SECTION FOR CHILD CARE REGLILATION
CHILD ENROLLMENT

MISSOURI DEFARTMENT OF HEALTH AND SENMIOR SERVICES
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Kids World North
9833 Halls Ferry Rd. St. Louis Mo. 63136

Parent Agreement

A late fiee will be charged for late pick-ups . There is a charge of $3.00 every 5 min

» | agree to pay in advance cach weeks tuition and or co-payment unless it otherwise is approved by the
Direcior

= My child is enrolled  days per week at a cost of (Private Pay) =5 (State Pay) sliding fee +

co-pay = §

* | understand that if my child 15 absent for several consecutive days or a week, | am still responsible for
payment for that week, to keep My child actively enrolled

* | understand that if my account becomes over 3 days past due, KWN has the right, not accept My child
unless an agreement has been made and approved with the Director

* A late charge of 515 will be applied to all tuitions not paid by 6:00 p.m. Tuesday, unless other
arrangements have been made with the Director

=  There is a 335 for returned checks

*  Parents must provide KWN with a two week notice before leaving KWN or the parents will be

responsible for a two week tuition charge.

Parents Signature

Date




Parental/Guardian Consent Photo Release Contract

We are sending you this parental consent form o both inform you and to request permission to
photograph and/or video record your child during the time they are in care at Kids World. NO
personally identifiable information will be published on the Kids World web site as well as any other
forms of expressions. The law requires that we ask for your permission to use information about
your child.

If you, as the parent or guardian, wish to rescind this agreement, you may do so at any time in writing by
sending a letter to the management of Kids World and such rescission will take effect upon receipt by
approved management staff.

Check one of the following choices:

I'We GRANT permission for my child{ren) to be photographed and/or recorded while in the care of
Kids World.

Child's Name: (pleasa print)

Print name of Parent/Guardian: (print)

Signature of Parent/Guardian: (sign)

Relation to Student:

Date:




All About Me

Kids World North LLC

Child"s Information

Name:

Home#: Birthday: Age:
Address: Zip

Parents Information:

Mother's Name: Day# Cell#
Father’s Name: Day# Cell#

Please Release my child to the following people:

Mame:

Relationship:

Home #

Cell #

Mame:

Relationship:

Hume #

Cell #

Mame:

Relationship:

Home #

Cell #




CHELDCE WA

AUTHORIZATION FOR EMERGENCY MEDICAL CARE

1| understand that | will be notified &t ance In case of acciden: or ilness tomy child, and | will make amangemants for madical care of my
child with the physician or hospital of my chalca,

If | cannot be reached 1o make Necassary aranjements, or in a critical emergency fequining medical care, | authorize

PROVIDER/LICENSEE

to conact the foliowing: |
PHYSICIAN OF CLINIC |
[Plaase &l nama and phone number of physician andfor cific. |

=T i - TILLEvaial

| k]

s o e n e e e p—
SSDOASE B [ITEEET, STy FATE D LoD - Do ThOrwil

PREFERRED HOSPITAL
(Plzasa sl narmse and phone numbar of hesailal )

ACHEDS [BTHEET, COTT BTATE, Do LLLE] - O T AL e

TRANSPORTATION TO AND FROM SCHOODL

i1 O (pa) O {00 MOT) GIVE PERMSESION EOR THE FACILITY TO TRANSPORT MY CHILD TO ARD FROM SCHOOL

FIELD TRIFS

| UNDERSTAND THAT | MUST GVE WRITTEN PESMISSION FOR FIELD TRIPS/EXCURSICHS AND THAT | WALL BE NOTIFIED WHEN THEY ARE PLANNED,

A | 1 HAVE RESEMVED & S0P OF Tiid FACLITY'S POLIOES PERTAINING TO THE ADMISEION, CARE AND DISCHARGE OF CHILDREN,

| HAVE BEEN IMFORMED THAT & CO0FY OF THE LIGENSING MULES FOR CHILD CARE HOMES OR THE LIZERSING RULES FOR SROUP CHILD CARE
HOMES AND CHILD CARE CEWTERS 15 AVAILABLE AT THIS FACILITY FOR REVIEW

THE PRCVIDER AND | HAVE AGREED ON A PLAN FOR CONTRUING COMMUNICATION REGARDING By CHILD & DEVELOPMENT, BEMAVIOR AND
INDIIDHAL MEEDS.

