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= Success= Agreement Form

I, , parent/guardian of , agree to

pay $ for my child’s attendance at Steps To Success day care facility. ***I also understand that any deposits given

to secure my child(ren)’s seat is non-refundable.

Please note there are no credits given for sick and/or vacation weeks in our After School Program. Please refer to price list
for fees. In addition, Summer Program prices are different than our After School prices and vary depending on the amount of weeks

a child will attend the Summer Program.

Steps To Success, LLC, and its agents reserve the right to terminate admission into said After School Facility if instances
arise that can potentially be harmful or threatening to children attending the facility or staff/management performing their duties.
Additionally, should a parent/guardian of an attending child constitute a threat, either mental or physical to any of the employees,
management, or a child attending said After School Facility, management reserves the right to preclude admission.

Furthermore, if we are closed due to weather related conditions or events that are out of our control (i.e.: no electricity/heat,
storm related disasters, floods) we are not liable and full tuition will be applied for that particular month ONLY. If we are closed due
to any of the following unforeseen events below, in the first 5 days of closure, there will be no credit applied towards that month's
tuition payment. In addition, we will ONLY provide credit for 50% of the remaining tuition paid for said month beyond the first 5

days. If'we are closed beyond that month, you will not be required to pay tuition until our centers re-open:

Government forced shutdown
Department of Health Mandated Quarantine due to COVID cases

Pandemics

b=

Force Majeure

*PRICES ARE SUBJECT TO CHANGE

Parent Signature

Staff Signature



i’t%mgl MISSIoN
= Suecess= Statenicny

At Steps to Success Preschool, we aim to promote our innovative and unique
programs that strive to develop the highest quality experience for your children. Our goal is
to educate our little student sin a loving and nurturing environment, to embody excellence in
education, and to develop each child's social-emotional wellbeing. We accomplish this
through fostering interaction with strong theoretical knowledge, and then facilitating

experiential development as students put this knowledge into practice.

pousdehild
Our Program
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= Success=

Applisation
For Admission

Child's Name:
Sex: Date of Birth:
Toilet Trained: YES NO Scheduled Start Date: / /
Form of Deposit: Cash Credit Card Check #:
Parent Parent
Name:
Home Address:

City, State, Zip Code:

Phone #:

Cell #:

**Email:

*Emergency Pick Up

Name/Information:
Phone #:

* In case of emergency, the above individual is authorized by the parent(s) to pick up a child.
The authorized individual MUST show I.D. prior to child being released.

Medical / Allergy Information

List All Allergies Below:

List Any Pertinent Medical Conditions:




Does your child have any specific needs that we need fo know about?

How did you learn about Steps to Success ?

As a cooperative day care center, Steps fo Success relies and respects
parent involvement. How do you see yourself involved at our school?

Please list the 3 most important qualities you look for in a day care center:

1.

2.

Parent Signature Date
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= Success=

Priee Lish

Full Time Program:

$1,100.00 per month

After School Program:

$600.00 per month - from pick up - 7pm

After School Program Full Days:

This is for those children who are not enrolled in
our After School program. If you are enrolled in our
After School program, this does not apply to you.

$75.00 per day

Note: Children that are not attending our day care program are classified as After School Children.

You are entitled to one (1) vacation week per year (5 consecutive days); where the weeks tuition is

fully credited. You are entitled to two (2) sick weeks per year (6 consecutive days); where there is a

1/2 tuition credit issued for this week. Sick / Vacation time is considered 5 consecutive days when

Steps to Success is open and operational, hence, this excludes holiday days or emergency closures.

** Your year commences from the 1st day your child(ren) starts attending Steps to Success and you

may NOT rollover any unused sick / vacation days into the following attending year.

** Any deposits given to secure a child's seat are non-refundable unless a 3 month notice

prior to the start date is provided to Steps to Success.

PRICES ARE SUBJECT TO CHANGE
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= Success= EoT

Dear Families,

Steps to Success [Location] would like to request your permission in the

use of your child's photo/picture for our facility's website and other forms
of advertising.

Thank you,

Management

(® Yes, | agree to the terms above:

Parent Signature

O No, | do not agree to the terms above:

Parent Signature




CHILD & ADOLESCENT HEALTH EXAMINATION FORM _ ricss. [EWANNNN

NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE — DEPARTMENT OF EDU[:ATIUN Frint Clearly
TO BE GOMPLETED BY THE PARENT OR GUARDIAN ‘
Child's Last Name First Name Mididle Name Sex [ Femals | Date of Birth (MonthvDay/¥ear)
O Male / /
Chlid's Address X Hispanic/Latino? |Race {Gheck Att thatapply [ American Indian [ Aslan £ Black [ White
" jOYes [iNo [ Native Hawaiian/Pacific fslander [ Other
City/Borough State Zip Code Schaol/Genter/Camp Name Distrigt _ | Phona Numbers
, - Number____ __[Home
Heallh ipsurance [ Yes |[ Parent/Guardlan Last Narie First Name Emall Cell
(including Medicald)? ()Mo | [ Foster Parent s . . Work
TO BE COMPLETED BY-THE HEALTH GARE PRACTITIONER.
Birth history (age 0-6 yrs) Dtoes the child/adolescent have a past or present medical history of the following? .
. . [ Asthma (check severity and atiach MAF); [ Intermittent 1 mitd Persistent [] Moderate Persistent [ Severe Parsislent
[ Uncomplicated L1 Promature: ____ weeks gestation If perstsient, check gll current medicationgs): [ Quick Relief Medlcatlon  [] Inaled Corticosterold [ Oral Sterold [ Other Controlier [l None
[ Complicated by Asthma Gontrol Status i 7 Weli-¢ led [ Poorty Controlled or Not Controlled
. [1 Anaphylaxs [ Selzure disorder Medications (atizch MAF If in-school medication needed)
Allergies L Nons [ Epl pen prescrihod [J Bohavioralimental health disorder ] Speech, hearing, or visual Impaiment ] Nore O Yes gist bty
) 3 Gongenital or acquired hoart disorder (] Tuberculosls fatent infection or disease)
O Drugs (sl [} Developmentalfearning problem {1 Hosplialization
[] Foods (i 1 Diabstes {attach MAF [ Surgery
00ds (lst O Orthopedic. Injury/disability 1 Other {specify)
[ Other st Explain all checked flems alove. O Addqna’um atlached.
Attach MAF in in-school medicalions needed
PHYSIGAL EXAM Date of EMam: ROl A O, e
Helght _ em {____ %lg [ Physlcal Exam WHL
N Abat N/ Abnl N Abnt N Abaf M Abat
Weight g (——___%He) |7 [J Psyshososial Development (1 L1 HEENT O 01 Lymph nodss [ Abdomen O O1Skn
BMI kg/m2 (___ o%ilgy [0 Language 107 Dental (10O Lungs 1O Genltourinary O O Nawrolegical
Heag Ciroumt < il [J £ Behavloral [ O Neck [ [ Cardlovascular 1 [ Exiramities O £ Baclk/spine
e TGUMIETENCE (age <2 yrs) em (____ %ile) Describe abrormalities:
Blood Pressure fage >3 wrs) !
DEVELOPMENTAL ppe 06t~ - 7%~ |Nulrition™” - Hearing Date Dene Aesults
Valldated Screening Tool Used? Date Scresned |< 1 year D Breastfed [J Farmula [ Both < 4 years: gross hearing |} Ot Tlaens ClAsferred
= 1 year (3 Well-batanced [ Needs guldance (3 Gounseled [J Referred ’
E1Yes Llto _—j_j_ Dietary Restrictions [ Wone ] Yes (iist below) 0AE — I {0t Dlawnr DlAeterred
Screening Aesults: [T WNL 2 4 yrs: pure tone audiomeiry I ) D Oabm OlReferred
[ Delay or Concem Suspected/Confirmed {spesily areals) helow): I _ Vision Dale Dane Aesulfs
[J cagnitive/Problem Solving [ Adapliva/Seif-Help _SCREENING TESTS = | Dafe fone Resulls <3 years: Vision appears: ;o O O Abar
[ communicationfanguage _ [J Gross Motor/Fine Motor Blood Lead Lavai (BLL) / / pgfdL Aculty {required for new entrants Right /
[ Social-Emotonal or [ Gtfier Area af Concem: trequired af aga 7 yr and 2 and children age 3-7 years) _f et S
Paronal-Soclel yrsand for those atrisl) |/ [ pgrdL [1 Unable io test
Dascrlbe Suspected Delay or Cencemy: Load Risk Assessment / , O At risk (do BLL) g;;elfig?:ugm Glasses? g ::: g mg
fannially, age 6 mo-6 yrg) | ——'——'—— 0 Not at risk o
............... T Child Care Dnly —— . Visible Tooth Decay ! OYes OMNo
Hemaglabin or / ; gfdl. |urgent negd fc_lr l_:lenial referval {pain, swelling, infection) OYes [Na
Child Recelves EVCPSE/CSE services [1Yes [ No | Hematocrit - y, |Denial Visit within the past 12 monihs { OYes tiho
CIR Number | | | | ] | | | | Physlclan Gonfirmed History of Varlcefla Infection [ Report only positive Immunity:
IMMUNIZATIONS — DATES 196 Tlters | Date
YWPTaPOT _ p f b b b Tdap /. ¢ 0 1 | HepalisB __f ¢
™ __ 7 [ 1 VR B S B MMR s/ Y ) Y A A Measles __ f _;
Polo _ “¢- 4 b bbb Varicella I R A ) Y S S Mumps ¢+ 4
HepB _ ¢ ¢ 44 p b4 44 Mening AGWY L Y S -Rubella __ ;1
Hb __ ;¢ AR SRR SN CUNNRY N SN S S HepA _ o ¢+ _ L 7 Varicella 4 g
|14 Y S S SN SN S S S SN A I Rotavirus i [ [N Y A Y S Poliol __ s ¢
nfluenza __ ¢ ¢  __ 4 & 44 __ 4 4 & _} Mening B Lo Y N S N Polio2 __ ¢ ¢+
v o oy r bbb ¢ Oter_ 44 __J__l__ Polied 7 1
\SSESSMENTDWBIIGhlId Z00.129) O Dlagnuses_{._l’_l_'g_i_llems (st} ICD-10 Code HECOMMEND&'{!R!\E_"" ml;!_FuII physlcl:'a"J_ _activity ____________________________
] Restrictions (spac/f)
Follow-up Needed [ No [iYes, for Appt.dater __¢__ s ___.
Beferral(s): [ None [JEarlyIntervention [J¥EP [ Dental [JVislon
[T Other .
{ealth Cara Praclittoner Signature Date Form Completed s PnAnrlmNEn p—— e
, / !/ 0 1.5, I ] I
lealh Care Praclitioner Name and Degree {orin Practilloner Licensa No. and State TYPE OF F_)(.AM EI NAE Current [ NAE Prior Year(s)
Comments:
acllity Name National Provider ldentifier (NPI) - .
Date Reviewed: L.D. NUMBER
dress ' City State Zip s B EEEEEE
REVIEWER:
‘alaphone Fax ' Email -
Formd [ VT T T T T[T 1]

