JCC Early Childhood 2011-2012 School Year

Ilﬁa Annual Enrollment Checklist

The following items needs to be completed and returned to the Early Childhood
Office no later than 5 business days prior to your scheduled start date.

Child Enrollment Form

$400 One-time Deposit and $25 Annual Enroliment Fee

Liability Waiver

School Counseling Services Consent (JF&CS)

Child Medical Exam Report

Immunization Record

Individualized Plan for Specialized Care (if needed)

Medication Authorization (if needed)

Fee Agreement with EFT Authorization (filled out in ECC Office)

MDHSS Enroliment and Income Eligibility Form

MDHSS Infant Feeding Preferences (required for all children less
than 1 year of age)

MDHSS Medical Food Substitutions (if needed)

Cot Sleeping Permission (required for all children 1 year and older)
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JCC Early Childhood
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2011-2012 School Year

E-mail(s):

‘ Child’s Enrollment Form
Child’s Name: Gender: Birthdate:
Address: Zip Code Home Phone:

Religion (optional):

Identifying Information

Parent’s/Guardian Name

Home Phone:

Address: Zip Code Cell Phone:
Employer or School: Schedule:
Employer Address: Work Phone:

Parent’s/Guardian Name

Home Phone:

Address: Zip Code Cell Phone:

Employer or School: Schedule:

Employer Address: Work Phone:
Emergency Contacts

Name Relationship to Child: Phone:

Address: Zip Code Other Phone:

[1Yes [1No Authorized to take child from facility

Name Relationship to Child:

Phone:

Address: Zip Code

Other Phone:

[1Yes [1No Authorized to take child from facility

Comments on Child’s Development

Notes on Child’s Personal Development, Behavior, Patterns, Habits, and Individual Needs:

Authorization for Emergency Medical Care

authorize The Jewish Community Center Early Childhood Center to contact the following:

| understand that I will be notified at once in case of an emergency with my child, and | will make arrangements for medical care of my child with the

physician or hospital of my choice. If | cannot be reached to make necessary arrangements or in a critical emergency requiring medical care, |

Physician or Clinic Name:

Phone:

Preferred Hospital Name:

Phone:

Insurance Information

Insurance Provider: ID#

Medicaid#

**To be completed by office staff**

Admission Date: Discharge Date:

[1 Monday

T Full Day [ Half Day 1 Quarter Day
[1Tuesday [1Wednesday [ Thursday []Friday




Consents and Acknowledgements

I have received a copy of the JCC ECC'’s policies pertaining to the admission, care and discharge of children. ["tials:
I have been informed that a copy of the licensing rules for group child care homes and centers is available at ["tials:
the JCC ECC for review.
The JCC ECC and | have agreed on a plan for continuing communication regarding my child’s development, ["itials:
behavior and individual needs.
When my child is ill, | understand and agree that s/he may not be accepted for care or remain in care. Initials:
I understand that, before the first day of attendance by my child, | will provide proof of completed age- Initials:
appropriate immunizations or exemptions from immunizations.
| have been provided a copy of the JCC ECC Parent Manual. | have read, understand and agree to abide by Initials:
the policies contained therein.

Initials:

| have read and understand the JCC ECC’s swimming policy, as stated in the Parent Manual.

The JCC Early Childhood Center works closely with Jewish Family and Children Services and The Belle Center
throughout the year. Consultants from these agencies will be at school working with teachers, children, and
families. We consult these professionals to address behavior and educational plans for individual children.
The consultants may observe in the classroom, interact with the children and discuss strategies with staff that
will benefit the entire class. The consultant’s and contact information are available to all families through the
Early Childhood Office. You may contact the director if you wish to speak directly to the consultants about
any questions or concerns you might have about your child(ren). Occasionally, one of the consultants may
request a meeting with a family to discuss specific educational and/or behavioral concerns. The expressed,
written permission of a parent or legal guardian is required prior to any focused effort on behalf of a child. All
information and recommendations will be shared first with the family and only beyond the family when a
specific release of information is requested and signed by the child’s legal guardian (HIPPA).

| understand that staff from the Jewish Family and Children Services and Belle Center will be observing in the
classrooms.

Initials:

I understand | will be notified at once in case of accident or illness to my child, and | will make arrangements
for medical care of my child with the physician or hospital of my choice.

