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Child’s Name: Birthdate:

Classroom: Start Date:

REQUIRED FORMS NEEDED BEFORE START DATE
AFTERSCHOOL PROGRAM

Afterschool Application Form

Fee Agreement Form

Emergency Contact Parental Consent Form With Instructions
Guidance & Discipline Policy Form

Emergency Plan & Procedure Form

Authorization to Photograph Form

Child Health Report Form

CACFP Meal Benefit Eligibility Form

CACFP Child Enrollment Form

Hosanna House Release of Information Form

CDC Handbook

Application Received and Reviewed by

Signature

Date



Hope Academy Powered by Hosanna House
Child Development Center

FEE AGREEMENT
Child’s Name: Date of Birth:
Parent’s Name: Start Date:
Phone Number: Cell Phone Provider:

People who child can be releasedto:

Services Provided by Hope Academy include: Breakfast, Lunch, Snack, Quality Programming, and transportation
for school age children.

[ ] Early Drop Off begins at 7am (An extra $25.00 a week will be assessed to any additional time)

Days of Care:  Monday [] Tuesday [] Wednesday [[]  Thursday [] Friday []

Hours of Care: (Please note the hours your child will bein attendance) to
Rates:
$75.00 Non-Refundable Application Fee

Toddler 1 S444.25 Per Week
Toddler 2 $435.35 Per Week
Pre-School $372.10 Per Week
After-School $207.85 Per Week
Pre-K S0 ($25.00 per day for any child picked up after 3:10pm or

dropped off before 8:00am
Wrap Around  $207.85 Per Week
Kindergarten $329.60 Per Week
Payments are due one week in advance on Friday. Children will not be accepted if accounts are more than 2
weeks delinquent.

Please select one of the following:

0 ELRC/CCIS Subsidized Weekly Co-Pay:

(Please note we will not accept children if co-pay is more than 2 weeks delinquent.)
o CYF o Full Pay o County

Late Fees: Verbal Warning
$25.00 per child after 6:10pm (1° offense)
$50.00 per child after 6:10pm (2" offense)
$75.00 per child after 6:10pm (3™ offense)
Termination (4™ offense)

Parent Signature/Date HHI Signature/Date

HOW DID YOU HEAR ABOUT US?
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Hope Academy Power by Hosanna House
After School Program Application
5-13 Years Old

Child’s Name:

Birth Date:

Start Date:

Parent/Guardian Name:

Current Address:

Phone Number: Cell: Cell Phone Provider:

Work:

Email Address:

Days of Care: Monday Tuesday Wednesday Thursday Friday

Hours of Care: to

School child will be attending:

School Phone Number:

Grade Level:

Subsidy Information: Circle all that apply

CCIS CYF COUNTY FULL PAY
Comments/Notes:
Parent Signature: Date:

Staff Signature: Date:
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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
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SPECIAL DISABILITIES (IF ANY) ALLERGIES (INCLUDING MEDICATION REACTIONS)
MEDICAL OR DIETARY INFORMATION NECESSARY IN A M RGENCY SITUATION MEDICATION, SPECIAL CONDITIONS
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ADDITIONAL INFORMATION ON SPECIAL NEEDS OF CHILD
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/ HEALTH INSURANCE COVERAGE FOR CHILD OR MEDICAL ASSISTANCE BENEFITS
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SIGNATURE OF PARENT OR GUARDIAN DATE
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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
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Guidance and Discipline Policy

Our philosophy for Hope Academy is for each child to be nurtured in a non-threatening environment,
which does not incorporate the use of corporal punishment. Staff shall help ensure children develop
self-control and assume responsibility for their own actions. Limits and consequences shall be clear and
understandable to children consistently enforced and explained to the child before and as part of any
disciplinary action. Firm Positive statements about behaviors or redirection of behaviors shall be our
goal. In circumstances where a child may need to be removed from the group to help him/her gain
control it shall not exceed one minute per year of age. Children shall not be disciplined for toilet
accidents. Corporal punishment, including hitting, spanking, swatting, beating, shaking, pinching, and
other measures intended to induce physical pain or fear, any threatening or actual withdrawal of food,
rest or use of the bathroom; punishment or any form of emotional abuse, including shaming, rejecting,
terrorizing or isolating a child is not acceptable or tolerated.

