Parents- What You Should Know
Welcome! We are so glad that you chose Wenzler Preschool and Learning Center to give your
child the care they deserve. Here is the basic information you should know before your child’s first day.

Basic Information:
Hours: Our M-F hours are 6:30am-5:30pm
- Please be sure to follow these hours and pick up your child before 5:30pm.
- Our structured learning times begin each day at 9am. We ask your child to be in by that time.
Meals: We arc on a food program that requires us to provide 3 meals a day for cach child that is present.
- Breakfast 7:30am-8:30am
- Lunch 11:30am-12:30pm
- PM Snack 2:30pm-3:00pm
Nap Time: Your child will have their own designated cot and space at nap time. You will need to provide
your child with a blanket that gets taken home every Friday to get washed.
What to Bring:
- Water Bottle, each child needs their own personal water bottle for throughout the day.
- Blanket, for nap time, to be taken home each Friday to get washed.
- Change of Clothes, as accidents do happen.
- Diapers, wipes, pull-ups (if applicable)
Door Code:
- Let us know a 4-digit-code of your choice which will allow you to enter the building. Just click
START, your 4-digit code, and then OPEN

Procare Information: We will send you an email with a link to sign up and download the app
Signing In and Out
- Prior to your first day, you will be assigned a different 4-digit-code to sign your child in/out of
their classroom on the tablet by the front door.
Messaging
- Teachers and administrators are able to message you through the Procare App if there is anything
that you may need to know. If there is an emergency, we will call.
Daily Activities and Images
- Things that your child docs in the day, such as meals they eat, activitics they participate in, and
any pictures that may have been taken will be posted to your child’s feed.
Payments:
- We bill every Monday and charge through Tuition Express on Wednesdays
- If'you pay through cash or check, it must be paid by Friday morning for the current week.

Thank you so much and we cannot wait for your child’s first day with us!



Ohio Department of Job and Family Services
CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE

This form shall be completed prior to the child's first day of attendance and updated annually and as needed.

Child'sName Date of Birth First Day at Program/Home
Home Address City

State Zip Code Home Telephone Number

Parent/Guardian Name #1 Relationship to Child

Home Address [ Sameas Child's Home Telephone Number ] Same as Child’s

City State Zip

Email Address (if applicable) Cell Phane (if applicable)

Parent's Work/School Name Parent's Work/Scheol Telephone Number

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home requests contactinformation
forother parentsfguardians.  [J Yes [0 Ne

If you answered yes, please indicate which information above to include on the list [ Work # LJcell# [ Home# [ Email

Where can you be reached while your childis in this program/home?

Parent/Guardian Name #2 Relationship to Child

Home Address L] Sameas Child’s Home Telephone Number LI Same as Child's

City State Zip
Email Address (if applicable) Cell Phone

Parent's Work/School Name Parent's Work/School Telephone Number

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home, requests contactinformation
forother parents/guardians. [ Yes O No
If you answered yes, please indicate which information above toinclude onthe list [ Work # dcell# OHome# [ Email

Where can you be reached while your child is in this program/home?

Emergency Contacts: Parents cannot he listed as emergency contacts. Listthe name of at least one person who can be contacted
in the eventof an emergency orillness if you cannot be reached. Any person listed should be able to assist in contacting you. At least
one person listed mustbe able to take responsibility forthe child in case the parent/guardian cannotbe contacted and should be at least
18 years of age.

Name Name

City State City State
Telephone Number Relationship to Child Telephone Number Relationship to Child
Other numbers where emergency contactcan be reached (if Other numbers where emergency contactcan be reached (if
applicable) applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number
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Child'sName

Allergies, Special Health or Medical Conditions, and Medical Foods

Fill inthis section accurately and completely. Please note that if your child has a current heslth or medical condition requiring child care
staffto perform child specific care, such as: to monitorthe condition, provide treatment, care, or to give medication, the JFS 01236
"Child Medical/Physical Care Plan for Child Care" mustbe completed and be kept on file at the program/home.

Does your child have any food, medication orenvironmental allergies? {checkallthat apply)
O No
[ Yes - checkall thatapply [0 Food  [J Medication O Environmental Please listand explain:

Does your child's allergy/allergies require child care staff to monitor your child for symptomsto take action if a reaction occurs, or give
emergency medication to your child? (check one)

[l No

[ Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care"must be completed.

Does your child have a developmental delay or special health or medical condition? (checkone)
O No

[ Yes - please explain

Does the special health or medical condition require child care staff to perform a procedure, or perform child specific care such as: to
monitor your child for symptoms or administer medication during child care hours? (checkone)

J No

[ Yes - a JFS 01236 "Child Medical/Physical Care Plan for Child Care" must be completed.

Is your child currently using any medication or medical food? (check one)
I No

(] Yes - please explain

If yes, does this medication or medical food need to be administered atthe child care program/home?

O No

[ Yes - a JFS 01217 "Request for Administration of Medication" mustbe completed and keptonfile for each medication and a JFS
01236 "Child Medical/Physical Care Plan for Child Care" mustbe completed forthe medical food.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)
[ No

[ Yes - please explain

Does this dietary restriction require a modified dietthateliminates all types of fluid milk oran entire food group?
No

[ Yes - written instructions from the child’s health care provider mustbe onfile.
] N/A - program does not provide meals or snacksto the child.
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Child'sName

List any history of hospitalization, outpatientsurgery, or previous health concerns that would be needed to assistthe staff or medical
personnel in an emergency situation.

