEGAL GUARDIAN HOME TELEPHONE NUMBER
E-MAIL ADDRESS MOBILE TELEPHONE NUMBER
ADDRESS
BUSINESS NAME BUSINESS TELEPHONE NUMBER
ADDRESS
EMERGENCY CONTACT PERSON(S) NAME TELEPHONE NUMBER WHEN CHILD IS IN CARE
PERSON(S) TO WHOM CHILD MAY BE RELEASED NAME ADDRESS TELEPHONE NUMBER WHEN CHILD IS IN CARE
NAME OF CHILD’S PHYSICIAN/MEDICAL CARE PROVIDER TELEPHONE NUMBER
ADDRESS
SPECIAL DISABILITIES (IF ANY) ALLERGIES (INCLUDING MEDICATION REACTIONS)
MEDICAL OR DIETARY INFORMATION NECESSARY IN AN EMERGENCY SITUATION MEDICATION, SPECIAL CONDITIONS
ADDITIONAL INFORMATION ON SPECIAL NEEDS OF CHILD
HEALTH INSURANCE COVERAGE FOR CHILD OR MEDICAL ASSISTANCE BENEFITS POLICY NUMBER (REQUIRED)
OBTAINING EMERGENCY MEDICAL CARE ADMIN. OF MINOR FIRST - AID PROCEDURES
WALKS AND TRIPS SWIMMING
TRANSPORTATION BY THE FACILITY WADING

PERIODIC REVIEW

SIGNATURE OF PARENT OR GUARDIAN DATE

SIGNATURE OF PARENT OR GUARDIAN DATE

03891A ORIGINAL Cy 867 - 1/93



HOSANNA HOUSE, INC.

CHILD CARE CENTER For Office Use Only
INTAKE FORM
Date Received / /
Enroliment date / /
DATE__ [/ / Withdrawal Date / /
| receive CCIS or Child Care Subsidy _ Yes Mo

Eligibility Specialist Name

Phone Number

***Please Complete All Sections™**

A. Please type or print clearly. Complete all sections of this form and date in the last section. If you need
help completing this form, another person may help you, or you may call your lead Agency for
assistance.

Last Name of First Name Ml | Phone
Parent/Guardian

Home Address Apt # City | State/Zip Code

B. Enter the information below for yourself and all persons who live with you.

Last Name | FirstName | Ml | DOB M/F | Relationship to You SSN# Requesting Services




C. For any child in Section B for whom CDC care is being requested please fill in the following information.

Child’s First Name Name he/she prefers to be called Current Child Care

D. Child’s Special Needs Determinations (if applicable). Explain further on lines provided.

Physical Emotional Psychological Social

E. Child’s Medical Information:

Health Care Coverage Provider Policy Agreement #
Child’s Physician Phone Number
Allergies Medication

Other Dietary Requirements or Limitations (e.g. vegetarian, religious restrictions-please be as specific as
possible.

Emergency medical care is the responsibility of the parent or quardian signing this agreement.

F. What type of care do you need?

Young Toddler (12-24 mons.) Preschool (36 mos. +)
Older Toddler (24-36 mos.) Kindergarten

After School (K-3rd)




G. During what days and hours do you need care on a regular basis?

Monday Tuesday Wednesday Thursday Friday

From:

To:

H. Please answer all that apply: Currently Receiving Last Received (Date)

Cash Assistance

Medical Assistance

Food Stamps

DPW Record Number: Enter the 9-digit number assigned by the County Assistance Office

Food Stamp or TANF Cash Assistance Number:

Foster Child: Yes No

Is there a court order in place? If yes, please provide appropriate documentation.

I Yes No Are you currently employed? If yes, complete this section.
Yes No Is your spouse/live-in companion employed? If yes, complete this section.
Name of Person Name of Employer Phone Hours # of Days

Employed Employer Number Worked/Week Worked/Week




J. Yes No Are you currently enrolled in a training program? If yes, please name the program

and location:

PROGRAM TRAINING SITE

Yes No Is your spouse or live-in companion in a training program? If yes, please name the
program and location:

PROGRAM TRAINING SITE

K. Household Information (THIS SECTION MUST BE COMPLETED)

Indicate if you or anyone Yes | No Person’s Name Gross Monthly How Often
who lives with you receives Amount
money from:

Wages, Salaries,
Commissions, Training,
Allowances, Tips

Self-Employment

Child Support or Alimony

Dividends or Interests
Stocks, Bonds,
Savings, etc.

Public Assistance or State
Blind Pension

Social Security Benefits

SSI or Black Lung Benefits

UMWA (United Mine
Workers) or other
Union Benefits or other
Sources please specify




L. lauthorize the Hosanna House, Inc. Child Development Center to provide the above health care
coverage information to any physician or hospital to pay for emergency care. | also give permission for
the Hosanna House, Inc. Child Care Development Center to call or to have a hospital call the
above-named physician in the event of an emergency. If my insurance does not fully cover these costs, |
agree to be liable to the hospital for payment.

| affirm that | have read or had read to me this application in full and all the information | have given is true,
correct, and complete to the best of my ability, knowledge and belief.

Parent/Guardian Signature Date

Parent/Guardian Signature Date

FOR OFFICE USE ONLY

LEAD AGENCY SIGNATURE DATE
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Confidentiality and Privacy Policy

Hope Academy ensures that all information collected from families will be considered
private and confidential and not disclosed without the prior knowledge or consent from
the individual or legal representative.

For Children, their legal representative is their parent or guardian.

Before collecting personal information, the staff will inform stakeholders:

e Of the purpose for collecting the information

e What types of information will be disclosed to the public or other agencies
e How information is stored

e The strategies used to keep information secure

e Who has access to the information

e The right of the individual to view their personal information

e The length of time information needs to be archived

e How information is disposed of

It is understood by staff, children, and families that there is a shared responsibility
between the center and other stakeholders that the Privacy and Confidentiality Policy
and Procedures are accepted as a high priority.

Information will not be shared with any agency or organization without first obtaining
written consent from a parent or guardian.



HOPE aCabemy

Powered by HOSanNa HOUSe

Consent to share and obtain information with/from participating agencies

Statement of Confidentiality

All services provided and information obtained are confidential. Information received
will only be shared amongst designated team members unless you provide written
consent to the Child Development Administrative Office.

In efforts to provide quality services to your child we need to have ongoing
conversations with all agencies involved with your child’s development. Your signature
below indicates that you understand that we will be obtaining documentation to
provide the best care for your child. You will always be an active part of your child’s
development plan.

Print Name Daytime Phone Number

Parent/Guardian Signature Date



Hosanna House Emergency Plan and Procedures

Our Emergency Operations Plan provides for response to all types of emergencies.
Depending on the circumstance of the emergency, we will use one of the following
protective actions.

- In the event of Immediate Evacuation children are evacuated to a safe area on
the grounds of the facility in the event of a fire. Pre-K 1 & 4 and Preschool wing
of the building will exit to the left of their classrooms and through the North Ave.
doors and will meet on the corner of North Ave. and Center to complete a count
of the children. The toddlers and Pre K 2 & 3 and Kindergarten children will exit
to the right of their classrooms exiting through the North Ave. doors convening at
the corners of Mill Street and North Ave. to complete counts of the children. The
After School children will exit through the main Hosanna House doors convening
at the garden area of the corners of Mills Street and Wallace Ave. to complete
counts of the children and wait for further directions.

- In-Place sheltering, sudden occurrences, lockdowns, weather or hazardous
materials related, may dictate taking cover inside the building is the best
immediate response. The children will remain in their assigned classrooms,
immediately close automatically locked doors, move away from doors and
windows and barricade until notified by property authorities. If and only if the
classrooms are deemed unsafe the children gather all together in the gym area
located on the first floor of Hosanna House.

