PRESCHOOL ADMISSTON APPLICATION

B CHILD’S NAME:

SEX:
DATE OF BIRTH:

NO

TOILET TRAINED: Please circle: YES

SCHEDULED START DATE:

DEPOSIT AMOUNT:
FORM OF DEPOSIT: Please circle:

CASH .
CHECK#:
CREDIT CARD

Parent Parent

Name:
Home Address:

City, State, Zip code: |
Phone #: l
Cell # l
“*Email; B
*Emergency pick up
Name/lnformation:

|

L ~ Phone #:
“In case of emergency, the above individual is authorized by the pavent(s) to pick up child.

The anthorized individual MUST show L.D. priox fo child being released.




Medical [ Allergy Information:

List all Allergies below: List any pertinent medical condition(s).

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

How did you learn about Steps To Success?

As a cooperative day care center, Steps To Success relies and respects parent
involvement. How do you see yourself invelved in our school?

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

Parent's signature Date

@©2008, Steps Lo Success, LLC,
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Steps To Success Program Agreement Form

parent/guardian of

3

for my child’s attendance at Steps To Success

, agree to pay §
%% I glso understand that any deposits given to secure my child(ven)’s seat is non-

Daycare facility.
refundable unless a 3 month notice prior to the start date is provided to Steps To Success. Furthermore

should I decide to postpone my child’s start date, I understand and aclmowledge that a onefime allowance

is permitted for a postponernent and should we decide not fo attend after the posiponement is granited, our

deposit is relinguished immediately as the 3 month notice policy will NOT apply (the 3 monih refurnd policy

ONLY applies to the initial start date selected).-

Payment is due by the 5% of each month or I am liable for $30.00 late fee. I understand that my child

is pemmitted ONE (1) Vacation Week Credit (vacation time 1is 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 fntherance, I understand that my child is entitled to TWO (2) Sick
Week Credits (5 consecutive school/OPBRATIONAL days) per year for which I 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. I am aware that I may NOT rollover any unused sicl
/ vacation days/credits into the following attending year. I am also aware that any credit for vacation or sick
time is limited to ONLY ONE (1) week maximum per month. I am also aware that any credit for vacation or
sicl 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 retun. 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
*+*Please note these credits DO NOT APPLY to the 3PK/UPK

additional vacation credits will be appled.
programs.
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(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 fuition until our centers re-open:

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

o

Pandemics

B w

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
pemmitted 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/siclc 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 1s subject to being forfeited.

Finally, Steps To Success LLC, and ifs agents reserve the right to teiminate admission into said Day
Care Facility if instances arise that can potentially be harmful or threatening to children attending the facility
and/or staff/management 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, n 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 alloptions 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 altemate care.

*PRICES ARE SUBJECT 10 CHANGE

Parent/Guardian Signature

Staff Signature

Date

© 2008, Steps To Success, LLC



OCFS5-LDSS-0792 (1/2005) FRONT

PHOTO OF CHILD
{Ontional)

Child's Full Name:

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

Yy AN, S AT I 0Ty 6 TR

Does your child have any allergies? [ Yes [ No
If Yes, what is your child allergic {o?

Children who have special health care needs are those who have chronic physical, developmental,
behavicral or emotional conditions expecied to last 12 months or more and who alsc 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 ihese with your child-care provider.

Child's Satree of Medical Care/Primary Care Physiclan's Name:

Telephone Number.

