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The following documents are required for enroliment:

e Enroliment Application

® Immunization Certificate (form 3231)
Birth Certificate

® Social Security Card

e Parent or Guardian Id.
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Child’s Namg
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PAGE 2 of 3
Pmmmmmhmecaeofm:gmvwﬁmpmqrmﬁmcmtbem
Namg Telephone Number
Name, Telephone Number,
Name__ Telephone Number

Name of Public or Private School child attends, if any:
Childs doctor or clinic name
Doctor/clinic phone #
My child has thefollowingspa&almds

mﬁnﬂiﬂgw ornmodes
the center:

My child is curreatly on medication(s) prescribed
existing iliness, allergies, or health concems:

Should (child's name)

Date of birth__
suffer an injury ,°orillneauhileinﬁmmd‘(?aeimym) : - -
mdﬁgﬁcilityisma‘blemconmme(m) mmediately, it shall beunhonzedto.secmemwhmedmlm
andweforﬂxedﬁldasm-banmuy.!(vve)shau payment for services.

Slgnature ;

Signature
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PAGE 3of3
P‘arentalAgreememuwithChﬂdCareFmﬂity

The agrees o provide child care for
(Neme of Pacility)
on

fo
(Name of Child) (Days of Week) " S
from o

(Month) (Month)
My&iunmmmmmWMpmmmmmmmm)s

s ——a s s

}

S T

] Immmmﬁﬁmmmmm@umfmmcﬁwmrmmam
Ihavaueeiwdaeopyaudmmabidaby the policies and procedures for
(Name of Fasility) °

1ot & n ebeeus: amEmem e
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WHATWAS'!‘!‘IBLMH-IOFTHISPREGNW . ONTH
SriAn

L AS T MBI s 2 HISTORS
(PLEASE CHECK ALL T ;

KNOWN DISEASE PROBLEM
-\_e NIC COLDS

» m oamplpcg)#rqs \‘ ————_FOODS (LIST)
B OMENTAL COMTAMINANTS

mm RIPTIONS

IF YES PLEASE BXPLAIN

ARE YOUR CHILD'S IMMUNIZATIONS UP ~TO-DATE? YES NO
DOYOUHAVBACOP?OFTHBWUN!ZA ‘

w @G P®

NO o
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Me. Niecy's Hemo Away'ﬂ'om Home Learning Center INC.

ildren and the program. All information will remain on the premises and
will not be shered with any parties,

This release sheil remain binding upon all successors in interest and personal
representatives of the parties, to the extent permitted by law.
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Ms. Niecy’s Home Away From Learning Center ine,

| S !

mdammmatﬁmvﬁw(mn)mmm?sm
that GA CAPS will hotpayawfeesudmmvdmﬂd(mn)amndsaormmdwsaweek

] ;
entire balance If_'GA CAPS does not pay.

understand that | will be held responsiblie for the

Date

Signature (Parent or Legal Guardian)

Date

Signature Director
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Ms. Niecy’s Learning Center

Vehicle Emergency Medical Information
Child’s Name |, _
Address

Date of Birth

Father's Nameé

Home Phone g Work Phone

Mother's Nanie

Home Phone ___ - Work Phone

Person to notify in an emergency and parents cannot be resched:
Name Phone

Child's Doetolr Phone

B ) o U =
Medical facility the center uses Children's at Hughes Spalding

5 il Jp, Driv Atlar
\dd ; 35 Jesse Hill ir, Drive SE Atlanta; GA 30303-3032

Child's Allergies

Current presaribed medication

Child's specigl needs and conditions

In the event of an emergency involving my child, and if
: Name of Facility

cannot get injtouch with me, I hereby authorize any needed emergency medical care. I finther
agree to be filly responsible for all medical expenses incu Ted during the treatment of my
child. ,

