LCS Tuition Preschool Registration Form

Today’s Date / / Program(s) Child will attend:

Child’s Name: Date of Birth / /

Address: City Zip

Home Phone: ( ) - Cell Phone: ( ) - email:

Name of Mother/Guardian: Work phone ( ) -

Name of Father/Guardian: Work phone ( ) -

Siblings Attending Kids & Company at another site: Name: Site:

Schedule Information:
Class days and times are dependent on enrollment and subject to change.

3 Year Old Program (children must by 3 by September 1)
Tues/Wed/Thu 8:45-11:45 AM [1 $840/Year (payment plans available)
4 Year Old Program (children must be 4 by September 1)
Mon/Tue/Wed/Thu 8:45-11:45 AM 0 $960/Year (payment plans available)
Mon/Tue/Wed/Thu 12:45-3:45 PM 0 $960/Year (payment plans available)

$75 non-refundable family registration fee is due to hold a spot.

Fees are payable by check, cash or online through payschools. Make checks out to Lapeer Community Schools

Parent/Guardian Signature: Date:

Please indicate any health concerns or special needs that you feel our child’s teacher should be aware of:

I Office Use Only:
1 Amount Paid Payment type Placement
| Regularly Scheduled LCS Employee: Yes [_] No[_] Position
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CHILD INFORMATION RECORD
State of Michigan Department of Human Services - Burgau of Children and Adult Licensing

Instructions: Uniess otherwise indicated, all resuested Information must be provided. i the information is not known or does not apply,
“unknown” of "none” is the required response. A blank field, a fine through & field or "N/A” are not acceplable regponses.

Mame of Child (Lagt, First, Widdle Inilial — ‘ e . Chiid's Date of Birth
Address {Nunber and Strest, Bui%dmg{mmem Number) City State | Zip Code
Fatherlegal Guardlan’s Name ;iome) Fhone Motherflegal Guardian's Name Home Phore
{
Horme Address (I not chilt's address) ?eﬂ Phona Home Address §f not chilts address) i;:@li ?’ime
) . {3
City Sigle (Zip Code | City State  {Zp Cote
Email Address {optional} Email Address {opional}
Emplover Name ;ﬁm Phone Employer Name }Naz% Phone
]
Name of Child’s Physician or Health Clinic ) ?hyséc;an’a or Health Clinid's Phore Number :

Hospitzl Preferred for Emergency Trastment (options)

Altergies, Special Heeds and Spedal Instructions [Attach additional sheets, f necassary.) (please write “none” if your child has no sliergies)

BOALLIT31 {Rev. 7-12) Previous editfons 9-09, 3-08, 10-07, & 1-06 may be used undl 12/31/13. Sup Reverse Side

Emergency Contact & Release of Child: List all indbviduals inciuding ;)am%sz%g%uardim, inorger of preference, o be comacied inan
emergency. 1 possible, inclhide 2t least one person oiher than the parentsfiegal guardians 10 be contacted in an emergency and to whorm the child
can be released. The second phone numbser column can be el blark, {If mors individuals, attach additional shests)

1. {3 (O

2. ( ) { 3

3. () ‘ 9

Release of Child Only: List all individuals, other than the parentsiegal guardians, to whom the chiltd may b released. (if more individuals, attach additional shests.)
1. {3 2. ’ t

3. { ) 4. { )

| give permissionto  Kids and Company (please initial h@—‘fé?i_ 3 , ficensed by the Department of Human Services

{Provider's Name)
1 securs emergency medical andior smergency surpical reatrment Tor the sbove named minor child whils in care,
Sigrature of Parent or Guardian Date Signed
Date Card Parent or Legal Date Card | Parentor Legal Date Card Parent or Legal Date Card Paront or Lenal
Reviewed Guardian Initials §  Reviewed | Guardian Inifials Reviewed Guardian !réﬁgais Seviewed Ggfw% sl

Depariment of Human Services (DHE) vl not distriminate against any individual or group because of 1808, | A rrueniTy: 1973 PA 115
religion, age, national ongin, color, height, weight, marital status, sex, sexual orentation, gender derdlly or COMW?iéN’ equired
expression, polifoal befiefs or disabifity. I you reed help with reading, writing, haaring, elc., under the Amerncans PN %ﬁwf o
with Disabiliies Act, you are invited 16 make your needs known to & DHS office In your area. PENALTY: fule Violstion Cllation.

BOAL-STS] (Rev. 7-12) Previous edifons 908,508, 10-07, & 106 muy be used undl 12731743,




L S . i l
K&lgm any ALL PURPOSE PERMISSION FORM Khdgm any
All Kids and Company Programs

Please initial next to each statement you give permission for and sign the bottom.

I grant permission for my child to participate in the program activities
as listed below. Program activities include:

1. Walking field trips on school property

2.Photographing or videotaping my child for in- school use only for promotional and personal
use for parents (gifts or scrapbook).

3. Photographing my child for the local newspaper or marketing to promote Kids and Company
events. (No names are ever used)

4. Posting photos of my child on the Kids and Company web pages for promotlonal use by
Kids and Company. (No names are ever used)

5. Going with staff to a restroom for toilet training.

6. Riding a Lapeer Community Schools bus or GLTA for any field trip.
(Parents will always be notified in advance of any field trip)

/. Allowing staff to give or apply sunscreen and chapstick to my child as needed (parent to
provide sunscreen & chapstick). Special needs regarding sunscreen?