L1 Notapplicable

List any additicnal information aboutyour child that would be useful for staff to know, such as fears or ways that your child prefersto
be comforted.

[] Notapplicable
List any additional information about your child that would be useful for staff 1o know, such as eating or sleeping habits,

1 Notapplicable
List any additional information about your child that wauld be useful for staff to know, such as special routines, or behavior needs.

L1 Not applicable
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Child's Name

Diapering Statement
Is yourchild toilet trained? [ Yes (/f yes, skip to Emergency Transportation Authorization section)
LI No (If no, fill out the following:)

The program's policyisto check diapers every hours, Pleaseindicate if you wantyour child's diaper checked according to the
program’s policy or another:
[1 Iagree with the program's schedule [] Ido notagree, please check my child’s diaperevery hours,
Emergency Transportation Authorization

Give Permission to Transport Do Not Give Permission to Transpart
Program orHome Name Program or Home Name
has permission to secure emergencytransportation for OR does not have permission to secure emergency
my child in the event of an illness or injury which requires transportation for my child in the event of an iliness or injury
emergency treatment. The emergencytransportation Do | whichrequires emergency treatment. | wish for the following
service will determine the facility to which my child will be s'";g:‘ action to be taken:
fransported. both
Parent's Signature Date Parent's Signature Date

Acknowledgement of Policies and Procedures
[ have reviewed and received a copy of the program's orhome's policies and procedures/handbook. [1Yes [ONo (check ohe)

This form, after being completed and signed by the parent/guardian, mustbe reviewed for completeness and signed by the
administrator/designee priorto the child receiving care.

Parent/Guardian Signature(s) Date

Administrator/Designee Signature Date

The form isto beinitialed and dated, at least annually, afterit has been reviewed by the parentiguardian. Thisis to indicate all
information has stayed the same or changes have been noted. If signifi cantchanges are needed, please complete a new form.

Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review

Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review

Parent/Guardian Initials Date of Review Administrator/Designee Initials | Date of Review
Note:

This is a prescribed formwhich must be used by child care providersto meetthe requirements to rules 5101:2-12-15, 5101:2-13-15, and 5101:2-14-04.
This formmustbe on file atthe program or home on or before the child's first day of attendance and thereafter while the child is enrolled.
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Additional Contacts

in addition to the emergency contacts previously listed, the following are other people
AUTHORIZED TO PICK UP MY CHILDREN:

Name Relationship
Address Phone #
Name Relationship
Address Phone #
Name Relationship
Address Phone #

Communication
Our center along with our teachers prefer to communicate through texts if possible,

Cell Phone Provider Receive Texts



Ohio Department of Job and Family Services

CHILD MEDICAL STATEMENT FOR CHILD CARE

Child’s Name (printortype) Date of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
(Physician/Physician’s Assistant/Advanced Practice Registered Nurse/Certified Nurse Practitioner):

Section A- EXAMINATION

\ The above named child has been examined.

\ The above named child is in suitable condition for participation in group care (i.e. free of infectious disease,
mentally and physically fitto be in group care).

« The above named child does not have allergies OR is allergic to the following (please list in space below):

Check below, if applicable:

[ Additional information that will assist the child care program in providing appropriate child care for the above
named child (special health care and developmental considerations) accompanies this form.

Optional: Measurements and Recommended Assessments/Screenings

Height Vision OYes [ONo Lead Oyes [ONo
Weight Hearing [dYes [ONo Hemoglobin [(dYyes [dNo
BMI Dental [OYes [ No Other

Notes:

Signature of Examining Health Care Practitioner Date of Examination

Name of Examining Health Care Practitioner Telephone Number

Street Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MM/DD/YYYY FORMAT) OF DOSES OF ALL IMMUNIZATIONS.

IMMUNIZATION (Complete ONLY ONE SECTION below)

Section 5104.014 of the Ohio Revised Code requires immunizations against the following diseases:
Chicken pox, Diphtheria, Haemophilus influenzae type b, Hepatitis A, Hepatitis B, Influenza, Measles, Mumps, Pertussis,
Pneumococcal disease, Poliomyelitis, Rotavirus, Rubelia and Tetanus. '

Section B - To be completed by the EXAMINING HEALTH CARE | Initials of Examining Health Care Practitioner

PRACTITIONER:

[J The above named child has been immunized against the diseases
listed above.

If an immunization is medically contraindicated or not medically appropriate
for the child’s age, note any exceptions by listing the specific

immunization(s): Date

Section C - To be completed by the child's parent ONLY IF Signature of Parent

WAIVING AN IMMUNIZATION(S):

LI | have declined to have my child immunized for reasons of
conscience, including religious convictions against all of the
diseases listed above or against the following disease(s):

Date
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WENZLER DAY CARE & LEARNING CENTER, INC.
4335 Presidential Way, Kettering, OH 45429

FINANCIAL RESPONSIBILITY STATEMENT

Please fill out the information below 50 we will have a copy for our records. This information
will remain strictly confidential.

