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The Christian Academy

School Supply List

Preschoolers:

« | sheet and | blanket ( please mark tags with your child's name).

one change of clothes for the season (marked with your child's name on
each item. A Shirt, pants,underwear and socks.)

| box of 24 ct. crayola crayons™
1 box of large crayola crayons™

1 pack of pencils*
2 boxes of kleenex*

2 packets of wet wipes unscented*

Ziploc bags (1 large and I small box)*

*these items .are for community use in classrooms
It is Mandatory by state law all children have two items of linen for nap. All

linen will be sent home every Friday to be washed and should be returned the

following Monday.



-MISSOURI DEPARTMENT OF ELEMENTARY AND MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
SECONDARY EDUCATION BUREAU OF COMMUNITY FOOD & NUTRITION ASSISTANCE
OFFICE OF CHILDHOOD ~ CHILD CARE COMPLIANCE

CHILD CARE ENROLLMENT FORM

FACILITY/PROVIDER NAME ADMISSION DATE DISCHARGE DATE

_CHILD'S NAME GENDER BIRTHDATE

ADDRESS (STREET, CITY, STATE, ZIP CODE)

IDENTIFYING INFORMATION
MOTHER'S/GUARDIAN'S NAME ' TELEPHONE NUMBER

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK IF SAME AS ABOVE O

E-MAIL ADDRESS

EMPLOYER OR SCHOOL WORK/SCHOOL SCHEDULE
EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, ZIP CODE) WORK TELEPHONE NUMBER
FATHER'S/GUARDIAN'S NAME TELEPHONE NUMBER

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK IF SAME AS ABOVE OJ

E-MAIL ADDRESS

EMPLOYER OR SCHOOL WORK/SCHOOL SCHEDULE

EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, ZIP CODE) WORK TELEPHONE NUMBER

If you or a member of yodr immediate family ever served in the U.S. Armed Forces, click here for more information about
militarvrelated services In Missouri or visit www.dese.mo.gov/veterans-services.

EMERGENCY CONTACT AND PERSONS AUTHORIZED TO TAKE CHILD FROM FACILITY (OTHER THAN PARENT)
AT LEAST ONE EMERGENCY CONTACT IS REQUIRED
NAME RELATIONSHIP TO CHILD | TELEPHONE NUMBER(S)

ADDRESS (STREET, CITY, STATE, ZIP CODE)

NAME RELATIONSHIP TOCHILD | TELEPHONE NUMBER(S)

ADDRESS (STREET, CITY, STATE, ZIP CODE)

The Dep3: of El yand S dary E lon does not discr on the basis of race, color, religion, gender, gender identity, sexua) orientation, natlonal origin, age, veteran status, mental or
physical disabllity, or any other basls prohibited by statute in its programs and activities. Inquiries related to dep. prog and o the locatlon of services, activitles, and factlitics that are accessible
by persons with disabifities may be dii dto the Jeff State Office Building, Director of Civll Rights € and MOA Coord (Title VI/Title VUI/Title IX/504/ADA/ADAAA/Age Act/GINA/USDA

Title VI), Sth Floor, 205 Sefferson Strect, P.O. Box 480, Jefierson City, MO 65102-0480; telephone number 5$73-526-4757 or TTY 800-735-2366; email civiirights@dese.mo.gov.
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COMMENTS ON CHILD’S DEVELOPMENT (PERSONAL DEVELOPMENT, BEHAVIOR, PATTERNS, HABITS, &
INDIVIDUAL NEEDS)

RELATED CHILD

HOW IS CHILD RELATED TO CHILD CARE PROVIDER

OvYes ONo

CHILD’S PROJECTED ATTENDANCE SCHEDULE AND ANY VARIATIONS EXPECTED

WILL CHILD ATTEND: WRITE ANY COMMENTS,
OFULLTIME CJPARTTIME | WHAT TIME DOES YOUR | WHAT TIME DOES CHANGES, OR VARIATIONS IN
CHECK WHATDAYSTHE | CHILD USUALLY ARRIVE | YOUR CHILD USUALLY |  USUAL ATTENDANCE IN THIS
CHILD WILL ATTEND EACH DAY? LEAVE EACH DAY? SECTION INCLUDING SHIFT
CHANGES
MONDAY O OaM  OpMm Oam  OpMm
TUESDAY 0O OAamM  OpM Oam  Opm
WEDNESDAY 0 OaM  OpM Oam  OpM
’—
S THURSDAY O Oam  Opm Oam  Opm
é FRIDAY 0O OaM  OpMm Oam  OpMm
g SATURDAY 0 OAM  OpM Oam  OpMm
0 SUNDAY 0 OAM  OpM OaM  OpMm