=} WHEM WY CHILD IS ILL, | UNDERSTAND AND AGREE THAT S/HE MAYT NOT BE ACCEPTED FOR CARE OR REMAIN IN CARE

PARENTRLEGAL GUARDIAM SIGMATURE EATE

>

MO SEC-1832 (207 BCCT



MISSOURI DEPARTMENTOF HEALTH AMD SEMIOR SERVICES (MDHSS)
COMMUNITY FOOD AND NUTRITION ASSISTAMCE — CHILD AND ADULT CARE FOOD PROGRAM (CACFP)

=" CACFP ENROLLMENT FORM FOR CHILD CARE CENTERS

WOTE: DEPARTMENT OF HEALTH AND SEMIOR SERVICES OFFICIALS OR A SPOMNSORING ORGANIZATION REPRESENTATIVE MAY

CONTACT ¥OU TO VERIFY INFORMATION,

CHLD'S FULL MAME

OATE OF BIRTH

FARENT OR GUAEDEAN NAME

STREET ADDIRESS

=18

STATE

£IF GOE OAYTINE PHONE NUMBER

{ !

MAME OF CHILDY CARE CENTER

FHONE NUMEER

{

GENTER CONTAZT FERSON & MAME

GHILD'S DATE OF EMACLLMENT (FIRET DATE ATTEMDING
THIS CEMTER]

LR L e REL
CHELK THE DRYS YOUR
CHILD USUALLY
AT TEMDS DAY CAHE H

WHAT TINE DO WOLIE
CHILLY LRSUALLY ARRIVE
E&GH DAYY

WHAT TIL OLS

WU CHILL USURLLY

LEAVE EACH DAY?

CIRGLE &AM OF FM

CRCLE &AM OF FM

CHECK WHEN YOUR CHILD IS IN CARE AT THIS CENTER

MON A Ew A Ew
' TUES —— -
' WED T i

THURS - A PM

FRI M P
SAT M P A PM
SUN - .

WHITE ANY COMMEN TS, LHAMNGES U VAHIATIONSG 1N LISUAL
ATTEMDMNLE M THE: SECTHON

J  FULL DAY CABRE

J  HALF DAY — MORMING
J  HALF DAY - AFTERNOON

J BEFORE SCHOOL CARE
[J AFTER SCHOOL CARE

d EVEMING CARE

CVERMIGHT CGARE

lJ BEFORE AND AFTER SCHOOL
CARE
CHECK THE MEALS ¥YOUR CHILD IS USUALLY GIVEN AT THIS CENTER

J  BREAKFAST

= BORMIMNG SMNACHE

J  MEW YEARS DAY [JANUARY 1)
J  MARTIN LUTHER KING'S BIRTHDAY (JANLUARY)
J PRESIDENT'S DAY (FEBRUARY)

< MEMORIAL DAY [MAY)

SIGMATURE OF FAHENT OH GUARD A

J  LuwcH
[d  AFTERNOON SMNACK
CHECK THE HOLIDAYS YOUR CHILD IS IN CARE AT THIS CENTER

cood

0
J

SUPPER
EVEMIMNG SNACHK

INDEFENDENCE DAY (JULY 4]
LABOR DAY (SEFTEMBER]

THAMKSGIVING DAY (MWOVEMBER)
CHRISTHMAS DAY (DECEMBER 25

ANMUAL UPDATES: THE PARENT OR GUARMMAN SIGHING THIS FORM CERTIFIES THAT THE ENAOLLMENT INFORMATION 1S CORRECT.
IF INFORMATION HAS CHANGED, THE PARENT OR GUARDIAN HAS WRITTEN THE APPROPRIATE CHANGES ON THE FORM AND
IRITIALED THE CHAMGE. IF THERE ARE MANY CHANGES. FLEASE COMPLETE A NEW FLRM.