Child's Source of Dental Care/Dentist's Name:

Telephone Number,

Telephone Number:

| Name 0f #edical Care Facility/Hospltal

Would you like information on Child Health Plus? [ Yes [ J No

RELATICNSHIP

CONTACT NAME

OTHER TELEPHOME NUMBER (Check type)

TELEPHONE NUMBER DURING CHILD CARE
L) Pager

{ Cell
{71 Qther

3 Pager

O Cell
] Other

[ Other
[ Pager

EMERGENCY DATA

[ Cel
[3 Other




SEX [Male

Provider/Day Care Facillty Name and Address:

CHILD'S FULL NAME:

CHILD'S HOME ADDRESS:

DATE OF ACCEPTANGE:

[NAME OF PERSON APPLYING FOR CHILD: [l parent [ Guardian

" SIGNATURE — PARENT OR PERSON(S) LEGALLY RESPONSISLE

1 Female

DATE OF BIRTH:

HOME TELEPHONE NUMBER:

DATE OF DISCHARGE:

HOME TELEPHONE NUMBER!:

[ Garetaker [} Relalive o e e 6pioNE NUMBER:
[ Other

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

AGREEMENTS
i consent o the enrolimant of the child listed above i this facility and have been advised of the policies regarding administration of

madications, fees, lransportation 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 lake part in neighborhood trips (i.e. library, park and playground) away fram tha facility under proper

supervision, [ ] Yes [ o
in case of accident or injury, | autharize any and ali emergency medical, dental, and /or surgical care and hospitalization advised

by the physiclans, surgeon or hospitai {listed on the other side of this card) necessary for the-proper heaith and well-being of my

chitd.[] Yes [] No
i have provided information on my child's special needs (Allergies, Diet, Disabilities, and /for Medical information) to the pravider,
as may be necessary lo assist the facility in properly caring for my child in case of an emergency. ] ves {1 No

| agree Lo review and update thls infermation whenever a change occurs and at least once every six months. [J Yes {1 No
DATE:

