Mitler YMCA
320 Via Las Brisas
Newbury Park, CA 91320
(805)480-0309

Presinonl BAJistyation

Child’s Name Birth Date Age

Father’s Name Cell Phone

Employer

Home Address City ~_CAlZip

Home Phone E-mail

Mother's Name Ceil Phone

Employer

Home Address City LCAZip
E-mall

Home Phone

Preschool Programs (check program your child will attend):

Ol Full Day 5 (Man-Fri] 7am-6pm {5720) O Half Day 5 {Mon-Fri) 7am- 12pm {500}

full Day 3 (M/W/F) 7am-bpm {5550) O Half Day 3 {M/W/F] 7am-12pm {5300}

O
[ Full Day 2 (T/TH} 7am-6pm {5480) O] Half Day 2 (T/Th} 7am-12pm (5200)
O

Half Day Lunch Bunch 12pm-1pm (550)

Class:

Preterred Start Date:

Actual Start Date [Completed by YMCA staff):

YMCA Membership: There will be a $40 individual membership or $80 Family Program Membership

due upon enroliment if not 0 current YMCA member.

Earthquake Kit: 510 annual fee for emergency supplies

Tuition payment Method of Choice: [ Automatic Credit Card Draft [J Automatic Bank Draft

are due on the 1* of each month. A $25.00 late fee will be added to the

Late Fee Policy: Payments
th of the manth. If payment is not received, the participant

account if payment is not received by the 5
will be dropped from the program on the 15" of the month.

Changing Enrollment Programs: In the event that you need to change your child’s preschool enrollment,
we ask that you advise the preschool Director at least 2 weeks prior ta the change you'd like to have
take place {or as far in advance as possible). If you are increasing your child’s days of attendance, the
Preschool Director must confirm that there is available space for your child on those days.



Parent Handbook: The Parent Handbook Serves as a reference and informational guide to parents and
families of children enralled at the Miller Family YMCA Preschool. The Handbook outlines,

and gives
further detail and explanatians of the policies and procedures,

Please initial that you have received, read and understand the parent handbook,

Insurance: It is the responsibility of every individual, their parent or legal guardian to provide
for their own accident and medical insurance coverage while participating in YMCA activities.
The YMCA does not provide any accident or health coverage for its participants.

Medical Treatment: | hereby give permission of my child to receive emergency medical
treatment by a qualified YMCA staff member or medical personnel. | alsg Bive my permission

{Please check "yes” or “no” and sign with a full and legible signature.)

o Yes
o Nao

Termination of Services: A child may be terminated by the Miller Family YMCA Preschool if it is
determined that it is in the best interest of the child, other children at the school, or the facility
s a whole. A child may be terminated for:

= Non-payment of tuition or fees

* 5School's inability to meet the child’s, parent’s or family’s needs

* School's inability to keep the child safe or well cared for

* Dangerous, disruptive, or Inappropriate behavior by the child, parent or family

* Continued violation of school policies by the child, parent or family

* Inability to effectively manage the school’s operations due to the child, parent ar family



Day-to-Day Details:
. Parents/Guardians must walk into the building with their child each day and make
e teacher knows he/she is there.

certain th
ponsible designate

. Parenis/Guardians or a res
up your child and inform a teacher that he/she is leaving.

Il is required that children must be signed in when they arrive, and out when they are
picked up using the sign in/out log; it chall include the designated adult’s full, signature
and the time.
. Chiidren loo sick lo participate in 3 full program, including outside play or those with a
fever, diarrhea Of vomiting in previous 24-hour period need to be kept at home. Also, il
medication has been sdministered before child's arrival lo school, please inform
leachers so they will be aware and knowledgeable of child’s health.

All children need a complete change oi clothing at «chool at all times, with a child’s

d adult, will walk into the building to pick

name on eachitem.

Parents need |0 inform school of ¢h
gency information or an
d lunch for their child.

o a child withoul written consent and instructions

anges of address, phone number, email address, '

ernployment, emer y changes in family situations.