Mother (Guardian) Name Father (Guardian) Name
Address Address

City Zip City Zip
Social Security Number Social Security Numnber

Date of Birth Date of Birth

I/WE WILL BE FINANCIALLY RESPONSIBLE FOR THE WEEKLY DAYCARE FEES INCURRED. YWE
UNDERSTAND THAT THESE FEES ARE PAYABLE ON A WEEKLY BASIS. VWE FURTHER
UNDERSTAND THAT IF TUITION PAYMENT IS MORE THAN TWO {2) WEEKS LATE, MY CHILD(REN)
MAY BE WITHDRAWN BY THE CENTER DIRECTOR. IN THE EVENT THAT UWE LEAVE WENZLER
DAYCARE & LEARNING CENTER, INC. WITH AN UNPAID BALANCE AND ALL ESFORTS TO
COLLECT HAVE FAILED, IfWE UNDERSTAND THAT ANY UNPAID BALANCES MAY BE REPORTED
TO SMALL CLAIMSE COURT OR A COLLECTION AGENCY.

Signature Date Signature Date

PLEASE FILL IN ALL INFORMATION CAREFULLY,



Tuition ~ Automated Payment Processing

Safe — Convenient — Easy

Express

We are excited to offer the safety, convenience and ease of Tuition Express®—a payment processing system that allows secure,
on-time tuition and fee payments to be made from either your bank account or credit card.

ELECTRONIC FUNDS TRANSFER AUTHORIZATION FOR BANK ACCOUNT and CREDIT CARD

I (we) hereby authorize (business name) to initiate credit card charges to
the below-referenced credit card account (Section A) OR, initiate debit entries to my (our) checking or savings account,

indicated below (Section B). To properly affect the cancellation of this agreement, | (we) are required to give 10 days written
notice. Credit union members: please contact your credit union to verify account and routing numbers for automatic payments.
Check with the center for accepted credit card types.

COMPLETE ONE SECTION ONLY

SECTION A (Credit Card)

Cardholder Name Phone #

Cardholder Address City State  Zip
Account Number Expiration Date

Cardholder Signature Date

SECTION B (Bank Account)

Your Name Phone #
Address City State Zip
Bank or Credit Union Name Bank or Credit Union Address City State Zip
Routing Transit Number (see sample helow) Account Number (see sample below) (] Checking [] savings
Authorized Signature Date
John Sample :‘_*"'4‘ Tk HENY ooz2z2s6
. w Wl Ba% Ghihh "
For Official Use Only Mary Sample ¢ A service of
123 Nt Street
A
Date Received Ristiohs
Paylathe  Aftach Voided Check Here
arder of: s
Employee Signature Depost ships not acoepled Dollars \ /'
SOFTWARE"
KLZ 234567090 10661308 )
: i | : il Wy,

e T I -
Ravibknn Mimbar Arsnant Himhar Nhrark Nambae

o ey e



Child(rens) Name:

IRELAN PARK PERMISSION

I do hereby give Wenzler Preschool & Learning Center, inc. permission for my child to play in Irelan Park (located
next to the Wenzler Learning Center Property) with his/her class under the supervision of class teachers.

YES NO

PHOTO RELEASE PERMISSION

| give Wenzler Preschool & Learning Center, Inc. permission to take photos of my child that may be used in the
classroom, or in marketing/feature stories, such as newspapers, displays, bulletin boards, social media, the Wenzler
Learning Center website or ather types of educational publications.

YES NO

EVENT/EMERGENCY PERMISSION

Some of our events are held at the Presidential Banquet Center, located across the street from our center at 4572
Presidential Way. | hereby give Wenzler Preschool & Learning Center, Inc. permission for my child to be transported
either by walking, bus or car, if necessary, to the Presidential Banquet Center in case of an emergency or an

occasional event/ celebration.

[ YES [ NO

OVER THE COUNTER/ FIRST AID PERMISSION

| hereby give Wenzler Preschool & Learning Center, Inc. permission to administer these products when/if needed.

Topical Products Lotion Bee Sting Relief Swabs

Diaper Rash Cream Vaseline/ Chapstick Hand Sanitizer

Parent/Guardian Signature:

Updated 10/2023



BN

CENTER

PLEASE READ OUR PARENT
HANDBOOK AND POLICIES FOUND
ON OUR WEBSITE UNDER FORMS.

WENZLERLEARNINGCENTER.COM

I have read the parent handbook for Wenzler Preschool and Learning Center and
have no further questions at this time.

Child’s Name (please print):

Child’s Name (please print):

Child’s Name (please print):

Child’s Name (please print):

Child’s Name (please print):

Parent Signature: Date:



CENTER

SCHOOL TRANSPORTATION
PERMISSION

(School Age Only)

| give Wenzler Preschool & Learning Center, Inc. permission to
transport my child(ren) on routine trips to and from school.

Child’s Name:

School Name:

Parent/Guardian Name:

Parent/Guardian Signature:

Date:

P
&4 step up.
* to quality

4535 Presidential Way, Kettering, OH 45429
WenzlerDaycare.com p 937-435-8200 f937-435-1415 bwenzler@aol.com
Open Monday thru Friday 6:30 am- 5:30 pim for kids 6 weeks to 8 years old!




Bus Behavior Policy

If your child is making unsafe choices on the bus (i.e. throwing items, hitting other
children, screaming, refusing to listen to the driver, refusing to wear the seat belt
properly, refusing to sit in the seat facing forward, etc.) there will be warnings
given and can result in your child no longer being able to ride the Wenzler bus to
and/or from school or field trips. Please make sure your children know the bus
rules and keep their backpacks closed until they are inside the Center.

