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rm‘ THE SCHOQOL DISTRICT OF

Ll PHILADELPHIA

Preschool Application

for Academic Year

2020-2021

Distriet and Childcare Partners
Full Day Pre-K1

Ages 8-5

3 yrs old before Sept 1%, 2020 -
5 yrs old after Sept 15t, 2020

Program Behefils

~Free Nutritious Meals
High-Quality Curriculum
Access to Nurses
Special Needs Support
Parent Participation

The School District of Philadelphia
440 N Broad Sfreet
Suite 170 — Preschool Program
Philadelphia, PA 19130-4015




F&‘ THE 5CHOOL DISTRICT OF

A PHILADELPHIA

Thank you for your Interest in the Sehool District of Philadelphia’s preschool program!
Completing and submitting a Preschool Application does not guarantee that your child will be
accepted to a preschool program. For your bast chance at acceptance, please submit your
child’s completed application an or before February 28th, 2020.

1. Complete ALL necessary steps below. As you collect each iterm, check aff the box.
Applications will not be accepted without all supporiing documentaiion.

[ have filled out the entire application

| have proof of child’s date of birth (Birth certificate, health insurance card, atc.)

11 have documentation of family income (Tax forms, 4 consecutive paystubs, orfinancial
support letter)

1 1 have proof of Philadelphia residency (bill, driver’s license, lease, etc.)

1 | have my child’s health insurance card

1 1 have my child’s physical (health assessmem; within the year) and immunizations

1 I have proof of child’s dental visit (within the year)

I have picture identification of parent/guardian (Gurrent State ar Federal Photo 1D)

1 1 have proof of TANF (DPW) cash, SNAPffood stamps, medical assistance (if applies fo you)

[11 have a custody order (if applies to you)
[ 11 have a foster letter (if applies fo you)
| have a homeless verfication letter/shelter letter (if applies fo you)

2. Are you applying to a School-Based Location (pg. 3)? Bring the application and required -
documentation down to 440 North Broad. We are open M-F 8:30 am —4 pm.

3. Are you applying fo a Community Partner Location (pg. 4-6)? Take the application and

supporting documents directly fo that agency.

School District of Philadelphia 20202021 Preschool Application 2




Nirzvze!

} STUDENT NAME:

RECORD OF ACCESS

DOB:

NAME

DATE

SURPOSE OF ACCESS

DATE RETURNED




Soans Christian Academy
7912 Dumgan Road
Philadelphia, PA. 19111
Phone: (267) 388 - 7648 - Fax: (267) 731-1857

EMERGENCY CONTACT / PARENTAL CONSENT FORM

55 PA CODE CHAPTERS 3270.124(2)(b) 3270.181 &162; 3280.124(2)(6),

3280181 &182; 3290.124(2)(b) 3290.1818&.182

CHILD'S NAME: (4s i APPEARS on child’s state/ government fssued “Birth Certiffcate”}

VIOTHER'S NAME/LEGAL GUARDIAN: (Required: Unless Cowrt: Order, Incarcerated ar Deceased,

please specify):

Date of Birth: (Required)

Home Phone: (Required)

ADDRESS: (Required)

CITY, STATE, and 5- DIGIT ZIP.CODE: (Required]

E-mail: (Required}

Business Name: (Required if Employed)]

Cell Phone: (Reguired)

Address, City, State, and 5-Digit Zip Code: (Requived If Employed)

Businass Phone: {Required ifEmployed)

EATHER'S NAME/LEGAL GUARDIAN: (Required: Unless Courk Order, Incarcerated or

Deceused, please specify):

Home Phone: (Requifred)

ADDRESS: (Required)

CITY, STATE, and 5-DIGIT ZIP CODE: (Required}

E-mail: (Required]

Business Name: (Required if Employed]}

Cell Phone: (Required]

Address, City, State, and 5-Digit Zip Code: (Required if Employed)

Bustness Phone: (Required if Employed]

EVIERGENCY COMTACT P

ERSON {5} {list below] (Minfmum of (3) Individuals Qver 18 yrs. 0ld) | Telephone Number (whenin care) (Reguired)

1

2

3

son {s) Whom Child May Be Released and Address (Iist below) (Min. (3) Over 18y1s. old] | Telephone Number (when in care) (Reguired)

Par

1

2

3

NAWIE OF CHILD'S PHYSICIAN/MEDICAL CARE PROVIDER: (Required)

Phone Number + Area Code: (Required)

ADDRESS, CITY, STATE, and 5-DIGIT ZIP CODE: (Required])

Special Disabilities: (Copy of IFSP or IEP Required, if applicable]

All Allergies {Listed on Health Assessment)

Medical or Dietary Information

necessary in an emergency situation (Dietary Form Required]

Medications (List Medications Tuken Daily)

Additional [

nformation on Special Needs of Child (Copy of IFSP or IEP Report Required, if applicable)

~OBTAINING EMERGENCY MEDICAL CARE (Required]

Health Insurance Coverage or Wiedical Assistance Benefits

Policy Mumber (Requirer]

X X
TRANSPORTATION BY THE FACILITY IN CASE OF EMERGENCY (Required) WALKS (Required)
X X
[ allow Photos/Video Used for Classrooms ONLY (Required)

Tallow child in (Swimming: 34— 6t /Sprinkler-YT-PKC) (Required)

X

X

Signature of Parent or Guardian (Reguired)

X | Date: (fess than 6-mbnihs)




Date of Birth:

Home Address:

Child’s Name:
#1: CHILD and FAMILY INFORMATION FORM
Section 1: PRIMIARY PARENT
The adult wha is primarily responsible for the care and well-heing of the child,
First Name: Last Name:
Date of Birth: Gender: O Male O Female
Primary language: O’cher !anguage(s)

Ap’c /Um’c#

Home Phone #:

CeU Phone #:

Email Address (pleaseprint clearly):

Emergen cy Contacti:

you during the day:

Varital Status
Selec!: one

Race/Ethnicity
Select all that applies

Status
Select all that applies

Best wey to reach

T T R R R e Y PR

Relationship to Child
Select one

O Parent/Step—Pa rent

Emergency Contact Phone #:

O Grandparent

O Foster/Kinship Parent, related ta child

(O Foster Parent, notrelated fo child

O Guardian, related to child

O Guardian, not refated to child

O Other (specxfy)

O Hlspamc or Latmo/a

O American Indian

O Black or African American

0O Multi-Racial or Bi-Racial

O Native Hawaifan

0 Paciﬁc Islander

O High School Diploma

O Single Parent— caresforthe child without
physical or financial assistance fromthe other parent

O White

child was hom

O GED

O Teen Parent — parent was under the age of 18 when

O Other (speufy)

O Vocational Degree

O Masters Degree

Sehoel D1st£;et of Phﬂadelphla

Da you have health msurance? If ‘Yes name of health insurance provider:

T R e e A S S e e

Education O Associates Degree O Bachelors Degree
Select highest
Diploma/Degree earned 0O Doctorate Degree {0 Some College (O ESL - English as a Second Language
°rhfgi‘§§§§§§ tevd O 11" Grade O 10" Grade O 9t Grade ar lower
O other (specify):
Employment, School, O FEmplayed/Self-Employed O Unemployed/Not Employed | O Disabled
loh Tralning O In Schoal/lob Training O Stay-at-Home Parent O Retired
Selectallthat applies O Member of the U.S. military on active duty O Veteran of the U.S. military
Name of Employer: Name of Employer:
How often are you O Monthly O Twice a month O Every Week
pald? O Everyiwo Weeks O O’:her
mDo you have a dlsablhty or disabilities? lf “Yeg’, please hst yaur dlsablhtxes O Yes \ O. No
O Yes O No

T SO
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Child’s Name:

Date of Birth:

Section 2: SECONDARY PARENT
An adult wha shares in the care of the child.

First Name:

Last Name:

Date of Birth:

Gender: 0O Male O Female

Primary language:

T e e R PN

e T O P RO S R W e B [ T A

Dther language(s)

Home Phone i

Cell Phone #

Email Address (please print clearly}:

Best way ta reach

you during the day:
Select all that app]les_ i

e P s LA e e

Viarital Status
Seleck one

T N VO RN SN K G N

0O Married

T T R A s e RS SO e e e

Q Parent/Step-Parent

O Single

Emergency Contact Phone #:

0 Widowed

A T S N S P e T 51

O Grandparent

Separated/Divorced

T T N e e T D B A S P A A R R S TV N G Ny O e

O Foster/Kinship Parent, related to child

0 Foster Parent, notrelated ta child

Relationship to Child

Select one

v

O Guardian, related to child

O Guardiar, not related to child

0 No Rela’uon

O Spouse— hushand/wife

e e R A T e W

O Other (specify)‘

O Companion/Partner

O Teen Parent - parentwas under
the age of 18 when child was born

Status

Select all that applies . } .,
O Lives with child

O Hispanic or La’cmo/a

0 i live with chi
Daes not live with child child’s family

T e T e R S S e e e S G e

O American Indian 0 ASIan

O Provides financial support ta

Race/Ethnicity

O Black or African American

O Multi-Racial or Bi-Racial

(0 Native Hawaiian

Select all thatapplies

0 Pacn‘lc lslander

@) ngh School Diploma

O White O Dther (specxfy)

O GED 0 \]ocatlonal Degree

R A A I e N e e O

O Bachelors Degree

Education () Associates Degree O Masters Degree
Select highest
Diploma/Degree earned O Daciorate Degree 0O Some College O FSL—English as a Second Language
or highest Grade Level 0 h
completed 0 11% Grade O 10t Grade O 9™ Grade or lower
(O Other (specify):
0] d/Self-Employed O Unemployed/Not Employed | O Di
Employment, School, Emplaye fse ploye mpLoy / ploy Disabled
Job Training O In School/Iob Tralning O Stay-at-Home Parent O Retired

Select all thatapplies

O Member ofthe U.S. military on active duty

O Veteran of the U.S. military

Name of Employer: | Name of Employer:

How often are you | O Monthly

Q Twice A month O Every Week

Do you have heah:h msurance? lf

S oho ol Dlsmot of Phﬂadelphla

R o e e T o U o O PR P S R A

2020-2.021 Preschool Apphoaﬁon “

paid? O Every twio Weeks O Other:
Do yau have a dlsab;llty or dlsabmtxes? If ’Yes p!ease hst your disabilities: O No
‘Yo', name of health insurarnce prowder




Saction 3:. LOCATIONS

CHOOSE THE LOCATION(S) WHERE YOU WOQULD LIKE YOUR CHILD TO ATTEND: Your child may be selected for your second
or third choice. Po not put a Jocation that you are not willing or able to Take your child regularly and on time.

Transportatmn is not pro\uded

Name of your 1% Location Chorce

Name of your 2™ Lacation Choice:

Section 4: CHILD

First Name: Last Name:
Date of Birth' Gender: O Male O Female
O Hrs_pamc or Latmo/a O American Indian O Asfan
Race/Ethnicity . . . o s . ..
 selectall thatapplies O Black or African American 0O Multi-Racial or Bi-Racial 0O Native Hawaifan
0 Pacn‘lc lslander O White O Other (speclfy)

| Prlmary language: Other Ianguage(s).
English is spoken in the home. . O Yes O No
Child’s English skills: 0 Very weII O We]l 0 Not welI O Does no’c speak Enghsh

j‘::r::ah ac’h\/e c:stody arrangemen’cfor this chlld O Yes O No

Child Tives with (selectall thatapplies): O Mother 0 Step-Mother O Foster Parent/Kinship Parent
O Father 0 Step—Fa’cher 0 Grandparent 0 Relaﬁve O ther

T T A e S R

Chrld hasa dlsabrhty If ‘Yes’, list all drsabrh’ues

Child has an IEP, an IESP and/or an ER and is receiving Early Intervention services from ChildLink,
ELWYN or ELWYN Seeds. If ‘Yes’, indicate helow which Early Intervention services yaur child is O Yes 0 No

receiving (select all thatappiles):

0 Specrallnstructlon 0 Physrcal Therapy 0 OccupatrunalTherapy O Other

O Speech Therapy

Is your child fully poity trained? (Fully Potty Trained means— Child does nof wear pufl-ups or diapers and does not OV ON
need any assistance from an adult when going to the bathroom.) es 0

If Yes’, child will be expected to use the toilet without adult assistance while in preschool. Answering falsely may slow
down the enrollment process. (Some locations cannot aceept children in diapers/pull -ups.)

Child wears pull-ups/diapers? O Dayiime O Naptime O Nightiime O Other? O pull-ups | O diapers O No,

child is/was in preschool or daycare. O No QO Yes—name:

.O Yes O No
O Yes O No
0O Yes QO No

Child’s mother and/or father is currently incarcerated.

Child’s mother and/or father is deceased.

There have heen imporiant changes in my child’s life during the last 12 months.

If *Yes’, please explain:

Child was referred toa preschool program from a mental health provider. O Yes 0 No

TR T A S S A T SR TR '?‘kﬂ».’w‘w.,qﬂ,. A T T e S Rty

TR Yo v ) A TRt VTR IR T, T i TR TR N I L [T 4 7Y AT o TR o 0 e St AT

Please share any addmonal information ahout our child that you would like us to know.

T o T I e L o e O

T vr s s Fret T e R e YRR A e P AR WA Lk
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Date of Birth:

Child’s Name:

Section 5: FAMILY MEVIBERS AND HOUSING
the name(s) of your child(ren} and the names of all other adults and children who live with
Use additional paper if needed.