Child's Name
Signature (Parent/Guardian)
Witness By Date




Transportation Agreement

This is to certify that I give
Name of Facility
Permission to transport my child
Name of Child
from at (am/pm)
Pickup Location
Delivery Location
My child will be transported from at (am/pm)
to at (am/pm)
Delivery Location
on the following days:
Monday
Tuesday
Wednesday
Thursday
Friday

is authorized to receive my child. In the event the authorized
Name of Authorized Person

person is not present to receive my child, the following proeedures are to be followed:

The

is approximately miles from the center.
Location
In the event that my child is not to be transported as outlined above, [ agree to notify the

Facility
Signature (Parent/Guardian) Date




July 1, 2017 = June 30, 2018

Quanny Carg
& UHRIREN

ts or guardians of children enrolled in a child care center.

offers healthy meals to all enrolled children as part of our participation in
the uaw«wm-wmauwmmmmm(cmmmm
reimburssments for healthy meals and snacks served to children enrolled in child care. Pleass halp us comply with the
requirements of the CACFP by completing the attached Meal Bonefit income Efigibillty Ferm. In addition, by filling

out this form, we will ba able to detmrinoﬂnrahforninbummmourm&erwﬂmdve(wfndngmrdﬂd.
This form will bs filed and treated 25 confidential information.

Quelity Care for Children (QCC) is an adminktrative sponsor for CACFP. QCC will holpenwreourpmm
operates and complies with USDA standards. For more information about QCC, go to v 2

Frequently Asked Questions

1. Do [ need to fill cut a Meal Bcndltl’ormformh ofmyehlldm n duyan?
You n-ycomplmandmhﬁtone ACEE

mWo mmwmsbmdntk noteomphu.sobemremmdﬁo
instructions carefully and fill out all required information. Return the completed form to

the main office of the child cars centar. The center director will return the completed
form to QCC for processing.

2, Wiho can get fres mesls without providing income information? Children in houssholds
getiing Supplemental Nutrition Assistance Program (SNAP) (formerly Food Stamps),
Temporary Assistance for Needy Families (TANF), or Food Distribution Program on Indian
Reservations (FDPIR) benefits can get free meals. Foster children and children enrolled in

Head Start are also eligible for free meals. Children in households participating in WIC may be
dligible for free meals.

3. Wiho cen get reduced price meals? Your children can gat low cost meals F your housshold income is within the reduced

price limits on the Federal Income Chart, éhown on this application, Children in households participating in WAC may be elighle for
reduced price meals.

4. May [ fill out a form if someone In my househeld Is not a U.S. citizen? Yes. You or your children do not
have to be U.S. citizens to qualify for meal benefits offered at the child care center.

8. Who should | include as members of my household? You must include everyone in your household (such ss
grandparents, other relatives, or friends who live with you) who shares incoms and expenses. You must include yourself
and all children who live with you. You also may include foster children who live with you.

é. How de | repert Income Infermation and changes in employment status? The income you report must be
the total gross incoms listed by source for each household member received last month, if last month's income does




July 1, 2017 - June 30, 2018

not accurately reflect your circumstances, you may provide a projection of your monthly ineome. if no significant change
has occurred, you may usei last monti’s income as a basis to make this projection. if your household's income is equal to
erhadnndnemmlﬁdhmdforyawhomhdd‘smonﬁmmd\edineomacmmmrvﬁﬁnoe!vea
higher level of reimbursement. Onee properly approved for free or reduced price benefits, whether through income or
by providing 2 current SNAP, TANF, FDPIR case number, you will remain eligible for those benefits for |2 months. You
should netify us, however, if you or someone in your househeld becomes unemployed and the loss of income causes
your household income to be within the eligibilicy standards.

7. What if my income Is not always the same? List the amount that you normally get. For example, if you normally

get $1000 each month, bu you missed some work last month and only got $900, put down that you get $1000 per
month. if you normally get overtime, include i, but not if you only get it sometimes.

8. Whet if | have foster children? Foster children that are under the legal responsibility of a foster care agency or
court are eligible for free meals. Any foster child in the household is eligible for free meals regardiess of income.
Households may include foster children on the Meal Benefit Form, but are not required to include payments received
for the foster child as income. Households wishing to apply for siich benefits for foster children should follow the
instructions included withi this form.