Our drivers will follow the outlined “three strikes” procedures when dealing
with undesired behaviors on the bus:

1. Verbal warning (with parent notification)

2. Written warning (with parent notification)

3. Child is no longer permitted to ride the Wenzler School Bus

Also, we have been traveling to schools frequently for children that are not
present for us to pick up. We need communication from parents by 12PM if we
are not picking up your child from school that day. A $5 fee will be charged to
accounts when we travel to a school for a child that is not there.

Enforcement of this policy will be followed at all times.

Child’s Name:

Parent Signature:

¥
&4 step up,
* to quality

4535 Presidential Way, Kettering, OH 45429
WenzlerDaycare.com p 937-435-8200 f937-435-1415 bwenzler@aol.com
Open Monday thru Friday 6:30 am- 5:30 pm for kids 6 weeks to 8 years old!




Ohio Department of Job and Family Services
FAMILY INFORMATION
FOR STEP UP TO QUALITY PROGRAMS (SUTQ)

Child's Name (Last) (First) Nickname (If any)

By providing complete information about your child, you will be assisting staff in creating a positive experience for him/her while in
 care. List any information about your child's habits, abilities or personality that you feef will be helpful to the staff while caring for
your child.. ' : :

Who is in the child's immediate family?

Who lives at home with your child?

What is the primary language spoken in your child’s home?

Are there any special family arrangements, such as shared parenting, living in two homes, or custody specifications, etc.?
Additional Details?

Are there any changes or transitions that your child has recently experienced or is experiencing? (moved from crib to bed,
divorce, new home, death of family member, friend or pet) Additional Details?

Are there any cultural or religious practices of your family we should be aware of? (Dietary restrictions, clothing, head coverings,
etc.)

Do you have any pets at home? If so, what are they and what are their names?

Has your child had a previous care arrangement? [] Yes or [] No Additional Details? (Center based, in horme, with family,
with parents, etc.)

My child drinks [ milk, [_] formula, (] juice or [J water. (Check all that apply)
How much and how often?

Does your child have any favorite foods?

Does your child dislike any foods?

Are there any foods your child should not be fed? (Licensing requires documentation be completed for children with food
allergies and/or dietary restrictions)
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Please check all of the words that best describe your child's personality and behavior

[Jactive [ adventurous [] affectionate [] anxious [J bossy [] bright [ busy [ calm [] cautious [] cheeriul

[ content (] creative [] curious [J easily-angered [] emotional [] energetic [] excitable [] friendly [] gives-in-easily

[ happy [ hesitant [J insecure [ jealous [ likes structurefroutines [J loud [J loving [ mellow [J outgoing

[ prefers adult attention [ quiet [] sensitive [J serious [] shares-well [J social [J spontaneous [J stubborn [] tentative
[ other:

Are there additional personality and behavior characteristics that would be useful to know about your child?

Are there things that frighten your child? If so, how does he/she react and what do you do to comfort him/her?

What routinesfactions or items do you use to comfort your child?

What causes your child to feel angry or frustrated?

What methods do you use to respond to your child's negative behavior?

Does your child use any special comfort or support items that help him/her go to sleep? If so, what?

What is your child's mood upon waking? {happy, grouchy, clingy, slow to awaken)?

My child sits in a [_] high chair, [ booster, [_] child size chair or L] adult size chair, (Check the ane that applies.)

Is your child toilet trained? If not, have you started the toilet training process? Please explain the process used,

Does your child need assistance when using the toilet? If so, how?

What words, gestures or signs does your child use if he/she needs to use the bathroom?

What time does your child normally go to bed at night and wake up in the morning?

What time(s), and for how long, does your child usually nap?

JFS 01511 (Rev. 10/2014) Page 2 of 3




Does your child have trouble sleeping (Night terrors, trouble going to sleep, etc.)? Please explain.

What might you and/or your child be anxious about as hefshe starts in this program?

What are you and/or your child excited about as he/she starts in this program?

What are your expectations of this program?

What other information would be helpful for the staff caring for your child to know?

Parent/Guardian's Signature Date
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HOUSEHOLD LETTER - Dear Parent or Guardian
Please help us comply with the requirements of the U.S. Depariment of Agriculture's Child and Adult Care Faod Program (CACFP) by completing the attached income
eligibility application for free and reduced-price meals, All information will be treated wilh strict confidentiality. The CACFP provides reimbursement to the child care center for
healthy meals and snacks served to children enrolled in child care. The complation of the income eligibility application Is optional. Complete the application on the
reverse slde using the instructions below for your type of household. You or your children do not have to be U.S, citlzens to qualify for meal benefits offered at the child care
center. Households with incomes less than or equal to the reduced-price values listed on the chart a1 the bottom of this page are eligible for free meal benefits. An application
must contain complete information to be considered for free or reduced-price meals. Households are no longer required to report changes regarding the increase or decrease
of income ar househald size or when the household is no longer certified aligible for food assistance (SNAP) or Ohio Works First (OWF). Once approved for free or reduced-
price benefits, a household will remain eligible for these benefits for a period not ta exceed 12 months. During petiods of unemplayment, your child(ren) Is ellgible for meal
reimbursement provided the loss of income during this time causes the family to be within eligibility standards for meals. In operation of the CACFP, no person will be
discriminated against because of race, color, national origin, sex, age or disabilily §226.23(e)(2)(iv). If you hava questians regarding the completion of this application, contact
the child care center.
PART 1 ~ CHILD INFORMATION: ALL HOUSEHOLDS COMPLETE THIS PART (*denotes required info)

= Printthe name of the child{ren} enrolled at the child care center. All children (including foster children) can be listed on the same application.

s Listthe enrclied child's age and birth date.

