§ Steps§
= Success=

Applicaiion
for Admission

Form of Deposit: |:| Cash

Child's Name:
Sex: Date of Birth:
Toilet Trained: |:| YES D NO Scheduled Start Date: [ [

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 to know about?

How did you learn about Steps to Success Uil ?

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

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

1.

2.

Parent Signature Date
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= Success= Adreemen Form

l, , parent/guardian of ,
agree to pay $ for my child’s attendance at Steps To Success Daycare facility.

*+* | also understand that any deposits given to secure my child(ren)’s seat is non-refundable
unless a 3 month notice prior to the start date is provided to Steps To Success. Furthermore,
should | decide to postpone my child’s start date, | understand and acknowledge that a
onetime allowance is permitted for a postponement and should we decide not to attend after

the postponement is granted, our deposit is relinquished immediately as the 3 month notice
policy will NOT apply (the 3 month refund policy ONLY applies to the initial start date

selected).

Payment is due by the 5» of each month or | am liable for $30.00 late fee. | understand that
my child is permitted ONE (1) Vacation Week Credit (vacation time is considered 5 consecutive
days and MAY include when Steps to Success is closed and non-operational for holidays or
emergency closures) per year at no charge to me. In furtherance, | understand that my child
is entitled to TWO (2) Sick Week Credits (5 consecutive school/OPERATIONAL days) per year
for which | will be responsible for 50% of the tuition for that week ONLY. My year commences from
the date that my child begins attending Steps to Success and will be construed as my official
enrollment. | am aware that | may NOT rollover any unused sick / vacation days/credits into the
following attending year. | am also aware that any credit for vacation or sick time is limited to ONLY
ONE (1) week maximum per month. Sick / Vacation time is considered 5 consecutive days when
Steps To Success is open and operational; hence, this excludes emergency closures. | am also
aware that any credit for vacation or sick time is limited to ONLY ONE (1) week maximum per month.
Please note, if you are vacationing in a “high risk COVID country,” you MUST quarantine for 2 weeks
upon your return. However, you will only receive a ONE (1) week credit as per this agreement

providing that you still have a credit owed to you. No additional vacation credits will be applied.



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:

1. Government forced shutdown

2. Department of Health Mandated Quarantine due to COVID cases

3 Pandemics

4, Force Majeure

In addition, it is our policy that if you remove your child for a given month(s) you are responsible
for half of the month’s tuition in order to hold your child’s seat. The maximum amount of days your child
is permitted to attend within the month that you have notified management of non-attendance is five (5).
If you go beyond the five permissible days, you will be responsible for the entire month’s tuition less any
applicable vacation/sick credits that you may have available and have not exhausted in the last 12
months. If your child is out for 2 consecutive weeks and we are unable to reach you and/or you have not

contacted us, your child’s seat is subject to being forfeited.

Finally, Steps To Success LLC, and its agents reserve the right to terminate admission into said Day Care
Facility if instances arise that can potentially be harmful or threatening to children attending the facility
and/or stafffmanagement performing their duties. Moreover, 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 Day Care Facility, management reserves the right to preclude admission. Additionally, in
the event that your child requires special needs care that we will unfortunately be unable and/or qualified
to provide and once we have exhausted all options at our Center, for the betterment of your child’s care
and development, we will terminate services and assist in any way possible in finding alternate care.

*PRICES ARE SUBJECT TO CHANGE

Guardian Signature Staff Signature Date



Applicaiion for
After Sehool Program

Child's Name:

Sex:

Date of Birth:

School Name:

Scheduled Start Date: / /

Class Name:

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:

Parent Signature Date
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, 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

fo 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. Ifwe are closed beyond that month, you will not be required to pay tuition until our centers re-open:

1. Government forced shutdown

2. Department of Health Mandated Quarantine due to COVID cases
3. Pandemics

4. Force Majeure

*PRICES ARE SUBJECT TO CHANGE

Parent Signature

Staff Signature
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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




UNIVERSAL

GHILD HEALTH RECORD

Endorsed by:  American Academy of Pediatrics, New Jersey Chapter
New Jersey Academy of Family Physicians

New Jersey Depariment of Heaith

SECTION |- TO BE COMPLETED BY PARENT{(S)

Child's Name (Last)

Gender

l:] Male

(First)

Date of Birth

[[1 Female ! /

Does Child Have Health Insurance?