DATE of BIRTH RELATIONSHIP to PRIMARY PARENT
FIRST and LAST NAVIE MM/DD/YYYY Self, Husband, Wife, Daughter, Son, Mother, etc,

List your name, you in your home.

O Rent 0 Transmonal housmg—-Smcewhatdate'-’

O Own

O Shelter —Since what date? O Train or bus station, park or In car —Since what date?

O Hotel/Motel, camping ground or other similar
situation due to lack of alternative, adequate housing
or due to the loss of housing—since what date?

Housing | O Living with relatives or others to dueto lack of

Information | _iernative, adequate housing or due to the loss of

Select your
current

 situation O Temporary housing situation due to eMErgency: | o ap-vdoned apartment building

eviction, flood, fire, hurricane, etc.

housing—Since what date?

om temporary to permaneni houmng O Yes O No

During the pas’c 12 mon’rhs, !/wa have moved fr
0O Yes 0O No

During the past 2 years, I/we have moved into a new house.

ronicillness, terminal fliness, etc.) Name of child: O Yes 0O No

We have a medically fragile child (ch

Does someone in the home havea mental health concern? O Yes O No

English language learner, eating disorder, custody issues,
0O Yes O No

Does sameone in the home have a social concern {

etc)? If ‘Yes, please list your concerns:
New to the country?
Optional i y - ' ' O Yes O No
Information | Has an agency such as HIAS, NSC, Bethany, JEVS, New World Association, AFAHO, or :
other worked with you? ) O Yes O No

Section 6z EAMILY INCOME

source of income that the Primary Parent, secondary Parent and all children racelve.

Select each
O Employment O Self-Employment | O Unemployment Compensation O Workmen’s
O Social Security 0O ssl O Child Support O Alimony
O Military/ Veteran’s Benefits O Commission O Foster Care/Kinship Care O Tips
O Pension/Retirement O Strike Benefits Q Scholarship/Grant/Stipend O Other {specify):
O Financial support from Family or Friend O Rental Properties—someone pays you tent
T A S T S S T A S DRSS T T

receive welfare beneﬂts? O TANF»Cash Assistance O SNAP Foad Stamps O Medical Assistance
O Yes OnNe Q

TR, T gt ey e e B 4 N NNV R e et

Does your family

Does your family receive WIC?
T TS T P AR R Y eV W) Sy

| information about your family ’that you WOuId like us to know.

A T T W A S LR AP BT L O AT b g b

T AR S S R AT YR

please share any additiona

PRI T LL TR A0 TF e oty on R N B 6 TS5 12 A L E SR

e b (T Ri i St wir he AN

EREET

Scho 01 District of Phﬂadelphla 2020~2021 Pres cho ol Apphcaﬂon




Child’s Name: Date of Birth:
Section 7: SIGNATURES

Read the following and sign where Indicated.

1/We have completed all sections on ray/our Child and Family Information Form and certify the information is correct. 1/\We understand that deliberate
mistepresentation of my/our infarmation may subject me/us ta prosecution under applicable Federal and/or State laws and that, if enrolled, my/our
child’s participation in the preschool program may end. 1/We have attached a copy of my/our child’s proof of date of hirth, verification of my/our
philadelphia, PA address and caples of all Incame and monthly henefits that [/we and my/our children receive. 1/Wa understand that this information is
required sa that my/our eligibility can be determined for The School District of Philadelphia’s preschool program. 1/We understand that officials from The
school District of Philadelphia, the Department of Health and Human Services, the Commenwealth of Pennsylvania and the City of Philadelphfa will have
access ta and may verffy the information and supporting do cumentation submitted with my/our Preschool Application. 1/We further understand that, if
necessary, additional dacuments may he requested and I/we will comply with this request. 1/We understand that my/our child’s complete Preschool
Application is confidental and will be held in strict confidence within The School District of Philadelphia and affiliated Community Nonprofit Partner
Agencles that have heen determined o ba school officials under the Family Educational Rights and Privacy Act with legitimate educational interests as

part of The School District of Philadelphia’s preschool progrant.

Sighature of Primary Parent Date

Signature of Secondary Parent Date

Section 8: READY4K

Read hy 4™ and the Free Library of Phifadelphia invite you to participate in Ready4K, a research-based text-messaging
program for parents. Fach week, you will receive approximately three (3) text messages with fun facts and easy tipsto
hoost your child’s learning—an approach that is scientifically proven to work. While there is absolutely no cost for

enrolling in Ready4K, data and message rates may apply.

If yaur child is enrolled in a Schaol District preschool program, would you like to receive helpful text massages with fun
facts and easy tips on how to boost your child’s learning?

1 No, thank you.
1 Yes, pleasesend text messages to this number:

By opting to receive messages, you herehy agree fa {i} the submission of this form to ParentPowered PBC, (if) entoll in Ready4K {“the Program®}, (ilf} the
ParentPowered PBC Terms of Use available at parent] owered.com/terms.hitm] and Privacy Policy available at parentpowered.com/privacy.himl, and (iv)
receive approximately three Ready4K text messages per week from 70138. By providing us with your cell phone number above, you confirm that you want
ParentPowered to send you information we think may be of interest to you, which involves ParentPowered using automated dialing technology o fext
you at the cell phone number you provided. While there is ahsolutely no cost for enrolling, data & message rates may apply. You can cancel your recelpt:
of Ready4K text messages any fime by texting STOP to 70138. For help with Ready4K text HELP to 70138 or email us at

Section 9: Family Well Being

Farnily Well Being isan important part of a child’s educational success. Which aspects of Family Well Being are you
interested In recefving workshops, training opportunities and other resources? (select all that appfies):

O Adult Education O Employment . O Food Assistance O Housing O Medical Home
O Mental Health O Physical Health O Safety O Substance Ahuse

Section 10: SURVEY

How did you hear ahout The School District of Philadelphia’s preschool program? (select ail that appliesj:

O Neighbor O Friend/Family Member O Doctor’s Office O Radio O Newspaper
O Informational flyer O Llibrary O Internet O Facehook O Instagram O Other

School District of Philadelphia 202.0-2021 Preschool Application 11
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THE SCHOOL DISTRICT OF PHILADELPHIA
Policy: Required Background Checks for Volunteers

)

<

PURPOSE
To clarify the District's position on required background checks for parent and community volunteers.

DEFINITIONS ' .

The term "Visitor” shall include all who voluntarily participate in special events, field trips, or programs at
or for a school on a one-time or occasional basis. Visitors will not be engaged in activities that provide
them with unmonitored care, supervision, guidance, or control of children.

The term “Parent Volunteer” shall include any parent/caregiver of a District student who volunteers on a
full-time basis, part-time basis, or periodically over an extended period (more than 60 days) at or for a
school but is not an employee, contractor, or student of the District.

The term "Non-Parent Volunteer” shall include any individual who volunteers on a full-time basis, part-
time basis, or periodically over an extended perlod (more than 60 days) at or for a school but is not an
employee, contractor, or student of the District and is not a parent/caregiver of a District student.

The term “Volunteer” shall refer to both Parent Volunteers and Non-Parent Volunteers.

POLICY
Visitors are not required to obtain any criminal background checks.

Parent Volunteers must obtain two background clearances:
« Pennsylvania State Criminal History Record
e Child Abuse Report

Note: The District does not require Parent Volunteers to obtain FBI background checks. However, if
the results from the two required background clearances show any criminal convictions, the Parent
Volunteer will also be required to obtain an FBI background check.

Non-Parent Volunteers must obtain three background clearances:
“ e Pennsylvania State Criminal History Record
» Child Abuse Report
o FBI Background Check (for new Non-Parent Volunteers effective January 1, 2008)

Individuals with any serious criminal convictions (as defined by Procedure) within five years immediately
preceding the date of the report will be barred from serving as a Volunteer.

In cases where the required 'background checks are cleared, the Principal still retains the right to exercise
his/her discretion in declining to permit an individual to serve as a Volunteer in his/her school.

Prospective Volunteers may work at or for a school in advance of the results from the required

background checks under the following conditions:
1. They provide a copy of the appropriate completed request forms for background checks fo a

District administrator;

2. They swear or affirm in writing via Affidavit that they do not have any criminal convictions that
would disqualify them from being a Volunteer; and

3. They will not be engaged in any activities that will provide them with unmonitored care,
supervision, guidance, or control of children.

December 19, 2007




Steps for Child Abuse Clearance:

. Goto hﬁps:z[www.comgass.s’:ate.pa.uschis[gubltczho,me

Click on Create Individual Account

z

2

5, Click Mext

. Typeinqll.your.informatiom.tha.’f.i’c.is.as[dng_forin ’Eh(é,bliﬂk.\.&hi-é boxes, .. . . -

KeystonelD‘mus‘i: be 6-10 characters long _

o]

5. Whenyau're dong, click Finish
g logintoyour email for youl ternporary password

. Highlight thgpasswo rd, right elick and choose Copy )
g Gobacktothe web page hilps: www.compass.state.pa.us cwis/public/home

g. Click Individual Logn

0. Click Access my clearance
14. Scroll down the page; click continus .
d your Temporary password, Click login

12, Enferyour KeystonelD an
ate your own password in npgesword” and reiype your password 1

Password MUST contaln at least:
: ONE number
‘ONE upper case letter
ONE lower case lefter
ONE special Character, such as @S%&™

13, Cre n “Canfirm password”

14. Click cloge window

45, L.og hack in, enter your keyston

16. Click:I have read, fully understand an
conditions, then click next

17, Scroll down and click continue

1%, Click Create Clearance AP plication

0. Scroll down and click begin

zg0. Clickon bubble for:

= .
2 yoluntesr Having Contact with Children: Applying for the

= adult for an ungald position 283
¢ service, as a person respons

alD and your new passward, click log In '
dagree ia the My Child Welfare Account terms and

purpose of volunteefing as

yolunteer with & child-care seyvice, & schoslora

RYOEYETY aciivity ihle for the child's wielare or having direct

yaluniser contack with ghildren. S0 l\NS .GHRISTI AN
Agency Name! TosZRiNT
PHILA

=1. Scrolf down +0 Click Next 19111
and click nest each ifme you finish a section

i
Ind

ficK b
"~

"::__:i'\

[
=

[
T
\|<

g &
<

~5

®

)
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Steps for PA Criminal History Check:

1. Go to https:// epatch.state. pa.us/Home.jsp
2. Click “New Record Check (Volunteers only)”
2. Seroll down, Check the box by clicking if, and. click accept
4. Complete the following questions in the text box )
" Volunteer Organization Name: Grace Neighborhaod
Academy
Phone Nuimber: 2155358200
5. Click Wext, Click proceed,
6. Complete the following questions in the text box
= Click “Bnter This Request” P '
8. Click “View Quened Record Check Requests{1]”
9. Click “Srubmit” . '
10. Click on your Conftrol #
11. Click on “Certification form”

I12. Click Print — Make 2 copies.
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The School District of Philadelphia
Office of Early Childhood Education
ELIGIBILITY VERIFICATION FORM

Date of Birth:

Child Name:

Primary Parent Name:

Secondary Parent Name:

MENTS

EX TN

O Interview was conducted:

T Ty G L T GEaTaRe st e AV,

B N T W T il 103 Safmen sl o2

TR TR

S

O Inperson. O Over The Phone (explain):

O During the interview, parent/guardian provided proof of age with documents marked below:

R TR T M A TR TR T E S 1 v e N Ty B e R R T G or BNy avE

EENE SO SN I L e SRS I R W et S AR O Re T T of y ot YR ERA

O Original Birth Cerilficate O Hospital Recard O Health Insurance Card O Baptismal Certificate

QO Passport O visa O Medical Exam "O Notarized Staternent

O Prior School Record O Court Document O Shelter Letter E)e;omeless Verification
ar

- ,

O Other (explain):

O During the interview, parent/guardian provided proof of income with documents marked below:

R S T i e ] P S NS R Ee

:ii‘.i?‘—y:ifwﬁ‘«‘.;&ia-mu-&enzmmuca:--zﬁe:.‘,;e&::ub,i Ly W35 é;,“::‘-k:‘.\‘.'ﬂ!.\',.“é.‘..—a&\::ﬁnﬂ‘n:lJ»‘.v“»‘s"n!n'.‘rc.'-:- I R A R e P
¥

O Pay Stubs O ss! O TANF Cash Assistance O Alimony

O Child Support ‘ O Pension O Social Security 10 Self-Employment
O 1040 Income Tax Form 0 wW-2 O wMilitary Allotment O Commission

O Tips O Rental Propertles O Unemployment Compensation

0O Workmen's Compensation O strike/Veteran’s Benefits

O Scholarship/Grant/Stipend O Foster Care/Kinship Care
O Financlal Support from Friend/Family Merber

O Notarized Statement of Earnings

O Homeless: [NOTE: PreK Counts needs some documentation of O Other (explain):
income ~ CAN accept the ‘No Income Form’ for homeless.]