In case of emergency, | give my consent for the JCC staff, or designated person, to contact emergency
medical services to attend to my child. | understand that every effort to contact me will be made and that | am|
responsible for any expense incurred as a result of this emergency including ambulance services. | authorize
the JCC staff, or designated person, to provide to the attending medical technicians, physicians, hospital or
clinic the relevant data, judged necessary for treatment, from my child’s JCC medical records.

Initials:

I understand that | must give written permission for field trips/excursions and that | will be notified, in Initials:

advance, when they are planned.

| Do Initials:
0Donot consent for the facility to transport my child.

| Do Initials:
[1Donot consent for the JCC ECC to apply sunscreen to my child.

| Do Initials:
[1Donot consent to have my child photographed/videotaped for publicity purposes by the JCC ECC.

I 0ODo Initials:
[1Donot consent to have my child photographed/videotaped for internal use (classroom, Activit-e, etc)

I [1Do Initials:
[IDonot consentfor my child to be treated/assessed by a registered nurse while at the JCC ECC.

I [1Do Initials:
TDonot consent for my child to participate in the screenings marked below.

[ Vision [ Hearing [J Dental [ Speech/Language
Parent’s/Guardian Signature: Date
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Jewish Community Center

a Early Childhood Center Release

In consideration of [“Minor”] being permitted to participate in
the activities and to use the equipment and facilities of Jewish Community Center of St. Louis (“JCC”) and the
Jewish Community Center Early Childhood Center (“ECC”), the undersigned parent or guardian acknowledges that
the Minor is participating in the JCC and ECC programs (“Programs”) pursuant to the following terms and conditions.

1. I recognize that participation in the activities of ECC involves risks of physical and emotional injuries and
damages, including, but not limited to, injuries, damages or losses to the Minor relating to or resulting from
slips, falls, collisions, car accidents, drowning, trauma, health failure, and/or other mishaps. Possible injuries
can include death, personal injury, property damages, loss of service and other injuries and damages.

2. I assume responsibility for any injuries, damages or losses which may occur to the Minor and agree that JCC
and ECC and their trustees, officers, agents, employees, representatives, volunteers, students and assigns
(collectively referred to as the “JCC Parties” in this and the following paragraphs of this Release) shall not be
liable for any damages arising from any personal injuries that the Minor may sustain in connection with
participation in ECC whether occurring on or about the premises of ECC or JCC campuses or occurring
adjacent to or outside of the said property, unless such injuries, damages, or losses are caused by the acts
of negligence of the JCC Parties.

3. | hereby fully and forever release and discharge and hereby agree to indemnify and hold harmless the JCC
Parties from any and all present and future claims, demands, damages, rights of action or causes of action
(collectively “Claims”) arising out of, resulting from, or connected in any way with the Minor’s participation in
JCC and JCC sponsored programs and activities (including but not limited to ECC), and the use of JCC's
property and facilities (including but not limited to ECC), whether known or unknown, anticipated or
unanticipated, unless such Claims arise out of the acts of negligence of the JCC Parties.

Release for Personal Property

I acknowledge and agree that the JCC Parties shall not be liable for any loss or theft of personal property and I, on
my own behalf and on behalf of the Minor, release the JCC Parties for any liability for loss or theft of any personal
property in connection with the Minor’s participation in any JCC activity.

Other Releases

This Release is also a condition of the Minor being permitted to use the property and facilities of JCC and ECC, to
participate in the programs and activities of JCC and ECC, JCC sponsored programs and activities (including but not
limited to ECC) and the programs and activities occurring at JCC and ECC.

From time to time, | may sign other releases concerning certain activities or events in connection with JCC or ECC
which are intended to supplement this release and | may have signed a release prior to this release with JCC or ECC
concerning certain activities or events. No prior or subsequent release that | sign in any way concerning JCC ECC
shall amend, modify or revoke this Release, unless it specifically states that it revokes this Release.

| warrant and represent that | am the parent or legal guardian of the Minor. | acknowledge that this waiver and
release affects my legal rights and the legal rights of the Minor, except as identified above.

Dated:

Signature of Parent or Guardian
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> C Consent for Services and Consent for Limited Release of Information

JEWISH FAMILY &
CHILDREN'S SERVICE

The Early Childhood Center has an agreement with Jewish Family & Children's Service (JF&CS) to provide school-based consulting
services to students in the district. School-based consulting services will be provided by a master-level child, youth, and family therapist.
JE&CS staff specializes in treating youth and families coping with psychosocial stressors such as school attendance and truancy, divorce,
gtief, family conflicts abuse/violence, substance abuse, poor social skills, behavior concerns, and relationship problems.