CHECK THE MEALS YOUR CHILD IS USUALLY GIVEN AT THIS FACILITY
[CJBREAKFAST [JMORNING SNACK DJLUNCH [JAFTERNOON SNACK [ISUPPER  [JEVENING SNACK [ONONE

CHECK THE HOLIDAYS YOUR CHILD IS IN CARE AT THIS FACILITY

O NEW YEAR’S DAY O MARTIN LUTHER KING O] PRESIDENT’S DAY O] EASTER

(JANUARY) JR.'S BIRTHDAY (FEBRUARY) (MARCH/APRIL)
(JANUARY)

0 MEMORIAL DAY O INDEPENDENCE DAY O LABOR DAY 0O COLUMBUS DAY

(MAY) (JuLY) (SEPTEMBER) (OCTOBER)

O VETERANS DAY O] ELECTION DAY O THANKSGIVING O CHRISTMAS DAY

(NOVEMBER) (NOVEMBER) (NOVEMBER) (DECEMBER)

AUTHORIZATION FOR EMERGENCY MEDICAL CARE

I UNDERSTAND THAT | WILL BE NOTIFIED AT ONCE IN CASE OF AN EMERGENCY WITH MY CHILD, AND | WILL MAKE ARRANGEMENTS
FOR MEDICAL CARE OF MY CHILD WITH THE PHYSICIAN OR HOSPITAL OF MY CHOICE.

IF | CANNOT BE REACHED TO MAKE NECESSARY ARRANGEMENT, OR IN A CRITICAL EMERGENCY REQUIRING MEDICAL CARE, |
AUTHORIZE

(LIST CHILDCARE FACILITY NAME HERE)
TO CONTACT THE FOLLOWING:

PHYSICIAN OR CLINIC

NAME TELEPHONE NUMBER
PREFERRED HOSPITAL

NAME TELEPHONE NUMBER

MO500-3317 (Rev 10-21) Page 2




ACKNOWLEDGEMENTS
A | HAVE RECEIVED A COPY OF THIS FACILITY’S POLICIES PERTAINING TO THE ADMISSION, CARE AND PARENT/GUARDIAN INITIALS

DISCHARGE OF CHILDREN.

B I HAVE BEEN INFORMED THAT A COPY OF THE LICENSING RULES FOR CHILD CARE HOME OR THE PARENT/GUARDIAN INITIALS
LICENSING RULES FOR GROUP CHILD CARE HOMES AND CENTERS IS AVAILABLE AT THIS FACILITY
FOR

REVIEW.

C THE PROVIDER AND | HAVE AGREED ON A PLAN FOR CONTINUING COMMUNICATION REGARDING PARENT/GUARDIAN INITIALS
MY CHILD’S DEVELOPMENT, BEHAVIOR, AND INDIVIDUAL NEEDS.

D WHEN MY CHILD IS ILL, | UNDERSTAND AND AGREE THAT S/HE MAY NOT BE ACCEPTED FOR CARE PARENT/GUARDIAN INITIALS
OR REMAIN IN CARE.

E | UNDERSTAND THAT, BEFORE THE FIRST DAY OF ATTENDANCE BY MY CHILD, | WILL PROVIDE PARENT/GUARDIAN INITIALS
PROOF OF COMPLETED AGE-APPROPRIATE IMMUNIZATIONS OR EXEMPTION FROM
IMMUNIZATIONS.

F I Obo (JDO NOT GIVE PERMISSION FOR FIELD TRIPS/EXCURSIONS. | UNDERSTAND | WILL BE PARENT/GUARDIAN INITIALS
NOTIFIED IN ADVANCE WHEN THEY ARE PLANNED.