-

signature of Early Childhood Staff Printed Name

Title Date




Child Name:

The Schaol District of Philadelphia
Office of Early Childheod Education
FLIGIBILITY VERIFICATION FORM

Date of Birth:

FAMILY SIZE and ANNUAL INCOME

1stIncome Source

15t Income Source

Frequency

Frequency

Annua] Income 1st

Z"d Income Source

AnnuaI Income 1stSource

ond [ncome Source

b e

Freguency

Frequency

Ve ————

Annual Income 2nd Source

:LSt income Source

T T A T O A TR T SRR S 0 P

Annual Income 21 Source

anary‘Parent Annual Incomeb [
PREK COUNTS/PKC

R T s B f A BB I g T Ay AT

15t income Source

Frequency

Frequency

Annual Income 15t Spurce

ond income Source

Annual Income lStSource

20 [pcome Source

Frequency

Frequency

Secondary Parent Annual Income
HEAD STA START |

Secondary Parent Annual Income
PREK COUNTS/PKC |

Verified Family Size

Verified Family Size

Verified Family Annual Gross Income: 5
HEAD START

Verified Family Annual Gross Incame:

Verified Household Size:

PREK COUNTS/PKC

Verified Household Income:

Date:

Name: Name:
Signature: Signature:
Date:




RN
HER

el
O | have reviewed the information and documentation contained in this applicatidn and certify that the family is
ELIGIBLE for Head Start funding according to the current income and eligibility guidelines.
R e Ef s 2k Sl TR A e A e rans s ATt D 30 an Tt mare tm tivgatfrn m i S sitere T v ited e tel treont o tf FeeabeeNe s wh b i h AL Feabr i i £ YR amgedE 5 Lo ey SN £

O | have reviewed the information and documentation contained in this application and certify that the family is
NOT ELIGIBLE for Head Start funding according to the current income and eligihility guidelines.

dency

57 5 »

AR

O Income Over Federal Poverty Guidelines O Child’s Age O philadelphia Resi

R TN A N

TR

O | have reviewed the information and documentation contained in this application and certify that the family is
ELIGIBLE for Pennsylvania Pre-K Counts funding according to the current income and eligibility guidelines.

T et R AR (s i ke ere L e e Sty

Tt il e & tie o b bt 30 adE

TN e K ra T o taiaged i g S S T S

e B en e Tl LIRNA TEE A =R
O 1 have reviewed the information and documentation contained in this application and certify that the family is
NOT ELIGIBLE for Pennsylvania Pre-K Counts funding according to the current income and eligibility guidelines.

O Income Over 300% of Federal Poverty Guidelines O child’s Age O Pphiladelphia Residency

T B PR ettt AR LRy TR F e AT T n o T R W 8D T T S Tt e g e e £ T T AR B ROS VIS I R T R

T U R A e T A
HEAD START SELECTION CRITERIA SCORING SHEET

INCOME ELIGIBLE

O 100% of the Poverty and Below

O Between 101 —130% of Federal Poverty Guidelines
O Between 130% - 300% of Federal Poverty

CATEGORICALLY ELIGIBLE

O Homeless

O Foster Care/Kinship Care

O TANF Cash Assistance

O Over

T B S G AN TR S s

LIVING SITUATION

O Incarcerated Parent

HEALTH
O Special Needs child {EP)
O Disabled parent/guardian

0 lmmigrant/migran’cfami!y

O Single Parent O Medically Fragile child or sibling
T T AR s e R Lo e T raearat % e ta & T [P T VL L N e T R TGS A TN R
O Teen Parent MISCELLANEOUS

O Grandparent as guardian O Other Social Concerns

O sibling of enrolled child

O parent in training/school

O child without previous preschool experience

O Custody Order
O TANF: Medical Assistance
O TANF: Food Stamps
s T w S e 2 R T o T LA TSI ] T e 3 b A SR Sty Y L G A s LTI AT R T L T G RN L I R ke ] PESTR T IR ]
Printed Name

Slgnature of Early childhaod Staff

Title Date




Proof of Birth Date: Dosuments which can be used for vetification of age:
Child’s original birth certificate Official medical exam print out with child’s date of birth

Hospital record of child’s birth Notarized statement from the parents or another relative
Child’s health insurance card indicating the date of birth

Baptismal certificate indicating the child’s date of birth Prior school records indicaiing the date of birth {previous
Copy of the record of haplism— notarized or duly certified and  preschool)

showing the date of birth ) Court documents

Child’s valid Visa or passport

Definition of Income: The total annual cash receipts hefore taxes {gross income) from all saurces.

Considered Income: Not Considered Income:

o Calculate income from ALL sources for ALL Family o Fmancipated Minor earnings
members including unearned income and benefits. s Taxrefunds (income tax credits)
o Include incomeof: o  Withdrawals ofbank, brokerage deposits or money
1. Parent/Guardian of child borrowed.
2. Spouse of parent/guardian of child o Loans or grants, scholarships, student aid, work study
3. Children’s unearned income — excluding a child’s ‘program
earned income o Volunteer payments (AmeriCorps/foster grandparent
o Deduct child support to a child in another household program)
and medical expense not reimbursed through medical o Foster Care payments including adoption assistance

insurance that exceeds 10% of gross

Period of time for determining eligib'ility
s Acceptall income twelve months immediately preceding the month in which the application or reapplication for

enrollment of child is made.

Definiiion of Family for PreK Counts
1305.2 Family, for a child, means all persons living in the same 1. Parent is biological or adoptive mother or father,
household who are: stepmother or stepfather, caretaker and spouse who
(1) Supported hy the child’s parent(s)’ or guardian(s) income; | exercises care and conirol over the child requesting PA
Pre-k Counts. (Not boyfriend — unless biological father)
(2) Related to the child’s parent(s) or guardian(s) by blood, 2. Biological, adoptive, unrelated or foster child or
marriage, or ‘ stepchild of the parent s or caretaker who is under 18
adoption; or yrs. of age and not emancipated. (including Pre-k child)
(3) The child’s authorized caregiver or legally responsible party. | 3.A child who is 18 yrs. of age or older {under 22) who is
enrolled in high-school a general educational
development program or a post-secondary program
leading to a degres, diploma or certificate and who is
wholly or partially dependent on the income of the
parent or caretaker or spouse.

Definition of Family for Head Start

and

pefinition of Homeless
“Homeless children” means
1. Individuals who lack a fixed, regular and adequate nighttime residence; and

2. Includes:
a. Children and youths who are sharing the housing of other persons due to loss of housing, economic hardship or a similar

reason; are living in motels, hotels, trailer parks or camping grounds due to lack of alternative adequate accommodations; are living
in emergency or transitional shelters; are abandoned in hospitals; or are awaiting foster care placement;
b. Children and youths who have a primary night time residence that is a public or private place not designed for or ordinarily

used as a regular sleeping accommodation for human beings;
c. Children and youths who are living in cars, parks, public spaces, abandoned buildings, substandard housing, bus or train

stations, or similar settings; and

d. Migratory children who qualify as homeless because they are living in circumstances described in a-c above.
Sec. 725(2) of the McKinney-Vento Homeless Assistance Act.
Definition of Foster care : means 24-hour substitute care for children placed away from their parents or guardians and for whom
the state agency has placement and care responsibility. This includes, but is not limited to, placements in foster family homes, foster
homes of relatives, group homes, emergency shelters, residential facilities, child care institutions, and pre-adoptive homes. A childis
in foster care in accordance with this definition regardless of whether the foster care facility is licensed and payments are made by
the state or local agency for the care of the child, whether adoption subsidy payments are being made prior to the finalization of an
adoption, or whether there is Federal matching of any payments that are made.




“The School District of Philadelphia
Office of Early Childhood Education
ELIGIBILITY VERIFICATION FORM

Date of Birth:

Child Name:

ELIGIBILITY VERIFICATION STATEMENT {continued)
(FACH ENTRY REQUIRES A SIGNATURE)

DATE NOTES
Parent /Guardian #1: Parent/Guardian #2:(Living at same address as child)
Tncome source Income source
Frequency of pay: o Frequency of pay:
Yearly income:

Yearly income:
Show caleulations for yearly income:

Show calculptions for yearly income:

Annual Income: {combined) Family Size:




| By SL40 kol

Partner Centex:
Please Hst child and family members yesiding in Hous ehold.
Tate of Bivth:

1.Child’s Eame:/w/
' Relationship to child

Hamily Member Names Age

2

e

R

o

&

X

—

‘ Total Family Stze . = —

#Family Size Defiuftion:
s of reporting “family size” include the
1. H<
uu}l Y&

d the following individuals Wi

The nmmber of people in the housshold fo be coumied for prrpose
ohild or children for whom PA Pre-X. Counts is being requested an
hild or children in the sams household:

with that ghild
o " Aparent of the child. (parent I the biological or adoptive mothe
stepfather, carstaker and spouss who exercises care and confrol o

Bre-K. Counts}

1 or father, stepmother 0%
£ths child requesting PA.

b. A biological, adopiive,
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THE SCHOOL DISTRICT OF PHILADELPHIA

OFFICE OF EARLY CHILDHOOD EDUCATION
440 N. BROAD STREET, SUITE 170
PHILADELPHIA, PENNSYLVANIA 19130

POLICIES AND CONSENT FOR EMERGENCY MEDICAL CARE AND SCREENINGS

This form will be taken with the child when emergency medical care is needed.

Child’s Name:

The parent is responsible for making arrangements for alternative care for your child if he/she is ill, needs close
supervision or has a contagious condition and cannot attend preschool. The parent is also responsible for transportation if
your child has an illness or minor injury while at preschool, not sufficiently severe to warrant emergency medical

transportation.

In the event your child becomes seriously ill or injured and requires immediate medical attention, he/she will be
accompanied by a CHILDSPACE TOQ staff person and taken to the nearest hospital emergency room in an emergency
medical vehicle. We will attempt to notify the parent at once. Under the Medical Services/Minor Act, immediate
emergency treatment will be initiated at the hospital. However, it is essential that both Early Childhood and the hospital
be able to locate you as soon as possible, to give either written or monitored verbal permission for comprehensive
treatment. Please be sure to keep your child’s preschool teacher informed about how to reach you when you are not at

home or at work/school.

Parents are responsible for the costs of medical treatment if their child is injured. Please contact Early Childhood Health
Services if your child needs medical insurance.

A Doctor’s note will be required before your child can return to preschool if he/she has any of the following: an
emergency room visit, certain cases of illness (contagious, serious, requiring a long absence or surgery, etc.) or certain
cases of injury (needing doctor’s care, cast or brace, special activities, etc.). If you have any doubt, please obtain a
Doctor’s note whenever your child goes for medical care.

CONSENT FOR EMERGENCY MEDICAL CARE AND PREVENTIVE SCREENINGS

TG

sV yisignatarebelowaindieatessthatl-givesonsentfors - s
1. The administration of minor first aid to my child by preschool classroom staff
2. The emergency medical and/or dental care which may be necessary to preserve the life of my child or to prevent
impairment of his/her health in the event that time does not permit obtaining my personal consent for such care. I
understand that T will be contacted as soon as possible, and will assume responsibility for giving permission for
on-going care
3, My child to participate in the Office of Early Childhood screening program which may include, but is not limited
to; developmental screening, behavioral screening, vision screening, hearing screening and dental screening. I
oo oo —understand-that-as-part-of-the-preventative-health-program; children. particip ating-in-preschool-programs-of-the -
School District of Philadelphia receive screenings during the school year.

Date:

Signature of Parent:

If you have any questions about the above information, please speak with a representative from Early Childhood Health
Services.

Early Childhood Use Only

Name of Early Childhood Location:
Signature of Early Childhood Staff! Date:




#4: POLICIES and CONSENT for EMERGENCY MEDICAL CARE and OTHER HEALTH SERVICES FORM

Child’s Name

This form will be taken with your child when emergency medical care is needed.

Date of Birth

EMERGENCY MEDICAL CARE POLICIES
parents, you are responsible for making arrangements for alternate care for your child if s/he is ill, needs close supervision or has a

contagious condition and cannot attend pr

eschool. You are also responsible for transportation if your child has an illness or minor injury

while at preschool, not sufficiently severe to warrant emergency medical transportation.

in the event your child becomes seriously ill or inju
taken to the nearest hospital emergency rcomina
Services/Minor Act, immediate emergency treatment will be initiated at the hospital. However,

the hospital is able to locate you as s

red and requires immediate medical attention, s/he will be accompanied by staff and
n emergency medical vehicle. We will attempt to notify you at once. Under the Medical
it is essential that your child’s teacher and

oon as possible, to give either written or monitored verbal permission for comprehensive treatment.

please be sure to keep your child’s teacher informed about how to reach you at all times.
You are responsible for the costs of medical treatment if your child is injured. Please contact Early Childhood Health Services if your child
needs medical insurance.

A Doctor’s note is required before your child can return
cases of illness {contagious, serious, requires a long absence, surgery, etc.), or certain cases of injury (needing doctor’s care,

to preschool if s/he has any of the following: an emergency room visit, certain
cast or brace,

special activities, etc.). If you have any doubt, please obtain a Doctor's note whenever your child goes for medical care.

CONSENT for EMERGENCY MEDICAL CARE, PREVENTIVE SCREENINGS and OTHER HEALTH SERVICES
My signature below indicates that | understand the Emergency Medical Care Policies and give consent for:

1.
2.

The administration of minor first aid to my child by preschool classroom staff;

The emergency medical and/or dental care which may be necessary to preserve the life of my child or to prevent impairment of
his/her health in the event that time does not permit obtaining my persenal consent for such care. | understand that | will be
contacted as soon as possible, and will assume responsibility for giving permission for on-going care;

My child to participate in the Office of Early Childhood Education’s screening program which may include, but is not [imited to:
developmental screening, behavioral screening, vision screening, hearing screening and dental screening. 1 understand that as
part of the preventative health program, children participating in preschool programs of The School District of Philadelphia

recelve screenings during the school year;
The School District of Philadelphia’s Office of Early Childhood Education Program Mental Health Consultation Services to provide

services on an as needed basis. These services may include:
Observation of my child in the preschool setting and consultation with teaching staff regarding strategies and

techniques to support my child’s healthy social/emotional development;

B EoNduct asses‘*sm"e'r‘it§*a'n’d-‘-b’éh%i\‘/rd‘ra:lydﬁélﬁp’m'ehc-a'rfs‘cr'é’e‘n'm'gs;*iﬂ‘s‘iﬁé’%t‘éﬁﬂarurzé’df*ﬁls%a‘eross*a..*uoma‘i'ﬁa ofmy

If you have any questions about the above information,

Lo
child’s development;
c.  Provide behavioral health consultation services to my child and his/her teacher within the early childhood facility;

d.  An invitation to participate in team meetings and action plan development for my child’s social/emotional well-being,
where 1 will be provided with information about child-related issues and resources within my community that could be

helpful.

please speak with a representative from Early Childhood Health Services.