TINGT ARNMUAL LIPMDATL

PARCNT SHoRATLIRE

SECORD ANNUAL UPDATE

FHIED ANMUAL UFDATE

OATE

PARENT SIIMNATURE

FPAREMNT SMATURE

DATE

OATE

N ST (10

CACEP. 279



MISSOURI DEFARTMENT OF HEALTH AMD SEMIOR SERVICES
BUREALI OF COMMUMITY FOOD AMD NUTRITION ASSISTANCE
CHILD AMD ADULT CARE FOOD PROGRAM

INCOME ELIGIBILITY FORM FOR CHILD CARE CENTERS

To apply for fred or reducad-price maal algbility banefits far your child{ren), please il out 1his form and retum it bo the child care cenber.

PART 1 CHILDREN ENROLLED AT THE CHILD CARE CENTER

Complala information below for children ennolled al the cemer. B childjren] ame receiving Supplemantal Nulrilion Assistanse Pregram
(SMAPR) [formery Food Samp) or Temporary Assstance (fomaerdy AFDC, now hunded by TANF), complete Parls 1, 3, and 4 only.
Complate Parts 1, 2, 3, and 4 d you did mal provide a SHAP cate number of Temporary Assistance case number Tor all of the children

listed in Part 1.
NAME lrs and last) o | GRTMOATE | caschiween | | GASENUNBER

PART 2 HOUSEHOLD AND INCOME INFORMATION

List 2l members of 1he househobd including the children Bsted in Past 1. Indicate sounce and amount of curen| monthly gross incomae Tor all
memnbars of the household bafore dedicfions, such as tames and social security, Whare thare are wage samers and sell-employed adults,
e income ol The wage earmer canndl be oflsel by (e busness osses of the sell-employed adull. W l&El month's noome does nol
accurabely refecl your GlcumSIances, you Mmday provide a peojection of your cumenl annual income. Irmaguiar sell-employed income may be
averaged over the prior 12 months.  Foster children may be eligible regardiess of housshold income.  Contact the center for mons
infgrmation

P '-E.-.DH.'.' b.u:-hnq.v T .ﬁ:t.l-::mu eﬁnw'l::lwlsna WEEL'F
TR,
HOUSEHOLD MEMBERS RS WAGES WELFARE. LHILD FETIREWERT, SOC1AL GTHER

5l LIV SECLAITY

PART 3 RACIAL ETHNIC INFORMATION (You are nol reguined bo answer this section)

Ana you o Hispanic or Lating ongin (] ves [ wo

" AUERICAK DR BLACK O HATIVE AR O OTHER
What ks your race™ (Select cne or mon) £F BLABHA MATIVE AdiAN IR oty S PACHFIC B ANCER WHITE
Q a a a d

PART 4 SIGMATURE

| bty ity hal al indormalon peoviced i comecl | undestind thil T nlormalion i beng ghen 0 conmecion with tha messpt of fdeal funds. that
instifuticn oificiale may vty information, and thal delibarln misropresantaSon may subkect ma o peosocution undor apolicable stase and fedoral laws.

SEFNATURE OF ADLLT FALILY MEVIEER SOCUAL SECLURITY NUMEER (LAST 4 [HETE OMLY) DATE
XXX - XX - _ _ _ _
PRINTED MARE OF ADILNT ADDRESS PHOME NUMBE R