G I Obo [JDONOT GIVE PERMISSION FOR THE FACILITY TO TRANSPORT MY CHILD. PARENT/GUARDIAN INITIALS

H I HAVE BEEN INFORMED AND HAVE RECEIVED A COPY OF THE FACILITY’S SAFE SLEEP POLICY WHEN | PARENT/GUARDIAN INITIALS

ENROLLING A CHILD LESS THAN ONE (1) YEAR OF AGE.

| I HAVE BEEN NOTIFIED THAT | MAY REQUEST NOTICE AT INITIAL ENROLLMENT OR ANY TIME THERE | PARENT/GUARDIAN INITIALS
AFTER WHETHER THERE ARE CHILDREN CURRENTLY ENROLLED IN OR ATTENDING THE FACILITY FOR
WHOM AN IMMUNIZATION EXEMPTION HAS BEEN FILED.

PARENT'S/GUARDIAN'S SIGNATURE DATE

FIRST ANNUAL UPDATE | PARENT/GUARDIAN SIGNATURE DATE

SECOND ANNUAL UPDATE PARENT/GUARD!AN SIGNATURE . DATE

THIRD ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE
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USDA Nondiscrimination Statement
In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution
is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation),
disability, age, or reprisal or retaliation for prior civil rights activity.
Program information may be made available in languages other than English. Persons with disabilities who require alternative means of
communication to obtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the
responsible state or local agency that administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact
USDA through the Federal Relay Service at (800) 877-8339.
To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint
Form which can be obtained online at: https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-
0002-508-11-28-17Fax2Mail.pdf, from any USDA office, by calling (866) 632-9992, or by writing a letter addressed to USDA. The letter
must contain the complainant’s name, address, telephone number, and a written description of the alleged discriminatory action in
sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation.
The completed AD-3027 form or letter must be submitted to USDA by:
1. mall

U.S. Department of Agriculture

Office of the Assistant Secretary for Civil Rights

1400 Independence Avenue, SW

Washington, D.C. 20250-9410; or

2. fax:
(833) 256-1665 or (202) 690-7442; or
3. email

program.intake@usda.gov
This institution is an equal opportunity provider.

MO500-3317 (Rev 10-21) Page 3




MISSOURI DEPARTMENTOF HEALTH AND SENIOR SERVICES
COMMUNITY FOOD AND NUTRITION ASSISTANCE (CFNA)

CHILD AND ADULT CARE FOOD PROGRAM (CACFP)

CACFP ENROLLMENT FORM FOR CHILD CARE CENTERS

NOTE: DEPARTMENT OF HEALTH AND SENIOR SERVICES OFFICIALS OR A SPONSORING ORGANIZATION REPRESENTATIVE MAY
CONTACT YOU TO VERIFY INFORMATION.

CHILD'S FULL NAME DATE OF BIRTH

PARENT OR GUARDIAN NAME STREET ADDRESS

CITy STATE ZIP CODE DAYTIME PHONE NUMBER
)

NAME OF CHILD CARE CENTER PHONE NUMBER

CENTER CONTACT PERSON'S NAME CHILD'S DATE OF ENROLLMENT (FIRST DATE ATTENDING

THIS CENTER)

IN THIS COLUMN, WHAT TIME DOES YOUR WHAT TIME DOES WRITE ANY COMMENTS, CHANGES OR VARIATIONS IN USUAL
CHECK THE DAYS YOUR CHILD USUALLY ARRIVE YOUR CHILD USUALLY ATTENDANCE IN THIS SECTION.
CHILD USUALLY EACH DAY? LEAVE EACH DAY?
ATTENDS DAY CARE U CIRCLE AM OR PM CIRCLE AM OR PM
MON AM  PM AM PM
TUES AM PM AM PM
WED AM PM AM PM
THU Rs AM PM AM PM
FRI AM PM AM PM
SAT AM PM AM PM
SUN AM PM AM PM
CHECK WHEN YOUR CHILD IS IN CARE AT THIS CENTER )
O FULL DAY CARE O BEFORE SCHOOL CARE O EVENING CARE
O HALF DAY — MORNING O AFTER SCHOOL CARE O OVERNIGHT CARE
O HALF DAY - AFTERNOON O BEFORE AND AFTER SCHOOL CARE
CHECK THE MEALS YOUR CHILD IS USUALLY GIVEN AT THIS CENTER
O BREAKFAST O LuNcH O SuPPER

