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DEPARTMENT OF CHILDREN AND FAMILIES STATE OF WISCONSIN
Division of Early Care and Education
DCF-F (CFS-0060) (R.12/2008)

CHILD HEALTH REPORT — CHILD CARE CENTERS

Use of form: Use of this form is mandatory to comply with DCF 250.07(6)(L)3. and DCF 251.07(6)(k)3. It also meets the requirements of
DCF 202.08(4). Failure to comply may result in issuance of a noncompliance statement. Personally identifiable information gathered on this
form will be used only to verify compliance with licensing rules.

Instructions: Each child under 2 years of age shall have an initial health examination not more than 6 months prior to nor later than 3
months after being admitted to the center and a follow-up health examination at least once every 6 months after admission. Except for a
school-aged child, each child 2 years of age or older shall have an initial health examination not more than one year prior to nor later than 3
months after being admitted to a center and a follow-up health examination at least once every 2 years after admission.

PARENT OR GUARDIAN — Complete this section.

Name — Child (Last, First, MI) Birthdate — Child (mm/dd/yyyy)

Address — Child (Street, City, State, Zip Code)

Name — Parent or Guardian (Last, First, M)

Address — Parent or Guardian (Street, City, State, Zip Code)

HEALTH PROFESSIONAL — Complete this section.

Instructions for feeding and care of child with special problems, including allergies — Specify.

Date of most recent blood lead test: (mm/dd/yyyy). Note: Children on Medicaid are required to be tested at

around ages 12 months and 24 months or once between the ages of 3 and 5 years if no previous test is documented. Lead testing is optional
for children who are not on Medicaid.

Immunization(s) not to be administered to child due to medical reason(s) — Specify.

AUTHORIZATION

| certify that | have examined the above child on this date and that he / she is able to participate in child care activities.

Name — MD, PA or HealthCheck Provider (type or print) Address (Street, City, State, Zip Code)

SIGNATURE - MD, PA or HealthCheck Provider Date of Examination
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DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
Division of Public Health ss. 252.04,Wis. Stats.

F-44192 (Rev. 09/08) DAY CARE IMMUNIZATION RECORD

COMPLETE AND RETURN TO DAY CARE CENTER . State law requires all children in day care centers to present evidence of immunization against certain
diseases within 30 school days (6 calendar weeks) of admission to the day care center. These requirements can be waived only if a properly signed
health, religious, or personal conviction waiver is filed with the day care center. See “Waivers” below. If you have any questions on immunizations or how to
complete this form, please contact your child’s day care provider or your local health department.

PERSONAL DATA PLEASE PRINT
STEP 1 | Child’s Name(Last, First, Middle Initial) Date of Birth (Month/Day/Year) Area Code/Telephone Number
Name of Parent/Guardian/Legal Custodian (Last, First, Middle Initial) Address (Street, Apartment number, City, State, Zip)

IMMUNIZATION HISTORY

STEP 2 | Listthe MONTH, DAY AND YEAR the child received each of the following immunizations. DO NOT USE A (4) OR (X) except to indicate whether
the child has had chickenpox. If you do not have an immunization record for this child, contact your doctor or local public health department to
obtain the records.

TYPE OF VACCINE First Dose Second Dose Third Dose Fourth Dose Fifth Dose
Month/Day/Year Month/Day/Year Month/Day/Year Month/Day/Year Month/Day/Year

Diphtheria-Tetanus-Pertussis
(Specify DTP, DTaP, or DT)

Polio

Hib (Haemophilus Influenzae Type B)

Pneumococcal Conjugate Vaccine (PCV)

Hepatitis B
Measles-Mumps-Rubella (MMR)
Varicella (chickenpox) vaccine

Vaccine is required only if the child has
not had chickenpox disease.