Soction D ol tha Matonal Scheod Lunch Acl reguices thal, undess your childion’s SEMAP of Temporany Assistancs case numbar & provided, you must ndude the
Lokl our dagits of i SoeCild Socurity feambad F i ddkll Pusibald mrbar dgniy] Su appdcaton of edficali ) thin hioehold mimile agnisg P appdeason
S0 Ol POfegd & ROl Seourily nuenbsr.  Faowlion of T Ul bour Gigile ol & S0sipl secorly numise © nol manopindy, Dol il D el oo g of @ ol
Eicurity rumbes ang fcl provaded o an rsfication B nol made that the signer hiss oo, the application cinrol be approsed. The social becurity nusmbsss mary b
uzed o idenbdy T housshold member in camying oul efiors 1o veely the sccumcy of information staled on the applcation. These veefication otors may bo
carnied cut through program eeaews and imeshigations, and may include comacting omployers 10 delermine ncoma, comacting o SHAR or welare office 1o
daleming curmanl cedificabon ko o ol SHAF or Tempoeany Asssianog benedils, conlacing T Siale smpkoymient securily ofos b deismena T amaunt of
Bonsdts mecetasd and chciing the documaniaSon produted by B Bousshold membsr 10 povide tha amount of intoma reobived.  Thida efions My nisdl in o
bk o BadasBon O By, eITinE R R, OF Mgl BCRONE il NCORcs InAAIEURI b ST

- [)
AL

e, IWCORE BASED ON [CHECK OME): TEMBCEARRY
VEAR  WONTH FEAMONTH  EVEFYIWEEKS  WEEKLY  SMAP [Food Smrg) ABSISTANCE
a [ d ] J aJ [ ]
Eighbilty Determiration: O Free O Reduced O Paid
EIGMATURE OF CENTER FEFFCSENTATIVE TATE

THE 1] [T "ol



MISSOURI DEPARTMEMNT OF HEALTH AND SEMIOR SERVICES
COMMUNITY FOQD AND NUTRITION ASSISTANCE
CHILD AMD ADULT CARE FOOD PROGRAM

INFANT FEEDING PREFERENCE - CENTERS

Kids Waorld North LLC will feed your infant breast milk provided by vou and [ or

wi will provide iron fortified infant formula.

The formula we provide is : Giood Start

Please mark vour preference (choose all that apply)
1 will bring expressed breast milk 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 hist 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 reimbursements, the center must provide infant cereal and other foods when your
baby is developmentally ready for them.

Please mark vour preference

I want the center to provide solid food for my infant based on CACFP
gwdelines.

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

Mame of infant Date of Birth

Signature of Parent / Guardian

Date

In accerdance with Fedemd Low ard LS, Depariment of Agriculiure palicy, this instiietion is prohibited from discriminming on
the basis of race, color, national origin, sex, ape, or dizabiliny, To file a complaim of discrimination, write USDA, Direcior,
UiTice of Civil Rights, Koem 326-W, Whitten Building, 1400 Indeperdence Avenue, 3W, Wahington, [.C, 20250-94 1 ar call
(B0 T20-5564 {voice and TR LS, s an equal oppemunity provider and employer.

MIHES-CFMA 60



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
SECTION FOR CHILD CARE REGULATION

PARENT’S SPECIALIZED INSTRUCTIONS FOR INFANTS AND TODDLERS

CHILD'S NAME DATE OF BIRTH DATE ENROLLED

INSTRUCTIONS TO PARENTS:
¢ Please complete for child who is less than 24 months of age.
e Update diet information as needed until child is on complete table food. Use a new form or initial/date changes on this form.

FEEDING METHOD

(Check all that apply.)
OsSPOON 0O cup [OBOTTLE 0O WARMBOTTLE [ HOLDS OWNBOTTLE [ FEEDS SELF [0 FEEDING TABLE OR CHAIR

TYPE OF FOOD FEEDING TIME KINDS OF FOOD AMOUNT OF FOOD

FORMULA

WHOLE MILK

INFANT FOOD

JUNIOR FOOD

TABLE FOOD

ARRANGEMENTS FOR SLEEP
(The American Academy of Pediatrics and other nationally recognized authorities for infant health advise that infants should be placed on their backs to
sleep to reduce the risk of Sudden Infant Death Syndrome.)

TIME CHILD USUALLY NAPS USUAL LENGTH OF NAP

SPECIAL NEEDS/INSTRUCTIONS RELATED TO SLEEPING

My child is 12 months old or older, and | give permission for my child to sleep on a cot.