¢ Check box indicaling if the child is a foster child. Foster children that are under the legal respensibility of the foster care agency or court are eligible for free meals.

Any foster child in the hausehold is eligible for free meals regardless of income. Attach documentation to show foster child stafus.

PART 2 - HOUSEHOLDS RECEIVING FOOD ASSISTANCE OR OHIO WORKS FIRST: COMPLETE THIS PART AND PART 4 ~ If a child is a member of a food
assistance (SNAP) or OWF household, they are autamatically ellgible to recelve free CACFP meal benefits,
Circle the type of benefit received: Food Assistance (SNAP) or Ohio Works First (OWF).
= Lista current food assistance or OWF case number for each child. This will be & 7-digit number. Do not list a swipe card number,
SKIP PART 3 - Do not list names of household members or income if you listed a valld Food Assistance (SNAP) or OWF case number for esch child in Part 2.
PART 3 - TOTAL HOUSEHOLD SIZE, GROSS INCOME AND HOW OETEN RECEIVED: ALL OTHER HOUSEHOLDS COMPLETE PARTS 3 & 4.
a) Write the names of all household members including yourself and the child{ren) that attends the child care center, noting any income received. A household is
defined as a group of related or unrelated individuals who are living as one economic unit that share housing andfor significant income and expenses of its members,
This might include grandparents, other relatives, or friends who live with you. Attach another piece of paper if you need more space to list all household members,
b)  Check the box for any person listed as a household member {including children) that has no income.
€)  For each household member, list each type of income received during the last month and list how often the money was received.

1. Earnings from work befora deductions: Write the amount of fatal gross income each household member received the Jast manth, befare taxes/deductions or
anything else is taken out (not the take-home pay) and how offen it was received (weekly, every two weeks, twice per monih, monlhly, annually). Income is
any money received on a recurring basls, Including gross earned Income. Households are nat required to Include payments received for a foster child as
income. If any amount during the previous month was more o less than usual, write that persan’s usua! monthly income. If you normally get overtime, include
it, bul not if you only get it sometimes, If you are in the military and your housing is part of the Military Housing Privatization Initiative and you receive the
Family Subsisterice Supplemental Allowance, do not include these allowances as income. Also, in regard to deployed service members, only that portion of
a deployed service member's income made available by them or on their behalf to the household will be counted as income o the household. Combat pay,
including Deployment Extension incentive Pay (DEIP) is also excluded and will ot be counted as income 1o the household, All other allowances must be
included in your gross income.

2. Listthe amount each person got the last manth from welfara, child suppert or alimony and list how often the money was recejved,

3. List the amount each person got the fast month from pensions, retirement, Soclal Security, Supplemental Security Income (SSI), Veteran's (VA) benefits or
disability benefits and list how often the maney was recelved.

4. List all other income sources. Examples include: Worker's Compensation, strike benefits, unemployment compensation, regular contributions from people
who do not live in your household, cash withdrawn frem savings, interest/dividends, income from estates/trusts/invesiments, net royalties/annuities or any
other income, Self-employed applicants should report income after expenses (net income) in column 1 under earnings from work. Business, farm or rental
property report income should be entered in column 4. Do not include food assistance payments.

PART 4 - SIGNATURE AND LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THIS PART (* denotes required Info)
a) " All applicaticns must have the signature of an adult hausehald member.
b} " The adult signing the application must alsa date the form.
€)  * Only an application that lists Income in Part 3 must have the last four digits of the social security number of the adult who signs. If the adult does not have a
social security number, check the box marked, “l do not have a Social Security Number.” If you listed a food assistance or OWF number for each child or it you
are applying for a foster chiid, the last four digits of the social securily number are not required.
PART 5 — RACIALJETHNIC IDENTITY - OPTIONAL
‘You are not required to answer this part in order for the application to be considered complete. This information is collected to make sure that everyone is treated fairly and
will be kept confidential. No child will be discriminated against because of race, calor, national origin, gender, age or disabifity.

NON-DISCRIMINATION STATEMENT: in accordance with Fedaral civil rights faw and U.S. Department of Agriculture (USDA} civil rights regulations and policies, the USDA,
ils Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on race, cclor, national origin,
sex {including gender identity and sexual orientation), 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, elc.),
should contact the Agency (State ar 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: How to File a Comptaint, and at any USDA office, or write 2 letter
addressed to USDA and provide In the letter all of the information requested In the form. Ta request a copy of the complaint form, call (866) 632-9982. Submit your completed
form or letter to USDA by: (1) mail: U.$, 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.qov. This institution is an equal opportunity provider.