Children shall have reasonable opportunity to resolve their own conflicts. Discipline shall be the
responsibility of adults who have an ongoing relationship with the child. In certain circumstances, where
the center has been unsuccessful in resolving the child’s behavior, we will request the assistance of the
child’s parent(s). Any program developed within the assistance of the parent will include the Director,
Staff and parents(s) monitoring the progress of this plan of action.

When children are in an out-of-control rage, staff may gently but firmly hold them to prevent them from
harming themselves or others. They may use just enough force to restrain them safely. Staff will always
speak in a reassuring, calm voice and release them as soon as the aggressive behavior ceases. All staff
will obtain professional development during in-service on how to properly restrain children.

When all efforts by the center and parents have been unsuccessful the center reserves the right to begin
the process of terminating services for the child. All efforts will be documented in the child’s file, along
with appropriate consents. All staff working with the child shall receive training on implementing the
plan

Discharge Policy

Unfortunately, at times, despite the best efforts of our staff, any child who, after attempts have been
made to meet the child’s individual needs, demonstrates inability to benefit from the types of care
offered by our program, or whose presence is detrimental to the group shall be discharged from the
program.

In all instances, when Hope Academy decides that it is in the best interest for the child to terminate
enrollment, the child’s and parent’s needs shall be considered by planning with the parents to meet the
needs when they leave the facility. We will make referrals to other agencies or programs to the best of
our ability.

Child’s Name
Parent or Guardian
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

l, have received and reviewed a
(Please Print Your Name Here)

a copy of the Hope Academy Emergency Plan & Procedures.

Parent Signhature Date

Child’s Name
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Authorization to Photograph

To be completed by a parent/quardian 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:

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



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



CACFP Meal Benefit Income Eligibility Form Instructions

The Child and Adult Care Food Program (CACFP) makes good food a regular part of
your child’s day care! Please fill out the CACFP Meal Benefit Income Eligibility form. It
helps us find out if your household qualifies for free or reduced-price meals. This lets us
know how much money CACFP will give to support your day care home or center.

Instructions

Here are instructions to help you fill out the form. Before you begin, turn the form over to
learn why we ask for this information. It tells you how we use the information and what
rights you have. It also tells you how to contact USDA if you believe you are treated
unfairly.

Please make sure to fill in all of the requested information. Use a pen to mark your
answers on one form. When you are finished, please hand in to the child care
director.

Step 1:

List all the children from your household in the day care. Use one line for
each child’s name. Write one letter in each box. Stop if you run out of space.
If there are more children, add their names on a second piece of paper.

Do you have any foster children? If you answer Yes, mark the Foster Child
box next to the child’s name. If you are only applying for foster children, finish
Step 1 and go to Step 4. If you are applying for both foster and non-foster
children, go to Step 2.

Are any children migrant, runaway, homeless, or enrolled in Head Start? If
Yes, mark the correct boxes next to the child’s name and go to Step 4.

Step 2:

You qualify for free meals if you live in a household that receives
Supplemental Nutrition Assistance Program (SNAP), Temporary Assistance
for Needy Families (TANF), or Food Distribution Program on Indian
Reservations (FDPIR).

Do any household members, including you, currently receive SNAP, TANF,
or FDPIR? If Yes, write the case number in the box and go to Step 4. You
only need to provide one case number. If No, go to Step 3.

Step 3:

Report current income for all household members. Skip this step if you
answered Yes in Step 2.

How do you report child income? Turn the form over and use the Source of
Income for Children chart to see if your household has income to report.
Write the amount in the boxes in part A of the form. Mark how often the
amount is earned. Write 0 in the box if there is no income to report.

This institution is an equal opportunity provider.



How do you report income of adult household members? Turn the form over
and use the Source of Income for Adults chart to see if your household has
income to report.

