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Dropped: __________________________                                                            --In God We Trust

Re-Enrolled: _______________________

ELEMENTARY ENROLLMENT FORM

	□  Immunization & Health Inventory               □  Fall       □  Fall & Summer      □  Summer               Start Date:

	□  Birth Certificate                                            Elementary School:                                                           Grade:


Student Name: _____________________________________________________________________________





Last



First



Middle Initial

Address:  ______________________________________
City/State/Zip:  _____________________________

Home Phone:  __________________________________
Sex:    M    F


Race:  ____________

Social Security Number:  _________________________
Birth Date:  ________________________________

Attend church at:  ___________________________________________________________________________

Parent Information:
Mother:  _______________________________________
Home Phone:  ______________________________

Address:  _______________________________________
City/State/Zip Code:  ________________________

Employer:  ______________________________________
Work Phone:  ______________________________

Cell Phone:  ____________________________________
Social Security #: (Required)_____________________

Father:  _______________________________________
Home Phone:  ______________________________

Address:  _______________________________________
City/State/Zip Code:  ________________________

Employer:  ______________________________________
Work Phone:  ______________________________

Cell Phone:  ____________________________________
Social Security #: (Required)_____________________

DISCIPLINE POLICY AGREEMENT
I have read the discipline policy in the Parent/Student Handbook and grant permission for the policy to be exercised when needed.

Parent Signature: ___________________________________________

FIELD TRIP PERMISSION
Parents will receive information regarding our scheduled field trips.  However, we may take brief trips to locations within a one mile radius of our school; such as McDonalds, Deer Creek Library, Dairy Queen, Westhoff Elementary School, etc for which this general permission will only be required.

Parent Signature:  ___________________________________________

EMERGENCY CONTACT PERSONS:

The persons listed below will be authorized to pick up your child(ren).  They will also be contacted if we cannot reach the parents in the case of sickness or an emergency.  

	Name:                                                                          Relationship:                                                Telephone:



	Name:                                                                          Relationship:                                                Telephone:



	Name:                                                                          Relationship:                                                Telephone:




If someone other than those listed above would need to pick up your child(ren), the parent would notify our school office of the special instructions AND share the following code name with that person.  Upon their arrival to the school, they will need to show proper identification and give us the code name.

Code Name:  ______________________________________________
SCHEDULE:

	Summer Schedule


	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Arrival Time
	
	
	
	
	

	Departure Time
	
	
	
	
	

	
	
	
	
	
	

	Fall Schedule
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Arrival Time
	
	
	
	
	

	Departure Time
	
	
	
	
	


PERMISSION FOR EMERGENCY TREATMENT

By signing below, I give authorization for any Amerikids® staff member to provide emergency treatment for my child in the event that I (parent) am not available at the time of injury or illness.  I further grant permission for the treatment of my child by the designated or nearest emergency medical facility at the time of the injury or illness at the discretion of the attending physician.

Parent Signature:  ________________________________________________

Child’s Doctor:  ________________________________________________________________

Telephone Number:  ________________________

Preferred Hospital:  _________________________________________________________________________
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APPENDIX 8.5

Religious Organization Child Care Facility

Notice of Parental Responsibility

Facility Name__________________________AMERIKIDS CHRISTIAN CENTER ______________

Address (Street, City, State, Zip Code) ______1017 North Main Street, O’Fallon, MO 63366__________

INSPECTIONS

Section 210.211 RSMo exempts this religious organization child care facility from state licensing and supervision by the Department of Health and Senior Services (DHSS).  It is state inspected only for fire, health and sanitation requirements as indicated below.  Copies of the inspections are available.

	NAME OF AGENCY

AND TYPE OF VISIT
	ADDRESS
	TELEPHONE

NUMBER
	INSPECTION
	DATE

	Bureau of Child Care

(Health and Safety Inspection)
	220 S. Jefferson, 2nd Floor

St. Louis, MO 63103
	314-877-0228
	Pending    ⁪             Approved   ⁪             Not Approved   ⁪
	 10/31/10

	Fire Marshal’s Office

(Fire Safety Inspection)
	P.O. Box 844

Jefferson City, MO 65102
	573-248-2095
	Pending    ⁪             Approved   ⁪             Not Approved   ⁪
	 07/22/10

	Local Health Office of DHSS

(Sanitation Inspection)
	220 S. Jefferson, 2nd Floor

St. Louis, MO 63103
	314-877-0228
	Pending    ⁪             Approved   ⁪             Not Approved   ⁪
	 07/14/10