REDUCED-PRICE INCOME ELIGIBILITY GUIDELINES
Effective from July 1, 2023 through June 36, 2024, Households with incomes less than or equal to the
reduced-price values below are eligible for free or reduced-price meal benefits.
HOUSEHOLD TWICE PER EVERY TWO
TsEE - | ANNUAL MONTH SHaan | TR WEEK
1 $26,973 2.248 1,124 1,038 519
2 $36,482 3,041 1,521 1,404 702
3 $45,991 3,833 1,917 1,769 885
4 55,500 4,625 2,313 2,135 1,068
8 65,009 5418 2,709 2,501 1,251
6 b74,518 6,210 3,105 2,867 1,434
7 84,027 7.003 3,602 3,232 1,616
8 $93,536 7,785 3,898 3,598 1,799
Additional
member +0,509 +793 +397 +366 +183

Revised June 2023 10



CHILD AND ADULT CARE FOOD PROGRAM: CHILD CARE COMPONENT
INCOME ELIGIBILITY APPLICATION FOR FREE AND REDUCED-PRICE MEALS Fiscal Year 2023-2024

INSTRUCTIONS: To apply for free and reduced-price meals, read the household Letter and instructions on backside of thls form. Complete application and

return to the center. in accordance with the NSLA, information on this applicaticn may be disclosed to other Child Nutrition Pregrams or applicable

enforcement agencies. Parents/guardians are not required to consent to this disclosure. Pan 1is to be completed by all households. Part 2is ta be used only

for a child living in 2 household receiving food assistance (SNAP) or Ohio Works First (OWF) benefits. Part 3 is only for children NOT receiving Food

Assistance or OWF benefits. Part 4 an adult household member must sign and date form; the last 4 digits of social security number must be listed if Part 3 is
completed. Part 5 is optional. * Asterisks indicate info that must be complated. Form must be completed annually and valid for only 12 months.

-~ Ui y CHECK IF PART 2~ LIST EACH CHILD'S FOOD ASSISTANCE

CENTER NAME \N’C\ﬂl\fy \ S l [m WM ‘ \] ]! H ] '{ AFOSTER | (sNAP) OR OWF CASE NUMBER, IF ANY. A VALID
‘ U‘,’";",tu"al CASE NUMBER CONTAINS 7 DIGITS.

PART 1 - PRINT INFORMATION FOR ALL CHILDREN ENROLLED AT GENTER rosponslhility of .

awoltaresgency | Check ftype o FOOD ASSISTANCE (SNAP)or |

* NAME OF ENROLLED CHILD(REN) AGE | BIRTHDATE | orcour.Mttach | of honaft: o OHIO WORKS FIRST (OWF)

documentatlon)

1. I CASE NO.

2, D CASE NO.
3. |'-I CASENO, | —v mom e o —
4 D CASENO. | e — — e e e

PART 3 ~ TOTAL HOUSEHOLD SIZE, TOTAL HOUSEHOLD GROSS INCOME AND HOW OFTEN IT WAS RECEIVED: List names of all household
members. List all gross Income: list how much and how often. if Part 2 is completed, skip to Part 4.

a. LIST NAMES OF ALL b.CHECK | c. GROSS INCOME during the last month (amount eamed before taxes & other deductions) and
HOUSEHOLD MEMBERS IF HOW OFTEN IT WAS RECEIVED: Weekly, Every 2 Weeks, Twice Per Month, Monthly, Annually
INCLUDING CHILDREN TS&%%‘S 1. Earnings from work 2, Welfare payments, 3. Pansions, retirement, 4, All Other income
LISTED ABOVE [N PART 1 before deductions child support, alimony Sosial Security, $8I, VA

EXAMPLE: JANE SMITH L ¥ amount/ how often | § amount/how often | $ amount/ how often | $ amount/ how often
1 | $ / $ / $ / $ /
2 ¥ |s / $ / 3 ! $ /
8 L |s / $ / $ / $ /
4 L1 s / $ / $ / $ /
5 3 / $ / $ / $ /
8. E / $ / $ / $ /

PART 4 ~ SIGNATURE & LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: Adult household member must sign/date form. If Part 3 is completed,
the adult signing the form must also list last 4 digits of hisfher Soclal Security Number or check the “l do not have a Social Security Number"” box.
I certify that all information on this form is true and correct and that all income is reported. | understand that the center will get Federal Funds based on the

information, | understand that CACFP officials may verify the information. | understand that if | purposely give false information, | may be prosecuted.

* {f Part 3 is completed, D D
insert last 4 digits of Social Security Number , I
* * . (Check If applicable)
SIGNATURE OF ADULT HOUSEHOLD MEMBER DATE | do not have a Social Security Number
Print Name: Daytime Phone Number: Work Phone Number;
Street / Apt: City / State / Zip: County:
PART 5: RACIAL/ETHNIC IDENTITY {Optional): Please check appropriate boxes fo identify the race and ethnicity of enrolled child(ren).
American Indian or Alaska Native Asian Black or African American
Native Hawaiian or Other Pacific Islander White Other
Please mark one ethnic_identity: ("] Hispanic or Latino ] Not Hispanic or Latino

Privacy Act Statement: The Richard 8, Russell Nafional School Lunch Act requlres the Infarmation en (his application. Yau do not have to give the information, but if you do nof, we
cannot approve the participant for free or reduced-price maals. You must include the last four digits of the Soclal Security Number of the adult household member who signs the
application, The Saclal Security Number is not required when you apply on behalf of a foster child or you list a Supplemental Nutrition Assistance Program (SNAP), Temporary
Assistance for Needy Famllies (TANF) Program or Foad Distribution Program on Indian Reservations (FDPIR) case number for the panlicipant or other (FOPIR} identifier or when you
indicate that the adult household member signing the application does not have a Sacial Security Number. We will use your information to determine if the participant is aligible for
free or reduced-price meals, and for administration and enforcement of the Program. State Distribution; July 2023

THIS SECTION TO BE COMPLETED BY CENTER. Note: All information above this section is to be filled In by the parent or guardian,
Complete information bel_ow only if qualifying child{ren) by household income from Part 3. Application Certified/Categorized as:
Pef thg total hnusehqld size, compare tqtal 'household !ncome go t.he U$DA Income Ehglbmlty 0] FREE, based on o Food Assistance/OWE Case No.
Guidefines to determine correct categorization. When income is listed in different frequencies \ :
; i - o Household size and income

of pay In Part 3, you must convert all income to annual income befare determination. Use the F .