- Total Evacuation of Hosanna House may become necessary if there is a danger
in the area or we are unable to enter back into Hosanna House, actual fire, carbon
monoxide fumes, water leak etc. In this case children will be taken to a Relocation
Facility, the Wilkinsburg Christian Church located at 748 Wallace Ave.
Wilkinsburg, Pa. In the event that we would have to be transported using HHI bus
& vans to our off-site campground on Sherwood Road Pittsburgh, Pa 15221. In
the event of a total loss on site, we have access to child information via our
internal child record management system. Our administrative offices have access
to all staff records and personnel information which is backed up by our IT
department.

- Hosanna House has a backup cloud operation on our technology so all records are
child records being scanned into the system and automatically backed up to a
secure off-site facility.

- HHI carries insurance on the facilities to adequately cover any losses (both for
repairs and lost income). Thus the space would be rebuilt as soon as possible
through our insurance. In the event that a small amount of funds above insurance
were needed, HHI has adequate reserves in the bank.

- HHI in the short term would cover staff wages and pay bills that were due through
our operational accounts which are available for the purposes of running the
CDC. In the event that the disaster became long-term, HHI would work with local



funders of the organization to request additional funds to serve our staff and
parents while rebuilding.

- Accommodations

o Infants; Hosanna House does not serve infants

o Toddlers; Members of the Hosanna House Admin staff assist the toddlers
staff and children in the event of an emergency

o Children with disabilities; Currently there are no children enrolled in our
program with disabilities that would need assistance during an emergency.
In the event this changes, our policy will be reviewed and updated

o Children with chronic medical conditions; The emergency contact,
medication log and medication is required to be included in the first aid
bag during emergency and/or evacuation situations.

Please listen to WTAE & KDKA channels for announcements relating to any of the
emergency actions listed above. The announcement will be listed under Hosanna House
Child Development Center.

We will notify parents to inform them of the protective actions taken and when it’s safe
to pick up their children.

A form designating persons to pick up children has been updated by parents.
We specifically urge parents not to attempt to make different arrangements during an

emergency. This will only create additional confusion and divert staff from their assigned
emergency duties.

Reviewed & updated 1/20/2023
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Emergency Plan & Procedures

have received and reviewed a

(Please Print Your Name Here)

a copy of the Hope Academy Emergency Plan & Procedures.

Parent Signature Date

Child’s Name



Parent/Provider fill in this part.

Parents may write immunization dates; health professional should verify and complete all data.

CHILD HEALTH REPORT

(55 PA CODE §83270.131, 3280.131 AND 3290.131)

CHILD’S NAME: (LAST) (FIRST) PARENT/GUARDIAN:

DATE OF BIRTH: HOME PHONE: ADDRESS:

CHILD CARE FACILITY NAME:

FACILITY PHONE: COUNTY: WORK PHONE:

O 1 authorize the child care staff and my child’s health professional to communicate directly if needed to clarify information on this form about my child.

PARENT’S SIGNATURE:

DO NOT OMIT ANY INFORMATION
This form may be updated by a health professional. Initial and date any new data. The child care facility needs a copy of the form.

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY):
O NONE

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY.
O NONE

CHILD’S ALLERGIES (DESCRIBE, IF ANY):
O NONE

LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF,
EQUIPMENT AND PROVISION FOR EMERGENCIES.

O NONE

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR
COMMUNICABLE DISEASES?
O YES O NO IF NO, PLEASE EXPLAIN YOUR ANSWER:

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND
HEALTH CARE SERVICES CURRENTLY RECOMMENDED | INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD
BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE CARE FACILITY.

SCHEDULE AT WWW.AAP.ORG)

VISION (subjective until age 3)

O YES O NO HEARING (subjective until age 4)

LEAD

RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD’S IMMUNIZATION RECORD

IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS

HEP-B

ROTAVIRUS

DTAP/DTP/TD

HIB

PNEUMOCOCCAL

POLIO

INFLUENZA

MMR

VARICELLA

HEP-A

MENINGOCOCCAL

OTHER

MEDICAL CARE PROVIDER: SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN'S ASSISTANT

ADDRESS:
TITLE:

PHONE: LICENSE NUMBER: DATE FORM SIGNED:

CD 51 09/08
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. iRegistrese en linea!
iEL DENTISTA VENDRA A LA ESCUELA! www.MySchoolDentist.com

Obtenga atencion dental en la escuela
SIN COSTO* para usted.

* Para pasientes con cobertura Medicaid o PA CHIP

Cuidar de los dientes de su nino es importante para mantenerlos sanos.

FACIL Y CONVENIENTE - Dentistas licenciados en el estado periédicamente revisara la boca y dientes de su hijo, asi como proporcionar una
limpieza, rayos-x como sea necesario, tratamiento de fluoruro y aplicar sellantes, segun sea necesario. Tratamiento adicional como rellenos

podrian ser proporcionados. Un reporte dental sera enviado a casa con su hijo. Permiso incluye tratamiento dental inicial y visitas de seguimiento. ﬁ"enA
iIFIRME Y REGRESE A LA ESCUELA HOY! penl

al
Association”

LLENE POR FAVOR

Nombre Legal del Nifio Fecha de Nacimiento | [] Hombre
(] Mujer

Direccion Ciudad Estado Codigo Postal
Escuela Maestro Grade
Padre/Tutor Legal Teléfono

( )
Correo electronico Teléfono Alt.

( )

PREGUNTA IMPORTANTE DE SALUD)

¢ TIENE SU HIJO ALGUNA CONDICION MEDICA, DISCAPACIDADES, COMPORTAMIENTO U OTROS PROBLEMAS? POR FAVOR, MARQUE TODAS LAS CONDICIONES

QUE APLICA A SU HIJO Y EXPLIQUE EN EL ESPACIO PROPORCIONADO. ADJUNTE INFORMACION ADICIONAL A ESTE FORMULARIO SEGUN LO NECESARIO.
SI NO SE APLICA CONDICIONES, DEJE EN BLANCO.

O Enfermedades contagiosas O Alergias-alimentos/estacionales O Problemas de sangrado O Diabetes O Enfermedad del rifion
activas (incluyendo COVID-19) O Alergias-medicamentos O Problemas respiratorios O Problemas del corazén O Enfermedad del higado

O Asma O Problemas de comportamiento O Problemas dentales O Trastornos inmunolégico O Convulsiones

O Otro Explique

Listar medicamentos actuales y / o problemas dentales:

NINO TIENE MEDICAID/PA CHIP

Escriba el numero de identificacion
(RIN) del nifio beneficiado AQUi: —p>

Circule uno de los siguientes: Aetna, AmeriHealth, Blue Cross CHIP, Gateway, Geisinger, HealthPartners,
Keystone First, Kidz Partners, Medicaid, United Concordia CHIP, UnitedHealthcare, UPMC

O Numero de seguro social del nifio (si esta disponible) | | | | | | - | | | | - | | | | | | | |

REROR D B A D Nombre de Aseguransa (no Medicaid) Tel. Aseguransa

# Groupo Empleador Tel. de Empleador

Nombre Adulto Asegurado :fif:'::oufs(ei';drado

ID Miembro/# Péliza Ko Asequado

N|N0 NO TIENE SEGURO DENTAL (POR FAVOR MARQUE En caso de pagar por los servicios, engrape el cheque o giro postal en esta forma, y haga el pago a: Smile Pennsylvania.