0 AFTERNOON SNACK 0 EVENING SNACK
OUR CHILD IS IN-CARE AT TH

O NEW YEARS DAY (JANUARY 1)

O MARTIN LUTHER KING'S BIRTHDAY (JANUARY)
O PRESIDENT'S DAY (FEBRUARY)

O MEMORIAL DAY (MAY)

SIGNATURE OF PARENT OR GUARDIAN

O MORNING SNACK

INDEPENDENCE DAY (JULY 4)
LABOR DAY (SEPTEMBER)

THANKSGIVING DAY (NOVEMBER)
CHRISTMAS DAY (DECEMBER 25)

oooao

ANNUAL UPDATES: THE PARENT OR GUARDIAN SIGNING THIS FORM CERTIFIES THAT THE ENROLLMENT INFORMATION IS CORRECT.
IF INFORMATION HAS CHANGED, THE PARENT OR GUARDIAN HAS WRITTEN THE APPROPRIATE CHANGES ON THE FORM AND
INITIALED THE CHANGE. IF THERE ARE MANY CHANGES, PLEASE COMPLETE A NEW FORM.

FIRST ANNUAL UPDATE PARENT SIGNATURE DATE
SECOND ANNUAL UPDATE | PARENT SIGNATURE DATE
THIRD ANNUAL UPDATE PARENT SIGNATURE DATE

MO 580-2756 (3-05) CACFP- 229



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
COMMUNITY FOOD AND NUTRITION ASSISTANCE (CFNA)
CHILD AND ADULT CARE FOOD PROGRAM (CACFP)

INCOME ELIGIBILITY FORM FOR CHILD CARE CENTERS

Complete |nformat|on be!ow for chxldren enrol|ecl at the center If chlld(ren) are recenvmg Supp!emental Nutrition Assistance Program (SNAP)
(formerly Food Stamp) or Temporary Assistance (formerly AFDC, now funded by TANF), complete Parts 1, 3, and 4 only. Complete Parts 1,
2, 3, and 4 if you did not provide a SNAP case number or Temporary Assistance case number for all of the children listed in Part 1.

TEMPORARY ASSISTANCE
NAME (first and last) Folo. | BIRTHDATE CASES :G':ABER 8ASE NUMBER ©
!/
/
!/
PARTEZ=HOUSEROLD ANDINCOME INEORMATION:.

List all members of the household not including the children listed in Part 1. Indicate source and amount of current monthly gross income for
all members of the household before deductions, such as taxes and social security. Where there are wage earners and self-employed adults,
the income of the wage eamer cannot be offset by the business losses of the self-employed adult. If last month’s income does not accurately
reflect your circumstances, you may provide a projection of your current annual income. Irregular self-employed income may be averaged
over the prior 12 months. Foster children may be eligible regardless of household income. Contact the center for more information.

INCOME BASED ON (CHECK ONE) O vear,y [ montHLY [J2xAMONTH [ Every2weeks [ weekLy
PENSIONS,
HOUSEHOLD MEMBERS GROSS WAGES R oy RETIREMENT. SOCIAL OTHER
. URI
- PART:3- RACIAL ETHNICINEORMATION: (YOl :are not required to-answer this section)
Are you of Hispanic or Latino origin? | | I I NO
AMERICAN INDIAN BLACKOR NATIVE HAWATIAN OR OTHER
What s your race? (Select one ormore)  oraiaskanaTVE AN ArRICAN AMERICAN PACIFIC ISLANDER WHITE

PART4::SIGNATURESE

| hereby certify that all information provided is correct. | understand that this information is being given in connection with the receipt of federal funds, that msﬂtuuon
officials may verify information, and that deliberate misrepresentation may subject me to prosecution under applicable state and federal laws.