Has the child had Varicella (chickenpox) disease? Check the appropriate box and provide the year if known.
[J Yes year (Vaccine is not required)
[ No or Unsure (Vaccine is required)

REQUIREMENTS

STEP 3 | The following are the minimum required immunizations for the child’s age/grade at entry. All children within the range must meet these
requirements at day care entrance. Children who reach a new age/grade level while attending this day care must have their records updated with
dates of additional required doses.

AGE LEVELS NUMBER OF DOSES
5 months through 15 months 2 DTP/DTaP/DT 2 Polio 2 Hib 2 PCV 2 HepB
16 months through 23 months 3 DTP/DTaP/DT 2 Polio 3 Hib? 3 PCV° 2 HepB 1 MMR®
2 years through 4 years 4 DTP/DTaP/DT 3 Polio 3 Hib" 3 PCV° 3 HepB 1 MMR® 1 Varicella
At Kindergarten entrance 4 DTP/DTaP/DT" 4 Polio 3 HepB 2 MMR® 2 Varicella

!|f the child began the Hib series at 12-14 months of age, only 2 doses are required. If the child received one dose of Hib at 15 months of age or
after, no additional doses are required. Minimum of one dose must be received after 12 months of age (Note: a dose 4 days or less before the
first birthday is also acceptable).

?f the child began the PCV series at 12-23 months of age, only 2 doses are required. If the child received the first dose of PCV at 24 months of
age or after, no additional doses are required.

®MMR vaccine must have been received on or after the first birthday (Note: a dose 4 days or less before the 1% birthday is also acceptable).

“Children entering kindergarten must have received one dose after the 4" birthday (either the 3 4" or 5”‘) to be compliant (Note: a dose 4 days or
less before the 4" birthday is also acceptable).

COMPLIANCE DATA AND WAIVERS

STEP 4 | IF THE CHILD MEETS ALL REQUIREMENTS (sign at STEP 5 and return this form to the day care center), OR
IF THE CHILD DOES NOT MEET ALL REQUIREMENTS (check the appropriate box below, sign and return this form to day care center).

|:| Although the child has not received all required doses of vaccine for his or her age group, at least the first dose of each vaccine has been
received. | understand that it is my responsibility to obtain the remaining required doses of vaccines for this child WITHIN ONE YEAR and to
notify the day care center in writing as each dose is received.

NOTE: Failure to stay on schedule or report immunizations to the day care center may result in court action against the parents and a
fine of up to $25.00 per day of violation.

|:| For health reasons this child should not receive the following immunizations (List in STEP 2 any immunizations already received)

Physician’s Signature Required
|:| For religious reasons this child should not be immunized. (List in STEP 2 any immunizations already received)

|:| For personal conviction reasons this child should not be immunized. (List in STEP 2 any immunizations already received):

SIGNATURE

STEPS To the best of my knowledge this form is complete and accurate.

SIGNATURE - Parent, Guardian or Legal Custodian Date Signed

Clear Form and Reset
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Blilding for the fiture

This day care facility participates in the Child and Adult Care Food Program (CACFP), a Federal program that
provides healthy meals and snacks to children receiving day care.

Each day more than 2.6 million children participate in CACFP at day care homes and centers across the
country. Providers are reimbursed for serving nutritious meals that meet USDA requirements. The program
plays a vital role in improving the quality of day care and making it more affordable for low-income families.

Meals CACFP homes and centers follow meal requirements established by USDA.

Breakfast

Lunch or Supper

Snacks (Two of the four groups:)

Milk
Fruit or Vegetable
Grains or Bread

Milk

Meat or meat alternate Meat or meat alternate

Grains or bread

Two different servings of Fruit or vegetable

fruits or vegetables

Milk

Grains or bread

Participating Many different homes and centers operate CACFP and share the common goal of
Facilities Pringing nutritious meals and snacks to participants. Participating facilities include:
e Child Care Centers: Licensed or approved public or private nonprofit child care
centers, Head Start programs, and some for-profit centers.
¢ Family Day Care Homes: Licensed or approved private homes.
o Afterschool Care Programs: Centers in low-income areas provide free snacks
to school-age children and youth.
o Homeless Shelters: Emergency shelters provide food services to homeless

children.