UNA OPCION ABAJO) Para pager con tarjeta de crédito, llame al 855-481-8639.

[0 Voy a pagar la tarifa reducida para una limpieza dental, examen y fluoruro por visita. Edad 11 o menor: $84.00 Edad 12 o mayor: $95.00
[J Solicito atencién donativo para cubrir el costo de una limpieza dental, examen y fluoruro para mi hijo.
(Le enviaremos una solicitud de atencién donada. Disponible solo una vez por afio escolar solo para atencién preventiva.)

Si su hijo ve a un dentista con regularidad y gustaria continuar tratamiento con él, deberia seguir con su dentista.

LEAY FIRME ABAJO

Entiendo y autorizo a Big Smiles Pennsylvania P.C. (Proveedor), y a sus dentistas afiliados o higienistas dentales, a proveer servicios dentales en la escuela al nifio mencionado anteriormente
de quien soy el padre custodio o tutor legal, incluyendo un examen dental, limpieza, fluoruro, sellantes, rayos-x, y la aplicacion de Fluoruro Diamino de Plata segln sea necesario. (El uso de
Fluoruro Diamino de Plata puede decolorar cualquier caries a un color marrén o negro. VEA ATRAS PARA MAS DETALLES.) También autorizo cualquier otro trabajo dental como rellenos,
extracciones de dientes de leche, realizar una endodoncia (tratamiento de nervio del diente de leche), adormecimiento de la boca y dientes y otros procedimientos segun sean necesarios.
He leido la PREGUNTA IMPORTANTE DE SALUD al anterior y les informaré de cualquier cambio significante de la salud de mi hijo a 855-481-8639. He leido la ADVERTENCIA
IMPORTANTE Y CONSENTIMIIENTO EN LA PARTE POSTERIOR DE ESTA PAGINA, entiendo y estoy de acuerdo con sus términos.

Para su privacidad
FIRME Y FECHA AQUB doble y asegure.

,/ Este consentimiento autoriza las visitas dentales iniciales y futuras. FECHA

PREGUNTAS: 855-481-8639 FAX: 888-330-4331 Visitenos en: mobiledentists.com

Elliot P. Schlang, D.D.S., General Dentist & Dental Director, Big Smiles Pennsylvania P.C.
200 Barr Harbor Dr., Ste. 400, West Conshohocken, PA 19428
© Big Smiles Pennsylvania P.C., 2022

PA-COMPR-015V3-PDF 00/00

37400






PHASE UP is a community preschool screening program established through the University of
Pittsburgh Department of Communication Science and Disorders (CSD). It provides_no-cost preschool

hearing and speech-language screenings to children ages 3-6 enrolled in preschools throughout
the Pittsburgh community. This program provides community-engaged clinical experiences for
enrolled audiology and speech-language pathology graduate students who work under the supervision
of certified Audiologists and Speech-Language Pathologists. Through the program, graduate students
learn how to effectively screen hearing, speech and language skills in preschoolers, and to identify when
a child requires further evaluation.

Why is preschool screening important?

Early identification and appropriate intervention services for children with hearing loss and/or speech
and language impairments is essential in a child’s overall learning ability. Since hearing loss and/or
speech language impairments can occur at birth or be acquired later in childhood, it is important for
children to receive regular screenings of hearing and speech-language at all stages of development.

How can | sign up for my preschooler to be screened?
Your preschool director will have parent consent forms for parents or guardians to sign giving
permission to have their preschooler’s hearing and speech-language screened.

Will | be given the results of the screening?

Yes, all screening results will be provided to the parents or guardians following the screening. If further
assessment is needed, a variety of referral locations will be provided to families to allow for ease in
travel and in scheduling an appointment.

m UanCrSlty of Department of Communication

P b h Science and Disorders
lttS llrg School of Health and Rehabilitation Sciences



PHASE UP>%>>%>>

“Preschool Hearing And Speech Education - UnlverS|ty of Pittsburgh”

What do the screenings involve?
PHASE UP provides both hearing and speech-language screenings for preschoolers.

Hearing Screening:
In the preschool hearing screening, we perform
three different screenings tests. These include:

Speech-Language Screenings:
In the preschool speech-language screening, we
perform a screening across six different areas:

1.Tympanogram - A non-invasive test that
looks at how the eardrum is moving. A small
tip is placed in the outer ear. In only a few
seconds, we can see if there is anything in
the outer and/or middle ear that could be
causing a hearing loss, such as impacted
wax or fluid in the middle ear space.

2.0AE (Otoacoustic Emission) - A non-
invasive test that looks at how the inner ear
is functioning. A small tip is placed in the
outer ear canal. As the child sits quietly, we
record the inner ear's responses to quiet
tones when presented to each ear. In less
than a minute, we can know if a child’s inner
ear is responding appropriately to sound.

3.Pure Tone Screening - A non-invasive test
that looks at how a child responds to tones
presented at different pitches across
speech. Children are trained to play a fun
hearing game using toys such as pegs and
puppets while wearing headphones. When a
child hears a tone presented through the
headphones, they respond by feeding a
puppet or stacking a block. Pure tone
screening allows us to see if a child can hear
pitches of speech at a normal hearing level.

1.Language - During the language screening,
the child will engage in various tasks that
demonstrate their understanding and use of
language. For example, they might be asked
to name pictures, follow directions and finish
sentences.

2.Articulation - During this screening, the child
will name pictures. Each picture will screen
for accuracy of making age-appropriate
speech sounds.

3.Connected Speech - When screening
connected speech, your child will engage in
age-appropriate conversation. We are
observing how your child understands and
uses language in conversation and if they can
be easily understood.

4.Social Skills - During a screening of social
skills, we observe your child using language in
social situations as well as observing
interactions with peers and adults.

5.Fluency - When screening speech fluency, we
observe for any dysfluencies such as
repeated speech sounds (I | I | want) or
prolongations (mmmmmmy toy).

6.Voice - During this screening, we listen to
vocal loudness and quality (i.e., hoarse or
harsh voice).

For further information regarding the University of Pittsburgh Department of Communication
Science and Disorders PHASE-UP program, contact us at emt106 @pitt.edu or 412-383-6540.

l*] University of

Science and Disorders
PlttSbllI'gh School of Health and Rehabilitation Sciences *

Department of Communication




- & B 5012 Forbes Towser
UHIV&I'SIT.}’ Df Department of Communication F’ittat_-hqr-;h F’i' 5260
P' b h Science and Disorders T"‘:' 4 _"-:353":‘_-::;

lttS urg | School of Health and Rehabilitation Sciences Fax 4122538550

Wb hitps:/

The University of Pittsburgh is offering no cost hearing and speech-language screenings at your child’s school. It is important to identify any
hearing difficulties and/or speech-language delays during preschool years to promote success as they transition to school age. Children ages
3 to 6 are encouraged to participate in this program.

Graduate students enrolled in Audiology and Speech Language Pathology programs at the University of Pittsburgh will be at your child’s
preschool to administer the screenings under the supervision of a certified Audiologist or Speech Language Pathologist.

You will receive results of both screenings and if any recommendations or referrals are suggested you will find those attached.

Please contact coordinator, Katie Vellody with any further questions.

Katie Vellody, MA, CCC/A Ashley Krieger, MS CCC-SLP Heather Geiger, MA CCC-SLP
PHASE-UP Program Coordinator Speech-Language Pathologist Speech-Language Pathologist
Audiologist Clinical Instructor Clinical Instructor

Clinical Instructor aak95@pitt.edu hag87@pitt.edu

Katie.vellody@pitt.edu

ﬁARING SCREENING: \

- Acomprehensive hearing screening will be performed on your child to determine if further testing and/or medical
evaluations are needed in one or both ears. Please see the attached sheet for specific screening tests that will be
performed.