STANDARD STAFF/CHILD RATIOS ESTABLISHED BY THIS FACILITY


STAFF/CHILD RATIOS FOR LICENSED CENTERS

	AGE RANGE
	NUMBER OF STAFF
	NUMBER OF

CHILDREN
	
	AGE RANGE
	NUMBER OF STAFF
	NUMBER OF

CHILDREN

	 Under 2 years of age
	1 Staff member for every
	        4
	
	Under 2 years of age
	1 staff member for every
	4

	2 to 4 years of age
	1 staff member for every
	       10
	
	2 years of age
	1 staff member for every
	8

	
	
	
	
	3 and 4 years of age
	1 staff member for every
	10

	5 years of age and older
	1 staff member for every
	       16
	
	5 years of age and older
	1 staff member for every
	16


Total number of children enrolled by this facility ____85______

BACKGROUND CHECKS:  CHILD ABUSE/NEGLECT AND CRIMINAL RECORD(S)

Statute 210.254 RSMo requires the facility to conduct background abuse/neglect and criminal record reviews on each individual caregiver and all other personnel (who have contact with children in care) at the facility at the time of employment and every two years thereafter.

Background checks for child abuse and neglect through the Division of Family Services (DFS) and criminal record reviews through the Missouri State Highway Patrol have been conducted on each individual caregiver and all other personnel at the facility as required:    ⁪  Yes     ⁪  No

FACILITY DISCIPLINE AND EDUCATIONAL PHILOSOPHY/POLICIES

The disciplinary philosophy and policies of this facility are:

1)  Redirect when possible;  2)  When discipline is necessary, our staff will speak quietly to the child;  3)  Students must observe all school rules;  4)  Students must have respect for the truth; and  5)  In cases of serious behavior problems, we will discuss options with the parent(s).  Every effort will be made to resolve such issues.

The education philosophy and policies of this facility are:


Provide a Christian based learning curriculum that is flexible and comprehensive while ensuring the best education possible for each student.  The program will serve to guide each student in understanding, appreciating and relating to the Word of God as revealed in the Bible.

REQUIRED SIGNATURES
Statute 210.254 RSMo requires the facility to furnish two copies of this document to a parent(s) upon enrollment of a child.  Parents acknowledge by signature that they have read and accepted the information contained in this document.  One copy of this signed document is given to the parent(s); the other copy is retained in the child’s record at the facility.

_____________________________________________________________________________________
_____________________________________

PARENT(S)








DATE

_____Michael F. Price_____________________________________________________
___1 September 2010________________________

PRINCIPAL OPERATING OFFICER/FACILITY DIRECTOR




DATE

_______Cheri E. Price_________________________________________________________
___1 September 2010________________________

INDIVIDUAL RESPONSIBLE FOR THE RELIGIOUS ORGANIZATION-PASTOR, MINISTER, PRIEST, ETC.
DATE

Statute 210.254 RSMo requires a new facility to file a copy of the Notice of Parental Responsibility with the Bureau of Child Care at least five days prior to beginning operation.  Each facility must file the Notice of Parental Responsibility annually during the month of August.

DC-104
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MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
BUREAU OF CHILD CARE


HEALTH REPORT FOR SCHOOL-AGE CHILD (TO BE COMPLETED BY PARENT)
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MO 580-1877 (6-03) THIS REPORT IS TO BE KEPT ON FILE AT THE CHILD CARE FACILITY DC-6-A


I. IDENTIFYING INFORMATION


II. IMMUNIZATION HISTORY
OUR RECORDS INDICATE THAT THIS CHILD HAS THE FOLLOWING IMMUNIZATIONS:


DATES GIVEN
DOSE NO. 1 DOSE NO. 2 DOSE NO. 3 DOSE NO. 4 DOSE NO. 5 DOSE NO. 6


III. CURRENT HEALTH PROBLEMS


IV. RESTRICTIONS NECESSARY FOR THE CHILD’S CARE


CHILD’S NAME BIRTHDATE


IMMUNIZATION


DPT/DT/DTAP


Polio


Hepatitis B


Hib


MMR


Varicella


a) ALLERGIC TO THE FOLLOWING; OR ALLERGIES


b) ANY SPECIAL MEDICAL CONDITION/PROBLEM THE CHILD CARE PROVIDER SHOULD BE AWARE OF


c) SPECIAL MEDICATION FOR CHRONIC PROBLEMS


SPECIFY


THIS WILL CERTIFY THAT MY CHILD IS, TO MY KNOWLEDGE, IN GOOD HEALTH
AND FREE OF DISABILITIES THAT WOULD ENDANGER HIM/HER OR OTHER
CHILDREN IN CHILD CARE.


PARENT’S OR LEGAL GUARDIAN’S SIGNATURE DATE