Eligibility State agencies reimburse facilities that offer non-residential day care to the following

children:

e children age 12 and under,

e migrant children age 15 and younger, and

¢ youths through age 18 in afterschool care programs in needy areas.

Contact |[f you have questions about CACFP, please contact one of the following:

Information

Sponsoring Organization / Center

L

Ay 34 v
‘Q' Goodman Community Center

"‘ 149 Waubesa St.
Madison, WI 53704
Goodman g S41-1574

USDA

— .
_ provider and employer

USDA is an equal opportunity

State Director, NYS CACFP
NYS Department of Health
Division of Nutrition

150 Broadway FL 6 West
Albany, NY 12204-2719
1-800-942-3858 (in NY only)
518-402-7400






DEPARTMENT OF CHILDREN AND FAMILIES STATE OF WISCONSIN
Division of Early Care and Education Page 1 of 2
DCF-F (CFS-2345) (R. 03/2009)

HEALTH HISTORY AND EMERGENCY CARE PLAN

Use of form: This form is required for family and group child care centers and day camps to comply with DCF 250.04(6)(a)1. and 250.07(6)(L)5., DCF 251.04(6)(a)6. and 251.07(6)(k)5.,
and DCF 252.44(6)(g) of the Wisconsin Administrative Codes. Failure to comply may result in issuance of a noncompliance statement. Personal information you provide may be used for
secondary purposes [Privacy Law, s.15.04(1)(m), Wisconsin Statutes].

Instructions: The parent / guardian should complete this form for placement in the child’s file prior to the child’s first day of attendance. Information contained on the form shall be shared
with any person caring for the child. The department recommends that parents / guardians and center staff periodically review and update the information provided on this form.

CHILD INFORMATION

Name (Last, First, MI) Address — Home (Street, City, State, Zip Code)

Telephone Number Birthdate (mm/dd/yyyy) Date — First Day of Attendance (mm/dd/yyyy)

PARENT / GUARDIAN INFORMATION Provide information where the parent(s) / guardian(s) may be reached while the child is in care.

Name Telephone Number — Home Telephone Number — Work Telephone Number — Cellular

Name Telephone Number — Home Telephone Number — Work Telephone Number — Cellular

PHYSICIAN / MEDICAL FACILITY INFORMATION

Name — Physician Address — Medical Facility Telephone Number

SUNSCREEN / INSECT REPELLENT AUTHORIZATION If provided by the parent, the sunscreen or insect repellent shall be labeled with the child’s name. Per DCF 251.07(6)(f)2.,
authorizations shall be reviewed every 6 months and updated as necessary. Per DCF 250.07(6)(f)2.a., Authorizations shall be reviewed periodically and updated as necessary.

[]Yes [[]No I authorize the center to apply sunscreen to my child. Brand Name Ingredient Strength
[]Yes []No I authorize the center to allow my child to self-apply sunscreen.

[]Yes [INo Iauthorize the center to apply repellent to my child. Brand Name Ingredient Strength
[]Yes ] No Iauthorize the center to allow my child to self-apply repellent.

HEALTH HISTORY AND EMERGENCY CARE PLAN If available, attach any health care plan information from the child’s physician, therapist, etc.

1. Check any special medical condition that your child may have.

[] No specific medical condition

[] Asthma [] Diabetes [] Gastrointestinal or feeding concerns including special diet and supplements
[l Cerebral palsy / motor disorder ] Epilepsy / seizure disorder ] Any disorder including Cognitively Disabled, LD, ADD, ADHD, or Autism

Ll

Other condition(s) requiring special care — Specify.

Milk allergy. If a child is allergic to milk, attach a statement from the medical professional indicating the acceptable alternative.
Food allergies — Specify food(s).

N

[

Non-food allergies — Specify.