SPEECH-LANGUAGE SCREENING:
- Speech: Your child will name basic pictures that elicit speech sounds.
- Language: A standardized book is used to collect information about your child’s language, vocabulary, sentence Ier@

\ and ability to follow basic age-appropriate instructions.

Please fill out this information and return to your child’s teacher.

| give permission for my child to participate in the screening program sponsored by the Department of Communication Sciences and
Disorders at the University of Pittsburgh.

Child’s name: Date of birth (month/day/year):
| have concerns about my child’s (circle): SPEECH LANGUAGE HEARING
Check if your child is currently enrolled in SPEECH therapy: Check if your child currently receives HEARING services:

Primary language of child:

If English is NOT your child’s primary language:
Percentage of English your child speaks: %  Percentage of English your child understands: %

Please describe any specific concerns you may have about your child’s hearing and/or speech and language skills.

Parent/Guardian Signature: Date Relationship

Print Name: PITT USE ONLY:

SPEECH COMPLETE
HEARING COMPLETE



mailto:Katie.vellody@pitt.edu
mailto:aak95@pitt.edu
mailto:hag87@pitt.edu

CHILDREN'’S VISION SCREENING

7% Blind & Vision Rehabilitation
s Services of Pittsburgh

Founded 1910

Dear Parent/Guardian:

One in twenty children has an undetected vision problem. The early detection and treatment of vision deficiencies are
fundamental to future classroom learning and success.

To ensure that children starting at age 1 are seeing as well as they should. Blind & Vision Rehabilitation Services
offers a free Children’s Vision Screening program for the children of Allegheny County.

A REMINDER: This is a screening. It is not a complete eye exam. If you have questions regarding the program, please
contact Blind & Vision Rehabilitation Services at 412-368-4400 ext. 2213.

Sincerely,

Qill Buffalini

Children’s Vision Screening Coordinator

Preschool Vision Screening is free!

Your tax-deductible donation to Blind & Vision Rehabilitation Services
will allow this valuable prevention of blindness program to continue.

THANK YOU IN ADVANCE FOR YOUR SUPPORT!

If you do not want your child to be screened,
Sign below and return this form to the teacher. If you would like your child screened you do not have to return
this form.

| do not want to participate in
Child’s name

the vision screening program.

Parent/Guardian’s Signature
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Emergency Medical Authorization

In case of an accident or serious illness, | request the school contact me. If the
school is unable to reach me, | hereby authorize the school to arrange necessary
to preserve the health of my child. | hereby authorize and consent to any x-ray
exam, anesthesia, or medical/hospital care to be rendered to said child under the
general supervision, and on the advice of any licensed physician, surgeon,
anesthesiologist, dentist or other qualified medical personnel acting under their
supervision. | understand that in the event of an emergency my child will be
transported to Children’s Hospital of Pittsburgh located in Lawrenceville. | have
read this statement and certify that | understand its contents. | acknowledge that
| am responsible for all reasonable charges in connection with the care and
treatment rendered during this period.

Child’s Name:

Physician’s Name:

Phone Number:

Allergies:

Other Conditions:

Insurance Carrier and Number:

Signature of Parent or Guardian:

Date:













Child and Adult Care Food Program Hope Academy

Child Enrollment Form

ENROLLMENT FORM FOR CHILDREN IN CHILD CARE
This document does not have to be completed for children in Emergency Shelters, Outside School Hours, and/or At-Risk programs. It is recommended to have new
CACFP Annual Enrollment Forms completed each year during the Household Eligibility Application renewal period. Review 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 nutritious meals for your
child(ren). Federal CACFP regulations require all parents and guardians to complete a CACFP Annual Enrollment Form when enrolling their child(ren) and again every
year thereafter. This information will help ensure all children receive appropriate meals during their care.

Please complete all areas to include signing and dating same.

Sponsor/Center Name:
Agreement #:

TIMES CHILD NORMALLY ATTENDS DURING WEEK
FULL NAME OF ENROLLED CHILD DAYS OF WEEK IN EIVE LIVECS UL C:C':%QITENDS S D
(Include Birth Date/Age ATTENDANCE
AM PM TIME AM PM TIME LEAVES RETURNS
CENTER TO CENTER
FIRST CHILD O mMONDAY
O TUESDAY
NAME [ WEDNESDAY O Yes [ No | work multiple shifts and child(ren) may be in care different days/hours O BREAKFAST
O THURSDAY Other: O  AM.SNACK
BIRTH DATE O FRIDAY O  LUNCH
O SATURDAY O  P.M.SNACK
AGE O SUNDAY O  Supper
Enrollment Date: Withdrawal Date: [ EVENING SNACK
TIMES CHILD NORMALLY ATTENDS DURING WEEK
TIME-IN TIME OUT TIME CHILD ATTENDS
FULL NAME OF ENROLLED CHILD DAYS OF WEEK IN SCHOOL
(Include Birth Date/Age ATTENDANCE [J Same Times as Above RESLSRECEIVED
AM PM TIME AM PM TIME LEAVES RETURNS
CENTER TO CENTER
SECOND CHILD O same as Above O Same Meals as Above
O MONDAY
NAME O TuespAYy O Yes [ No | work multiple shifts and child(ren) may be in care different days/hours O BREAKFAST
O WEDNESDAY Other: O  AM.SNACK
BIRTH DATE O THURSDAY O  LUNcH
O FRIDAY O  P.M.SNACK
AGE O SATURDAY O  supper
O sunpay Enrollment Date: Withdrawal Date: [0 EVENING SNACK
TIMES CHILD NORMALLY ATTENDS DURING WEEK
TIME-IN TIME OUT TIME CHILD ATTENDS
FULL NAME OF ENROLLED CHILD DAYS OF WEEK IN SCHOOL
(Include Birth Date/Age ATTENDANCE [J Same Times as Above MEAISRECENVED
AM PM TIME AM PM TIME LEAVES RETURNS
CENTER TO CENTER
THIRD CHILD O same as Above O Same Meals as Above
O MONDAY
NAME O TuespAYy O Yes [ No | work multiple shifts and child(ren) may be in care different days/hours O BREAKFAST
O WEDNESDAY Other: O  AM.SNACK
BIRTH DATE O THURSDAY O  LuNcH
O FRIDAY O  P.m.SNACK
AGE O SATURDAY O  Supper
O sunpay Enroliment Date: Withdrawal Date: O EVENING SNACK
Signature
Signature of Parent or Guardian Date Telephone Number of Parent or Guardian
CHILD CARE REPRESENTATIVE USE ONLY:
Name of Representative/Signature Date

The effective date can be made retroactive back to the first day the child participates in the CACFP as long as it occurs in the same month this form is received.

3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k >k 3k 5k 3k 3k 5k 3k 3k 3k 5k 3k %k 5k >k 3k 5k >k 3k 3k 5k >k 3k 5k >k 3k 3k >k 3k 3k 5k >k 3k 5k >k 3k 5k >k 3k 3k 5k 3k 3k 5k >k 3k 5k >k 3k 3k >k >k 3k >k >k 3k 5k >k 3k 3k >k >k 3k >k >k %k >k >k % 5k >k 3k 3k >k >k 3k >k >k %k 5k >k >k 5k >k >k %k 5k %k %k >k *k %k k

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights 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 reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA.

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 Agency (State or local) 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 (800) 877-8339. Additionally, program information may be made available in languages other than English.