Parents will provide a bagge
No medicine can be administered t
from Lhe ghysician and parent/Guardian.

Date

Parent’s Signalure

Daie

Director’s Signature

PHOTOGRAPH RELEASE

Permission is granled lor any photographs ol my child that are taken during his/her
Miller Family YMCA preschool program may be used for purposes that
for these photographs to be used without

participation in the
include publicity. Further, | give permission

compensation.

Date:

Signature of Authorized Parent/Guardian:

Child’s Name:



Southeast Ventura County YMCa
Conejo YMCA - Miller Family YMCA - Simi Valley YMCA - Triunio Ymca
Release and Waiver of Liability

IN CONSIDERATION of being permitted to wtilize th
including, but nat lirmited to observation gr yse ol i

is intended 1o be as broad and inclusjve as is perminy
thereolis held invalid, it is agieed thay the balance shall
THE UNDERSIGNED HAS READ AND VOLUNTARILY
INDEMPMNITY AGREEMENT, and further agrees th
the loregoing written agieement have been made.

i HAVE READ THIS RELEASE

Signature of Applicant

Print Name

Date




STATE OF CALIFORNIA
HEALTH AND HUMAN SERVICES AGENCY

IDENTIFICATION AND EMERGENCY INFORMATION
CHILD CARE CENTERS/FAMILY CHILD CARE HOMES

To Be Completed by Parent or Authorized Representative

CALIFORNA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVIGION

CHILD'S NAME LAST MIDDLE FIRST ! SEX ; TELEFHONE
ADDRESS NUMBER STARET ciTyY STATE 2P imTHDATg
FRTERSIAUARDIAN SIFATHER'S DOMESTIC PARTMNER'S NAME  LAST MIDOLE FIRST BUSINESS TELEFHONE
HOME ADDRESS NUMBER GTREET CITY STATE F23 | ](-IDME TEL)EFHDNE
DT ER S/GUARDIAN S/MOTHERS DOMESTIC PARTNER'S NAME  LAST MIDOLE FAST iuswsss)m.ewawz
HOME ADDRESS NUMBER ETREET ciTY STATE F23 iUME TEU).;FHDNE
FEREHN HESPONSIBLEFOR GHILD CASTHAME T WDBLE T T g '""""g'éﬁﬁiﬁiﬁﬁﬁﬁﬁ'&" R éﬁﬁiﬁégé)fﬂéi?ﬁgﬁmé B

i ) o )

ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY
ADDRESS - TELEPHONE RELATIONSHIP

NAME

H
i
i
i [
i
T
i
!

PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY

MEDICAL PLAN AND NUMBER

TELEPHONE

FHYSICIAN ADDRESS
DEsmsT T T - “ampRess T T T MEDICAL PLAN AND NUMBER TELERHONE

i iV EICIAN CARROT BE HEACHED, WHAT ACTION SHOULD BE TAKEN? -

D OTHERA

D caLL EMERGENCY HOSPITAL

EXFLAIN:

NAMES OF PEASONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY

(CHILD'WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHO!

LIT WRITTEN AUTHORIZATION FROM PARENT OR AUTHORIZED HEPRESENTATIVE)

NAME

RELATIONSHIF

—}

TIME CHILD WiILL BE CALLED FOR

SIGNATLAE OF PRAENT/GUARDIAN DR AUTHORIZED REPAESENTATIVE

DATE

TOQ

BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY CHILD CARE HOMES LICENSEE

DATE OF ADWMISS{ON

LIt 702 (Q/EHICONFIDENTIAL)

DATE LEFT




STATE OF CALIFORNIA - HEALTH AND HUMAN $SERVICES AGENCY CALIFOAMIA DEFARTMENT OF SOCIAL SERVICES

PERSONAL RIGHTS
Child Care Centers

Personal Rights, See Section 101223 for waiver conditions applicable ta Child Care Centers.
(a) Child Care Centers. Each child receiving services from a Child Care Center shall have rights which inciuce, but are
not limited to, the following:

(1) To be accorded dignity in his/her personal relationships with stafl and other persons.