DEPARTMENT OF CHILDREN AND FAMILIES STATE OF WISCONSIN
Division of Early Care and Education Page 2 of 2
DCF-F (CFS-2345) (R. 03/2009)

2. Triggers that may cause problems — Specify.

3. Signs or symptoms to watch for — Specify.

4. Steps the child care provider should follow. If prescription or non-prescription medications are necessary, a copy of the form Authorization to Administer Medication should be
attached to this form. Note: group child care centers and day camps may use their own form.

5. Identify any child care staff to whom you have given specialized training / instructions to help treat symptoms.
a.

b.

C.

6.  When to call parents regarding symptoms or failure to respond to treatment.

7.  When to consider that the condition requires emergency medical care or reassessment.

8.  Additional information that may be helpful to the child care provider.

SIGNATURE - Parent or Guardian Date Signed (mm/dd/yyyy)

Review dates:
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HOUSEHOLD SIZE—INCOME STATEMENT

APPLICATION STATEMENT OF HOUSEHOLD SIZE—INCOME FOR THE CHILD AND ADULT CARE FOOD PROGRAM (CHILD CARE COMPONENT) INSTRUCTIONS:
An adult household member must complete and return to center. (FFY 2010, Rev. 6/09)

Name(s) of Child(ren) Center

D FOSTER CHILDREN: In certain cases meals served to foster children are eligible for reimbursement at the free or reduced price rates regardless of the foster household’s income. If you have
foster children living with you and wish to apply for such meals for them, complete the application as if for a household of one. Only report income personally received by the child. Complete a separate
application for each foster child.

PART 1—HOUSEHOLDS RECEIVING FOOD STAMPS, FOOD DISTRIBUTION PROGRAM ON INDIAN RESERVATIONS (FDPIR), OR WISCONSIN WORKS (W-2) CASH BENEFITS

If you are NOW receiving Food Stamps (FoodShare Wisconsin), FDPIR and/or W-2 Cash Benefits for these children you only have to give your Food Stamp (FoodShare Wisconsin), FDPIR or W-2
Cash Benefits case number. DO NOT give numbers for Medicaid, SSI, W-2 Child Care Assistance or Quest Card (16 digit number). Complete PART 3, sign and date the form and return it to the
center’s office. Do not complete PART 2.

a YES, | receive Food Stamps (FoodShare Wisconsin), or FDPIR and/or W-2 Cash Benefits this month for this child. Provide case humber on appropriate line if establishing eligibility as a
household currently receiving Food Stamps, FDPIR, or W-2 Cash Benefits.

Food Stamp Case (FoodShare Wisconsin) No. is (a ten digit number)

W-2 Cash Benefits Case No. is (a ten digit numbery: .~
FDPIR Case No. is (a nine digit number)
PART 2—ALL OTHER HOUSEHOLDS

If you did not give a Food Stamp (FoodShare Wisconsin), FDPIR, or W-2 Cash Benefits case number, you MUST complete the following information or your application cannot be approved.
Name and Social Security Number of Adult Household Member who signs this form.

Name: Social Security Number - - Q I do not have a Social Security Number

PRIVACY ACT STATEMENT: Unless you list the child’s food stamp (FoodShare Wisconsin), FDPIR or W-2 cash benefits number or are applying for a foster child, Section 9 of the National School
Lunch Act requires that you include the social security number of the household member signing the form or indicate that the household member signing the form does not have a social security number.
You do not have to list a social security number, but if a social security number is not listed or an indication is not made that the adult household member signing the form does not have a social security
number, we cannot approve the form. The social security number may be used to identify the household member in verifying the correctness of the information stated on the form. This may include
program reviews, audits, and investigations and may include contacting employers to determine income, contacting a food stamp, FDPIR or W -2 office to determine current certification for food stamps,
FDPIR or W-2 cash benefits, contacting the State employment security office to determine the amount of benefits received and checking the documentation produced by the household member to prove
the amount of income received. These efforts may result in a loss or reduction of benefits, administrative claims, or legal actions if incorrect information is reported. The social security number may also
be disclosed to programs as authorized under the National School Lunch Act and the Child Nutrition Act, the Comptroller General of the United States, and law enforcement officials for the purpose of
investigating violations of certain Federal, State and local education, health and nutrition programs.