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at:
http://www.ascr.usda.gov/complaint filing cust.html, 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 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 opportunity provider.



http://www.ocio.usda.gov/sites/default/files/docs/2012/Complain_combined_6_8_12.pdf
http://www.ascr.usda.gov/complaint_filing_cust.html

CACFP Meal Benefit Income Eligibility (Child Care) APPLY ONLINE:

Complete one application per household. Please use a pen (not a pencil). Insert URL Here

STEP 1 List ALL children in day care (if more spaces are required for additional names, attach another sheet of paper)

Child’s First Name Mi Child’s Last Name Foster Child Migrant Runaway Homeless Head Start

HEEE HEEE JE=Ipi=ii=ii=igy=

HEEERERENRNS HEEEREREEEE
HEEEEREEEEEEEN N NN r=ir=i==Igl=]
HEEEEEENERENEN N EEEEEEEEEE NN
HEEEEEEEEEENEN N EEEEEEEEEEEEEE NN
HEEEEEEEEEENEN N EEEEEEEEEEEEEEEEN

Definition of H
Member: “Anyone who is ‘
living with you and shares
income and expenses, ‘
even if not related.”

Children in Foster

care and children who
meet the definition of
Homeless, Migrant or
Runaway are eligible for
free meals.

o [o/a/glo
o [o/a/glo
sipishsijisigfs]

Check all that apply

STEP 2 Do any household members (including you) currently participate in one or more of the following assistance programs: SNAP, TANF, or FDPIR?

IFNO > Goto STEP 3 IFYES> Write case number here and proceed to STEP 4 (do not complete STEP 3) ‘ CASE NUMBER: ‘

Write only one case number in this space.

STEP 3 Report Income for ALL Household Members (Skip this step if you answered ‘Yes’ to STEP 2)

) How often?
A gh'ld :'ncomeh'ld i the household o oL nclud Child Income Weekly | Bi-Weekly| Monthly |B-Monthy
ometimes children in the household earn or receive income. Please include
Are you unsure what the TOTAL income received by all Household Members listed in STEP 1 here. 5‘ ‘ ‘ ‘ ‘ O O O O
income to include here?
Flip the page and review B. All Adult Household Members (Including yourself)
the charts titled “Sources List all Household Members not listed in STEP 1 (including yourself) even if they do not receive income. For each Household Member listed, if they do receive income, report total gross income (before taxes)
of Income” for more for each source in whole dollars (no cents) only. If they do not receive income from any source, write ‘0" If you enter ‘0’ or leave any fields blank, you are certifying (promising) that there is no income to report.
information. Pensions/Retirement/
. How often? Welfare/Child How often? Social Security/SSI/ How often?

Name of Adult Household Members (First and last) Earnings from Work | weekly | Bi-weekly| Monthly | 2xMonth Support/Alimony Weekly | Bi-Weekly| Monthly | 2xMonth VA Benefits Weekly | Bi-Weekly| Monthly | 2¢Month
The “Sources of Income ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
o Cotarens o o $ O O O O s O O O O | O O O O

help you with the Child

Income seeton | d[[[Joooo]s][|[|loooo]sf][]][]ooo o
| sd[[[loocoolf  [[[oooo|sf[[[[o00 O]

The “Sources of Income

fehauer wrll | [ [[J[oooolf[[[[oooo]s[[[[ooo0 O]

help you with All Adult

H hold Memb

ot | f[[[Jooocolf[[[[loooofsf[[][]ooo o]
Total Household Members (Children and Adults) D] ;iiz:;;\lljaig:z::rsl::?::ti(;urr%mrknl’lfs;foslz‘ﬁ:mber ‘ X ‘ X ‘ X ‘ ‘ X ‘ X ‘ ‘ ‘ ‘ ‘ ‘ Check if no SSN E]

STEP 4  Contact information and adult signature. MAIL COMPLETED FORM TO YOUR SCHOOL AT:

“| 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 CACFP officials
may verify (check) the information. | am aware that if | purposely give false information, the participant/center may lose meal benefits, and | may be prosecuted under applicable State and Federal laws.”

Print Name of Adult Signing the Form Signature of Adult Today's Date

Address City State Zip Phone/Email



Karen.Smith2
Highlight
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Food Allergy Action Plan

Please have your child’s pediatrician complete this within one week of the Center’s notification of
allergies:

My Name is:

| cannot eat or be exposed to the following foods and ingredients:

To avoid accjdental éax?os re to th?(se foods, please h?llg me follow thesae rules:
- Don’t provide food or snacks that my parents have not approve

- Don’t let me share food with other children

- Scrub my table with a household cleaner before | eat

- Sit me at a table with other children who are not eating the foods that give me problems, or
make sure | have a seat between me and other children.

- Make sure all students thoroughly wash their hands before, and especially after eating.

- Evenatiny amount of a problem food left on a spatula used to serve my food can make me
severely ill, so please prepare and serve my food on freshly cleaned surfaces with clean utensils,
pots, pans, or bowls.

If I am exposed to the foods or ingredients that make me sick, | may develop the following symptoms:

- Hives, swelling, or itchy rash

- Itching or swelling of lips, tongue, or mouth

- Abdominal cramps, vomiting, diarrhea, or nausea.

- Fainting or passing out, paleness, blueness of skin or irregular heartbeat.
- Coughing, wheezing, difficulty breathing

- Fear of impending doom, panic, sudden weakness.

If 1 show signs of a reaction, do not hesitate to get me help, because | may not be able to ask for help.
Immediately contact one of the following staff members who are well-trained in providing my
emergency treatment.

Staff Member Name:

Staff Member Name:

Staff Member Name:

Parent’s Signature: Date:

Physician’s Signature: Date:
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Tooth Brushing Permission Slip

Hope Academy Powered by Hosanna House Toddler and Pre-K children brush their teeth daily.
Children are supervised through this process making sure the area is sanitized and the proper
amount of tooth paste is being used. Please sign giving permission for your child to participate.

Child’s Name:

Yes, | would like my child to participate in the tooth-brushing program.

No, | do not want my child to participate in the tooth-brushing program.

If your answer to the question was “yes”, you have more to decide. There is a great deal of
evidence that fluoride helps prevent cavities. Therefore, the toothpaste we will be making
available to the children will contain fluoride. However, if you decide you do not want your child
to use fluoride, she/he may still take part in the tooth-brushing program, but without using
toothpaste. We will also ask you to provide a toothbrush once every three months.

My child may use fluoride toothpaste.

My child may not use fluoride toothpaste.

Should you have any questions about the tooth-brushing program, please let a member of the
Hope Academy Staff know.

Parent/Guardian Signature Date
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Authorization to Photograph

To be completed by a parent/guardian and returned to the caregiver.

| give permission for my child, to be photographed by
Hope Academy Powered by Hosanna House and Hosanna House Staff or affiliates. | understand
that photographs may be used for publicity for Hope Academy, Hosanna House, funding
purposes, state wide reports which may be used on the internet, and/or publications that refer
to our academy.

Signature of Parent/Guardian:

Date:

| do not give permission for my child to be photographed.

Field Trip Permission Form

, give permission for my child,

Parent/Guardian Printed Name

, to take part in any field trip

Child’s Printed Name

In the school year beginning and ending

| understand that more detailed information will be given to me as each trip is scheduled, and
that in signing below, | give permission for my child to attend all of these events, unless
otherwise stated at the time of the trip.

Please check if you would like information about going on field trips as a volunteer.

Signature of Parent/Guardian:

Date:
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Consent for Topical Creams

I , give Hope Academy Powered by

Hosanna House Staff permission to apply the following topical creams
on an as needed basis for my child

*Check all that apply*

Lotion Hand Sanitizer
Diaper Cream Baby Powder

Sun Block/Screen Lotion Chap Stick/Lip Balm
Vaseline Other

| will update this form every six months and/or if there are any changes
that need to be made.