8. Transport my child to safety on a Lapeer Schools bus or walk to evacuation site in the event
the building is deemed unsafe and needs to be evacuated. This also includes drills.

9. For School Age Programs Only: According to the Michigan Department of Human Services,
school age programs operating in a school building are exempt from compliance of the
1997 edition of Public Playground Safety regulations and regular inspections. Before and
After School Age Programs are exempt from licensing rules 400.5117 (7-9).
www.michigan.gov/childcare

10. I have read and understand all policies and procedures in the Kids and Company Parent
Handbook. I agree to adhere to all Kids and Company policies and I understand that
violation of any of these policies could result in termination from the program.

Parent Signature Date

Lapeer Community Schools is a dynamic community organization embracing our students with
a quality learning environment, developing independent and confident learners for the future.



PARENT NOTIFICATION OF THE LICENSING NOTEBOOK
Child Care Organizations Act, 1873 Public Act 116
Michigan Department of Human Services

All child care centers must maintain a licensing nofebook which includes all licensing inspection
reports, special investigation reporis and all related comrecfive action plans (CAP). The notebook

" must include all reports issued and CAPs developed on and after May 27, 2010 uniil the license
is clesed. ‘

« This center maintains a licensing notebook of all licensing inspection reports, special
investigation reports and all related corrective action plans.

e The notebook will be available to parents for review during regular business hours.
= Licensing inspection and special investigation reports from at least the past two years are

avallable on the Bureau of Children and Adult Licensing website at
www.michigan.gov/michildcare.

| have read the above statement issued by ' KIDS AND COMPANY
’ Name of Child Care Center

Child(ren)’'s Name(s)

Parent Name

Parent Signature Date

Depariment of Human Services (DHS) will not discriminate against any individual or group because of race, refigion, age, nafional
origin, color, height, weight, miarital status, sex, sexual orisntafion, gender idenfity or expression, polifical beliefs or disability. i you
need help with reading, wiiing, hearing, efc., under fhe Americans with Disabiliies Act, you are invited to make your needs known fo
a DHS office in your area. . :

BCAL-5053 (8-10) MS Word



HEALTH APPRAISAL

Dear Parent or Guardian: The following information is requested so that the school can work with the parent to meet the physical, intellectual and emotional needs
of the child. Fill out the information requested in Section |. Section Il may be certified by the transcription of information from the certificate of immunization. The
remaining sections are to be completed by a doctor, nurse and dentist. (BE SURE TO BRING YOUR CHILD’S IMMUNIZATION RECORDS TO THE EXAMINATION.)

PERSONAL  — Daren? o pr710 i

CHILD’S NAME (Last, First, Middle) : DATE OF BIRTH (mm/dd/yy)
/ /
ADDRESS (Number & Street) (City) @IP Code) TODAY’S DATE (mm/dd/yy)
Ml / /
PARENT/GUARDIAN (Last, First, Middle) : HOME TELEPHONE NUMBER
( )
ADDRESS (Number & Street) (City) (ZIP Code) WORK TELEPHONE NUMBER
Ml ( )

SECTION | - HEALTH HISTORY 0,7/ 207° (utiffofes S < 2ok
; . ,

9 Shortness of Breath
10 Speech Problems
11 Menstrual Problems
0O 12 Dental Problems: Date of Last Exam / /
O Other (please describe):

£ s 5 # Is your child having any of the problems listed below? Birth History:

0O O O 1 Allergies or Reactions (for example, food, medication or other)

O O O 2 Hay Fever, Asthma, or Wheezing

0O O O 3 Eczema or Frequent Skin Rashes

0O O O 4 Convulsions/Seizures

0O O O 5 Heart Trouble

O O O 6 Diabetes :

O O O 7 Frequent Colds, Sore Throats, Earaches (4 or more per year) Are there any current or past diagnosis(es) O Yes 0O No
0O O O 8 Trouble with Passing Urine or Bowel Movements If yes, please describe:
EENE

B =B

000

ElE

Oo

EEE Does your child take any medication(s) regularly? If yes, list medications:
Reason for Medication i =
/ / Was the health history reviewed by a health professional?
Parent/Guardian Signature Date 0O Yes O No Examiner’s Initials:

SECTION Il - PHYSICAL EXAMINATION, INSPECTION, TESTS AND MEASUREMENTS - e )
Required for Child Care and Head Start / Early Head Start /)~ /[77‘/»4’ ;é»-s 5 S s

Tests and Measurements

= ®
=| B[S HEE
5 Elg|l3 o Els|3
2| | Was child tested for: Test results: 2| 2| 5| 2| & | Was child tested for: Test results: 2| 2|5
VISION . Visual Acuity | O |HEIGHT & WEIGHT Height
olo Muscle Imbalance Waight
Date: / / Other: | O |Other: Other
HEARING Audlometer O] O |HEMOGLOBIN / HEMATOCRIT l:>
Other:
=] 0| O |BLOOD PRESSURE Reading:
Date: - / /
URINALYSIS Sugar TUBERCULIN Type:
olo Albumin olo
Data: / /4 Microscopic i Date: / / Neg: O Pos.: O mm
BLOOD LEAD LEVEL NOTE: Blood lead level required for all children enrolled in Medicaid must be tested
Uavel ug/dl = at one and two years of age, or once between three and six years of age if not
o|g s previously tested. All children under age six living in high-risk areas should be tested
Date: / / at the same intervals as listed above. 5

Examinations and/or Inspections

Essential Findings Deviating from Normal:

g Exam Date: / /
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