SIGNATURE OF ADULT FAMILY MEMBER SOCIAL SECURITY NUMBER (LAST 4 DIGITS ONLY) DATE
XXX-XX- /1
PRINTED NAME OF ADULT ADDRESS PHONE NUMBER

Section 9 of the National School Lunch Act requires that, unless your children’s SNAP or Temporary Assistance case number is provided, you must include the
last four digits of a social security number of the adult household member signing the application or indicate that the household member signing the application
does not possess a social security number. Provision of the last four digits of a social security number is not mandatory, but if the last four digits of a social security
number are not provided or an indication is not made that the signer has none, the application cannot be approved. The social security number may be used to
identify the household member in carrying out efforts to verify the accuracy of information stated on the application. These verification efforts may be carried out
through program reviews and investigations, and may include contacting employers to determine income, contacting a SNAP or welfare office to detemmine current
certification for receipt of SNAP or Temporary Assistance benefits, contacting the State employment security office to determine the amount of benefits received
and checking the documentation produced by the household member to provide the amount of income received. These efforts may result in a loss or reduction of
benefits, administrative claims, or legal actions if incorrect information is reported.

OR CENTER USE ONLY

SIZE: INCOME BASEB PN (CHECK ONE): TEMPORARY
YEAR  MONTH 2XAMONTH  EVERY2WEEKS  WEEKLY  SNAP (Food Stamp) ASSISTANCE
‘ a
Eligibility Determination: O Free [ Reduced QO Paid
SIGNATURE OF CENTER REPRESENTATIVE DATE
MO 580-1314 (2-11) CACFP-205



The Christian Academy
Registration Contract

This agreement is made by and between TCA One and Too Parent(s)/Guardian(s)

of . The following has been agreed/upon between the two parties beginning

: I have read and agree to full contents enrollment, I understand that I must

follow the termination and vacation policies as it is written in the Parents’ Handbook. I agree to pay the weekly

" rate of . to be paid the Monday or before the week begins for my child(ren). Our arrival

time will be . and pick up time will be no later than Monday through Friday. Any

added time before or after those time will be discussed beforehand and / or will be subject to late pickup fees $15
for every minute segment.

This ag-cement shall be in effect until which time parcnt/guardian or piovider has given termination notice in
accordance to the Parent Handbook policy or negotiatio:: of a new contract. [ agree to pay a registration fee of

S to hold a space until taken and understand i*.at a $15 late-weekly tuition fee will be added after 6:00pm
Monday cvening. Tuition not paid Tuesday by 6:00pm ~ill result in suspended enroilment until tuition is paid in
full*. Also I understand and agree that my registration fee is nonrefundable and will oniy hold vour space until the
date above. In the event I choose not to enroll my child with this provider the registration fee is non-refundable.

Parent(s) Requirement for Communicatior through Tadpole

Email Address Zmail Address

Parents Must Sign or Parent/Guardian with Sole Custody of the Child(ren)

Parent(s)/Guardian Date

Mom Phone # Dad Phone #

*This will include late penalties, as stated in the policy, from date due to date paid, plus legal fees if applicable.

Revised Junuary 2018



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES ' SAVE
SECTION FOR CHILD CARE REGULATION " |’ PRINT.
CHILD MEDICAL EXAMINATION REPORT (INFANT/T ODDLER/PRE-SCHOOL) RESET.
IDENTIFYING INFORMATION . ———
CHILD'S NAME BIRTHDATE
CURRENT STATE OF HEALTH . .0~ .- - o ool o L o o o o R o
Based on my assessment of this child’s medical history, current state of health and my physical examination of the child on / /

this child can participate in a child care program. This child has no special care needs unless specified below.

(Date of medical examination must be within the last 12 months.)

PHYSICIAN'S INSTRUCTIONS FOR SPECIALIZED CARE

Complete this section only if child requires special care at a child care facility, e.g. special diets, allergies, ear infections, convulsions,
diabetes, asthma, behavior problems, hearing or visual impairment, etc. (Attach additional pages as needed.)