Signature of Parent/Guardian

Date

Crthnnd Dictriet of Philadelnhia 2019-2020 Preschool Application 1




THE SCHOOL DISTRICT OF PHILADELPHIA
OI{FICE OF EARLY CHILDHOOD EDUCATION -
EDUCATION CENTER
440 N. BROAD STREET, 2™ FLOOR- PORTAL C
PHILADELPHIA, PENNSYLVANIA 19130-4015

Telephone: 215-400-4270 Fax: 215-400-4272

Notice #
Date:

TO: The Parent/Guardian of

Topic: Requirements for: Entry Kindergarten Returning

It has come-to my attention that your child’s health records indicate he/she does not have
a complete health file. Please make an appointment IMMEDIATELY with your child’s
health care provider to get the information indicated below. .

Please have your health care provider complete the attached form including the complete
dates: e.z. Month/Day/Year for each item listed below.

Physical Exam . | {Last physical }
Dental Exam : {Last dental }
Follow up Vision exam |

Follow up Heating exam
DPT TB TEST

POLIO ’ LEAD

HEPATITIS B HEMOGLOBIN/
MMR ' HEMATOCRIT
VARICELLA BLOOD PRESSURE
PNEUMOCOCCAL '

HIB

Thank you for your cooperation and help in keeping your Preschool Child healthy..

Your Early Childhood Nurse

revised 6/11
revised 7/12
revised 7/14




-

NEUROLOGIC & DEVELOPMENTAL

#2: CHILD HEALTH ASSESSMENT/PHYSICAL EXANM FORM

Child's Name {Last):

child’s Name {First):

Child's Date of Birth:

Parent/Guardian Namez

Address:

Contact Phona#:

PA child care providers must document that enrolled children have received age-appropuiate h
schedule of the American Academy of Pediatrics, 147 Northwest Point Bivd., Elk Grove Village,

ealth services and Immunizatfons that meet the current
11, 60007. The schedule s available at www.2ap.org or

Faxback 847/758-0391L (document #9535 and #9807). Print copies provided by DPW have the schedule on the hack of the form,

Health history and medical information pertinent to routine care and

emergencies (describe, if any):
Ul NONE

EXAN:

DATE OF MOST RECENT WELL-CHILD/PRYSICAL

Allergies to food or medicine {describe, if any):

healih professional (inftfal and date naw data).

Do not omit any information, This form may be updated hy

1 nONE

N YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM

CONTAGIOUS OR COMMUNICABLE DISEASES?

1 ves
[ NO -IF NO, PLEASE EXPLAIN YOUR ANSWER:
RS M

LENGTH/HEIGHT

WEIGHT

BLOOD PRESSURE

INJCM %ILE

1B/KG %ILE

(BEGINNING AT AGE 3)
/

PHYSICAL EXAMINATION

¥ = NORMIAL

IF ABNORIVIAL - COMMENTS

HEAD/EYES/EARS/N OSE/THROAT

TEETH

CARDIORESPIRATORY

ABDOMEN/GI

GENITALIA/BREASTS

EXTREMETIES/JOINTS/BACK/CHEST

SKIN/LYMPH NODES

IIVIVIUNIZATIONS DATE DATE

DATE

DATE DATE COMMENTS

DTap/DTP/Td

POLIO

HIB

HEP B
MMR

VARICELLA

MENINGOCOCCAL
PNEUMOCOCCAL

INFLUENZA

HEPA

ROTAVIRUS

OTHER/TB

SCREENING TESTS

LEAD

DATE OF TEST

NOTE HERE IF RESULTS ARE PENDING OR ABNORMAL

ANEMIA (HGB/HCT)

URINALYSIS (UA) at age 5
HEARING (subjective until age 4)
VISION (subjective until age 3)
PROFESSIONAL DENTAL EXAM

HEALTH PROBLEMIS OR SPECIAL NEEDS, RECOM

necessary)
1 NONE

WIENDED TREATMENT/! WIEDICATIONS/SPECIAL CARE {attach additional sheets if

NEXT APPOIMTMENT — MONTH/YEAR:

MEDICAL CARE PROVIDER:

ADDRESS:

SIGNATURE OF PHYSICIAN OR CRNP:

ZIP CODE: PHONE:

LICENSE NUMBER:

DATE FORM SIGNED:

qchoal District of Philadelphia

2020-202.1 Preschool Application

13




[ s3: CHILD DENTAL HEALTH/DENTAL EXAN FORM B

Date of Birth

Child’s Name

SECTION 1: Completed by parent/guardian

1. Has your child been to the dentist?  [1No [l Yes—if Yes, aate of child’s last dental visit

2. Daes your child have {or had) cavities or carfes? [MNo [ Yes—IfYes’, how many?

a. Daes your child have any problems with his/her teeth, gums, or mouth? [MNo [@lYes

If ‘Yeg, please describe

4. How many times a day does your child brush his/her teeth?

SECTION 2: Completed by child’s Deniist

1. Date of child’s most recent:
Teeth Cleaning Fluoride Treatment

Dental Examination

5. Has child ever needed dental treatment? LINo IYes

If Yes, type of dental treatment
!

Has dental freatment been completed? [INe Il Yes—if ‘Yes, date of completion

3. Date of child’s next dental visit

Dental Office Stamp

My signature certifies the accuracy of this information.

Dentist’s Signature

Date

Qchool District of Philadelphia 2020-2021 Preschool Application 15




F.. THE SCHOOL DISTRICT OF Office of Early Childhood Education
[P H | L [ Prekindergarten Programs
Suite 170

440 North Broad Street

Philadelphia, PA 19130

INFLUENZA (Flu) IMMUNIZATION

YOUR CHILD’S ANNUAL FLU SHOT

Name: DOB: / [/  Classroom:

Regulation: Influenza (Flu) Shot

e The influenza (Flu) shot is now required for children in childcare and Preschool
programs unless there is a written exemption: medical, religious or personal.

o The Influenza (Flu) shot is typically given during a specified time frame, August 1% —
December 31%, to afford the best protection against the Flu.

e The influenza (Flu) shot is on the recommended ACIP (Advisory Committee on
Immunization Practices) schedule.

e OCDEL (Office of Child Development and Early Learning) permits written exemptions
for part or all immunizations.

Parent’s Name (printed}):

Parent’s Name (signature): Date:
My child received an influenza (flu) shot this year ~ YES/NO Date:

| understand | have to provide a record of this immunization for my child’s file annually.

My child has not received an influenza (Flu) shot YET this year but will by

| understand 1 have to provide a record of this immunization for my child’s file annually.

My child did not and will not receive an influenza (Flu) shot this year.

Written Exemption as to why not:

PLEASE RETURN COMPLETED FORM TO YOUR CENTER BY: January 2, 2020
If you have questions contact the School Health Coordinator, Tracey Petty

215-400-5838/tpetty@philasd.org

Oct. 2019/tp




F‘ THE SCHOOL DISTRICT OF Office of Early Childhood Education
4

b 2al P H | L A D F L p H l A Prekindergarten Programs

Suite 170
440 North Broad Street
Philadelphia, PA 19130

Where Can I Go to Get a FLU SHOT? YourLocal Walgreens Healthcare Clinicand the heafth centers below!

North Philadelphia

Esperanza Health Center: 4417 North 6th Street 215-302-3600

Health Center #9: Philadelphia Department of Public Health 131 East Chelten Avenue 215-685-5701

Lower/Central North Philadelphia

Broad Street Health Center: 1415 North Broad Street 215-235-7944

Eleventh Street Health Services of Drexel University: 8060 North 11th Street 215-769-1100

Health Center #5: Philadelphia Department of Public Health 1920 North 20th Street 215-685-2933
Health Center #6: Philadelphia Department of Public Health 321 West Girard Ave 215-685-3803

PHMC Health Connection: 1035 West Berks Street 215-765-6690

QCHC Family Health Center: 2501 West Lehigh Avenue 215-227-0300

Strawberry Mansion Health Center: Philadelphia Department of Public Health 2840 Dauphin Street 215-685-2401

Northeast Philadelphia

Health Center #10: Philadelphia Department of Public Health 2230 Cottman Avenue 215-685-0639

South Philadelphia

Health Center #1: Philadelphia Department of Public Health 500 South Broad Street 215-685-6570
Health Center #2: 1720 South Broad Street 215-685-1803

Waest-Southwest Philadelphia
Health Center #3: Philadelphia Department of Public Health 555 South 43rd Street 215-685-7504

Health Center #4: Philadelphia Department of Public Health 4400 Haverford Avenue 215-685-7601

Oct. 2019/tp




THE SCHOOL DISTRICT OF PHILADELPHIA
OFFICE OF EARLY CHILDHOOD EDUCATION
440 N. BROAD STREET
PHILADELPHIA, PENNSYLVANIA 15130-4015

[ #2: CHILD'S IMEDICAL CONCERNS FORM

Child’s Name Date of Birth

Dear Parent/Guardfan,

The Office of Early Childhood Education recognizes the fact that some children have a medical conditfon that requires
prescribed medication. When the prescribed medication is to be administered during preschool hours, a
representative from Early Childhood Health Services, with written permission, will train the staff at your child’s
preschool to administer the medication to your child. Written permission is given by submitting form MED-1: Request
for Administration of Medicatfon, completed by you and your child’s health care provider for each medicatidgn., Atno
time will medication be given to your child without a completed MED-1.

please check one hox and complete as necessary — Use additional paper if needed:

[l Atthis time, my child does not have a medical condition.

[1 My child has the following medical condition(s): '
Arepresentative from Early childhood Health Services may contact you for more information,

1. Diagnosisor medical condition:
1 Does not require medication to be administered

Il Requires medication to be administered DAILY
Medication name, dose and times '
1 Requires medication to be administered AS NEEDED
Medication iame and dose

2. Diagnosisor medical conditon:
[ Daes not require medication to be administered

I'T Requires medication fo be administered DAILY
Medication name, dose and times
[T Requires medicatian to be administered AS NEEDER
Medication hamie and dose

The information on this form s true to the best of my knowledge. 1 understand that it is my responsibility to
immediately inform my child’s teacher or Farly Childhood Health Services ifthere is a change to the information

. indicated above, .

Signature of Parent/Guardian Date
Early Childhood Use Only
Name of Location:
*Signature of Early childhood Staff: ] Date: b

Page 15



THE SCHOOL DISTRICT OF PHILADELPHIA
OFFICE OF EARLY CHILDHOOD EDUCATION
440 N. BROAD STREET
PHILADELPHIA, PENNSYLVANIA 19130-4015

B #3: CHILD’S MEDICAL HISTORY FORM
Place a check mark in the NO or YES column next to each ftem. For all YES responses, please explain in the COMMENTS
column.
MY CHILD: NO | YES COMMENTS

Wears diapers and/or pull-ups

Has/Hatl a sejzure(s)

Has/Had a serlous accident or iliness

Had an emérgency roorm visit
Hedan T Ter

Had an overnight hospital stay

Had surgery

Wears glasses

Has a lazy eye, crossed eys, wandering aye or other eye conditions

Has ear tubes, hearing loss, wears a hearing aid, has a history of ear infectlons or

other ear ¢onditions

Has excessive colds, sore throats, coughing episodes, shores loudly

Has a history of asthma or bronchitis

Has a heart murmur, a resolved heart murmur, rheumatic fever or other heart
conditions

Has a history of anemia, sickle cell disease, elevated lead level

Has G6PD, hemophilia or other bload conditions

Has an umbilical or inguinal hernia

Has reflux, stomach pain, diarrhea, constipation

Has a feeding tube
Has trouble urinating, urinary tract infection or kidney disease

Has diabeies Otypel OTypell

Has rashes, eczema, hives, boils
Has neuropathy, muscle tics, spina bifida, muscular dystrophy, cerebral palsy

Wears leg braces

Uses a cane, walker or wheelchalr ona daily basls

Has/Had had polio, chicken pox, measles, murfips, scarlet fever, whooping gough

Experiences car sickness
Child’s mother and for child had problems during pregnancy, delivery and/or after
delivery

Child’s mather/guardian is currently pregnant

Expected due date:

The information on this form s true to the best of my knowledge. | understand that it is my responsibility to immediately
inforn my child’s teacher or Early Childhood Health Services if-there is any change to the ahove information.

Signature of Parent/ Guardian Date

Page 16



THE SCHOOL DISTRICT OF PHILADELIHIA

OFFICE OF EARLY CHILDHOOD EDUCATION
440 1. BROAD STREET, SUITE 170
PHILADBLPHIA, PENNSYLYVANIA. 19130

CHILD’S HEALTH HISTORY

Parent/Guardian: Please complete hoth sides of this form to the best of your kmowledge.

Child’s Name

Date of Birth

Parent/Guardian Name

Taday’s Date

PREGNANCY and BIRTH INFORMATEON

Did mother visit the physician fewer than 2 times during pregnancy?