HOUSEHOLD MEMBERS: List below the names of everyone living in your household; include yourself and the child(ren) listed above.

INCOME: List all income received last month on the same line with the person who received it. You must list gross income BEFORE deductions or taxes, social security, etc. List each amount under the
correct title. Use the following conversion factors to determine monthly income: Weekly income x 4.33 = Monthly income. Every 2 weeks income x 2.15 = Monthly income. Twice a month income x 2 =
Monthly income.

LIST ALL HOUSEHOLD MEMBERS CURRENT MONTHLY INCOME
Earnings from Welfare Payments Payments from All Other Income
Name (Last, First) Work (Before Child Support Pensions Received Last Month
Age Deductions) and/or Alimony Retirement

Social Security

PART 3—ALL HOUSEHOLDS Please check the ethnic and racial identity of your child(ren). You are not required to answer this question. The collection of this information is strictly for statistical
reporting and will have no effect on determination of eligibility for benefits.

ETHNICITY: O Hispanic or Latino U Not Hispanic or Latino

RACE: O American Indian or Alaska Native [ Black or African American [ white (O Asian [ Native Hawaiian or Other Pacific Islander

| CERTIFY that all of the above information is true and correct and that all income is reported. | understand that this information is being given for the receipt of federal funds; that agency officials may
verify the information on the application; and that deliberate misrepresentation of the information may subject me to prosecution under applicable state and federal laws. The signature on this
application is that of an adult household member.

Print Name and Address, Street, City, Zip

Signature of Adult Household Member Signature Date Mo./Day/Yr. Telephone Number
Work: Home:

FOR CENTER USE ONLY

Basis of Determining Eligibility Eligibility Determination Determining Official’s Initials and Date
QO Free
Total HouseholdSize ____ [ Food Stamp O Free (based on zero income)
a (FoodShare Wisconsin) | [temporarily until: (45 days)]
Total Monthly Income $ O w-2 cash Benefits U Reduced
O rorPR (Expires in one year from signature

a Non-Needy date of adult household member)







PARENT LETTER

PARENT LETTER FOR THE CHILD AND ADULT CARE FOOD PROGRAM
(CHILD CARE COMPONENT) NON-PRICING PROGRAM (FFY 2010)

Dear Parent or Guardian:

The serves nutritious meals without an additional
(Name of Sponsoring Organization)

charge because the center receives added reimbursement for each child whose household income is at or below the level shown on the household
size-income scale below. In order to continue this meal service without an additional charge to you, please complete and return the attached
application. This information is kept confidential in our files, and is required to determine the appropriate rate of reimbursement under the Child and
Adult Care Food Program. If your income is higher than the amount indicated below for your household size, you do not need to complete the
application. Once properly approved for free or reduced price benefits, a household will remain eligible for those benefits for a period not to exceed
12 months.

Monthly Income Level

Household Size (Effective July 1, 2009 to June 30, 2010)
1 $1,670
2 2,247
3 2,823
4 3,400
5 3,976
6 4,553
7 5,130
8 5,706
For each additional household member add +577

Households with incomes less than or equal to the reduced-price standards would be eligible for free or reduced price meal benefits. Participants
having family members who become unemployed are eligible at the higher rate during the period of unemployment provided that the loss of income
during the period of unemployment causes the household income to be within the eligibility guidelines indicated above.