Parent/Guardian Signature Date















This child care receives
Federal cash assistance to
Serve healthy meals to your children.
Good nutrition today means
A strong tomorrow!

Meals served here must meet
Nutrition requirements established by USDA’s
Child and Adult Care Food Program

Questions? Concerns?
Call USDA toll free: 1-866-USDACND
(1-866-873-2263)

Visit USDA’s website: www.fns.usda.gov/cnd

United States Department of Agriculture

USD Food and Nutrition Service
— FNS-317

i June 2000
Revised June 2021

USDA is an equal opportunity provider and employer


http://www.fns.usda.gov/cnd

Did YOU KNOW?

Even if you receive SNAP, MA or
TANF, you may also apply for WIC.

In most instances, WIC has higher
income guidelines than SNAP, MA
or TANF. Even if you don't qualify
for these programs, you may
qualify for WIC.

Most families in Head Start and
Early Head Start qualify for WIC.

Foster children under age 5 qualify
for WIC. Foster parent income is
not considered.

WIC does not require proof of citizenship.

WIC Income Guidelines

Household | *Monthly
Size (Approx.)
1 $2,096
2 $2,823
3 $3,551
4 $4,279
For each additional family member, add:

*Income (before taxes) is
effective July 1, 2022. For
each unborn infant, add
one to household size.

How DO I APPLY?
Get started online at

pawic.com or call

1-800-WIC-WINS
(1-800-942-9467).

v/ﬁ pennsylvania

DEPARTMENT OF HEALTH

www.health.pa.gov
WWW.pawic.com

PA WIC is funded by the USDA.

H511.967P

This institution is an equal
opportunity provider.

Rev. 7/22

PPENNSYL\IANIA

AWIC

WOMEN- INFANTS - CHILDREN

Choose Healthy.
Choose WIC!




What 1s wic?

WIC is the Special Supplemental
Nutrition Program to help improve the
health of women, infants and children.
WIC services are provided at no cost to
you and your family.

“"WIC has helped me make
healthier choices for my child,
and I can save on my grocery
bill.” -- WIC Mom

Who IS ELIGIBLE?

e Women who are preghant,
breastfeeding or recently had
a baby (under 6 months)

e Infants

e Children under age 5

You must live in Pennsylvania, have
a nutrition need and not exceed the
income guidelines.

WIC is for married and single parents,
working families and the unemployed.
If you are a father, mother, foster
parent or other legal guardian of a
child under age 5, you can apply for
WIC for your child.

How CAN WIC HELP
MY FAMILY?

Offers screenings and referrals
to health care and other services

e Iron testing for anemia

e Immunization, health and lead
screenings

e Referrals for SNAP, MA, TANF,
CHIP, Healthy Beginnings Plus,
Head Start, food banks, etc.

Gives advice for healthy eating

e One-on-one nutrition education
e Nutrition materials
e Online information

Supports breastfeeding

Breastfeeding
provides many
health, nutritional,
economical and
emotional benefits
to mother and
baby. WIC helps
mothers continue
breastfeeding even
if they return

to work.

Provides healthy food

NN N RN R
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Milk

Cheese

Yogurt

Soy-based beverages

Tofu

Fruits and vegetables (fresh,
frozen or canned)

Dried or canned beans/peas
Eggs

Peanut butter

Canned fish

Juice

Cereal

Whole grains (bread, tortillas,
oats, brown rice and pasta)
Infant foods

Formula and medically necessary
supplements




EARLY LEARNING RESOURCE CENTER

Region 5:
Allegheny County

304 Wood Street, Suite 400
Pittsburgh, PA 15222

Toll-Free: 888-340-3572
Phone: 412-350-3577
Fax: 412-350-3575
E-mail: elrcS@alleghenycounty.us
HOURS OF OPERATION MON-FRI 8AM-5PM

SATELLITE OFFICE
Hosanna House
807 Wallace Avenue
Wilkinsburg, PA 15221
Phone: (412) 639-1791
Phone (412) 295-4671
HOURS OF OPERATION 8:30AM-4:30PM
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QFFICE OF CHILD DEVELOPMENT
AND EARLY LEARMIMNG



	Toddler Cover
	Toddler Enrollment Packet Checklist
	Emergency Contact Instructions
	emergency contact form
	Intake Form
	confidentiality
	Emergency Plan updated 2023
	Emergency Plan signature page
	child health report
	Guidance & Discipline Policy
	Emergency Medical Authorization
	Food Forms
	Food Allergy Action Plan
	Tooth Brushing Form
	Photograph & Field Trip Permission Slip
	Topical Cream Form
	Handbook Received Signature
	Flu Shot Exemption 
	Release of Information Form
	Discrimination Statement
	USDA FNS Insert
	WIC Brochure
	ELRC Flyer
	Fee Agreement 2024.pdf
	Hope Academy Powered by Hosanna House Child Development Center

	Guidance & Discipline Policy.pdf
	Discharge Policy
	Child’s Name    Parent or Guardian    Date