No

Yes ~ If Yes, explain

Did mother or child stay i the hospital for medjcal reasons longex than usual?

No Yes ~ If Yes, explain

Place of birth

Type of delivery: Vaginal

C-Section (please explain why)

Birth weight

Tbs. A

Was your child born mote than 3 weeks before or after due date?

No Yes ~ If Yes, please explain

Were fhere any problems with the mother or child:

During pregnancy: No Ves ~IF Yes, explain
During deiivery: ) No Yos ~If Yes, explain
After delivery: . No ‘Yes ~ If Yes, explain

Duwring pregnaney did the mothet nse:
TIs this child’s mother/guardian pregnant now?

Cigarsites Alcohel

No Yes

CHILD’S HOSPITALIZATIONS and ILLNESSES

Diyuigs

Prescription Medicine

Overnight hospitalization: No Yes ~ If Yes, explain
Fmergency Room Visit: No Yes ~1f Yes, explain
Setious Aceident: No Ves ~If Yes, explain
Serious mess: No Yes ~If Yes, explain
Surgery: No Yes

IfVes:

Type of surgery

Date of strgery Name of Hospital

Problems or complications
Seizwes No Yes

T Yes:

Type of seizwe

Reaction

Duration

Wedication




THE SCHOOL DISTRICT OF PHILADELPHIA

OFFICE OF EARLY CHILDHOOD EDUCATION
440 N. BROAD STREET, SUITE 170
PHILADELPHIA, PENNSYLVANIA 19130

Part I: Place a check mark in the No or Yes column next to each item. For all 'Yes responses, please explain in the Comments
column.

DOES YOUR CHILD NO | YES COMMENTS

‘Wear glasses

Have a lazy eye, crossed eyes, wandering eyes, other eye
conditions

Have a history of ear infections, tubes in ears, hearing loss,
wear hearing aid

Have excessive colds, sore throats, coughing episodes, or
snores loudly

Have a history of asthma or bronchifis

Have a heart murmur, a resolved heart murmur, rheumatic
fever or other heart conditions

Have a history of anemia, sickle cell disease, elevated lead
level or other blood conditions such as G6PD, hemophilia,
ete.

Have or had an umbilical or inguinal hernia

Have reflux, stomach pain, diacthea, constipation

Have a feeding tube

Tlave trouble urinating, urinary tract infection or kidney
disease

Wear diapers/pull-ups

(If Yes, please indicate Type I or Type IT diabetes)

Have rashes, eczema, hives, boils

Have neuropathy, muscle tics, spina bifida, muscular
dystrophy, cerebral palsy

‘Wear leg braces

; -~ 4+ Use a-cane; walker or-wheelehajt-- -+ - -—wmmm s e g o s e e o

Have (or had) polio, chicken pox, measles, mumps, scarlet
fever, whooping cough

Have car sickness

Have allergies due to medication or food

Have allergies due to seasonal changes, animals or other

Take medication daily or on an ‘As Needed’ basis

Please share with us any health concerns you have for your child




THE SCHOOL DISTRICT OF PHILADELPHIA

OFFICE OF EARLY CHILDHOOD EDUCATION
440 N. BROAD STREET, SUITE 170
PHILADELPHIA, PENNSYLVANIA 15130

Child Social Development

Parent/Guardian: Please complete both sides of this form to the best of your knowledge. Your answers will help us to
better understand and assist your child while enrolled in preschool.

Child’s Name Date of Birth
Parent/Guardian Name Today’s Date

1. Please list the activities your child enjoys

9. Please list the activities your child does not enjoy

3. Does your child take a nap? No Yes ~ If Yes, when? For how long?

4. What time does your child usually: ~ Go to sleep at night? Wake up in the morning?

5. Does your child sleep with a light on? No Yes

6. Does your child have bedtime routine? No Yes ~ If Yes, please desctibe

7. Does your child have trouble slee@ing? No Yes ~ If Yes, please describe

8. a) What words or actions does your child use to indicate that s/he needs to use the.bathroom?

b) Does your child use diapers/pull ups? Yes No If yes, when?

9. How does your child act with children s/he does not know?

A N R O R S e S T e 3 A R RS S
10 How does your child act with adulfs s/he does not know?

11. Please tell us what your child is afraid of

12. How do you comfort your child?

13. Does your child have difficulty expressing what s/he wants? No Yes
14. Do you have difficulty understanding your child? No Yes ~ If Yes, please explain how you
e COTMUEACATE, - et oo e o o e e o e . S PN

15. Have there been big changes in your child’s life within the last 6 months?

please describe

No Yes ~If Yes,

_ Children leam to do things at different ages. So that we can better fit our program to meet your child’s needs,

e please tell us, as best as you can remember, what age your child began the following tasks?
TASK AGE TASK AGE
Sit up without help Toilet trained
Crawl Respond to directions
Walk Play with toys
r Tatk— Usecrayons
Feed and dress self Understand what is said

Parent/Guardian: Please complete both sides of this form to the best of your knowledge.

Child’s Name

Todavy’s Date



THE SCHOOL DISTRICT OF PHILADELPHIA
OFFICE OF EARLY CHILDHQQD EDUCATION
440 N. BROAD STREET
PHILADELPHIA, PENNSYLVANIA 19130-4015

| #5: CHILD'S DIETARY or FOOD RESTRICTIONS FORM

Child’s Name Date of Birth

Dear Parent/Guardian,

The Child and Adult Care Food Program {CACFP) provides a daily nuiritional breakfast, lunch and snack for your child
while enrolled in preschool at no cost to families. A monthly menu, posted in each lacation, lists the foods and
heverages that your child is offered at each meal. The Office of Early Childhood Education recognizes the fact that
certain foods, due to medical, religious or other reasons, are restricted from some children’s diets. Pleasetell us about:,
your child. This information will be shared with your child’s nutritional, health and instructional staff. If your, child has
a non-disabling dietary restriction, efforts will be made to provide your child with an allowable substitution.

If your child has a food allergy which requires the administration of an EPI-PEN, Benadryl or other medication, please
let us know immediately so that we can begin the process required to train the preschool staff.

please check one box and complete as necessary — use additional paper if needed:

T At this time, my child does not, have a dietary or food restriction.
[T My child has the following dietary or food restriction(s):
1. Name of restricted food:
Reason for restriction: [l Religious 1 Other (please specify)
b 1 Medical - please indicate reaction and treatment:

—l

2, Name of restricted food:
Reason for resiriction: . [1 Religious 1 Other (please specify)
1 Medical — please indicate reaction and treatment:

The information on this form is true to the best of my knowledge. | will inform my child’s teacher if any of this
information changes.

| Signature of Parent/Guardian Date

| Early Childhood Use Only
Name of Locatior: '
. . SOANS CHRISTIANACADEMY . - -
| Signature of Early Childhood Staff: 7912 DUNGAN ROAD Date:
PHILADELPHIA, PA :
I 19111

Page 18
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THE SCHOOL DISTRICT OF PHILADELPHIA

OFFICE OF EARLY CHILDHOOD EDUCATION
440 N, BROAD STREET, SUITE 170
PHILADELPHIA, PENNSYLVANIA 19130

NUTRITION HISTORY

What foods does your child like?

What foods does your child dislike?

Place a check mark in the No or Yes column next to each question:

Yes

Does your child take vitamins?

Do the vitamins contain iron?

Do the vitamins contain fluoride?

Are the vitamins preseribed by a doctor?

Is your child on a special diet?

Is the diet recommended by a doctor?

Has there been a noticeable change in your child’s appetite in the last month?

Does your child drink from a bottle?

Does your child eat or chew things that aren’t food? (ex: dirt, clay, paint chips)

Does your child have trouble chewing or swallowing?

Does your child often have diarrthea?

Does your child often have constipation?

Do you have any concerns about what your child eats?

Are you receiving WIC?

Are you receiving Food Stamps?

Place a check mark under the column that indicates the approximate number of times a week your child eats the

following foods:

F— ] Ty R i

i

=6

=T

e e

Milk ~ whole, skim, low fat, lactose free

Cheese, yogurt

Eggs

Peanut butter

Beaus, peas, soy, tofu, lentils

Nuts, seeds

- g Be,,eﬁ .Chjcken;.mrkey e e P P e [ PR .

Fish, shellfish

Rice, noodles, bread, tortillas, crackers, cereal

Green vegetables, spinach, collard greens

Winter squash, pumpkin, sweet potatoes, carrots

Oranges, grapefiuit, tomatoes, broccoli, fruit juice

Other fruits and vegetables

Oil, butter, margarine, jarus, jellies, olive oil

Cakes, cookies, sodas, fiuit drinks, candy

01.08

07.12




THE SCHOOL DISTRICT OF PHILADELPHIA

OFFICE OF EARLY CHILDHOOD EDUCATION
440 N. BROAD STREET, SUITE 170
PHILADELPHIA, PENNSYLVANIA 19130

Where do you usually take your child for health care services (Medical Home)?

Name

Address Zip Phone number

Where do you usually take your child for dental care services (Dental Home)?

Name

Address Zip Phone number




Office of Early Childhood
Education Prekindergarten
Programs 440 N Broad
Street, Suite 170
Philadelphia, PA 19130

Child.'é-.N_ame: PRI RERE LS B Tkt SRAN L Ceglter AGADE] MWEOANS (‘\HR[STIAN ACADREMY:
’ T o 7912 PUNGAN ROAD
Family Engagement Contract : PHILADE%%HIA, FA
. 19 -
By enrolling your child, you are joining us 1o achieve our program's mission: To bring arelentless focus

on.po

sitive child and famﬂy outcomes 6 cloge the achisvément gap 4nd build a better fuhire for children,

famﬂies and communities served by the Head Start program. To reach our shared wission, and

___,,__;tacag:mzmg_yaurhopes and_dreamsfor_younohﬂd,waneaimWO

Fhtogeilier as equalpuriners. “Plgage

officially join usin paxtnership by signing and

following through on this Family Engagement Contract.

- Qi Hope or dream Tiave for my child 5.

Our pro gram will do the following for you and your child:
o Provide an excellent education program — every day— for all of our students.

o  Guideyouthroughthe process of leamning and doinghigh quahty parent child -
( activities that support your child's learning athome.

o  Support you to keep your child healthy and well.

o Houox your family's umque strengilis, needs and circumstances.

o Build an environmént that welcomes ALL families as pariners in our pro gram '

‘Welcome your voice...and create opportunities for you to provide feedback and to be heard.

e Offer many ways for you to participate and volunteer at our program.

‘ I will do the following:
| -

| [parent or guardian's name]

|

|

| o Bring my child to school on time and every day.

§ s  PavHcipate in my child's learning by completing home learning aeiivities.

o Readwith my child daily or as eften as possible.

o Attend center aciivities to help build community 2 and to advocats

for my child and family

o . Pariner with our program to keep my child healthy.-

o | SFs o oy = et 2 L ey £ za
< together as egual parfuers io achicve gonls s8¢ 305

Ly
)
jeal
1=
&
8
|4}




" | THE SCHOOL DISTRICT OF PHIT.ADELPHIA

i : OFFICE OF EARLY CHILDHOOD EDUCATION
440 N. BROAD STREET, SUITE 170
PHILADELPHIA, PENNSYLVANIA 19130

ey

FAMILY STRENGTH ASSESSMENT

Dear Parent(s)/Guardian(s):

The Head Start Performance Standards requires each program to assess the strengths of
each farnily it enrolls. The purpose of the family assessment is to enable the program
staffto assist and support you and your families as you move toward accomplishing your
goals. Please complete the Family Profile so that we may provide you the necessary
information and referrals in order to help you achieve the mutual goals you develop.

FAMILY PROFILE

CENTER: ' DATE:

Child’s Name: Parent’s Name:

Address:

Phone Number: Cell Phone:

Ethnicity:
[] Hispanic or Latino Origin [ |American Ind. Or Alaskan Native [ ] Asian [ ] White

[]Blackor Afiican American[ ] Biracial/Multiracial | Native Hawaiian or Pacific Islander

j [] Other [ Unspecified

Primary Language:
[] Bnglish [] Spanish [] Native Central /South American and Mexican [ ] Aftican

[] Caribbean |7 Middle Eastern/South Asian [ East Asian Language [ Pacific Island
(Hama.n Crcolg] {Arabic, Hebrew, Hindi, Urdw, Bengali) —  (Chinese, Vietnamese, Tagalog)  (Palauan, Fijian)

] European/Slavic [ 1 Native North American/Alaskan [ Unspeolﬁed ‘

(German, ltalian, Croatian etc.)

[ Other (specify)

(ex. language)
Number of Adulis in Household over 18 years old #
Other Children under 18 years of age. Date of Birth

(over)




Fawily Strength Assessment

Family Profile Questions

Yes

No

Arze you the guardian or parent of the child?

Are you the child’s Grandparent/Relative?

Is your family involved in Foster Care?

Ts this child in Foster care?

Is your family currently receiving services from DHS?

N

Ts your family receiving SCOH services?
Ifyes ‘what is the name of the agency?

7. ‘Were you referred by an agency?
If yes, what is the name of the agency?

8. Areyou a United States citizen?

9. How long have you lived in the United States?

10. Do you have any disabilities or other physical/mental health concerns
that prevent you from caring for your family? .

11. Does your child have any disabilities?

'| 12. Axe you currently seeking other housing arrangements?

13. Do you live in a shelter or frapsitional housing?

14. Do yot feel safe in the place you are currently living?

15. Have you been displaced due to a hardship?
If yes, please check off or explain.

Displaced due to fire.

Displaced due to domestic violence.