1, Parent/Legal Guardian of give consent
for school-based consultation services to be provided by JE&CS. In connection with such services, I authorize and agree that JF&CS may
make limited release and disclosure of personal information to The Early Childhood Center personnel for such purposes as education,
service planning, and/or coordination/integration of services.

Confidentiality: I understand that all information obtained by a school-based consultant is confidential except under the following
circumstances:

A) Disclosures mandated by federal, state, or local law (Le., suspicion or knowledge of child abuse/neglect).

B) Disclosures specifically ordered by a court of law.

C) Disclosures to prevent a serious threat to health or safety, for example, when there is imminent risk or serious
threat of physical harm to self or others (including suicidal or homicidal thoughts).

In addition:

D) For consulting services provided in a group session, JF&CS will inform participants of the need to respect the privacy rights of all other
participants and will stress that there should be no disclosure to others of information learned or acquired during the course of a group
session. I understand that JF&CS cannot control the conduct or actions of other group members; and hence makes no representation or
agreement concerning their conduct.

E) For confidentiality as it relates to Quality Improvement activities of the agency, JF&CS uses outcome questionnaires, surveys and service
plans to measure the impact and benefit of services. Clients and staff complete these measures at varying intervals depending on the
services being provided. All data collected is maintained in a secure, confidential manner. The results from outcome measures are used
to continuously monitor progress, to assess areas of risk, and to ensure clients ate receiving the greatest possible benefit from services.
Summarized client information and statistical data are also used for reports to all JE&CS stakeholders, for grant writing, and employee
training. In addition, because JE&CS's consultation services are funded primarily through the St. Louis County Children's Services Fund,
client demographic data may be released and used by the CSF and its subcontractors for the purposes of measuring client satisfaction
with services. In such cases no client records or case documentation will be released without this written consent.

F) For confidentiality as it relates to cellular phone conversations, JF&CS acknowledges that there may be times when a school based
consultant needs to speak with a parent/guardian and either the consultant ot the parent/guardian is using a cellular phone.
Understanding that cellular phones are less secure in the transfer of information than landlines, the consultant will make every effort to
conduct these calls in a private place and only discuss necessary and pertinent information.

*Copies of JF&CS's Notice of Privacy Practices and Client Rights and Responsibilities are available for your review at www.jfcs-stl.org.
*This release will be valid for one year from the date signed and may be revoked at anytime.

Signature of Parent/Legal Guardian Print Names of Parent/Legal Guardian Date
Signature of Witness Print Name of Witness Date
Optional: I wish the school-based consultant to contact me at (phone) or at

(email) regarding questions I have.

Proud member of

. United
’ St. Louis County Way A

Children’s Service Fund
£ o

@

. . United Way
Jewish Federation of Greater St. Louis
- oF sTLous
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JCC Early Childhood 2011-2012 School Year

d Child Medical Exam Report

Identifying Information

Child’s Name: Birthdate:

Current State of Health

Based on my assessment of this child’s medical history, current state of health and my physical exam of the child on

/ / (date),

This child can participate in a JCC Early Childhood program. This child has no special needs unless specified below. (The
date of the medical exam needs to be within in the last 12 months).

Conditions Requiring Specialized Care

Complete this section only if the child requires special care at a child care facility, e.g. special diets, allergies, ear infections,
convulsions, diabetes, asthma, behavior problems, hearing or visual impairment, etc. If this section is completed, the
‘Individual Plan for Specialized Care’ form must also be completed.

Immunization Record (Required)

Please attach proof of completed age-appropriate immunizations or exemptions from immunizations. A
copy of all immunizations must be on file before a child’s first day of attendance.

Physician or Registered Nurse Information

Signature of or registered nurse under the supervision of a physician: Date:

X

Physician or Nurse’s Name (Please Print):

Name and Address of Clinic, Group, Practice or Other (may use If nurse is being supervised by a physician, indicate the
stamp): physician’s name (please print):

Telephone Number:
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JCC Early Childhood 2011-2012 School Year

d Individual Plan for Specialized Care

This form should only be completed if the child has identified conditions requiring specialized care (as noted
on the Child Medical Exam Report)

Identifying Information

Child’s Name: Birthdate:

Area of Concern

Adaptive Equipment or Supplies Needed at Day Care

Medication/Treatment Child is to Receive at Facility during Child Care Hours

If the child is to receive treatments during his/her scheduled hours of care, how and by who is this treatment to be administered?