1205 Health Exam 2016_r4-16_HNAL indd




TO BE COMPLETED BY PARENTS,/GUARDIANS AND DAY CARE STAFF

318K (REV. 4/12)

CENTER
NANME:
NEW YORK CITY DEPARTMENT OF HEALTH AND MENTAL HYGIENE
ADDRESS: BUREAU OF CHILD CARE
BORO: DAY CARE CUMULATIVE HEALTH RECORD
Date of Admission ____/ /
(Lasi) (First) (Middls) SEX DATE OF BIATH
NAME: F QO M4 | Country/State of Birth
(No.) (Street) (City/Bora) (Stale) {ZIp)
ADDRESS:
MOTHER'S NAME: (First) (Last) FATHER'S NAME:  (Firsi) (Last) LELEPHONE NO
ome:
Worlg:
FOSTER PARENT
FOSTER AGENCY ADDRESS TELEPHONE #

LANGUAGE SPOKEN IN HOME

PERSON/S TO CONTACT IN CASE OF EMERGENCY (Other Than Parent}

NAME RELATIONSHIP TO GHILD
ADDRESS TELEPHONE NO.
Home:
Worlc:
MNAME OF MEDICAL PROVIDER, CLINIC OR HOSPITAL
NAME CONTACT PERSON PATIENT NO.
ADDRESS TELEPHONE NO.
SIGNIFICANT FAMILY HISTORY 4 IS CHILD ALLERGIC TO ANY:
{ ) Asthma ( ) Heart Disease ( ) Medications (Specify)
( ) Diabetes { ) Hypertension ( ) None
( ) Convulsive Disorder { ) Tuberculosls { ) Foods (Specify)
{ } Allergies (Specify) { ) Vision { ) Insect Bites
( ) OTHER (Specify) {___ ) Hearing { } OTHER
HOSPITALIZATIONS AND ILLNESSES YES NO EXPLAIN
Has child ever been hospitalized or operated on?
Has child ever had a sericus accident (broken bona, head injury, fall, buins, poisoning)?
Has child ever had a serious iliness?
SPECIAL HEALTH CONDITIONS AGE IT BEGAN TREATMENT/MEDICATIONS

(Leng lerm er chionic)
1.

2

3.

hereby certify that Information provided herein is complete and accurate.

S

CONSENT FOR EMERGENCY MEDICAL TREATMENT (REQUIRED FOR ADMISSION TO DAY CARE)

| do hereby give authori

to the day care Erogram staff to obtain necessary emergency medical treatment for my child,
with the understanding that the family will

e notified as soon as possihle.

SIGNED DATE RELATIONSHIP
Subscribed and sworn to before me this day of 19 ———
Nolary Public or Commissioner of Daads (OPTIONAL) County of
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= Success= AUihozation

| (we), the parents of ,

give my (our) consent for the following individual(s) to pick up my

(our) child if | (we) are unable to do so.

ame: ddress: hone #:

The following individual(s) are not allowed to up my (our) child.

1.

2.

Parent Signature:

Provider Signature:



i’tép’g’; Perinission for
= Success= Oufdeor Activilies

The Provider, Steps to Success , and the staff of Steps to Success may

take my child for any activities checked below as part of the

Preschool Program:

On site playground

Short walking trips

Parent Signature:

Address:

Phone Number:

Date:




To: School #

Class #

To Whom It May Concern:

I, , parent of

, am giving permission to Steps To

Success  to pick up my child from school and return to their Afterschool Program.

If you have any questions, please contact me at:

Thank you,

X Date:
Signature of Parent/Guardian
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