(PARENT'S SIGNATURE) (DATE)

DIAPERING INSTRUCTIONS

| give permission for caregivers to use on my child for:
(Lotions and/or ointments, etc. that | have provided)

O WET O BOWEL MOVEMENT O RASH O OTHER

O |do not want caregivers to use any lotions, powders, ointments or similar items on my child.

| will furnish the following baby supplies for my child:

SPECIAL INSTRUCTIONS FOR CARE (Restrictions, allergies, etc.)

PARENT/LEGAL GUARDIAN SIGNATURE DATE

>

MO 580-1918 (3-07) BCC-12




.  MISEOURI DEPARTMEMNT OF HEALTH AMD SEMIOR SERVICES
%) SECTIOM FOR CHILD CARE REGULATION

¥ i / CHILD MEDICAL EXAMINATION REPORT (INFANT/TODDLER/PRE-SCHOOL)

IDENTIFYING INFORMATION

CHILD'S HAME

BSRTHOATE

CURRENT STATE OF HEALTH

Based on my assessment of this child's medical history, curren state of health and my physical examination of the chid on y !

this child can partcipate inoa chikd cang program, This child has no special care neads unlass specilied below

(Carter o rvenccad evanmaineelion must B wathin ihe lasd 12 mamihs. )

PHYSICIAN'S INSTRUCTIONS FOR SPECIALIZED CARE

Complta this section only it child roquines spacial carg a1 a chid carg facility, e.g. special dioks, allengies, ear infoctions, comulsions,
dipbedas, asthma, behavior problams, haaring o visual mpairman], ate (Attach addiional pages as naddod. |

GIERATURE OF PHYSIGIAN OF REGIZTERED NURSE UNDER THE SUPERVIEZION OF A& PHYSIGLAN DATE

FHYSIGIANTG DRt MURGE 'S HAME (FLEASE PRINT)

{MAY USE STAMF,)

HAME AND ADDRESS OF CLINIC, GROUP, PRACTICE OR OTHER IF MURSE 15 SUPERVISED BY A PHYSICIAM, INDICATE PHYSICIAN'S MAME

{FLEASE FRINT,)

TELEPHOMNE MUMBER

A 5AC- 107 [B-07)

TO BE FILED IN CHLDS RECORD AT CHILD CARE FACILITY

L= ]




*.  MIS50URI DEPARTMENT OF HEALTH AND SENIOR SERVICES
%L\ SECTION FOR CHILD CARE REGULATION

CHILD'S MAME ERTHDATE

HEALTH STATEMENT (CHECK ONE)

[ My child is in good healih, is abie 1o paricipale in group care, has no special health or medical requirements,

[ My child is able o participate in group care bul has special health or medical requirements as listed below,

SCHOOL-AGE CHILD'S SPECIAL HEALTH OR MEDICAL REQUIREMENTS

SPECIAL NEEDS. ETC.

PLEASE LIGT ANY ALLERGUE S, SPECLAL MEDHCAL CONDHTIONG, INCLLUICHRMG CHROMIC HEALTH PROBLEMS [SUCH A ASTHMA, SEIZLRES), BEHAVIDRAL DISORDERS,

PARENT OR LEGAL GUARDIAN SaGNATURE

DATE

A S0 R (1) T BE FLED N CHLDNS RECOHD AT CHILD CARE FACILITY.

BB



Evidence of Blood Lead Testing

Child's Mame:

Child's Date of Birth:

Receipt of Test

Received a Venous / Capillary blood lead test on (date).
{Circle ana)

Test was administered by:

(Signature of Medical Providar)

Medical Provider Address (City, State, Zip Code)

Refusal of Test

| verify that | have been made aware of the serious and long-term health effects
of lead poisoning on children under the age of six years. | do object to my child
being blood tested in order to determine if he/she is lead poisoned.

Reason for Refusal

Signed Date:

(ParentGuardian)

Relation to Child:

Parent/Guardian Address (City, State, Zip Code)

Provide patient with two copies: One for record
One for child-care provider

One copy should be retained in patient's chart.