(2) To be accorded safe, heaithiul and comiariable accommodaiions, furnishings and equipment to meet his/her
needs.

{3) To be free from corporal or unusual punishment, infliction of pain, humiliation, intimidation, ridicule, coercion,
threat, menlal abuse, or other actions of a punitive nature, including but not limited to: interlerence with daily
living functions, including eating, sleeping, or toileting; or withhalding of shelter, clothing, medication or aids to
physical functioning.

(4) To be informed, and 1o have his/her authorized representative, if any, informed by the licensee of the
provisions of law regarding complaints including, but not limited to, the address and telephone number of the
complaint receiving unit of the licensing agency and of information regarding confidentiality.

{5)  To be free 1o atiend religious services or activities of his/her choice and to have visits from the spiritual advisor
of his/her choice. Attendance at religious services, either in or outside the facility, shall be an a completely
volurtary basis. In Child Care Genlers, decisions concerning attendance at religious services or visits from
spirilual advisors shall be made by the parent(s), or guardian{s} of the child.

{6) Not to be locked In any room, building, or facility premises by day or night.

{7) Not lo be placed in any restraining device, excepl a supporiive resiraint approved in advance by the licensing
agency.

THE REPRESENTATIVE/PARENT/GUARDIAN HAS THE RIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS, WHICH IS:

NAME

ADDARESS
CITY j ZIP CODE i AREA CODETELEPHONE NUMBER
|
DETACH HERE
TO: PARENT/GUARDIAN/CHILD OR AUTHORIZED REPRESENTATIVE: PLACE IN CHILD'S FILE

Upon satisfactory and {ull disclosure of the personal rights as explained, compleie the following acknowledgment:

ACKNOWLEDGMENT: [/We have been personally advised of, and have received a copy of the perscnal rights contained in the
California Code of Regulations, Title 22, at the time of admission to:

(PRINT THE NAME OF THE FACILITY) i (PFRINT THE ADDRESS OF THE FAGILITY)

{FRINT THE NAME OF THE CHILD)

{SIGNATURE OF THE REPRESENTATIVE/PARENT/GUARDIAN)

(TITLE OF THE REPAESENTATIVE/PARENT/GUARDIAN) [DATE)

LIC 513A {5408}



STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT QF SOCIAL SERVICES
COMMLINITY CARE LIGENSING DIVISION

CHILD CARE CENTER
NOTIFICATION OF PARENTS’ RIGHTS

PARENTS’ RIGHTS
As a Parent/Authorized Representative, you have the right to:

1. Enter and inspect the child care center without advance notice whenever childran are in care.

2. File a complaint against the licensee with the licensing oifice and review the licensee’s public file
kept by the licensing office.

3. Review, at the child care centar, reports of licensing visits and substantiated complaints against the
licensee made during the last three years.

4. Complain 1o the licensing office and inspect the child care center withoul discrimination or retaliation
against you or your child.

5, Request in writing that a parent not be allowed to visit your child or take your child from the child
care center, provided you have shown a certified copy of a court order,

6. Receive from the licensee the name, address and telephone number of the local licensing office.

Licensing Office Namae:

Licensing Office Address:

Licensing Office Telephone #:

7. Be informed by the licensee, upon request, of the name and type of asscciation to the child care
center for any adult who has been granted a criminal record exemption, and that the name of the
person may also be obtained by contacting the lacal licensing office.

B. Receive, from the licensee, the Caregiver Background Check Process form.

NOTE: CALIFORNIA STATE LAW PROVIDES THAT THE LICENSEE MAY DENY ACCESS TO THE CHILD CARE CENTER TO A
PARENT/AUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE PARENT/AUTHORIZED REPRESENTATIVE

POSES A RISK TO CHILDREN IN CARE.
For the Department of Justice "Registered Sex Offender”database, go to www.meganslaw.ca.gov

LIC 995 (9/08)

ACKNOWLEDGEMENT OF NOTIFICATION OF PARENTS’ RIGHTS

{Parent/Authorized Representative Signature Required)

|, the parent/authorized representative of , have
received a copy oi the "CHILD CARE CENTER NOTIFICATION OF PARENTS' RIGHTS” and the

CAREGIVER BACKGROUND CHECK PROCESS form from the licensee.