[Yes [[INo

If Yes, Name of Child's Health Insurance Carrier

Parent/Guardian Name

Home Telephone Number

Work Telephone/Cell Phone Number

Parent/Guardian Name

Home Telephone Number

Woark Telephone/Cell Phone Number

1 give my consent for my child's Health Care Provider and Child Care Provider/School Nurse to discuss the Information on this form,

Signature/Date

This form may be released to WIC,

Date of Physical Examination:

[Cyes [Cne
SECTION Il - TO BE COMPLETED BY HEALTH CARE PROVIDER
[Results of physical examination normal? [ves CNo

Abnormalities Noted:

Weight {must be laken
within 30 days for WIC)

Helght (must be taken
within 30 days for WIC)

Head Circumference
(if <2 Years)

Blood Pressure
(if >3 Years)

[] immunization Record Attached
IMMUNIZATIONS
[:] Date Next Immunization Due:
MEDICAL CONDITIONS
Chronic Medical Canditions/Related Surgeries [] None Comments
o List medical conditionsfongoing surgical [[1 Special Care Plan
concerns. Altached
Medications/Trealments E l;lone. Comments
o List medicalions/treatments: A}éz:i}?;‘{j:are Plan
Limitations to Physical Aclivily E gnnal ' : Comments
s List limitations/special considerations: Aﬁiﬁﬁegam Plan
Special Equipment Needs E!l gagxflal Care Plan Corimars
o List items necessary for daily activilies A%ached
Allergles/Sensitivities E gnng Commants
o List allergies: Aﬁz‘éﬁégam ish
Spegclal Diet/Vitamin & Mineral Supplements E gone. Camusnts
o List dietary specifications: A’aziﬁégam Plan
Behavioral Issues/Mental Health Diagnosis E gonel | | Commants
o List behavioral/mental health issues/concerns: Aﬁif:}?ec?are Pan
Emergency Plans [1None Comments
» List emergency plan that might be needed and | [] Special Care Plan
the sign/symptoms to walch for: Allached

PREVENTIVE HEALTH SCREENINGS

Type Screening

Date Performed

Record Value

Type Screening

Date Performed Note if Abnormal

Hgb/Hct ' Hearing
Lead: [] Capillary [ Venous Vision
TB (mm of Induration) Dental

Olher:

Developmental

Other:

Scoliosls

D I have examined the above sfudent and reviewed his/her health history. It is rﬁjf opinion that he/she is medically ¢leared to
participate fully in all child care/school activities, including physical education and competitive contact sports, unless noled above.

Name of Health Care Provider (Print)

Signature/Date

CH-14 JUL12

Distribution: Original-Child Care Provider

Copy-Parent/Guardian

Health Care Provider Stamp:

Copy-Heallh Care Provider




OCFS-LDSS-0792 (1/2005) FRONT

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

DAY CARE REGISTRATION

Child's Full Name:

Does your child have any allergies? Yes No
If Yes, what is your child allergic to?

Children who have special health care needs are those who have chronic physical, developmental,
behavioral or emotional conditions expected to last 12 months or more and who also require health and
related services of a type beyond that required by children generally. If your child does have special health
care needs please discuss these with your child-care provider.

Child's Source of Medical Care/Primary Care Physician's Name: Telephone Number:

Child’s Source of Dental Care/Denlist's Name: Telephone Number:

Name Of Medical Care Facility/Hospital: Telephone Number:

Would you like information on Child Health Plus? Yes  No

EM RELATIONSHIP CONTACT NAME TELEPHONE NUMBER DURING CHILD CARE | OTHER TELEPHONE NUMBER (Check type)
ER Eaﬁer
GE Oltiher
NC
Y Pager
Cell
DAT Other
A
Pager
Cell
Other
Pager
Cell
Other




Provider/Day Care
Facility Name and
Address:

CHILD'S FULL NAME: SEX Male
Female

CHILD'S HOME ADDRESS: DATE OF BIRTH:

HOME TELEPHONE NUMBER:

DATE OF ACCEPTANCE: DATE OF DISCHARGE:

NAME OF PERSON APPLYING FOR CHILD: Parent  Guardian HOME TELEPHONE NUMBER:
Caretaker Relative
Other DAYTIME TELEPHONE NUMBER:

ADDRESS OF PERSON LISTED ABOVE: (IF DIFFERENT FROM CHILD'S}:

AGREEMENTS
| consent to the enrollment of the child listed above in this facility and have been advised of the policies regarding administration of
medications, fees, iransportation and the services provided by the facility, and the Office of Children and Family Services regulations
under which it operates.
| give consent for my child to take part in neighborhood trips (i.e. library, park and playground) away from the facility under proper
supervision.  Yes No
In case of accident or injury, | authorize any and all emergency medical, dental, and /or surgical care and hospitalization advised
by the physicians, surgeon or hospital (listed on the other side of this card) necessary for the proper health and well-being of my

child. Yes No
1 have provided information on my child's special needs (Allergies, Diet, Disabilities, and /or Medical Information) to the provider,

as may be necessary to assist the facility in properly caring for my child in case of an emergency. Yes No
| agree to review and update this information whenever a change occurs and at least once every six months. ~ Yes No
SIGNATURE — PARENT OR PERSON(S) LEGALLY RESPONSIBLE DATE:

OCFS-LDSS-0792 (1/2005) REVERSE




908 coun-99 walver @
= Success= Releass of Liabiliy

l, (referred to as “Customer”) am the parent or legal

guardian of (the “Child”), who desires to receive certain
child care services for my Child (the “Services”) to be provided by Steps to
Success ., a New York limited liability company with a location of

(the “Company”).In consideration for and as a condition precedent
for receiving the Services and for the Child and Customer Parties (as defined herein) being permitted on
Company'’s property, Customer agrees to all the terms and conditions set forth in this Waiver and Release

of Liability (this “Waiver and Release”).

Customer is aware and understands that the novel coronavirus known as COVID19, has been declared
a worldwide pandemic by the World Health Organization. While the Company has established certain
preventative measures to attempt to assist in the prevention or reduction in the spread of COVID-19,
including but not limited to those set forth on Exhibit A attached hereto (the “Protocols and Guidelines”),
Customer acknowledges that no precautions including the Protocols and Guidelines can eliminate the
risks of exposure to COVID-19 and that the Company cannot assure that Customer or Customer’s Child,
agents, guests, invitees, and other representatives (collectively, “Customer Parties”) will not become
infected with COVID-19 through contact with individuals providing or receiving the Services or other
invitees onto Company’s property where the Services are rendered.An inherent risk of exposure to
COVID-19 exists whenever people interact with one another face-to-face; therefor ,receiving the Services
could increase the Customer Parties’ risk of contracting COVID-19.

Customer acknowledges the highly contagious nature of COVID-19 and acknowledges and agrees that
Customer is knowingly and voluntarily receiving the Services with an express awareness of the danger
involved to the Customer Parties. Additionally, Customer agrees to follow and comply with the Company
Protocols and Guidelines as a condition to receiving the Services. By signing this Waiver and Release,
Customer on behalf of Customer and the Child, voluntarily accepts and assumes any and all risks,
whether caused by the negligence of the Company or any of its personnel, invitees or otherwise, of
Customer Parties’ exposure to or infection by COVID-19 and any and all risks that such exposure or
infection may result in personal injury, illness, temporary or permanent disability, and/or death
(collectively, “Injuries”) of Customer Parties, their family members, and persons with whom any of the
foregoing come in contact during or after Customer’s receipt of the Services (collectively, “Customer

Contacts”).

Customer hereby expressly waives and releases any and all claims, now known or hereafter known,
against the Company and its members, managers, officers, directors, employees, agents, advisors,
affiliates, successors, and assigns (collectively, “Releasees”), on account of Injuries arising out of or