Displaced due fo a loss of income.

Displaced due to an eviction/put out of home.

Displaced due to flood/housing beyond repair

Other

16. How many times have you moved in the past year?

Employment and Training

Parent/Guardian Status

Yes

Employed

If yes, Employer Name:

Employer address/phone number:

Unemployed seeking work

Homemaker

.| Student

If yes, go to Educational Profile

Are you working part-time?

Are you working full time? (35 hrs/week or more)




- - —+Tengifrof program- """ "~

Family Strength Assessmmient

Educational Profile
Do you have a High School Diploma?
Do you have 4 GED?

Do you have some College credits?

Do you have a College degree?
T ves, check appropriate box. [ Associate [ ] Bachelor
L Master Doctorate

Are you currently entolled in school/college?
I Full ime T Part time
Where?

Ateyou inferested in additional information for contiming education
opporiunities for yourself or family member?

‘What type of information? i
[1GED [ ] TradeSchool [ College L1 Rinancial Aid

N/A

WA

What Skills or falents do you bring fo the Head Start program?

[ 1~ Secretarial LI ~ Technical (computer JI| Health [ Avtg/Crafts

[ Sewing [] Child Care 1 Other (specify)

Child Care Survey

Do you need befote and after school care for your child?

Does /Will yor child attend a child cavs facility or child care home after the
Head Start day? ‘

407 revised Maveh 16, 2009




THE SCHOOL DISTRICT OF PHILADELPHIA

OFFICE OF EARLY CHILDHOOD EDUCATION
440 N. BROAD STREET, SUITE 170
PHILADELPHIA, PENNSYLVANIA. 19130

FAMILY INTEREST SURVEY

Head Start is committed to providing workshops and training opportunities that meet the needs of parents and
caregivers. We want these opportunities to be interesting, informative, helpful and fun. Throughout the year you
will receive information through many different resources such as information flyers, workshops and parent
meetings. Please take a few minutes to complete the survey below to assist us in better serving you this year.

Family Namnie: Child’s Name:
CHILD BEVELQPMENT PARENTING/ FAMILY LIFE
_ Ages3-5 - ___ Child support laws
_ Infants and toddler’s ____Peer pressure issues
___ Reading with children ___ Step parenting & blended families
__ Potty training ___ Grandparents raising children
__ Discipline ____Childcare after school
Other ___ Divorce / separation
_ Sibling rivalty
____Fatherhood
____ Caring for the elderly
___ Custody Issues
____ Co-parenting/communication
____ Child Abuse laws
Other :
MENTAL HEALTH HOME MANAGEMENT
__ Building relationships ___Budgeting / money managenient
____Building self — esteem ___ Credit counseling
__ Stress management ‘ ____Law on Renters rights
___Death, dying & grief support ___ Cost saving household tips
____Understanding anger ____ Furniture / appliances
____How to deal with fear ____Housing repairs / weatherization
___ Dealing with substance abuse (alcoholor drugs) Energy assistance
____Domestic violence _ ___Using coupons
___Counseling resources ____Housing
____Bullying Other
____ Time management : .

___ Becoming trauma informed
_ Other




THE SCHOOL DISTRICT OF PHILADELPHIA

OFFICE OF EARLY CHILDHOOD EDUCATION
440 N. BROAD STREET, SUITE 170

PERSONAL
__ Expanding your education

Resume writing / job readiness

' : Setting realistic goals

___GED

classes

_ Financial aid for scheel

___SSTor social security guidelines

___ Obtaining a driver’s license
HSL

Other

HFALTH & SAFETY
____ Child proofing your home
___ Allergies & asthma
___Diabetes
____First Aid/ CPR.
__Poisons and look-alikes/over the
counter medication
____ Smoking cessation
____ Signs of drug /alcohol abuse
___ Health insurance coverage
___Signs of lead poisoning
____The fmportance of dental health
_ Women’s health issues
_«_ Men’s health issues
Other )

Sewing

ADDITIONAL COMMENTS OR INTERESTS:

PHILADELPHIA, PENNSYLVANIA 19130

JUST FOR FUN

__ Crafts — home decorations

_ Aerobics

_ Make over tips (hair, make -up, etc.)

. Group SDOItS (softball, bowling, eto.) _ Computer

__ Relaxation tips
__ Free Cultwal activities
Other

NUTRITION

___ Cooking & baking workshops
__ Healthy snacks

__ Understanding food labeling

. Cooking with children at home

___Healthy eating & weight control
_Exercising to good health
_ Overweight child
__Underweight child
_Low cost meal planning

Other

Revised 8/13
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FAMILY PA

w:a’a«-.p

TNERSHIP

AGREEMENT

CHILD'S NAME

Li'-:.t.zj'.‘-;::x.::’

PARENT(SY NAME(S)

.

Choose a categary from the Parent, Family & Community m:mnmﬂmami Frame

.

parent-child relationships, families as lifelong educators, fam
transitions, family connections fo peers & community, & fam

;:mr;am.—:—‘_.ﬁmsﬁ

_mw as advoca

lies as learn

work (family well-being,
ars, .?::7\ engagement in
+mm and leaders).

GOAL

OBJECTIVES {(action steps planned)

i

_

FOLLOW-UP HZ.ﬁmmS»r (how often family partnership coordinater nrmgn_xm n with

Target Goal Completion Date:

Parent Signature

Family Partnership Coordinator Signature.”

-

-

?3_3 [/ " £ £
[ 1 daily [ 1 weekly [ 1 biweekly [ 1 monthly | a 2

GQAL REVIEW: ___/ / GOAL REVIEW: ___/__ W GQOAL W__m<Hm<< Y S GOAL REVIEW: __/__ /.

U completed U completed U nmSMu_ﬁma U Coropleted R -

U Progress Made: d Progress Made: | I mmomw‘_mmm Made: Ll Pragress Made: |

U Goal Modified: 0 Goal Modified: i

U

Goal: Modified:

H
i

U Goal Modified:

T O AR T S

&

o




" psurance portability and Account

ernsylvania

% FRE-K COUNTS

'3

IEP /TESP PARENT SIGN-OFF SHEET

with developmental ssessments. [f your

Child’s growth. an _
TEP/IFSE, it would be ‘beneficial o share 2 copy of this plan withus
You do niot

child currently has ik

<0 we canwork o pether to ensUre that the guidelines are putinto practice.

have.to provide this fnformation. if you domot wish to do so- :

The information found on an IEP JIESP Is protected hy privacy laws fncluding the Health
' ability Act (HIPAA), Releases of snformation may also be

hers of a child’s treatment teail Professional developmert

required to speak to Tem ‘
regarding privacy jgsues, and HIPAA L particulax, 15 highly recomroended.

g a copy of my child’s TEF oF TESP’

Tam providin .
4 copy oty child’s TEP or JFSF and /or this s not applicable to

_ lam ot providing
my child.

Child’s Name: /////’/

Date:

Parent’s Signattire: ///’

Date:

Printed Name: //—//
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Office of Early Childhood Education
Prekindergarten Head Start

Joy Diljohn
Executive Director
Prekindergarten Head:Start

Susan M. Aichele
Health Coordinator
Prekindergarten Head Start
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Office of Early Childhood Education

€  pothbrushing ; .
the classroom

Parent’s Guide




THE, SCHOOL DISTRICT OF PHILADELPHIA
OFFICE OF EARLY CHILDHOOD EDUCATION
EDUCATION CENTER
440 N. BROAD STREET, 2" FLOOR- PORTAL C
PHILADELPHIA, PENNSYLVANIA 19130-4015

Telephone: 215-400-4270 Fax: 215-400-4272

GUIDELINES FOR IN CENTER TOOTHBRUSHING

The purpose of toothbrushing while in the center is to establish good oral health and develop the
toothbrushing habit in the preschool child. The child should associate the use of the tooth brush with.
completion of a meal. The Head Start Performance Standards 1304.23(b)(3) state that “Staff must
promote effective dental hygiene among children in conjunetion with meals.” The Early Childhood
Environment Rating Scale has been used in the development of these guidelines.

1t is best for the children not to eat or drink for 30 minutes following brushing iri order to get the
most benefit from the fluoride toothpaste. Families should be encouraged to brush additional times at
home especially before bedtime in order to prevent plaque and food particles from remaining in/on the

teeth throughout the night. :

Tooth broshing in the classroom
Dry tooth brushing, once a day after a meal, is the recommended way fo brush teeth in the classroom

setting because it allows the fluoride to remain in contact with the teeth for a longer period of time and it

doesn’t require rinsing or access to a sink. .
Brushing can take place in a large group with the children seated at tables. This provides the best
opportunity for the teacher to model and supervise. )
The best brushing technique for this age group is a horizontal or a small circular motion depending on the
manual dexterity of the child. Children should be encouraged to brush all three surfaces of the feeth as
well as the tongue. A longer duration of brushing leads to more plaque removal. Rinsing should not take
place. Studies have shown that rinsing washes away some of the benefits of fluoride.

Instructional staff is encouraged to brush their teeth with the children to promote oral health.

Use of tooth paste
The teaching staff should control the use of tooth paste. To aveid cross contamination, the toothpaste

should not be applied directly to a toothbrush. Several options include: a) small squares of paper can be
cut and a smear of toothpaste can be applied. These can be distributed and the children can “scoop™ up the
toothpaste from the paper using their toothbrush; or b) Small paper cups can be used for each child and a
small amount of toothpaste can be dispersed inside the lip of the cup. Children can then “scoop” up the

toothpaste from inside the cup using their toothbrush.

Storage of tooth brushes
The tooth brush must be marked with the child's name with an indelible marker.
Following each use, toothbrushes should be rinsed with tap water, stored in a toothbrush holder in an
upright position and-allowed to air dry. Toothbrushes should be spaced so that they-do not touch each™ ~
other ensuring enough spacing between brushes to dvoid cross contamination, Do not Jet them drip on
each other. Do not cover the toothbrushes for at least a half hour so that they can dry. Each tooth brush

must be covered with the supplied plastic cap for overnight storage. Write the nams of the chifd on the
cap.

Hygiene for tooth brushes - unclean brushes can breed germs!
¥ Tooth brushes should be rinsed well after sach use.
¥ Tooth brushing must be carefully supervised by the instructional staff to be certain that children
use ONLY THEIR OWN TOOTH BRUSHES!
v Tooth brushes should he discarded affer a child's gbsence from school due to a serious
illness, i.e., strep throat/scarlet fever, and viral infections.
v New tooth brushes will be issned to each child svery 3 months {or sooner if the bristles begin i

-
Luar.).

Reviewed 8/11
Revised 6/12
Revised 7/14
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THE SCHOOL DISTRICT OF PHILADELPHIA
OFFICE OF EARLY CHILDHOOD EDUCATION -
440 NORTH BROAD STREET
 PHILADELPHIA, PENNSYLVANIA 19130.

Telephone (215) 400-4270 ' Fax (215) 400-4274

OOD SERVICE POLICY,

taff must participate. All
{dren with meals. If parents
hiats, and wash their hands.
ldren with special needs

Mealtime is an integral part of the school day and s
mealtime participants must wash hands before assisting chi
volunteer to assist with mealtime, they are to remove coats,

Children must be permitied fo.serve and feed themselves. Chi

shou_ld be assisted as necessaty.
All portions of the policy outlined below align with CACFP regulations, Head
Childhood Environment Rating Scale (ECERS),

Start Performance Standards, Early Ch
+5 for ECERS, Caring for Our Children Healthy and

Keystone Stars position statemen
Safety Performance Standards, and the Building Mealtime Environments and

Relationships Inventory.

| BREAKFAST

arrives in the classroom. A child who

Each child is offered breakfast as he/she
desire. Children should be

home can eat in the center if they
encouraged to eat. BEvery child who eats muist be served a complete breakfast. A
f fruit juice, 1 ounce cold cereal, or a hot entrée,

complete breakiast consists of 4 ounces O
and 6 ounces of 1% (low-fat) or skim (fat-free) white milk. Thirty to 45 minutes is
allovwed for breakfast. Children who arrive Tate are to be offered breakfast, Breakfast is
not provided for staff, parents, Or children not enrolled in. the Early Childhood programs.

may have eaten at

LUNCH

Tunch is always served in the center, even Ol early dismissal days. Lumch is
served to all children in attendance. The Noontime Aide or cook heats lunches and
delivers them to the classrooms. Assigned children and staff are o assist in setting of
tables.
.Children are encouraged to eat but are not forced to eaf.
Fruit is part of the meal and can be eaten at any fime during the meal.

Food'is not to be used.as a reward or punishment.
Staff and volunteers will sit with the children during lunch and eat the
same food that is served fo children. Sodas and food not served_ to

children must 1ot be eaten during Tunch.
An adult must be at each table during funch. The adut to child ratio

during meals is 1 adult for every 10 chiildren.

D> D D




Soans Christian Academy

7912 Dungan Road, PHILADELPHIA, PA 19111

Kristen L. Domico, Director

September 2020-2021

Dear Parents/Guardians:

Soans Christian Academy’s Pre-K Counts program will provide a comprehensive program
appropriate for children ages 3, 4, and 5 year olds who have not met the Philadelphia
School District’s entry age for kindergarten. We will provide a program with varying
developmental levels for children enrolled based on how young children develop and learn;
include instruction to support each child’s development in the areas of approaches to
learning — creative expression, language and literacy, math, logic and science, social-
personal development, and physical development and health and open to children with
disabilities.