When eligibility is established by household size and income, a complete application must include: (a) names of all household members including the
name of the child applicant; (b) social security number of the adult household member signing the application or an indication that the household
member does not have a social security number; (c) household income received by each household member identified by source of income; and (d)
the signature of an adult member of the household and date signed

When eligibility is established by Food Stamp (FoodShare Wisconsin) case number, FDPIR case number, or W-2 Cash Benefits number, a complete
application must include: (a) the name of the child applicant; (b) the appropriate Food Stamp (Food Share Wisconsin), FDPIR or W-2 Cash Benefits
case number for the child; and (c) the signature of an adult member of the household and date signed. Eligible W-2 Cash Benefits programs are Trial
Job, Community Service Job (CSJ), Caring for a Newborn (CMC) and W-2 Transition (W-2 T). DO NOT give numbers for Medicaid, SSI, W-2 Child
Care Assistance, or Quest Card. A Quest Card contains sixteen digits.

In certain cases, meals served to foster children are eligible for reimbursement at the free or reduced price rates regardless of the household's
income. Households wishing to apply for such benefits for foster children should contact the center. A foster child placed in a home is reported as a
household of one on the income statement.

Children’s free and reduced price meal eligibility information may be shared with other State agencies and other Child Nutrition Programs without prior
notification. If your children’s meals are reimbursed at the free or reduced price rate, these children may also be able to get free or low-cost health
insurance through Medicaid or the State Children’s Health Insurance Program (BadgerCare). Because health insurance is so important to children’s
well-being, the law allows us to tell Medicaid and BadgerCare that your children’s meals are eligible for the higher reimbursement rate(s),
unless you tell us not to. Medicaid and BadgerCare only use the information to identify children who may be eligible for their programs. Program
officials may contact you to offer to enroll your children. (Filling out the Household Size-Income Statement does not automatically enroll your children
in health insurance.) If you do not want us to share your information with Medicaid or BadgerCare please notify us in writing. Notification
will not change whether or not your children’s meals are reimbursed.

In the operation of child feeding programs, no person will be discriminated against because of race, color, national origin, sex, age, or disability. To
file a complaint of discrimination write USDA, Director, Office of Civil Rights, 1400 Independence Avenue, SW, Washington, DC 20250-9410 or call
(800) 795-3272 or (202) 720-6382 (TTY). USDA is an equal opportunity provider and employer.

Signature of Sponsor Representative
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Goodman

Community Center

Preschoo | 4K

School Age

Goodman Community Center Youth Programs

Enrollment

Child’s name (Last, First, MI):

Nickname

Date of Birth (vm, DD, YYYY): Gender

Home Address (Street, City State, Zip Code):

First Day of Enrollment

Telephone Number (Home):

Mother/Guardian:

Name:

Address (if different than above)

Telephone # (Number where you can be reached while child is

in care).

Employer:

Work Address:

Work #:

Email Address (we will be sending out regular notices with
updates and important information throughout the year-Provide an
address you check

often):

1 would like to receive childcare paperwork through my email. |
will still check my child’s folder 1 time a week.

(Alternate Number):

Father/Guardian:

Name:

Address (if different than

above).

Telephone # (Number where you can be reached while child is

in care).

Employer:

Work Address:

Work #:

Email Address (we will be sending out regular notices with
updates and important information throughout the year-Provide an
address you check

often):






Child’s Name
Parents Initials

Emergency Contacts

Please list, at least, two people, other than the parent/Guardian(s) who are 1) a good alternate contact in
case of emergency when parent can’t be reached, and 2) authorized to pick up your child from school.

1) Name: Relationship to child:
Home Number: Cell #:
2) Name: Relationship to child:
Home Number: Cell #:
3) Name: Relationship to child:
Home Number: Cell #:
4) Name: Relationship to child:
Home Number: Cell #:

I hereby give permission for the above named individuals to pick up my child from school.

Signature: Printed Name:

Date:

Permissions (please Initial on Line Provided or write NO on line provided)

Picture/Photo/Media Release: | give my permission and consent to the GCC and any agency
affiliated with the center to use, print, copy, publish, and reproduce any and all videotapes, audio tapes,
photographs, films, negatives, prints reproductions, and likeness or any kind now or hereinafter of my
child made by the GCC for advertising, publicity, display, or any purpose whatsoever without fees to be
paid to my child. I herby waive any right | may have to inspect and/or approved the finished product or
the advertising copy that may be used in connection there with or the use to which it may be applied.