In part B, list all the adults in your household, including you, even if each of
you doesn’t receive income. Include all adults, such as grandparents, other
relatives, and friends who live with you and share household income and
expenses. Write the amount of income each of you receives, in the boxes
next to your names. Mark how often the amount is received. Write 0 in the
box if there is no income to report.

Make sure you report the current amount of money you get before taxes.
Don't include SNAP, FDPIR, WIC, student financial aid, or money you
receive for a foster child as income.

Count the number of all children and adults in your household. Include all
infants, children, students, and adults. Write the total number in the box
under the list of adult household members.

Do you or another adult household member have a Social Security number?
Write the last four digits in the boxes. If there is no Social Security number,
mark the Check if no SSN box.

Points to Remember:

If: Then:
Your income isn't always the List the amount of money that you normally get. For example, don't
same include overtime pay, if you don't normally get it. If your income is

normally higher or lower, you can report annual income instead.

Your household includes You or your children don't have to be U.S. citizens to qualify for
members who aren't citizens meal benefits.
You are in the military Don't include your Family Subsistence Supplemental Allowance

(FSSA), combat pay, or the money you receive for privatized
housing. If deployed, count the amount of pay that is made
available to your household as income.

Step 4:

An adult household member must sign this form. The signer promises that all
information is true and complete.

Print the name, address, and telephone or email of the adult signer. Sign and
write today’s date in the marked boxes.

Optional

We ask about your children’s ethnicity and race to make sure we do our best to serve
our community. Providing this information is not required. You won’t be denied benefits
based on your race, color, national origin, sex, age, or disability.



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.
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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

haold

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

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

Children in Foster 7

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) 7 CASE NUMBER: 7
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. Child Income Child Income Weekly | Bi-weekly| Monthly |Bi-Monthly

Sometimes children in the household earn or receive income. Please include
s | | | ]|]oo oo

Are you unsure what

income to include here? the TOTAL income received by all Household Members listed in STEP 1 here.

Flip the page and review B. All Adult H hold 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 | 2xMonth
The “Sources of Income 7 7 7 7 7 7 7 7 7 7 7
o Cotarans o T $ O O O O s O O O O | O O O O
help you with the Child
income section, | d[[[Joooo]s|[|[][loooo]sf][]][]ooo o
| d[][[Joooco]s][|[][|loooolsf][]][]ooo o
The “Sources of Income
for Adut” chart il | d][]]/loocoo]f|]][]Jloooco]s][][][]ooo o]
help you with All Adult
Household Members
| d[/[Jloooo]d][[]]looocol]s|][][]]ooo o
. Last Four Digits of Social Security Number (SSN) of .
Total Household Members (Children and Adults) Du Primary Wage Earner or other Adult Household Member 7 X 7 X 7 X 7 7 X 7 X 7 7 7 7 7 7 Check if no SSN D

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
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Source of Income for Children

Source of Income for Adults

Sources of Child Income

Examples

Earnings from work

« Achild has a regular full or part-time job where they earn
a salary or wages

Earnings from Work

Public Assistance/Alimony/
Child Support

Pensions/Retirement/
All other sources of income

Social Security
- Disability Payments
- Survivors Benefits

+ Achildis blind or disabled and receives Social Security benefits
« Aparentis disabled, retired, or deceased, and their child receives
Social Security benefits

Income from person outside of household

« Afriend or extended family member reguarly gives
a child spending money

Income from any other source

« A child receives regular income from a private pension fund,
annuity, or trust

OPTIONAL

Children’s Ethnic and Racial Identities (Optional)

« Salary, wages, cash bonuses
« Netincome from self-employment
(farm or business)

the U.S. Military:

« Basic pay and cash bonuses (do NOT
include combat pay, FSSA, or privatized
housing allowances)

« Allowances for off-base housing, food,
and clothing

If you are

+ Unemployment benefits

+ Workers compensation

« Supplemental Security Income (SSI)

« Cash assistance from State or local
government

« Alimony payments

« Child support payments

« Veterans benefits

« Strike benefits

Social Security (including railroad
retirement and black lung benefits)
Private Pensions or disability benefits
Income from trusts or estates
Annuities

Investment income

Earned interest

Rental income

Regular cash payments from

outside household

We are required to ask for information about your children’s race and ethnicity. This information is important and helps to make sure we are fully serving our community. Responding to this section is optional
and does not affect your children’s eligibility for receiving meals during care.