Name of Child Care Center

Signature {Parent/Authorized Repraseniativa} Dile

NOTE: This Acknowledgement must be kept in child’s file and a copy of the Notification given to
parent/authorized representative.

For the Department of Justice “Registered Sex Offender"database go to www.meganslaw.ca.gov

LIC 955 {9/0D)



STATE OF CALIFORNIA-HEALTH AND HUMANR SERVICES AGENCY

CALIFOBNIA DEPARTMENT OF SQOCIAL SERVICES
COMMUNITY CARE LICENSING

CHILD'S PREADMISSION HEALTH HISTORY—PARENT’'S REPORT

CHILD'S NAME
FATHER'S/FATHER'S DOMESTIG PARTNER'S NAME

MOTHER'SMOTHER'S DOMESTIC PARTNER'S NAME

SEX  BIRTHDATE
‘DOES FATHER/FATHERS DOMESTIC PARTNER LIVE IN HOME WITH CHILD?

DOES MOTHERMMOTHER'S DOMESTIC PARTNER LIVE IN HOME WITH SHILD?

IS /HAS CHILD BEEN UNDER REGLLAR SUPERVISION OF FHYSICIAN?

-DATE OF LAST PHYSICALMEDICAL SXAMINATION

‘DEVELOPMENTAL HISTORY {#Forinfants and preschool-age chidren only)

WALKES AT " BEGAN TAURING KT+ " TOIET THAINING STARTED ATS™ ™
MONTHE : MONTHS H MONTHS
PAST ILLNESSES — Check Ilnesses that child has had and specify approximate dates of ilinesses: ]
| ipeattyd | S TER : oares

{3 Chicken Pox ’ i [0 Diabetes ) Poliomyelitis
{0 Asthma . Epilepsy ¢ [ Ten-Day Measles
o . : O wi ; {Rubeoia) :
L1 Rheumatic Fever : ooping cough

; ping colig : O Three-Day Measles
.1 Hay Faver S Mumps | ; {FAubella)

EPECIFY ANY CITHER SEBIOUS OR SEVERE ILLNESSES OR ACCIDENTS

OOES CHILD HAVE FREQUENT COLDS?

D YES g NG _HOW MAMY IN LAST YEART

LIST ANY ALLERE SHOULD BE AWARE OF

DAILY ROUTINES (" For infants and preschoal-age children oniy)

WHAT TIME BOES CHILD GETUFT»

DOES CHILD SLEEP DURING THE Dav?s

SWHAT TIME DOES CHILS GO 70 BED?Y

"IDDES CHILD SLEEFWELL?

HOW LONG?s

‘WHENDs
DHET PATTERN; BREAKFAST
{Whal doas child usually
eal for these meals?} LuMEH T e B

: WHAT ARE LISUAL EATING HOURS?

| pREAKFAST
1LANEN

_(DWNER

ANY FOOD DISLIKES?

EAN\’ EATING PROBLEMS?

1S CHILD TOILET TRAINED T

T ves |

{IF YES, AT WHAT STAGE:*

n

NG

* ARE BOWEL MOVEMENTS REGULAR?™

YES 1 no

WORD USED FOR "BOWEL MOVEMENT™#

FARENT'S EVALUATION OF CHILD'S HEALTH

: WORD USED FOR URINATION*

IS CHILD PRESENTLY UNDER A DOCTOR'S CARE?  IF YES, NAME DF DOCTOR:

O

+ DOES CHILD TAKE PRESCAIBED MED'CATION(S)?

TIF YES, WHAT KIND AMD AMY SIDE EFFECTS:
i

1 YES i1 NO : YES 71 NO
DOES CHILD USE ANY SPECIAL DEVICE[S) TFYES, WiAT RinD: TDOES LHILD USE ANY SPECIAL DEVICE(S] AT HOME? | 7F VES, WiiAT KiND:
1 ves O wo doves U wo

PARENT S EVALUATION OF CHILD'S PERSONALITY

HOW DOES CHILD GET ALONG WITH PARENTS, BROTHERS, SISTERS AND OTHER CHILDREN?