Soans Christian Academy’s PKC program is a federal funded “FREE” full-day program for
eligible children and their families from the hours of 8:30 a.m. until 2:30 p.m.,, school year
from September through June, for a total of 180 days. Children should arrive on time and
stay for the full instructional day. Regular attendance is a requirement of Soans Christian
Academy’s program. All children enrolled in Soans Christian Academy’s PKC program are
expected to attend when school is open, arrive on time, and depart on time.

Parents/Guardians and/or family members’ engagement is a critical part of a child's
success in school and those individuals are encouraged to be involved in the child's
development by some of the following ways: visiting on a regular basis; serving as a "guest
reader”; volunteering to assist with special class projects; accompanying child (ren) on
field trips; or other ways to support the child's development.

Policies and Procedure for Soans Christian Academy’s Program;

e Application: REQUIRED documentation: Proof of Income, Birth Certificate, Updated
Health Assessment Form with Immunization Records (Annually), Updated Dental
Assessment (6 months), and Updated Emergency Contact Form (Every 6 months or
as soon as there is a change in the information).

e Enrollment/Attendance: Excused absences are defined as: illness (written
documentation to return to care if out for more than (3) days from a doctor), death
of a family member, health or dental appointments (appointment card or stamped
note from doctor’s office), fire, natural disaster, or other extenuating circumstances;
three (3) consecutive absent days, parent/guardian will be contacted to learn the
nature of the absence and offer support, as appropriate; five (5) consecutive
unexcused absences, Director and parent/guardian together, must discuss the




reasons for the absence and determine ways to support the child’s attendance at the
Center; ten (10) or more consecutive unexcused absences or more than 10%
unexcused absences over the course of the school year (more than 18 days total)
and parent/guardian has not responded to support will be dismissed from Soans
Christian Academy’s program and replaced with another eligible student from the
waiting list or from the community.

Arrival Time: 8:30a.m. is the time all students will be ADMITTED into the
classrooms; after 9:30 a.m. your child (ren) will be marked late for the day. If your
child is late three (3) consecutive days they will be assessed one (1) unexcused
absence. NO child (ren) WILL BE ADMITTED into the program after 10:00 am
without a doctor’s note and No SERVICE WILL BE PROVIDED AFTER 11AM, NO
EXCEPTIONS. Excessive lateness may affect your child’s enrollment in the program.
Pick-up Time: 2:30 p.m. is the time all children who are not contracted by
ELRC or Private Pay for “After Care” MUST be picked up at this time. After
2.35 p.m. you will be assessed a $1.00 per minute fee for “Late Pick-up” form must
be signed at the time pick-up, and ALL fees must be paid in order for your child to
RETURN to the program the following day CASH ONLY.

Closed Days: Soans Christian Academy’s program doesn’t provide service on days
when the Philadelphia School District and/or CENTER are CLOSED. Soans Christian
Academy will only provide service to children who are contracted by ELRC, or
Private Paying parents.

Meals: Students beginning in the Center on the first day of school will be provided
all of their meals, please do not bring outside non-nutritional meals or snacks.
All meals served are FREE of charge during the Soans Christian Academy’s program
school year. If you qualify for REDUCE or PAID you must sign the “NOTICE OF
APPROVAL/DENIAL” form from the vendor C.B.S. Food Program and return it to
the DIRECTOR as soon as possible. Breakfast will be served from 9:00a.m. until
9:30a.m., children arriving after 9:30a.m., will NOT be provided BREAKFAS T.
ALL CBS food must stay in the building; no CBS food is permitted to leave
Soans Christian Academy.

Parent/Teacher Conferences: Parent/Guardians are REQUIRED to attend Fall,
Winter, and Spring term Conferences to discuss the child’s developmental
progress resulting from observations and assessments performed by the child’s
teachers. If additional conferences are needed the teachers can accommodate the
parent/guardian. Additionally, all students will be DISMISSED at 1:30pm during
the days the Parent/Teacher Conferences are provided based on the schedule
provided by the Director.

Family Engagement: Parents/Guardians and/or Family Members over the age of
18 must VOLUNTEER in the child’s classroom on a monthly basis.

All other policies please refer to Soans Christian Academy’s Parent Handbook.




Child’s Name Classroom

ACKNOWLEDGMENT OF THE

PA PRE-K COUNTS CONTRACT

] acknowledge by my signature that I have received a copy of the Soans Christian
Academy’s Parent/Guardian PA Pre-K Counts Contract. Ialso acknowledge that it is my
responsibility to read this contract, to ask questions if I do not understand, to observe and
follow the policies and procedures as outlined herein. I understand further that from time
to time the contents herein may change and that I will be responsible for keeping abreast of
the changes as they occur after I have been informed of the changes.

Parent/Guardian Signature: Date:

Parent/Guardian Name: Date:
(Name-Please Print)

Director Signature: ‘:}Cuidwn @o«m’m Date: September 1, 2020

Director Name: Kristen Do mico Date: September 1, 2020
(Name-Please Print)




Soans Christian Academy

Kristen Domico, Director

Rezxching higher for
cuslity early learning

Before and After Care for Head Start Students:

Extended Care: Before Care from 7:00 am —8:30 a.m. for a fee of $40.00 a Week,
After Care from 2:30 pm.- 6:00 p.m. for a fee of $80.00 a week, and Before and
After Care for a fee of $120.00 a week can be provided to children who parents
have a signed contract on file. This is a yearly commitment. The child must be
enrolled in the program in order to arrive before 8:30am and stay after 2:30pm.

Child’s Name

Classroom

___l want to enroll my child for Before Care.
___lwant to enroll my child for After Care.

___ I want to enroll my child for Before/After Care.

Parent/Guardian Signature: Date:

Director Signature: Date:




b T g N e [P,
GENER AL INFORMATION
Child’s Wame: _: Chili’sBitth Dater . . .
Admissiong Date: ' éﬁ’:’tﬂlﬁtﬁWDa’c&' -

(Cirle One):  VomngTo ddler Older Toddler Presghool
Refore §chool-ONLY After Schoolk-ONEY. Bofote & After School  Summer Camp: Fune —Angast ONEY

L
2
3

10,

11.

12.
15

14.

15,

Soaung Christion Academy
7912 Dungen Road
Philodelphic P4 19111
Tal: (267} 388-7648
g (167) 731-1857
Emaz‘[»saanmﬁrisﬁanacademy791{2@gmczil.aom

o -

Frours of Operation: 7:00 AM to 6:00 PM

TOCFION AGEEENIENT CONDITIONS
Services to beprovided as part of tuition irglude: ,&EEPARENTHANBEQQE .
Frxira services fo b provided at au additional fee, tFapplioable ate: [W/d,™ :
1 ggres to paya Regisimtion Feo of $25.00 at the timie of enrollment. Tumderstand fhis s 8 nonrefimdable foe and 1ok
applioable tovard tuition, )
Tnderstand that a depostt of st accompany the approved enrollment apphcation and will be applied to the
child?s first week’s co-payftuiiion payme, #f applicable. .
T agres to pay by the preceding Friday, the st of . Tyl automatioally fnclude a ate fee of $10.08 fo the

fttion payioent when mads after WMonday at Moon, Should fuition sorain unpaid, I will be asked o withécaw tuy ohild wntl

the outstanding balance is paid in full ATl legal and collgotion fees incusred n the collection of tuition ave the responsibility

of the parent/gnardiai.
i1 schedrle days 9 required duting any given week, Tunderstand that after priot approval 8

1 gddilons] time or a change
ghvets, I maybe required fo pay an additional rate. T ar ccoasion arises whers fewer days are needed during the weak, 1y

usuzl week s tnitton is still required, - “ .
1 agreo to pay a §25.08 processing fep for any checl thet i refnmmed by my banl for guy veagon. T more than twva cheels ara
retenad, money ordets or cagh will be required.

Tunderstanct fhat i oxder for accurats emergency

in. and out daily,
T understand fhat my child will only be released fo the following indfviduals:-

atid bookkeeping tetords to be matntained, 1t 1s crucial that X sign my ghitd

Tvmderstand that #f:my child remains st the Center past the t'iesigua’cgati dlosing tine, I will be charged and agres fo oy e{u

adlditional fee of 8200 for each additional tinute after (200, ot ey patt thereof, he/she remaing.
Tunderstand fhere will beno reduction in fuitton for holidey’s, vacations (NO mete thas 1 weelk), {liness, inclement weather,
o schoal, o he event my ohild confracts a contagions and/or infeutions illness, Lomst notify the

or any ofher absetogs &
school and ke alietnative arEangsmEnis foit oy ohild’s care wntil the danger fo ofhers has passed, T agtee to notify the

Center whenever my child is absent, .
T undetstand fhe Center is opened all year, sxoept for holidays declared by the Center Divector.
Ido donof, give pétmission for my child to be phetograpked/videotuped ik the photositape o be displayed in the

school>
1 agres to give two wesls wiiten rotise before withdrawing tuy ohild from the school or changing my guaraitesd days. My

acconnt nst be cuerent.
1 consent to 4ll tetins of this Agreement and have received a signed and dated copy of thig conttact, T have tead, mmdésstand,

and acoept the condifions of this nftion agreement 28 school policy and realize fhat these foes and conditions maay b revised.
o5 Tieosssaty without ptiot noties, The achoal finsther teserves the tight to dsmiss the named stadent 1 it is determined that

the school’s program. does fiot b onefit the child or in the event of not-payrent of fees.

Patent/Guardian (Print) Paretit/Guardian {Siguaﬁne‘&])ata)

Boker, S, Doton

Direotor*s (Signature & Dats) Pedodic Review @arent/Guadinn Signaturs & Dute)

s




Soans Christian Academy
7012 Dungan Rood
Philadelphia P4 19111
Tel: (267) 388-7 648
Fox: (267) 731-1857 - -«

Fonail-soanschristionacademy 7912@gmai Leom

, authorize Sgans Chrisfian Apademy t0 release my
T Ie It congonance with the Seans Christian Academiy

1,
child {ren} tathe person(s) deslgnated. Th
Emergency Plan. )

~

tﬁeﬁiqnaﬁeﬂ Guévﬁodian fs)

Child's

Hame Wame & Relatinnshio
‘._’_"____’____,___._-_—-———-—-—-——‘———’“"""_'—' [ 1
e A
R o S e
[ U —— — o
“our Signature Relafionship Date '

Print Name

# Breet Addrass

City, State, Zip Code

otk : Coll

‘Home Phone

NOTE: Parents and guaré’ians should designate themselves as designated custodians, frierns,

nejghbors, and other relatives may alsc be designater.
PLEASE PRINT CLEARLY.




Yoans Christian Academy
7912 Dungan Rd
Philadelphia, P4 19111
Telephone:267-3 88-7648
Fox: 267-731-1857

CIVIL RIGHTS COMPLIANCE
Paxem%s/ CGhiardians

Tn accovdance with applicable Federal and State Civil Rights laves and regulatory
requirements, you as a vesident of this agency, have the right: '

is agency and o be referred for services of other agencies

{0 be provided services att
national origin,

without regard to yout 1ace, color, religious creed, disability, ancestry,
snclhuding Limited Fnglish Proficiency, ago of 6%,

diserimination if you. feel ymi have been disctitninated against o

+0 file a compliant of
national origin, 8g6 OF

the basis of your xace, color, religious creed, disabilify, ancesiry,
deX.

Complaints of diserimination may be filed with any of the following:

Copmmonwealfh of Penusylvania

Soans Christian Academy

Kristen Domico, Director Department of Human: Services

7912 Dungan Rd Burean of Equal Opportunity
Southeast Regional Office

Philadelphia PA. 19111
901 Matket Street, Suito #5034

Philadelphia, PA. 19107

DHS-BEO
Room. #2253, Health. & ‘Welfare Building
P.0. Box #2675
Tarrisburg, PA. 17105

PA Trumean Relations Conmission

Office of Civil Rights
17.8. Department of Health and Philadelphia Regional Office
Toman. Services 110 Notth. 8% Street

Suite #501

Syite 372, Public Tedget Building

150 §. Tndependence Mall West Philadelphia, PA 19107

Philadelphia, PA 19106-9111

i
Parent/Guardian Signaiure Date

Director Signature Date

Child’s Name

23




PARENT/GUARDIAN AGREEMENT FORM
FOR

SOANS CHRISTIAN ACADEMY
PARENT/GUARDIAN HANDBOOK.

1. I/We agres to comply with the rules and regulations of the Soans Christian Academy.

2. T/We will immediately notify the Soans Christian Academy if my child/children will be
ghsent or lateness. '

3. 1/We agres to give two weeks written notice to Soans Chuistian Academy if my
child/children will be withdrawing from the program.

4., 1/We agree to pick up my child at the agreed upon dismissal fite dagig,nated on the
enrollment form. Faiture to do so will result in. late fee charges and possible termination from.
the program. )

in adyance, on. Thursday and no later

5. 1/ We nnderstand that tuition payments can be paid
dueno later than

than, Friday by 5:00 p.m. for the following week of care. Tuition payments are
Monday morning for the eurrent week.

6. 1/We agres to coopetate with Soans Christian Academy staffto ensute that my
child/children will have a tewarding learning exp erience.

T/ We understand that my/our failure to comply with any of the above statements could jeopardize
my/our child’s/children’s enroflment af Soans Christian Academy. .
Parent/Guaxdian Signature: Date:

Parent/Guardian Signature! Date:

Date:

Director Signatire: “Wonden Domico

ORIGINATY, of the Parent/Guardian Agreement Torm, znd the Acknoviledgement of Handbook

is given to the PARENT/ GUARDIAN. COPY is kept in the CHILD’S FILE.