Symptoms/Indicators/Possible Problems Relating to Child’s Condition/Treatment/Health Problems that can
Result in an Emergency

Physician’s or Nurse Authorization

Signature of or registered nurse under the supervision of a physician: Date:

X

Physician or Nurse’s Name (Please Print):
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JCC Early Childhood

Medication Authorization

2011-2012 School Year

Medication Requirement

Prescription medication shall be in the original container and labeled with the child’s name, instructions, including times and
amounts for dosages, and the physician’s name. All non-prescriptions (over-the-counter) medications require prior physician’s
authorization with dosing and administration instructions (including times and amounts for dosing), are in the original container, and
be clearly labeled by parents with the child’s name. This form is valid only for the dates below.

O Over-the Counter (physician signature required)

| authorize JCC ECC personnel to administer the following medication to my child:

O Prescribed by physician

Identifying Information

Child’s Name:

Medication Start:

Medication End:

Dosage:

Times of Day:

Possible Side Effects:

Signature of Parent(s) or Guardian

Date:

Physician or Registered Nurse Information (required for over-the-counter medications)

X

Signature of physician or registered nurse under the supervision of a physician:

Date:

Record of Administration (to be completed by ECC staff)

Staff Name

Date

Medication Name

Dosage

Time




MISSOURI DEPARTMENTOF HEALTH AND SENIOR SERVICES (MDHSS)
COMMUNITY FOOD AND NUTRITION ASSISTANCE — CHILD AND ADULT CARE FOOD PROGRAM

ENROLLMENT FORM FOR CHILD CARE CENTERS
NOTE: DEPARTMENT OF HEALTH AND SENIOR SERVICES OFFICIALS OR A SPONSORING ORGANIZATION REPRESENTATIVE MAY

CONTACT YOU TO VERIFY INFORMATION.

CHILD’S FULL NAME DATE OF BIRTH
PARENT OR GUARDIAN NAME STREET ADDRESS
CITY STATE ZIP CODE DAYTIME PHONE NUMBER
)
NAME OF CHILD CARE CENTER PHONE NUMBER
CENTER CONTACT PERSON’'S NAME CHILD’S DATE OF ENROLLMENT (FIRST DATE ATTENDING
THIS CENTER)
IN THIS COLUMN, WHAT TIME DOES YOUR WHAT TIME DOES WRITE ANY COMMENTS, CHANGES OR VARIATIONS IN USUAL
CHECK THE DAYS YOUR CHILD USUALLY ARRIVE YOUR CHILD USUALLY ATTENDANCE IN THIS SECTION.
CHILD USUALLY EACH DAY? LEAVE EACH DAY?
ATTENDS DAY CARE U CIRCLE AM OR PM CIRCLE AM OR PM
MON AM PM AM  PM
TU ES AM PM AM PM
WED AM PM AM PM
THURS AM PM AM PM
FRI AM PM AM PM
SAT AM PM AM PM
SUN AM PM AM PM
CHECK WHEN YOUR CHILD IS IN CARE AT THIS CENTER
O FULL DAY CARE O BEFORE SCHOOL CARE O EVENING CARE
O HALF DAY - MORNING O AFTER SCHOOL CARE O OVERNIGHT CARE
O HALF DAY — AFTERNOON O BEFORE AND AFTER SCHOOL
CARE
CHECK THE MEALS YOUR CHILD IS USUALLY GIVEN AT THIS CENTER
O BREAKFAST O LuNcH O SuPPER
O MORNING SNACK O AFTERNOON SNACK O EVENING SNACK
CHECK THE HOLIDAYS YOUR CHILD IS IN CARE AT THIS CENTER
[0 NEW YEARS DAY (JANUARY 1) [0 INDEPENDENCE DAY (JULY 4)
O MARTIN LUTHER KING’S BIRTHDAY (JANUARY) [0 LABOR DAY (SEPTEMBER)
[0 PRESIDENT'S DAY (FEBRUARY) [0 THANKSGIVING DAY (NOVEMBER)
0 MEMORIAL DAY (MAY) O CHRISTMAS DAY (DECEMBER 25)
SIGNATURE OF PARENT OR GUARDIAN DATE
ANNUAL UPDATES: THE PARENT OR GUARDIAN SIGNING THIS FORM CERTIFIES THAT THE ENROLLMENT INFORMATION IS CORRECT.
IF INFORMATION HAS CHANGED, THE PARENT OR GUARDIAN HAS WRITTEN THE APPROPRIATE CHANGES ON THE FORM AND
INITIALED THE CHANGE. IF THERE ARE MANY CHANGES, PLEASE COMPLETE A NEW FORM.
FIRST ANNUAL UPDATE PARENT SIGNATURE DATE
SECOND ANNUAL UPDATE PARENT SIGNATURE DATE
THIRD ANNUAL UPDATE PARENT SIGNATURE DATE