Ethnicity (check one): |_| Hispanic or Latino

Race (check one or more): _H_ American Indian or Alaskan Native

or Latino

_H_ Asian

_H_ Not Hispa

_H_ Black or African American

_H_ Native Hawaiian or Other Pacific Islander

[ white

The Richard B. Russell National School Lunch Act requires the information on this
application. You do not have to give the information, but if you do not, the funds your child
care center/provider receives may be impacted. You must include the last four digits of
the social security number of the adult household member who signs the application. The
last four digits of the social security number is not required when you apply on behalf of
a foster child or you list a Supplemental Nutrition Assistance Program (SNAP), Temporary
s (TANF) Program or Food Distribution Program on Indi
Reservations (FDPIR) case number or other FDPIR identifier for your child or when you
indicate that the adult household member signing the application does not have a social

Assistance for Needy Fam

n

gov/complaint_

In accordance with Federal ¢
employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national origin, sex,
y conducted or funded by USDA. Persons with disa
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. Ind
Federal Relay Service at (800) 877-8339. Additionally, program information may be made available in languages other than English.

disability, age, or reprisal or retall

security number. We will use your information to determine the meal reimbursement for
your child care center/provider. We MAY share your eligibility information with education,
health, and nutrition programs to help them evaluate, fund, or determine benefits for their
programs, auditors for program reviews, and law enforcement officials to help them look
into violations of program rules.

MAIL

tant Secretary for C
1400 Independence Avenue, SW
Washington, D.C. 20250-9410

hts law and U.S. Department of Agricult

n for prior civil rights ac

U.S. Department of Agriculture FAX:
L Rights EMAIL:

This institution is an equal opportunity provider.

y in any program or ac

ure (USDA) ¢

rights regula

uals who are deaf, hard of hearing or have speech disa

(202) 690-7442; or
program.intake@usda.gov.

ns and poll

s, offices, and

es who

es may contact USDA through the

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

*Only use this address if
you are filing a complaint
of discriminati

DO NOT FILL OUT

For official use only

Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice a Month x 24, Monthly x 12

How often?

Household size

Total Income
Weekly | Bi-Weekly| Monthly | 2xMonth

| | [O O O O]

Categorial Eligibility _H_

Eligibility

Free i xmmznmm_ Deni

ed

O O O

Determining Official's Signature Date

Confirming Official's Signature

Date

Follow-up Official's Signature

Date



mailto:program.intake@usda.gov
http://www.ascr.usda.gov/complaint_filing_cust.html
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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 exposure to these foods, please help me follow these rules:
- Don’t provide food or snacks that my parents have not approved

- 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.
- Even atiny 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 | 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 | 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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The above information has been explained to me and | agree to the terms and
conditions set by ELRC and conditions set by ELRC and Hope Academy. |
understand that if | should lose my subsidy for any reason, | will be billed at the
full daycare tuition rate for the period that | am unsubsidized. | also understand
that my weekly tuition is due every Friday in advance and if | become more than
two weeks delinquent | will be terminated from the center.

| have received a Hope Academy Child Development Center Handbook and
understand all terms and conditions.

| agree to update the emergency contact and fee agreement forms whenever
changes occur or every 6 months at minimum.

HHI Signature:

Parent Signature:

Periodic Review:




HOPE aCabemy
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Release of Information Form

| authorize permission to share information regarding between

Hosanna House and the following programs/agencies:

= Pre-K Counts Programs
= AIU Head Start

= DART Program

= Allegheny County (DHS)
= Contracted Providers

= Trying Together

This consent covers the sharing of data such as name, attendance records, grades, date of birth,
health records, and assessment.

Primary Caregiver Signature & Date

Hosanna House Signature & Date
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