SIGNATURE OF PHYSICIAN OR REGISTERED NURSE UNDER THE SUPERVISION OF A PHYSICIAN DATE

PHYSICIAN'S OR NURSE'S NAME (PLEASE PRINT)

NAME AND ADDRESS OF CLINIC, GROUP, PRACTICE OR OTHER IF NURSE IS SUPERVISED BY A PHYSICIAN, INDICATE PHYSICIAN'S NAME
(MAY USE STAMP) : (PLEASE PRINT)
TELEPHONE NUMBER
MO 580-1878 (6-14) TO BE FILED IN CHILD'S RECORD AT CHILD CARE FACILITY BCC-6A




'

¢ o & e Student Informatione ¢ & @

Date of birth:

Name:
- Address:

Super Simple Class
85

Parent/guardian:
Home phone: Work phone:
- Cell phone: Email:
Parent/guardian:
Home phone: Work phone: ’
 Cell phone: Email:
. Emergency contacts:
name phone
g name phone
Transportation fo and from school:
walks rides bus (# ) ofher ;
 Allergies:
Other medical information: '
|
ssroom Management - @The Hailbox® Books + TEC61255 = ‘



TCA Emergency Contact Information

Child’s Name: Birthdate:

Home Address: City: Zip:
Mother/Guardian:

Home Address: City: Zip:
Email: Employment:

Contact Person at work (Who usually knows your Whereabouts):

Employment # Address:

Father/Guardian:

Home Address: City: Zip:

Email: Employment: ___ --—--

Contact Person at work (Who usually knows your Whereabouts):

Employment #: Address:

Emergency Name 1: Cell#:
Relationship: Work #
Email: ' Home#
Emergency Name 2: Cell#:
Relationship: Work #
Email: Home#
Out-Of-Town

Emergency Name 1: Cell#:
Relationship: Work #
Email: Homet#

TCAl1 - 11621 W. Florissant Florissant, MO 63034 314.838.3637
TCA2 - 8923 Riverview Drive St. Louis, MO 63137 314.455.7146



TCA Emergency Contact Information

Out-Of-Town

Emergency Name 2: . Celli#:
Relationship: Work #
Email: Home#

Person’s Authorized to Pick Up

Name: Phone#:
Name: Phonet#:
Name: Phonet#:
Name: Phoﬁe#:

Child’s Medical Care

Physician’s Name: Phone #

Hospital:

Dentist: Dentist #

Child’s Health Insurance:

ID #: Group #:

Policy Holder: Phone #:

Special Conditions, Disabilities, Allergies or Medial Info for Emergencies:

Parent/Legal Guardian Consent and Agreement for Emergencies As parent/legal guardian, | give consent to have
my child receive first aid by facility staff/teacher and if necessary, be transported to receive emergency care. |
understand that | will be responsible for all charges not covered by insurance. | agree to review and update this
information whenever a change occurs and at least once a year.

Parent/Guardian: . Date:

Parent/Guardian: . Date:

TCA1 - 11621 W. Florissant Florissant, MO 63034 314.838.3637
TCA2 - 8923 Riverview Drive St. Louis, MO 63137 314.455.7146



The Christian

RELEASE AUTHORIZATION FOEM

Academy is authorized to release my child(s) to:

Name:

Relationship:

Address:

City, State, Zip:

Home Phone:

Work Phone:

SosiakSecurity#.

Name:

Relationship:

Address:

City, State, Zip:

Home Phone:

Work Phone:

N "

Sesier-GeeurityH
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Parent Signature:

A< of june, it is Miandatory that we have 2 work and/or schooi scheduie EVERY WEE!

stating the time vour chiid/chiidren will arrive and depart from the center. This statementis a
her to student ratic. !f we de

’: Fn P 4

raquirement that ic necessary for us t¢ maintain the correct ts

not have & cusrent weekly work or school schedule upon the arrival of your chiid/children we
will not be able to accant them. Also, if you are 15 minutes [ate picking up your chiid/chiidren

s late fee of $15 will be asked upon your arrival or the next day. Please sign thic letter and

return it to your chiid’s teacher.

Parent Signature:



The Chrnistian Academy

Photo Release

Parental/Guardian Consent Photo Release Contract

We are sending you this parental consent form to both inform you and to request permission for your
child (ren)'s photo/image. NO personally identifiable information will be published on the TCA web
site as well as 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 TCA and such rescission will take effect upon receipt by

approved management staff.