	Page15 Child's Name: 
	Page15 Birthdate: 
	Page15 Address: 
	Page15 Mother's / Legal Guardians Name: 
	Page15 Home Phone Number: 
	Page15 Mother's Address: 
	Page15 Mother's Business Name: 
	Page15 Mother's Business Phone Number: 
	Page15 Mother's Business Address: 
	Page15 Father's / Legal Guardians Name: 
	Page15 Father's email address: 
	Page15 Father's Home Phone Number: 
	Page15 Father's Address: 
	Page15 Father's Business Name: 
	Page15 Father's Business Phone Number: 
	Page15 Father's Business Address: 
	Page15 Emergency Contact persons Name 2: 
	Page15 Emergency Contact persons Phone 2: 
	Page15 Emergency Contact persons Name 3: 
	Page15 Emergency Contact persons Phone 3: 
	Page15 Release persons Name 1: 
	Page15 Release persons Phone 1: 
	Page15 Release persons Name 2: 
	Page15 Release persons Phone 2: 
	Page15 Release persons Name 3: 
	Page15 Release persons Phone 3: 
	Page15 Doctors Name: 
	Page15 Doctors Phone number: 
	Page15 Doctors Address: 
	Page15 Special Disabilities: 
	Page15 Allergies: 
	Page15 Medical or dietary info: 
	Page15 Medication: 
	Page15 Additional Special Needs Info: 
	Page15 Health Insurance Coverage: 
	Page15 Policy Number: 
	Page15 Obtaining Emergency Medical Care: 
	Admin of Minor First-Aid Procedures: 
	Page15 Walks & Trips: 
	Page15 Swimming: 
	Page15 Transportation By the Facility: 
	Page15 Wading: 
	Page15 Father's Mobile Phone Number: 
	Page15 Mothers's Mobile Phone Number: 
	Page15 Mother's email address: 
	Last Name of ParentGuardian: 
	First Name: 
	MI: 
	Home Address: 
	Apt: 
	StateZip Code: 
	Last NameRow1: 
	FirstNameRow1: 
	MIRow1: 
	DOBRow1: 
	MFRow1: 
	Relationship to YouRow1: 
	SSNRow1: 
	Requesting ServicesRow1: 
	Last NameRow2: 
	FirstNameRow2: 
	MIRow2: 
	DOBRow2: 
	MFRow2: 
	Relationship to YouRow2: 
	SSNRow2: 
	Requesting ServicesRow2: 
	Last NameRow3: 
	FirstNameRow3: 
	MIRow3: 
	DOBRow3: 
	MFRow3: 
	Relationship to YouRow3: 
	SSNRow3: 
	Requesting ServicesRow3: 
	Last NameRow4: 
	FirstNameRow4: 
	MIRow4: 
	DOBRow4: 
	MFRow4: 
	Relationship to YouRow4: 
	SSNRow4: 
	Requesting ServicesRow4: 
	Last NameRow5: 
	FirstNameRow5: 
	MIRow5: 
	DOBRow5: 
	MFRow5: 
	Relationship to YouRow5: 
	SSNRow5: 
	Requesting ServicesRow5: 
	Childs First NameRow1: 
	Name heshe prefers to be calledRow1: 
	Current Child CareRow1: 
	Childs First NameRow2: 
	Name heshe prefers to be calledRow2: 
	Current Child CareRow2: 
	Childs First NameRow3: 
	Name heshe prefers to be calledRow3: 
	Current Child CareRow3: 
	Physical: 
	Emotional: 
	Psychological: 
	Social: 
	4: 
	Policy Agreement: 
	Medication: 
	possible: 
	Young Toddler 1224 mons: 
	Preschool 36 mos: 
	Older Toddler 2436 mos: 
	Kindergarten: 
	After School K3rd: 
	MondayRow1: 
	TuesdayRow1: 
	WednesdayRow1: 
	ThursdayRow1: 
	FridayRow1: 
	MondayFrom: 
	TuesdayFrom: 
	WednesdayFrom: 
	ThursdayFrom: 
	FridayFrom: 
	MondayTo: 
	TuesdayTo: 
	WednesdayTo: 
	ThursdayTo: 
	FridayTo: 
	Currently ReceivingCash Assistance: 
	Last Received DateCash Assistance: 
	Currently ReceivingMedical Assistance: 
	Last Received DateMedical Assistance: 
	Currently ReceivingFood Stamps: 
	Last Received DateFood Stamps: 
	Foster Child Yes: 
	No: 
	I 1: 
	I 2: 
	Yes: 
	Yes_2: 
	Name of Person EmployedRow1: 
	Name of EmployerRow1: 
	Employer Phone NumberRow1: 
	Hours WorkedWeekRow1: 
	 of Days WorkedWeekRow1: 
	Name of Person EmployedRow2: 
	Name of EmployerRow2: 
	Employer Phone NumberRow2: 
	Hours WorkedWeekRow2: 
	 of Days WorkedWeekRow2: 
	Name of Person EmployedRow3: 
	Name of EmployerRow3: 
	Employer Phone NumberRow3: 
	Hours WorkedWeekRow3: 
	 of Days WorkedWeekRow3: 
	J: 
	Yes_3: 
	PROGRAM: 
	TRAINING SITE: 
	Yes_4: 
	program and location: 
	PROGRAM_2: 
	TRAINING SITE_2: 
	YesWages Salaries Commissions Training Allowances Tips: 
	NoWages Salaries Commissions Training Allowances Tips: 
	Persons NameWages Salaries Commissions Training Allowances Tips: 
	Gross Monthly AmountWages Salaries Commissions Training Allowances Tips: 
	How OftenWages Salaries Commissions Training Allowances Tips: 
	Persons NameSelfEmployment: 
	Gross Monthly AmountSelfEmployment: 
	How OftenSelfEmployment: 
	Child Support or Alimony: 
	Persons NameChild Support or Alimony: 
	Gross Monthly AmountChild Support or Alimony: 
	How OftenChild Support or Alimony: 
	YesDividends or Interests Stocks Bonds Savings etc: 
	NoDividends or Interests Stocks Bonds Savings etc: 
	Persons NameDividends or Interests Stocks Bonds Savings etc: 
	Gross Monthly AmountDividends or Interests Stocks Bonds Savings etc: 
	How OftenDividends or Interests Stocks Bonds Savings etc: 
	Public Assistance or State: 
	Persons NamePublic Assistance or State Blind Pension: 
	Gross Monthly AmountPublic Assistance or State Blind Pension: 
	How OftenPublic Assistance or State Blind Pension: 
	Social Security Benefits: 
	Persons NameSocial Security Benefits: 
	Gross Monthly AmountSocial Security Benefits: 
	How OftenSocial Security Benefits: 
	SSI or Black Lung Benefits: 
	Persons NameSSI or Black Lung Benefits: 
	Gross Monthly AmountSSI or Black Lung Benefits: 
	How OftenSSI or Black Lung Benefits: 
	YesUMWA United Mine Workers or other Union Benefits or other Sources please specify: 
	NoUMWA United Mine Workers or other Union Benefits or other Sources please specify: 
	Persons NameUMWA United Mine Workers or other Union Benefits or other Sources please specify: 
	Daytime Phone Number: 
	Page 15 text 1: 
	Page 15 text 2: 
	Page 15 text 3: 
	Page 15 text 4: 
	Page 15 text 5: 
	Page 15 text 6: 
	Page 15 text 7: 
	Page 15 text 8: 
	Page 15 text 9: 
	Page 15 text 10: 
	Childs Name: 
	Physicians Name: 
	Phone Number: 
	Allergies: 
	Other Conditions: 
	Insurance Carrier and Number: 
	Agreement: 
	TIMEIN: 
	TIME OUT: 
	LEAVES CENTERMONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY: 
	RETURNS TO CENTERMONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY: 
	FIRST CHILD: 
	MONDAY: Off
	TUESDAY: Off
	NAME: 
	WEDNESDAY: Off
	AMMONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY: 
	PMMONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY: 
	TIMEMONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY: 
	AMMONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_2: 
	PMMONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_2: 
	TIMEMONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_2: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	THURSDAY: Off
	undefined_5: 
	BIRTH DATE: 
	FRIDAY: Off
	undefined_6: 
	SATURDAY: Off
	undefined_7: 
	SUNDAY: Off
	TIMEIN_2: 
	TIME OUT_2: 
	Same Times as Above: 
	LEAVES CENTERSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY: 
	RETURNS TO CENTERSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY: 
	SECOND CHILD: 
	Same as Above: Off