Child’s Nawe




" Wote: Both forms

ACKNOWLEDGMENT OF HANDBOOK.

I acknowledge by my signature that I have received a copy of the Soafis Christian
owledge that it is my responsibility to read this

Acadetny Parent/Guardian Handbook. I also ack
handbook, fo ask questions i I do not wnderstand, fo obsefve and follow the policies and
procedures as outlined herein. T understand firther that from fime to time the contents hetein roay

change and that T will be tesponsible for keeping abreast of the changes as they ocour after Thave
heen informed of the changes.

Date: .

Parent/Guardian Signature:

Date;

Parent/Guardian Signature:

Date:

Divector Signafure: Kuaten Domico

(Parent/Guaxdian Agreement and Ackmowledgment of Handbook) must
e signed andréhoned for your child/children’s file.




DOB:

inftikke Questiions for: Name:

what is the child’s primary language spoken?

-

oall

AY

3. Whatis the child’s nationdlity?

(Info used for demographics only & can choose not fo answer.)

arent highest education level?

b
o

What is

Has child ever atfended school before? Yes /No IfYes...

M /F

What is child’s living statuse (w/ parent, guardian, grandparent, foster, single family, multiple family..efc)

Why they lefte

Where?

At what age was the child potty frained?

Does parent assist child in tofleting i any waye Yes / No ‘I Yes... How?

Does child have accidents? Yes /No IfYes... When & How often?

9. Does child wipe themselves? Yes / No

10. Can child dress themselves [shirt, underwsar, pants, socks, shoes, coah)? Yes / No

11.Does child nap? Yés / No  If Yes... HOwW long?

12.1s the child a picky eafer? Yes / N

r'ay
o

13.Does child have any dietary reshictions? Yes / No__IfYes... Explain@




14. Does child have any known allergies? Yes /No I Yes... Explain®

omfortable being away from parent/caregivers Yes / No

1. Does child have detachment siresse Yes / No  If Yes... What Is their reaction?

17.Has child received Early Intervention Services (through ELWYN or onyofhérrelated services) @ Yes / No i Yes...

Does child have an [EP2 Yes /No I Yes...

What is the nature of The‘ledming/behdvior supported in the [EP?

Are there any specific support services included in IEP2 Yes / No  If Yes...

Who provides them? When/Where/Duratione

18. Is parent concerned or believe child needs to be referred for services that address speech,

learning, physical, and/or behavior development? Yes /No IfYes...

What are the concerns?

19. Are there court or custody agreements we need to be aware ofe Yes / No I Yes...

thf is the nature of the agreement?

20. Are there any other concerns, routines, medicdl issues, learning or behaviors issues that have
not been discussed that we need fo be aware ofg '
' i




1T penvsylvania
‘3. pRE-K COUNTS

et o
N
avs

e 5 i tiior FR
e S SIGieT £ Lty

Soans Chrisiize Acadety
Toddlers, Presehool, Bye-fs aud Afterschool
7549, Dungan Road. Philadelphia, 24 19111

(267y388-7648, (2 6TY538-2446; Haxs (26'7)731-1857 soauschiistirnacademy7o12@gmaik.com

_ “GRETTING TO KNOW YOU”

-~

Child’s Name?

Enroltment Dater _

1. Tellme ?,bou’ﬁ your household. (N eighh othood, whe Tives there, mames, and
relationship to child)?

w

2. Does your child have any patents fthat do not live in the home?

JS—

3, Tioes your ohild visit this parent?

4. Ave thers any custody issues that we shonild discuss?

5. Does yout child have any siblings (names and ages)?




6. Does your child have any special needs and do any ofthese needs require special
cate by our teachers?

7. Does yout child have an IEP (Individualized Eduoation plan) or TESP
(Fndividualized Family Serviee Plan)? .

OIS - i yes, we would Ike 2 copy of the plan, so we can provide the best pﬁgs:{hla
Yeartug oxpexiexce for your child.

8. What progtam ot individuals work with your ehild in regard to these special nesds?
Would you sign azelease of infosmation form with them, so they can speak with ns

aborrt howto provide enhanced support o your child?

9. Does your child have any allergies?
a. Food Allergies
b. EBnvitonmental Allergies?
. Allergies to any Iedication?

10, Hov ate these allergles freated?

11. Do vorhave any special medical or diefary information for matagement I an,
emergency (medicfne to keep onhand, people fo call, efe.)?




12, Desexibe your shild’s schedule:
ga. Normal bediime, waking time, nap time, and digation?
“b.  Mealtimes?

JR—

13. Does your child have a ditferent schedule at any other child care seting (babysitter,
relatives/ neighbor are, and/or school?

14. Regarding toilet habits, what words does your family use for bowel movements and
mtination?

15. Any special terminology for private patfs?

16. Ts your child foflet trained?

17. Does yorm child need to be reminded fo go fo the foilet during waking homes?

18. Other required DEW (ox other agoncy) required forms and sipnatres will be used,
in. confunetion with some of these guestions. Is there any ofher information that will

help us make the fitst fow days in our propram easier for your child?

19. Is there other infotrrnation vou world Hike to share?




Soans Christian Academy
7912 Dungan Road
Philadelphio PA 19111
Tel: (267) 388-7648
Fox: (267) 731-1857
Email-soanschristionacademy791 2@gmail.com
Kristen L. Dornico, Director

Permissipn Form, for Use of Student Participation on Center Website

This letter is to both inform you and request for your child's picture, voice, video, and/oxr
name to bepublished on the center's website.

Center images are nsed on the internet to promote student activities and celebrate your
child's work and patiicipation. The websiteis meantto serve as aninteractiveresonrce for theentire
Tryinity Chistian Academy community to stay better connected.

Restassured, the centerwill safeguard all content and willnotshare/release any information
without prior written consent from you the parent or legal puardian. Furthermors, you may
withdraw your consent af any time by sending a written notice, along with a new form, to the

director.

A Please returs thisform to your child's teacher orthe center's director fo indicateif your
child's participation may beused on the website. Thank you for your cooperation.

Check one of the following options:

[:] T/We GRANT permission foruse of picture, voice, video, name, work and participation
ofthis child/student to be published on the center's website.®

D I/We DO NOT GRANT permission for use of picture, yoice, video, name, work and
partivipation ofthis child/student to be published on the center's website.

SmdeﬁtName:
Printed Name of Parent/Legal Guardian

Signature of Parent/Legal Guardian: (sign) ___Date;

#Permission will be applicabie until consent is withdrawn. and, in addition, I agres fo release and hold harmless all center
petsoxme] from and agafnst any and all claims, demands, actions, complaints; Suits ot other forms of Hability that may arise
outusage of my child’s pfoture, voice, name, work or participation on the interet.




THE SCHOOL DISTRIGT OF PRILADELPHIA

TRIP INFORMATION PARENTAL PERMISSION
School School Phone Grade/Raom Date Prepared
Teacher Destination

Educational Purpese of Tiip

Date of Trip Leave Time Refum Time Trip Htinerary (summary)
Methed of Transportation Cost fo Student Student Lunch
1 Free 3 [ IBring [ ] Buy {71 Pravided [ ] Not Needed

Please complete and detach the boftom part of this form and refurn to teacher

T U e e e e R R e e e e e e R I I iy

STUDENT INFORMATION

Name of student: LD Date of Birth;
PARENT/GUARDIAN INFORMATION
1. Parent/Guardian: IHome: Address:
Home Phone: Work Phone: Cell Phone:
2. Parent/Guardian: Home Address:
Home Phone: VWork Fhone: Cell Phone;

Student lives with (check all that applies): [ 1Father [IMother []Guardian

EMERGENCY GONTACTS

If the parents/guardians cannot be reached, the school will call the peaple listed below. The people listed
below should be responsible individuals who can: 1) give permission fo administer health care; 2) pick up vour
child if your child is ill; 3) have the authority fo speak on behalf of the parents or legal guardians.

Name: Name:

Home Phone: Home Phane:
Work Phone: Work Phone:
Cell Phone; Cell Phone:

HEALTH INFORMATION
If permission Is granted, please provide the following medical information or if your child does not have any of

the health conditions listed below, please write “hone”

Medication/s being taken by student:
Allergies fo foods, drinks, insect bites, medications, other:

Other medjcal ir}formaﬁon:
Physician’s Name:
Medical/Hospital Insurance:

Phone: __
Group: Type:

on

I have read the trip information fo:
Check onexmy child [Imay [Imaynot  go on this frip

| undersfand that in case of any emergency requiring medical freatment, every efforf will be made to reach
one of the people listed above. [f none of these people can be contacted, | authorize the school to give

consent fo frealment as deemed necessary by emergency responders.

Print Name of Parent/s or.GuardianIS‘
Signature of Parent/s or Guardian/s: Date:
| A copy of this form Is fo be kepf on file unfi the end of the school year,
5 : EH-80 Parental Permission (Rev. 10/08) - THE SCHOOL DISTRICT OF PHILADELPHIA




Taking yvour Child to:

o Stores/Malls

o Banks

o The Movies

o Parks / Playground

o A relative's house for events

o For a walk/biking/skate boarding /swimming
o Bowling

o Museum/theme parks

o Library

Having your child:

o Set the table at home
o Clean their room
o Help with cooking / baking

Activities with vour child:

o Arts and crafts projects
o Counting things at home
o Playing games

o Reading

o Writing
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Article 8

The Head Start Home Visit |

Adyianne Brigmon, Special Services Branch, Head Start Bureau

H
s

s

The home visit is a basic part ofa Head Start program. For the family to gain the most ﬁ'or;n the
home visit, component staff of the center-based program option should coordinate as a tedm to

serve famities in the home o in the center. i
‘Why Home Visits Should be Made?

In addition to fullfilting the Performance Standards requitements, home visits provide progy

with greater insight into the children and their families, give the families a greater opp ortumiy to get

to know staff] show how important fmilies are to the program, and add a personal toucks. (Finally, it

may be easier for staff'to travel fo the parent's home fhan for the parent to get to the program.

;%un staff

Who Should Make Home Visits?
Tn center-based programming, home visits must be made by the education staff. The sociial service,
parent irvolvernent, and thealth staff may also make home visits to improve relationships with

families, to find out or follow up on family needs, or assist with crisis situations.

Education Staff: The education staff visits the family to assess the development and insitictional
needs ofthe children; to gain insight into the child’s fikes, distikes, and strengths; and to grain fnsight

* about the whole family. The education staff person caft help reinforce the parent's skills as their

child's prime educator by planning home activities in which the parent assists with the ohjl[df;s

progress.

-

Social Service Staff: The social service staff will make family contacts to assess and re~4ssess
family needs. They may also need to contact the faraily about frregular participation or absgrices

and in a family crisis situation.

i

Parent Involvement Staff: Patent involvement staff can encourage parents to become volunteers

for the program or attend Head Start activities, help parents become aware of parenting skills, and

provide parent education information.

Health Staff: A health visitor promotes preventive health services and encourages early”
intervention, makes sure there are no health or safety hazards in the home, and assists Wﬂtﬁ food
and nntrition questions. The health staff person can also provide the family with information to
ensure that the child continues receiving comprehernsive health care after leaving Head Statt.

What Makes a Successful Home Visit?
Before any home visit takes place, the Head Stast program staff should establish the program l
rationale for going info the home. Established policies should be available for who will make the
visit, how information will be shared with other staff while maintaining confidentiality, and tiow often
visits will be made. Staffshould be thoroughly trained in how to prepare for and conduct 4 home

vistt.,

waw.bmee.edu/HeadstarBulletins/lssued4farticleB.htm
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Article 8 i
To prepare for the vistt, staff should review available child and family files, let other staff know they
are going to visit the family, and make sure there have not been foo many other recent visits.
H

10M19/13

During the home visit Head Start staff should be fifendly and cordial, and not ovetly oiﬁciia};, The :%

visitor should tell the parents what he/she expects to accomplish, observe what is going 01n§1'n the
home, and provide the parents with resources. Home visits should not be too lengthy andl S;taff

should be willing to return if another session is needed. Close the visit by reviewing what has been
discussed and fiture plans. Leave contact information for the parent. '

Head Start staff nust remeniber that developing a trusting relationship with the family and. éonstanﬂy
helping parents set goals are the purposes ofthe home visit, Above all, Head Start staffruist

always treat the fumily members with respect.
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HOME VISIT - PURPOSE AND PROCEDURE

1. Some teachers begin to make home visits immediately after
the begmnmc of the operating year. The procedure for making
home visits is:

a. Parent is telephoned. (If there is no phone in the home,

center staff is expected to make arrangements when the
parent visits the center or through the emergency contact

number).

b. Purpose of the home visit is stated (program orientation, identify
student goals, conduct ASQ, etc...). i

c. A time is set convenient to both parties.

d. Two center staff persons or center staff with supportive
staff make the home visit.

e. Record all information on the Home Visit Form.

f Parent should sign the form at the conclusion of the
home visit.

2. If the first home visit is not in September, the stated purpose could be :

a. To obtain information about the child and determine parent
priorities and needs concerning the child. ‘

b. To encourage parents to use their talen‘[s and skills in
the classroom, thereby contributing to their child's self image.

c. To sha:ce~ child outcome and progress.

3. The following home visit should be made in the spring. The purpose
of this visit should be:

a. To discuss the Center's program/activities.

b. To ehcourage at-home activities that will establish continuity
between home and school.

¢. To give the parent an opportunity to voice any concerns.
d. To exchange information.

Tt should be remembered that the above items are just suggestlons for making
home visits. Ultimately, the purpose of the home visit will depend on the
particular needs of a child.
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