Check one of the foliowing choices:

L ji/We GRANT permission for a photo/image that includes my child(ren) without any other
personal identifiers to be published on TCA’s public Internet site.

D I/We DO NOT GRANT permission for photo/image that includes my child(ren) to bs published
on TCA’s public Internet site.

Child's Name: (please print)

Signature of Parent/Guardian: (sign)

Relation to Student:

Date:

Updated on 11-1-2013 CR



The Christian Acadermy
Enroliment Application

Child’s Name

n be/she wants to use the toilet?

Washing Hands

Is your child potty teained? What do you say Whe

Does your child need help in: Dress/ Und‘téssing  Batng

Does your child have any special feats of problems?

Ifyes, whom? L

Has yous child been cated for by othet than parents?
2.

Favotite past time activity:

-‘Paregg Agrecment
.age 2 Vato 16, Parents sire-sllowed to have their

| The Christian Academy-opens £t56.2m 10 9 pmifor children
child sttend & maximum of 2 10 hour day per day.

e A late fee will be charged for late pick-ups.
s I agree to pay in advance-each week tuition and/or co-payment.

o I sgree that I am entolling for days per week at 2 cost of

e I understand and sgree that, in the cvent my account becomes Over
til the balance is paid current.

7 days.due, The Christian

Academy will accept my child-un
I am aware that a $10 late charge will be charged for payment received 2fter Monday.
There is a $25 fee for return checks.

be renewed each September

I agree to pay a registration fee at the time of enroliment to

Ensoliment fee is not refundable.
I bave received by parent handbook, containing additional polices and procedures.

Date

Patent Signature

THIS FORM MUST BE RETURNED AND SIGNED BEFORE ACCEPTANCE IS THE ACADEMY




THE CHRISTIAN A CADEMY
EMERGENCY MEDICAL & MEDICATION TREATMENT FORM

In case of an emergency iliness of accident, the child(ren) is given first-aid and the
parent(s) are notified. 1fthe parent(s) or the child's physician can oot bc're;ached, the
child(ren) will be taken to the emergency room of the hospital of your choice.

ume responsibility for the payment of hospital,

The Christian Academy does notiass
doctor, or ambulance fees. .
Parent(s)/Guardian Agreement:
In the event I can not be reached to make arrangements for emergency medical care at the
time of an accident or illness, I hereby authorize The Christian Acadeniy 10 take my
child(ren) ___ [ to:
Child(ren) Name
Doctor or Pediatrician

“ Christian Hospital Northeast, 11133 Dunn Road, St. Louis, MO 63136

statemerits and will adhere to the following.

I have read the following
Parent Signature/Legal Guardian Date
Parent Signature/Legal Guardian Date
I
' Date

Witness

11621 West Florissant Florissant, MO 63033 (314) 838-DOER(3637)



THE CHRISTIAN ACADEMY
Discipline Policy

It is the policy of The Christian Academy and the State of Missouri that punishment,
which includes but is not limited to spanking, slapping, shaking, biting, or pulling hair
shall be prohibited. No discipline techniques that may be humiliating, threatening, or .
frightening to children will be used. Children will not be shamed, ridiculed, or spoken to

harshly, abusively, or with profanity.

The Christian Academy does, however, prescribe the following methods as appropriaté

behavior management:

Verbal Reasoning
Time Out

tified if their child(ren) presents unacceptable behavior, such as
fighting, biting, yelling, screaming, tantrums, profanity, mischief, violent and destructive
play habits, or lack of respect for authority. The Christian Academy will work with
parents in correcting any of the above unacceptable behaviors.

Parents will be no

Any children consistently disciplined for unacceptable behavior will have up to one
month to modify his/her behavior: “If there is no change, The Christian Academy has the
right to terminate the child's enroliment.

I have read the above policy and will adhere to the following information.

Parent Signature/Legal Guardian Date
Parent Signature/Legal Guardian Date
Witness Date
Florissant, MO 63033 (314) 838-DOER(3637)

11621 West Florissant



The Christian Academy

Dear Parent(s):

Please read and sigd the attached agreement.

1 hereby agree t0 comply with the rules

Academy regarding fees,
specified n the Parent's Handbook issued by

I hereby agree to notify the school two weeks in advance of withdrawal,

should such event occur, or pay the difference.