9. We are in the militiry, do we include our housing and supplemental aliowances as income? if your
housing is part of the Military Housing Privatization Initiative and you receive the Family Subsistence Supplemental
memhnuh&&&mahmmammmmwkmdummmlymm
ofadeployedsewlco.m'bel’sinoomenudemihblebydwmeronehekbehaﬁmﬂlehomhoidwﬂibemmada
income to the household, Combat Pay, including Deployment Extension Incentive Pay (DEIP) is also excluded and will

not be counted as income to the household, All other allo ces must be included in your gross Income.

18. (Pricing program only) Wil the information | give be verifled? Maybe. We may ask you to send written proof to
verify the information yol submitted on the form. Whet if | disagree with the dechsion about the Information I
complete on this form? You should talk to a representative at Quality Care for Children.

In the operation dc&ﬂdfeedhgmmmpemnwiﬂbedbcwwmmofmwbnm«-ﬁm

sex, age or disability.

Questions or Comments
Call QCC at 404-479-4255 or 404-479-4253, Monday through Friday. 8:30 am — 5:00 pm

Sincerely,
f

/b
o~

Reynalde Green
VWW&MNW-QM%Fdem

InthsopmﬁenofmeGAGFP.mmmhmwmdmm,mmyummwdm.
2751 Buford Highway NE « Sulte 600 - Aianta, GA 30324
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MEAL BENEFIT INCOME ELIGIBILITY EFORM
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s July 1, 2017 - June 30, 2018
8

s ',WMQrmmmwmlhoh%wﬁmwmmm
: dicaid or the State Children's Health Insurance Program (SCHIP). Chiidren with health
MmmMymeMMMmhMmmm :

‘ Insuta important to children's well-bsing, the law allews us ¢o ¢l Medicald and
SCHIP that your chiidren are elighie for free er reduced price meals, unless you el us net 2o,
Medicald and SCHIP only use the information to identify ehildren who may be eligible for thelr programs.
ﬁwdﬂuﬂtwmmwmmmﬂmdﬁmthﬁm

program. Filing
MMMMMMWWMMMMWMMM&
insurance.

Hmhmmmh“cmmmqum fill out the form below and send it
with your Income Eilgibility 2By Chilld Sare Food Pregramn, 3751 Buford

mummmeﬁmmmwdmmmmmmm
dm&angatfruorfndumdpﬂa meals).

T Nell BO NOT want information from my CACFP Meal Benefit Income Eligibility Form shared with
wwmmmdrmmmmm

i you checleed ne; @il out the form below,
Child's Names
Child's Name:
Child's Name:
Chilid's Neme:
Stgnature of Parent/Guardian:
Today's Date:

Print Your Neme:
Address:

For more information, you mey call Quality Care for Children st 4044794255 or 404-479-4253,
mmmmhmmmw«m mmwmmm

Return s form ¢o the main office of the chiid care center, Page 2 of 2




July 1, 2017 — June 80, 2018

INFANT AFFIDAVIT (MANDA“I‘ORY FOR ALL INFANTS IN CARE)

mmnwmmmwmmmumoﬁmlymmmof
commercially prepared, “ready-to-feed” formula.

Name of Sponser: Quality Care for Children

According to USDA regulations, as an institution participating in the Child and Adult Care Food Program, |
m%%“maﬂiﬁm«mﬂdfwmhmmnﬁﬂhﬂm
° e ."""""“

(name of center), will provide the following to

= (rame of milk-based iron-fortified formula) and

e {name of iron-fortified infant cereal)

Name of infant

Please check gne of the following options and sign this forms

3 1| would like the provider/center to provide the milk-based iron fortified Infant formula and iron-
fortified infant cereal listed above to my infant and | will provide clean, sanitized and labeled bottles
datly.

i will provide the following for my infant on a dally bests:

® (name of milk-based iron-fortified formuls) and
® (rame of iron-fortified infant cereal)
Parent/Guardian Signature Date

mm mwm.mmm«wmwmummﬁmew
em %mm;mwm«wmmmwm ‘:m

mu wsa of the fermiula. e parent clacts (o have the canter or day e herna previder supply maals @ {nfane, the lnfant
Mﬂhﬁd“bb“ﬂ“ﬂhﬂhlmwhmﬁwﬂmﬁhmc&ymmpﬂhwcﬂy
caim relmbiresmant for wo more thian brealdit, lunch 67 supper, end & medk

Return this form to the main office of the child care center. Pags 3 (Infants only)




July 1, 2097 = June 80, 2018
'ﬁmm&eMmm&MWhW%WﬁA&ﬂaﬂﬁnw
mwmmﬁmmmmmmmhwnmmlm
&t or below this scalle are eligible for relmbursement from luly 1. 2017 te 20, 2018

INCOME ELIG

15,678 1,307 302
2 30,044 2,504 578 20,112 1,760 406
3 37,777 3,149 727 26,546 2,213 513
4 45510 3,793 876 31,980 2,665 618
5 58,243 4437 1,024 37414 3,118 720
6 60,976 5,082 §.173 42,848 3,571 824
7 68,709 5726 1,322 48,282 4024 929
8 76,442 6,371 1,471 53,716 4,477 1,033
" For each
additional
family 7,733 +645 +149 +5434 +453 +105
member,
add:

mmmvwmmmwmwﬂm«mmoummmmmno
wmmmbmmmmmmmWohmmwmmam Temporary
Aselstance for Neady Families (TANF) Program or Food D wibution Program on Indian Reservations (FOPIR) case
mhwwdﬁwoﬁw(mﬂR)MwwhmmthmﬁeMmem
applmlondounotlmuoodnlammynmhr.chllmmhbnrnﬁenwmmtmrdﬂldhmm
ﬁuwmmmmmmmmwmmdmm

Nen-discrimination Btatements in acordsnos with Fedesal ol rights law and U.S, Depastment of Agriouliure (USDA) ovi rights
mmmumm.nwmmmmmmmum~mmmmm
bassd . Radichal ox, 39, G¢ repiisal o retalislion for prior ohvil righ tn
s e e e
g “ b A " [ w
MM;" 'Tgmmmwgw ® 88 (800) pre mwmhmmm

2 ueda.govicompiaing fiing_cue and & any USDA oifice, or witte & letier addresced to USDA snd inthe el cf the
requested in the férm, Towp'm%mmmw oall oise, > & m,mwmwmmgm@?

v v
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July 4, 2017 = June 30, 2018

wiC

To be eligible, you must alsos
® Have a low or moderate income AND
® Have a special need that can be helped by
WIC foods and nutrition counseling

peanut but ber, fruit or
beans or peas, iron

vegetables juices, dry
fortified formula
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July 4, 2017 - June 20, 2016
Georgia WIC Program
State WIC Office

Division of Public Health
Gwryabwmmoﬂ-luman Services

'Pﬁ‘f
|
-
| 3
4
5
5
'y
| 8
| For each

J




July 1, 2017 - June 80, 2018

o fonl;s the Future

This mmmmmwmmmmcx a federal

for-profit eenters
® Mﬂtﬁm@emﬂmwpmumwvﬁtmdfw-Mmm
° FmﬂyDayCummewappmedpﬂmdﬂdmhom
Afterschool Care Programs: Centers In low-income aress provide free snacks to school-

qechand
° Emwumsmmmmmmmmm
homseless mheﬂym&d«ﬁdpwmdmmypm
Eliglbilicy

Chrenically impalred disabled adult years of age or older; or
Pmons%ymdmoraﬂsrhammou&ldeﬂﬂrhm

Contact Information

(]

e

© Youths through age 18 in aftersc
® 18

@

Quelity Cere for Chiidron

2751 Buford Highway NE, Sulte 500
Asianta, GA 30324

4044794251

bz