3 e o Foster Child
following Annual Income Conversian ;
Weekly x 52, Every 2 Weeks biweekly) x 26, Twice per Month (semi-manthiy) X 24, Monthly x 12 0 REDUCED-PRICE, based on Househeld size and

income

Total Total Household Income: § 0O PAID, based on o Income too high
Household ) a Incomplete
Size: Per: aweek o every twoweeks o twice permenth omonth o year o Invalid case number or information
Signature of Sponsor / Center Representative Date Sponsor Certified/Categorized Form  Effective Date Expiration Date
Note: Effective dale is determined by parent or spensor signature dale as selected on GRRS application. (From the first of month of dale signed)  (Valld untll last day of month in which
£ dato of parent signalure is nol wilhin month of cerlification or immedialely preceding month, form was signed one year earfier)
effective date musl be dale of sponsor certification,

Revised June 2023 g



Ohio Department of Education - Office of Nutrition

CHILD AND ADULT CARE FOOD PROGRAM
ENROLLMENT FORM

Required Form for use by Child Care Centers and Head Start Programs
CACFP programs exempt from having an enroliment form on file are : Emergency Shelters, Outside School Hours, Youth Development & After School at Risk

Instructions to Complete
All parents/guardians are to complete a separate form for each child enrolled at the child care or Head Start center.
*  Listthe child's name, age, birth date, the days and hours narmally in care and the meals narmally received while incare.
*  If schedule listed will frequently vary due to changes in parent/guardian schedule, check response box below chart,

If the child comes before and after school, list the hours in care for both the marning and afternoon.
*  GACFP Federal regulations 226,15(e) (2) require that an enroliment farm be completed annually and signed by the child's parent or guardian.

CENTER NAME Wenzler Daycare and Learning Center

CHILD’S NAME AGE BIRTHDATE ! /
(please print) month  / day ! year
CHECK THE NORMAL DAYS AND HOURS YOUR CHILD IS IN CARE
e AND THE MEALS RECEIVED WHILE IN CARE o _
Check (v) Days List hours child normally in care Check (v') meals child normally receives while in care
Child Normally ' ; B A S e are T o
in Care ‘ “ f | ! ! ' Evening
Arrive 1 Depart Arrive | Depart Breakfast Snack Lunch Snack Supper Snack
] - | !
woniay /10250 530 — [ — | N R
| [Py A 2000 — i ;
Tuesday \/ - %D“rag) D; S D ! | L
I I ' | i } P ‘ . |
Wednesday ‘/ M 2’0 ! Ef?}Lii_ . _L: . o :
Thursday \/ U[90 b»?)o — — 3 . |
o200 R -
Friday ,,;/ lﬂ 6\;,,5-_30_ " Wl RS S S N N S :
| | = = N ]
Saturday | By 7 - N !
a = -
sunday | | — T | — . - i L |
D Yes, the schedule listed above may frequently vary due to changes in parents/guardians schedule.
SIGNATURE OF DATE DAY PHONE
PARENT/GUARDIAN NUMBER
MAILING ADDRESS:
STREET /APT. CITY ZIP CODE

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is
prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation), disability, age, or
reprisal ar retaliation for prior civil rights activity .Program information may be made available in languages other than English. Persons with
disabilities who require alternative means of communication to obtain program information (e.g., Braille, large print, audiotape, American Sign
Language), should contact the responsible state or local agency that administers the program or USDA's TARGET Center at (202) 720-2600 (voice
and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339.To file a program discrimination complaint, a Complainant should
complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be obtained online at:
htlps:/Iwww.usda.gov/sites/defaul!ffiles/documenlsfuSDAOASCR%ZOF°~Complainr-Form-OSC)&OOO2~508—11«28-1?Fax2Maindf. from any USDA
office, by calling (866) 632-9992, or by writing a letter addressed to USDA. The letter must contain the complainant's name, address, telephone
number, and a written description of the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR)
about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter must be submitted 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: (833) 256-1665 or (202)690-7448; or (3) email:program.intake@usda.gov.

This institution is an equal opportunity provider.

Revised 8/2022

Ohio Department of Education - Office of Nutrition




CHILD AND ADULT CARE FOOD PROGRAM
INFANT MEALS — PARENT PREFERENCE LETTER

TO: Parents and Guardians of Infants under one year of age

FROM: NAME OF FEp i s i A :
centerrovier | WENZ Y LEUANING Centelr

TOPIC: Who will provide food for your infant’s meals?