I have read the above statement 10 the effect that no refund of tuition can be

given.

Parent Signature/ Legal Guardian Date
R
Date )

Parent Signature/ Legal Guardian

Wwitness Date



Child and Adult Care Food Program
Parent Letter — Non-Pricing Child Care Centers
July 1, 2020 through June 30, 2021

Dear Parent or Legal Guardian:

Our center is currently participating in the Child and Adult Care Food Program. This
program reimburses the center for the partial cost of meals provided to children and
allows the center to provide nutritious meals without increasing the center's fees to you.
If your yearly income is equal to or below the amount listed for your family size on the
chart below, your child is eligible for free or reduced-price meals. If the income is higher
than the amount listed for your family size, you do not need to complete the income
application.

Yearly Yearly
Family Size Income Family Size Income
1 $23,606 5 $56,758
2 $31,894 6 $65,046
3 $40,182 7 $73,334
4 $48,470 8 $81,622

For each additional family member, add $8,288

To apply for free or reduced-price meal benefits for your children, you must complete
the attached Income Eligibility Form (IEF). Your application for free or reduced-price
meal benefits cannot be approved unless the attached application is completed
according to the directions provided; however, you are not required to complete the IEF.
Notify the center should the household income decrease and/or if the household size
increases. A participant may be eligible for free or reduced-price meals. The
application is valid until the last day of the month in which the form was
approved/dated/signed one year earlier.

Sincerely,

Center Owner/Director

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights
regulations and policies, the USDA, its Agencies, offices, and employees, and institutions participating in
or administering USDA programs are prohibited from discriminating based on race, color, national origin,
sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity
conducted or funded by USDA.

Persons with disabilities who require alternative means of communication for program information (e.g.
Braille, large print, audiotape, American Sign Language, etc.), should contact the Agency (State or local)
where they applied for benefits. Individuals who are deaf, hard of hearing or have speech disabilities may



How does CACFP work?

CACFP reimburses participating centers
and child care homes for serving
nutritious meals. CACFP is administered
at the federal level by the Food and
Nutrition Service (FNS), an agency of the
U.S. Department of Agriculture.

The Missouri Department of Health and
Senior Services (IMDHSS) administers
the CACFP. MDHSS approves
sponsoring organizations and independent
centers to operate the program on the
local level. MDHSS also monitors the
program and provides guidance and
assistance to assure that sponsors and
centers are meeting requirements.

Sponsoring organizations play a critical role
in supporting home child care providers and
centers, through training, technical
assistance, and monitoring. All family or
group child care homes must participate
through a sponsoring organization. Several
l\ypcs of organizations can be approved to
serve as Sponsors, e.g., community action
groups, nonprofit organizations and
churches.

CACI'P Network

Family or
Group Hames Ct:nlcrsl l Independent Centers J

\ i
Sponsoring OrgunizationsJ

\
Missouri Departunent of
Health and Senior Services

|

Y
Regional FNS Office \

Denver, Colorado

USDA Food and
Nutrition Services
Headquarters
Washington, D.C.

If you are interested in the CACFP, or have
questions about the Program, call 1-800-733-6251 or

access our website at: www.dhss.mo.gov/cacfp

In accordance with Federal law and U.S. Depactment of
Agriculture policy, this institution is prohibited from

discriminating on the basis of race, color, national origin,
sex, age, or disability.

To file a complaint of discrimination, write USDA, Director,
Office of Civil Rights, 1400 Independence Avenue, SW,
Washington, D.C. 20250-9-410 or call (800) 795-3272
(voice) or (202) 720-6382 (TTY). USDA is an equal
opportunity provider and cimployer.

Alternate forms of this publication for persons with
disabilities may be obtained by contacting the Missouri
Department of Health and Senior Services (800) 733-6251
(voice). TDD users can access the preceding number by
calling (800) 735-2966. ELEO/AAP services are provided on
a non-discriminatory basis.

B/0Y

The Missouri
Child and
Adult Care
Food Program
(CACFP)

Building for the
Future

Mi- ouri Department of Health
and Senior Services
Bur:-:u of Community Food and
Nutrition Assistance
September 2008