HAS THE CHILD HAD GROUP PLAY EXFERIEMCES?

DOES THE CHILD HAVE ANY SPECIAL PROBLEME/FEARSNEEDET [BXBLAING ™

CHILD IS ILL?

REASCON FOR REQUESTING DAY CARE PLACEMENT

PARENT'S SIGNATURE

batE

LIC 702 {B/08) {CONFIDENTIAL}




STATE OF CALIFORNA + HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT QOF S0CIAL SERVICES

CONSENT FOR EMERGENCY MEDICAL TREATMENT-
Child Care Centers Or Family Child Care Homes

AS THE PARENT OR AUTHORIZED REPRESENTATIVE, | HEREBY GIVE CONSENT TO

TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE

FACILITY NAME
PRESCRIBED BY A DULY LIGENSED PHYSICIAN (M.D.) OSTEOPATH (D.0.) OR DENTIST {D.D.5.) FOR

. THIS CARE MAY BE GIVEN UNDER

NAME

WHATEVER CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHILD

NAMED ABOVE.

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:

B 'WWWDA'.I-“E“ T H.FAHENT OR AUTHDF;HZED REPHESé;J'}ATlVé_S:E_GTJAﬁRE o

HOME ADDRESS
HOME FHONE iWDHK PHONE
( } | )

LI 627 (9/08} {CONFIDENTIAL)






STATE OF CALIFORNIA CALIFDRANIA DEPARTMERNT OF SOCIAL SEAVICES
HEALTH AND HUMAN SERVICES AGENCY COMBMUNITY CARE LICEMSING

PHYSICIAN’S REPORT-—CHILD CARE CENTERS
(CHILD'S PRE-ADMISSION HEALTH EVALUATION)

PART A — PARENT’'S CONSENT (TO BE COMPLETED BY PARENT)

, born is being studied for readiness to enter
{NAME OF CHILD) {BIATH DATE])
. This Child Care Center/School provides a program which extends from :
{NAME OF CHILD CARE CENTER/ECHOOL)
a.m./p.m. {o a.m./p.m., days a waek.

Piease provide a report on above-named child using the form below. | hereby authorize release of medical information contained in this
repart to the above-named Child Care Center,

[SIBNATURE OF PAHENT, GUARDIAN, OR CHILD'S AUTHORIZED REPRESENTATIVE) {TODAY'S DATE)

PART B ~ PHYSICIAN'S REPORT (TO BE COMPLETED BY PHYSICIAN)

“Problems of which yoif should be aware:

Alierglés: medicing:

Hearing:

Vision: Insect stings:

“Deveiopmentall T T o T  rood: -
angiegeisiEas - KBl e

Diental:

Commenig/Explaraiions:

MEDICATION PRESCHIBED/SFEGIAL ROUTINES/AES TRICTIONS FOR THIS CHILD:

IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.)

VACCINE

e e, st ‘ 2nd. .. b 3rd . 8t . 5th

POLIC {OPY OR IPV} : / / / / / / : / / : / /
DIPHTHERIA, TETANUS AND : :

TRl poniei et /! /1 [

MMR [MEASLES, MUMPS, AHND RUBELLA} / / / /

wavenwoms  vesemwsa [ /) 4 /1

HEPATTISE A T /o

VARICELLA {CHICKENPOX) ! / / / /

SCREENING OF TB RISK FACTORS (listing on reverse side)
[ Risk factors not present; TB skin {est not required.

[ Risk factors present; Mantoux TB skin test periormed (unless

previous positive skin test documented).
_ Communicable T disease not presenl.

| have J have not [ reviewed the above information with the parent/guardian,
Physician: Date of Physical Exam:
Address: Date This Form Completed:
Telephone: Signature ___
M physician  b] Physician's Assistant [ Nurse Practitioner

Lic 7ot " PAGE1OF 2