Due to participation on the Child and Adult Care Food Program (CACFP), all children enrolled at this child care center or
family child care (FCC) home receive meals free of charge. The CACFP is a U.S. Department of Agriculture (USDA) child
nutrition program. Child care centers and family child care homes are reimbursed a meal rate to help with the cost of
serving nutritious meals to enrolled children. These centers and FCC homes can be reimbursed daily for up to two meals
and one snack served to each enrolled child, including infants. Emergency Shelters can be reimbursed for up to three
meals. The meals must meet CACFP meal pattern requirements for children and infants.

To meet CACFP requirements, the center or FCC home is required to offer formula and other required infant food to all
enrolled infants. The iron fortified infant formula we will provide for infants until they turn one year of age is:

NAME OF FORMULA (‘ e 6\ entt

A parent or guardian may decline the formula offered by the center or home and supply the infant’s formula themselves.
However, when an infant turns one year of age, the center or FCC home will begin to provide milk and the other required
food items to meet the meal pattern requirements for toddler age children,

To assist us in your infant formula and food preferences please complete preferences below by checkmg one item each in
the formula and solid food section. ] : ad : 3

Formula or Breast Milk: (check one)

D | want the center or FCC home provider to provide formula for my infant

ian: List Name of F You Wi i
D t will bring iron fortified infant formula for my infant Parent/Guacdian; List Neme of Formule" o Will.Frovids

D I will bring expressed breast milk for my infant
D | will come ta the center or FCC home to breast feed my infant
Solid Food: (check one)

D I want the center or FCC home to provide all solid foods for my infant when he/she is developmentally ready

D I will bring one solid food item for my infant when he/she is developmentally ready for it and the center will provide all
other required components including formula.

*Note: If your feeding preferences change, you will be asked to complete a new form.

INFANT NAME: INFANT BIRTHDATE:
PARENT/GUARDIAN .
SIGNATURE: DATE:

In accordance with federal civil rights law and U.S, Department of Agriculture (USDA) civil rights regulations and policies, this institution is

prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation), disability, age, or

reprisal or retaliation for prior civil rights activity. Program information may be made available in languages other than English. Persons with
disabilities who require alternative means of communication to obtain program information (e.g., Braille, large print, audiotape, American Sign
Language), should contact the responsible state or local agency that administers the program or USDA's TARGET Center at (202) 720-2600
(voice and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339. To file a program discrimination complaint, a
Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be obtained online
at: hitps:/lwww.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf, from any
USDA office, by calling (866) 632-9992, or by writing a letter addressed to USDA. The leiter must contain the complainant’s name, address,
telephone number, and a written description of the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil
Rights (ASCRY) about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter must be submitted 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; or 2.fax: (833) 256-1665 or (202) 690-7442; or email: Program.Intake@usda.qov

This institution is an equal opportunity provider Rev. 8/2022 Rev. 8/2022



Ohio Department of Job and Family Services

BASIC INFANT INFORMATION FOR CHILD CARE

This information should be completed by the parents prior to the child's first day. This information should be updated periodically
as the infant's needs change.

Child's Name Nickname

Child's Date of Birth Siblings

What arc you feeding your infant? (Check all that apply)
] Formula (include brand) [ Breast milk

Formula preparation (if center/provider is to prepare.)

Amount for cach feeding Frequency of feedings

My infant likes a bottle warmed: (Check one) 1 Room temp (T warm ] Very warm/NOT HOT

Juice (type, amount, swhen?)

Doces child use a cup yet? [ No 1 Yes

Solid foods (bahy food, brand, types, amounts, fiequency)
*you must have written permission from your child's physician if your ehild is under 4 months and given solid Joods.

Are foods scrved room temperature or warmed?

Table food (types, amounts, frequency, special instructions)

Sceurity items (pacifier, blankies, ete.)

Nap schedule

Hints for getting baby to sleep

Sleeping Position {1 Back 1 side* (I Tummy*
*You must secure a sleep position waiver from your child's physician if your baby is to sleep on their tummy or side. Please contact the
cenfer/provider for a JFS 01233.

Special Precautions

Any additional information about your child that would be helpful or you would Tike staif to know.

Parent Signature Date
Primary Caregiver Signature Date

Date form last updated

JFS 01218 (Rev. 2/2023)



Ohio WIC Program Eligibility

WIC

WIC is a nutrition education program. WIC provides nutritious food that promote good
health for pregnant and breastfeeding women; women who recently had a baby;
infants birth through 12 months; children age 1 to 5 years; who are:

=] o (=] o

Present at the clinic appointment, and provide proof of identity;
Residents of the State of Ohio;
Determined by health professionals to be at medical/nutritional risk; and

Meets income guidelines - 185 percent of Federal Poverty Income Guidelines.

In order to be eligible for WIC, the gross countable income of the economic unit, of
which the applicant/participant is a member, must be less than or equal to the Ohio
WIC program income guidelines for economic unit size provided in the following chart.

WIC income guidelines are updated each year.

Economic Annually Monthly Twice Biweekly Weekly
Unit Monthly

1 $26,973 $2,248 $1,124 $1,083 $519
2 $3,6482 3,041 1,521 1,404 702
3 $45,991 3,833 1,917 1,769 a85
4 $55,500 4,625 2,313 2,135 1,068
5 $65,009 5,418 2,709 2,501 1,251
6 $74,518 6,210 3,105 2,867 1,434
7 $84,027 7,003 3,502 3,232 1,616
8 $93,536 7,795 3,898 3,598 1,799

Revised May 2023 FY 23-24