OCFS-LDS85-0792 (1/2005) REVERSE




CHILD & ADOLESCENT HEALTH EXAMINATION FORM Fri':tg{:is!e- STUDENT ID HUMBER
NVEG DEPARTMENT OF HEALTH & MENTAL HYGIENE — DEPARTMENT OF EDUCATION P:'esﬁlH‘:‘;ri' 0518
TO BE COMPLETED 8Y PARENT OR GUARDIAN =~ P ' =
Child's Last Name Frst Hame liddle Hame Sex (] Female |Date of Birth (hanth/Dapriear)
] i O Male I R ———
Child's Address Hispanic/Latino? |Race (Check AL thatapply) () American Indlan (O Aslan (J Black [ White
OvYes (ko [ Native Hawalian/Pacific |slander [ Other
City/Borough State Zip Cade School/Center/Camp Name Distlct  ____ [Phone Humbers
| | Number | Homs
Health insurance [ Yes | [J Parent/Guardian Last Hame Frst Hame cel
(including Medicaid)? (] Ho | OJ Foster Parent i Yok
TO BE GOMPLETED BY HEALTH CARE PROVIDER  If “yes” to any jitem, please explain (altach addendum, if needed)
Birth hislory fage 0-6 yrs) Does the child/adalescent have a past or present medical history of the following?
i . . [) Asthma {check severily ard atizch MAFMstima Aclion Pan); O Intermittent [0 Mild Perslslent [ Moderate Persistent [ Severe Persistent
O Uncomplicated (3 Premature: ______ weeks gestalion | ™ o) bk st curent medicalions: () Inhaled corticosterlod () Other controller (3 Quick rellef med (1 Oral stercid (J None
Complical . " - . o
L) Carmpzalad by [ Attention Deflcit Hyperactivity Disorder (O Orthopedic injury/disability Iedicalions faltach MAF if in-school medicalion needed)
Allergies O Hone [ Epl pen prescribed (] Chronic or recUrrent olitis medla [ Sefzure disorder O None [ Yes fsl bekou)
([ Congenital or acquired heart disorder (1 Speech, hearing, or visual impairment e
(J Drugs fFsf) - | 0O Developmentalearning problem [ Tuberculosis flatent infection er disease) - -
[ Diabetes (attzch 4147 [ Other fspzcify) —
(1 Foods fisf) _ Dielary Restrictions
— {1 Hone [ Yes (st bela)
L1 Other g — Explain all checked items above er on addendum - —
PHYSICAL EXAMINATION ) General Appearance;
Helght em (i) | rAbel 19 Abrd N DY 1 Abrd
Weight k ( k) 0O Heewt |D O Lymphnodes {0 [0 Abdomen O O Skin (0 O Psychososial Development
9 g i 0 Dental |0 0O Lungs OO Genltourpary (O O HNeurological {1 (1 Language
BRI leg/m? (%l [ OO Neek 100 Cardiovascular | O Exdremitizs [ O Back/spine  {0J 0J Behavioral
Head Circumference fage <2 yrs) om (. “Aile) Describe abnormalities:
Blood Pressure (2g2>3 yrs) !
DEVELOPMENTAL fag2 0-6 jrs) [ Within normal fmits | SCREENING TESTS Dale Done Resulls Dale Done Resulls
If delay suspected, specify below Blood Lead Level (BLL) ) ' g/dL Tuberculosis Oy requied for sk o or bigh seheal
(required al 2ge 1yrand 215 - 1t have nol previoush 2! shoe
itiv i skiis, nd for those al risk B S A fdL .
O3 Cognitive fe.g, play skl il — 9 PPD/Mantoux placed 4| Induration mm
Lead Risk Assessment [ At risk do BLL)
. ] PPOfantoux read cnecefh e Bl [ EIWEG [ Pos
(3 Gommunlcation/Language (ennuaty; age & ma-6 yrs) 4| Owoetatrsk — —
Hearing Interferon Test 1 | OHNeg (2
0 Social/Emotionz| [ Pure tone audiometry [ Normal T N
[ OAE J ! ] Abnormal Chest x-ray Ol [ Not
O Adaptive/Selt-Hel - (I PFO of Inlerferon positive) j ; OAbnl  Indicated
! 2 S —
aptive/Self-Help —— Head Start Qnly ——
Hemoglobin or o gl |Visin Acvity Right ___/___
O Motor __ Hematacrit (sg 912 mo) ; ; " f-Tq";—ﬂfwniws:h:-sfcﬂ..‘ran'.s Y tet [
S/ A [ with glasses Strablsmus [ Ko [ Yes
IMNMUNIZATIONS — DATES CIR Number
of Child l l | | | | l Influenza Y SN N S SN A S—
HepB __/___ 1 S ) R R (SR IV S MIR NS SN SRR SRS SEPSIUNEE. . -
Rolavrus __E i [ SR U — Varice!la ER TR R ST | S
DTP/DTzP/IDT S S S S S A P Td g I Y A S R
ST SN SN— RS——— Tdap v 1 Heph- b g o el b o
HibE it o N S SN A S S Menlngococcal N '
POV el ST —t il L HE N SN RO .

_ Pofld __ 4 _ IO U, S S | [ (S W— Other, specify: Y S N =
RECOMMENDATIONS [ Full physical activity (O Full diet ASSESSMENT O Well Child (v20.2) [ Diagnoses/Problems fisf) |CD-9 Code
[ Restrictions (spzcity)

Follow-up Needed [JHNo  [JYes, for Appl.dates __+___ 71
Referral(s): (IMone  [JEarly Inlerventlon [ Speclal Education [ Denlal (O vston | T T
CJ Other N
Health Care Provider Slgnature Date DOHMH RGlibis
| g VY ONLY: 1.0, 1 ] J l J
Health Care Provider Hame and Deagree forinf) provider Llcense Ho. and Stale TYPE OF EXAM: [ ] 1AE Current [] A€ Peior Year(s)
Comments
Faclilty Name Hational Provider [dentifier (NPi)
Address Clty Slate Zip Dale LD. HUMBER
j i I Revieweo: ,
Te : T
lephone e ‘Fﬂx A REVIEWER:
Copiest Whlle School/CH'd CarefEarly Inlervenlion/Camp, Canary Health Case Provider, Pink Paren'fGuardian

CH-205 (s/03)