Website Release: | give my permission and consent to the GCC and any agency affiliated with the
center to use photos and dialogue of my child to be used on GCC’s website and GCC social media
pages/sites.

GCC Youth Programs Directory: | give permission for my family’s contact information to be listed
in the all school directory to be distributed to all parents of GCC’s Youth Programs






Child’s Name
Parents Initials

I give permission for my child to participate in field trips and other activities during operating

hours. [1Transported CIwalking

I have been informed of the number of pets in the center and their degree of contact with the
enrolled children (if pets are added after a child is enrolled parents shall be notified in writing prior to the pet’s addition to the center).

I have been given a copy of the GCC’s Youth Programs Policies or Preschool Parent Handbook and
a summary of the Wisconsin Rules for Licensed Child Care Centers

I have had an opportunity to review the GCC Youth Programs Policies or Preschool Handbook and
a summary of the Wisconsin Rules for Licensing Child Care Centers.

Medical Consent: | hereby give consent for emergency medical care or treatment, to be used only
if I cannot be reached immediately.

Physician Name Address

Phone Number

Preferred Hospital

Signature Printed Name Date

KidTrax Attendance Data Information

Child’s School/District Grade

Teacher

Language Spoken Referred By

Food Restrictions: No Pork No Dairy No Peanuts Vegetarian

Other

Ethnicity: African American Caucasian African
Hispanic/Latino Multi Racial Asian Hmong
Pacific Islander Other

Household: Single Parent Both Parents Guardianship
Extended Family Non-Family

Family Setting: Mother Only Father Only Both Parents
50/50 Care Foster Care Grandparent(s) Guardian

Group Home Parent/Step-Parent





Assistance Programs:

Siblings:
Name:
Age:
School:

Can Pick Up (only if 18 or older)
18 or older)

Name:
Age:
School:

Can Pick Up (only if 18 or older)
18 or older)

TANF
Day Care Voucher (City or County)

Food Stamps SSI
School Lunch

Name:
Age:
School:

Can Pick Up (only if 18 or older)

Name:
Age:
School:

Can Pick Up (only if 18 or older)

SSDI
Medicaid

Child’s Name

Parents Initials

Name:
Age:

School:

Can Pick Up (onlyif

Name:
Age:

School:

Can Pick Up (onlyif

FOR PRESCHOOL AND 4K ONLY

For staffing purposes, please document the times that your child will be in the preschool. If they will not be
attending on a particular day please X out that day. This is a contract and you will be held contractually to these
hours. If your child is here after the time stated you will be charged a late fee of $15.00 for the first 15 minutes and
$5.00 for every 5 minutes thereafter.

Time Monday Tuesday | Wednesday | Thursday Friday

IN

ouT

Document changes to schedule below, Date and Initial.






Child’s Name.

Parents Initials

FOR SCHOOL AGE ONLY
Transportation Permissions

Authorized Destinations/Persons information

Address Child Transported From (please include school name, street and city):

By way of (Circle One): WALKING BUS GCC VAN PARENT

On the days checked below

O Monday O Tuesday 0O Wednesday O Thursday O Friday
Address Child Transported To:

Goodman Community Center, 149 Waubesa St. Madison, Wi. 53704
Person Authorized to Receive Child:

GCC STAFF

O Yes O No Does the child have any special health care needs? (If yes, “Health History needs to
accompany this form)

O Yes O No | hereby give permission for my school age child to enter a building unescorted

PLEASE FILL OUT ONLY IF CHILD WILL BE LEAVING GCC NOT BY WAY OF
PARENT/GUARDIAN

Allow my child to leave Goodman Community Center to go to

By way of WALKING BICYCLE BUS CARPOOL

Additional Instructions:





I understand that |1 am responsible for notifying GCC of any changes in this schedule including no school
days, vacations, school conference days, absent days and illness.

Signature Date