MO 580-2756 (3-05) CACFP- 229



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
COMMUNITY FOOD AND NUTRITION ASSISTANCE
- CHILD AND ADULT CARE FOOD PROGRAM

INCOME ELIGIBILITY FORM FOR CHILD CARE CENTERS
To apply for free or reduced-price meal eligibility for your child(ren), fill out this form and return it to your child care center.

PART 1 CHILDREN ENROLLED AT THE CHILD CARE CENTER

Complete information below for children enrolled at the center. If child(ren) are receiving food stamps or Temporary Assistance (formerly AFDC,
now funded by TANF), complete Parts 1, 3, and 4 only. Complete Parts 1, 2, 3, and 4 if you did not provide a food stamp case number or Temporary
Assistance case number for all of the children listed in Part 1.

NAME BIRTH DATE

FOSTER FOOD STAMP TEMPORARY ASSISTANCE
CHILD CASE NUMBER CASE NUMBER

PART 2 HOUSEHOLD AND INCOME INFORMATION

List all other members of the household besides the children listed in Part 1. For each household member, indicate source and amount of current
monthly gross income for all members of the household before deductions, such as taxes and social security. Where there are wage earners and
self-employed adults, the income of the wage earner cannot be offset by the business losses of the self-employed adult. If last month’s income does
not accurately reflect your circumstances, you may provide a projection of your current annual income. Irregular self-employed income may be
averaged over the prior 12 months. Foster children may be eligible regardless of household income. Contact the center for more information.

WELFARE, CHILD PENSIONS, RETIREMENT,
HOUSEHOLD MEMBERS GROSS WAGES SUPPORT, ALIMONY SOCIAL SECURITY OTHER
MONTHLY MONTHLY MONTHLY MONTHLY

PART 3 RACIAL ETHNIC INFORMATION

Please check the race or ethnic identity of the participant. You are not required to answer this question.
Q American Indian or Alaska Native Q Asian O Black or African American Hispanic or Latino
O Native Hawaiian or Other Pacific Islander a White Q YES O NO

PART 4 SIGNATURE

| hereby certify that all information provided is correct. | understand that this information is being given in connection with the receipt of federal funds, that
institution officials may verify information, and that deliberate misrepresentation may subject me to prosecution under applicable state and federal laws.

SIGNATURE OF ADULT FAMILY MEMBER SOCIAL SECURITY NUMBER DATE

PRINTED NAME OF ADULT ADDRESS PHONE NUMBER

Sﬁ.ﬁg'o” 9 Off ti:je Ntatlonal SC_I'_‘OC" Lunch AA‘Ct. rteqwres that, unlests) YOUr  of information stated on the application. These verification efforts may be
cni 'Ejends 00 sa;mp IOE’ empOf?fly SS|s_tance %ase fnlfrT erd'ﬁ carried out through program reviews and investigations, and may include
ﬁro%vsleﬁoidyonliemg(ser Igicglrjlineg athfeoc;appli:ea?i%my o?u%d?éat% theata tﬁe c?fntacting employers to determfine incc;me, contactfinfg adfood stamp _It_)r welfare

O3 APRY . office to determine current certification for receipt of food stamps or Temporary
housgpold melr)'nber srLgnln_g_ the ?‘pphcatlo.nldoes nptt possezs a_soma{ Assistance benefits, contacting the State employment security office to
Sec“&'¥ ”“’E ter:f rov!5||on o 'Etl somab securl yt num_derd 18 N0l getermine the amount of benefits received and checking the documentation
mandatory, but It a soclal security number Is not provided or an  ,.5qyced by the household member to provide the amount of income received.