	undefined_9: 
	undefined_10: 
	MONDAY_2: Off
	NAME_2: 
	TUESDAY_2: Off
	AMSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY: 
	Other: Off
	PMSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY: 
	TIMESame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY: 
	AMSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_2: 
	PMSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_2: 
	TIMESame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_2: 
	undefined_11: 
	undefined_12: 
	WEDNESDAY_2: Off
	undefined_13: 
	BIRTH DATE_2: 
	THURSDAY_2: Off
	undefined_14: 
	FRIDAY_2: Off
	AGE_2: 
	SATURDAY_2: Off
	SUNDAY_2: Off
	TIMEIN_3: 
	TIME OUT_3: 
	undefined_16: Off
	Same Times as Above_2: 
	LEAVES CENTERSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_2: 
	RETURNS TO CENTERSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_2: 
	THIRD CHILD: 
	Same as Above_2: Off
	MONDAY_3: Off
	NAME_3: 
	TUESDAY_3: Off
	AMSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_3: 
	undefined_18: Off
	PMSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_3: 
	TIMESame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_3: 
	AMSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_4: 
	PMSame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_4: 
	TIMESame as Above MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY_4: 
	undefined_21: 
	WEDNESDAY_3: Off
	undefined_22: 
	BIRTH DATE_3: 
	THURSDAY_3: Off
	undefined_23: 
	FRIDAY_3: Off
	undefined_24: 
	AGE_3: 
	SATURDAY_3: Off
	SUNDAY_3: Off
	Date: 
	Telephone Number of Parent or Guardian: 
	Signature1_es_:signer:signature: 
	Signature2_es_:signer:signature: 
	Child's First Name 1: 
	MI 1: 
	Childs Last Name 1: 
	Foster1: Off
	Migrant1: Off
	Runaway1: Off
	Homeless1: Off
	HeadStart1: Off
	Child's First Name 2: 
	MI 2: 
	Childs Last Name 2: 
	Foster2: Off
	Migrant2: Off
	Runaway2: Off
	Homeless2: Off
	HeadStart2: Off
	Child's First Name 3: 
	MI 3: 
	Childs Last Name 3: 
	Foster3: Off
	Migrant3: Off
	Runaway3: Off
	Homeless3: Off
	HeadStart3: Off
	Child's First Name 4: 
	MI 4: 
	Childs Last Name 4: 
	Foster4: Off
	Migrant4: Off
	Runaway4: Off
	Homeless4: Off
	HeadStart4: Off
	Child's First Name 5: 
	MI 5: 
	Childs Last Name 5: 
	Foster5: Off
	Migrant5: Off
	Runaway5: Off
	Homeless5: Off
	HeadStart5: Off
	case_number: 
	P-1-1: 
	P-1-2-1: Off
	P-1-2-2: Off
	P-1-2-3: Off
	P-1-2-4: Off
	P-1-3: 
	P-1-4: 
	P-1-5-1: Off
	P-1-5-2: Off
	P-1-5-4: Off
	P-1-5-3: Off
	P-1-6: 
	P-1-7-1: Off
	P-1-7-2: Off
	P-1-7-4: Off
	P-1-7-3: Off
	P-1-8: 
	P-1-9-1: Off
	P-1-9-2: Off
	P-1-9-4: Off
	P-1-9-3: Off
	P-1-10: 
	P-1-11: 
	P-1-12-1: Off
	P-1-12-2: Off
	P-1-12-4: Off
	P-1-12-3: Off
	P-1-13: 
	P-1-14-1: Off
	P-1-14-2: Off
	P-1-14-4: Off
	P-1-14-3: Off
	P-1-15: 
	P-1-16-1: Off
	P-1-16-2: Off
	P-1-16-4: Off
	P-1-16-3: Off
	P-1-17: 
	P-1-18: 
	P-1-19-1: Off
	P-1-19-2: Off
	P-1-19-4: Off
	P-1-19-3: Off
	P-1-20: 
	P-1-21-1: Off
	P-1-21-2: Off
	P-1-21-4: Off
	P-1-21-3: Off
	P-1-22: 
	P-1-23-1: Off
	P-1-23-2: Off
	P-1-23-4: Off
	P-1-23-3: Off
	P-1-24: 
	P-1-25: 
	P-1-26-1: Off
	P-1-26-2: Off
	P-1-26-4: Off
	P-1-26-3: Off
	P-1-27: 
	P-1-28-1: Off
	P-1-28-2: Off
	P-1-28-4: Off
	P-1-28-3: Off
	P-1-29: 
	P-1-30-1: Off
	P-1-30-2: Off
	P-1-30-4: Off
	P-1-30-3: Off
	P-1-31: 
	P-1-32: 
	P-1-33-1: Off
	P-1-33-2: Off
	P-1-33-4: Off
	P-1-33-3: Off
	P-1-34: 
	P-1-35-1: Off
	P-1-35-2: Off
	P-1-35-4: Off
	P-1-35-3: Off
	P-1-36: 
	P-1-37-1: Off
	P-1-37-2: Off
	P-1-37-4: Off
	P-1-37-3: Off
	P-1-38: 
	P-1-39: 
	P-1-40: Off
	mail_to: 
	Printed name of adult signing the form: 
	Today's Date: 
	Street Address if available: 
	City: 
	Daytime Phone Number (with Area Code) and Email (Optional): 
	Signature3_es_:signer:signature: 
	My Name is: 
	I cannot eat or be exposed to the following foods and ingredients: 
	1: 
	2: 
	1_2: 
	2_2: 
	3: 
	1_3: 
	2_3: 
	3_2: 
	Staff Member Name: 
	Staff Member Name_2: 
	Staff Member Name_3: 
	Check Box3: Off
	I give permission for my child: 
	to take part in any field trip: 
	In the school year beginning: 
	and ending: 
	Check Box1: Off
	Check Box2: Off
	give Hope Academy Powered by: 
	undefined: 
	Check Box7: Off
	Check Box8: Off
	NAME OF SCHOOL: 
	20: 
	M: 
	F: 
	Last: 
	First: 
	Middle: 
	GRADE: 
	SECTIONROOM: 
	No and Street: 
	BoroughTownship: 
	State: 
	Zip: 
	Childs Legal Name: 
	Birth Date: 
	Address: 
	School: 
	Teacher: 
	Grade: 
	ParentGuardian Name: 
	Phone: 
	Email: 
	Alt Phone: 
	Active contagious diseases: Off
	Allergiesfoodsseasonal: Off
	Bleeding disorders: Off
	Diabetes: Off
	Kidney disease: Off
	Asthma: Off
	Behavior problems: Off
	Dental problems: Off
	Immune disorders: Off
	Seizures: Off
	Allergiesmedications: Off
	Breathing problems: Off
	Heart problems: Off
	Liver disease: Off
	Explain: 
	List current medications andor dental concerns: 
	ID Number RIN HERE: 
	OR Childs Social Security  if available: 
	undefined_8: 
	Text10: 
	Text9: 
	Text8: 
	Text5: 
	Text1: 
	Text7: 
	Text2: 
	Text6: 
	Text4: 
	I will pay the reduced fee for a dental cleaning screening  fluoride per visit: Off
	I request donated care to cover the cost of a dental cleaning screening and fluoride for my child: Off
	Nombre Legal del Niño: 
	Fecha de Nacimiento: 
	Hombre: Off
	Mujer: Off
	Dirección: 
	Ciudad: 
	Estado: 
	Código Postal: 
	Escuela: 
	Maestro: 
	Grade_2: 
	PadreTutor Legal: 
	Teléfono: 
	Correo electrónico: 
	Teléfono Alt: 
	Enfermedades contagiosas: Off
	Alergiasalimentosestacionales: Off
	Problemas de sangrado: Off
	Diabetes_2: Off
	Enfermedad del riñon: Off
	Alergiasmedicamentos: Off
	Problemas respiratorios: Off
	Problemas del corazón: Off
	Enfermedad del higado: Off
	Asma: Off
	Problemas de comportamiento: Off
	Problemas dentales: Off
	Trastornos inmunológico: Off
	Convulsiones: Off
	Otro: Off
	activas incluyendo COVID19: 
	Explique: 
	Listar medicamentos actuales y  o problemas dentales: 
	Escriba el número de identificación: 
	O Número de seguro social del niño si está disponible: 
	undefined_20: 
	Voy a pagar la tarifa reducida para una limpieza dental examen y fluoruro por visita: Off
	Solicito atención donativo para cubrir el costo de una limpieza dental examen y fluoruro para mi hijo: Off
	FIRME Y FECHA AQUÍ: 
	FECHA: 
	Childs name: 
	Date of birth monthdayyear: 
	Primary language of child: 
	Percentage of English your child speaks: 
	Percentage of English your child understands: 
	Please describe any specific concerns you may have about your childs hearing andor speech and language skills 1: 
	Please describe any specific concerns you may have about your childs hearing andor speech and language skills 2: 
	Relationship: 
	Print Name: 
	this form: 
	Child Name: 
	Parent Name: 
	being the legal guardian of: 
	Child Name_2: 
	Parent Name_2: 
	between: 