indication is not made that the signer has none, the application cannot  Those”offorts may result in a loss or reduction of benefits, administrative
be approved. The socid security number may be used to identify the  cjaimg, or legal actions if incorrect information is reported.

household member in carry ing out efforts to verify the accuracy

FOR CENTER USE ONLY - DO NOT WRITE BELOW THIS LINE

Monthly Income Conversion Weekly x4.33  Every 2 Weeks x 2.15 Twice a Month x 2

TOTAL HOUSEHOLD SIZE: MONTHLY INCOME: FOOD STAMP: TEMPORARY ASSISTANCE:

Eligibility Determination: (1 Free [ Reduced QO Paid
[PPSNATURE OF GENTER REPRESENTATIVE DATE

MO 580-1314 (6-04) 10 CACFP-205



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
COMMUNITY FOOD AND NUTRITION ASSISTANCE
CHILD AND ADULT CARE FOOD PROGRAM

INFANT FEEDING PREFERENCE — CENTERS

Name of infant

Date of Birth

(name of provider)

will provide iron fortified infant formula.

The formula we provide is:

will feed your infant breastmilk provided by you and / or we

Please mark your preference (choose
all that apply)

Date

Birth — 3 months

Date
4 — 7 months

Date

8 — 11 months

I will bring expressed breastmilk for
my infant.

I will come to the center to breastfeed
my infant.

I want the center to provide formula
for my infant.

I will bring formula for my infant.
Please list kind of formula you will
bring:

This center is participating in the Child and Adult Care Food Program (CACFP). In order to claim meals
for reimbursement, the center must provide infant cereal and other foods when your baby is

developmentally ready for them.

Please mark your preference

Date

Date

4 — 7 months

8 — 11 months

I want the center to provide infant
cereal and other foods for my infant
based on CACFP guidelines.

I will bring solid food for my infant
when he / she is ready for it.

First Signature of Parent / Guardian

Date

Second Signature of Parent / Guardian

Third Signature of Parent / Guardian

Date

Date

MDHSS-CFNA 2/05

In accordance with Federal law and U.S. Department of Agriculture policy, this institution is prohibited from discriminating on the basis of race,
color, national origin, sex, age, or disability. To file a complaint of discrimination, write USDA, Director, Office of Civil Rights, Room 326-W,
Whitten Building, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call (202) 720-5964 (voice and TDD). USDA is an equal
opportunity provider and employer.




MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
COMMUNITY FOOD AND NUTRITION ASSISTANCE
CHILD AND ADULT CARE FOOD PROGRAM

MEDICAL FOOD SUBSTITUTION RECORD

The Child & Adult Care Food Program Requirements for Meal Pattern Substitutions Section 7.5 require food substitutions
to be authorized by a recognized medical authority. Recognized medical authority includes physician, physician assistant,
or nurse practitioner. The recognized medical authority must specify, in writing, the food to be omitted from the patient’s

diet and the food or choice of foods that may be substituted.

PATIENT’'S NAME:

MEDICAL DIAGNOSIS / REASON:

SPECIAL ASSISTANCE/EQUIPMENT REQUIRED:

FOOD SUBSTITUTION LIST:

Fluid Milk Allowed Substitutes Texture (e.g., cut up, ground mince, puree, liquidity)
Meat & Meat Alternative
(e.g., eggs, cheese peanut butter, Allowed Substitutes Texture (e.g., cut up, ground mince, puree, liquidity)
dry bean, yogurt, etc.)
Bread, Cereal or
Whole Grain Products Allowed Substitutes Texture (e.g., cut up, ground mince, puree, liquidity)
Fruit & Vegetables or Juice Allowed Substitutes Texture (e.g., cut up, ground mince, puree, liquidity)

Additional Dietary Concerns and/or Required Equipment or Assistance Needed:

| (medical authority) certify that the above patient must be provided a special diet or requires special accommodations as

indicated above.

SIGNATURE

TITLE

DATE

MO 580-2641 (8-06)

CACFP-227



JCC Early Childhood 2011-2012 School Year

JCC Early Childhood
1
E |

Cot Permission Form

Child’s Name:
D.O.B.:

My child is 12 months or older, and | give permission for my child to

sleep on a cot effective on

Parent or Guardian Signature:
Date:
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