Divine Miniature
Moments Day Care

Child's Name

900 Asbury Trail
Lithonia GA 30058
470-295-3316/fax 770-755-5830



Brianna Janae


CHILD'S INFORMATION

~ FAMILY CHILD CARE LEARNING HOME
CHILDREN’S ENROLLMENT RECORD

Child’s Full MNamer

| Mickname:

| Child Resides with:

Date of Birth:
Child"s Home Address:

City/State/Fip:

(Inciude Number aad Sireel Name)

MNarme:

OTHERS AUTHORIZED TO PI

Child’s Age:

o

CK UP CHILD FROM FAMILY CHILD CARE LEARNING HOME
For your child"s safety, T only allow children to leave my home with you (the person corolling the child) and the person{s) vou have
speeified below {One person should be listed that is not 2 parcntmersdian). Chamges (o this list must be made in writing.

Mame:

Address:

Address:

City/State/Zip:
i Telephone:

City/State/Zip:

|

Telephone:

Relationship (o
child &
_E.I!l‘lﬂﬂ.‘l‘:'_

Relationship to
child &
enardian:

PﬁRENT(S}!GUARD]AN(S} INFORMATION

MName: .

Mother

Father

3= =

Home Address:

City/State/Fip:

Home Te{epﬁnue:
Cell Telephone:

Ea—

Pager Number:

PARENT(S)/GUARDIAN(S) WORK 1 NFORMATION

Mother's Eﬁ:pln'_l.rtr:

Work Telephone:

| Work Address:

CitylState/Zip:
Father’s Employer:

Work Telephone:
i Work Address:

| City/State/Zip:

| SPECIAL INSTRUCTIONS TO CONTACT PARENTS:




OTHER EMERGENCY CONTACT INFORMATION

In case of ilness or other emergency, give the name, address and telephone number of nearest rekstive or Fiand who
can be contacted if the parents cannol be reached.
Mame;

Eelaﬂunslhptu Child: Eram:lparent AuntfUncle  Sister/Brother Friend

Add S — _
(Inciude Humher and Streat Name) |

City/State/Zip:
Telephone:
| CHILD'S PEDIATRICION OR PRIMARY SOURCE OF HEALTH CARE

| Name of Physician: |
Telaphone: '

Address:
(include Number and Strest Name) |

City/StatelZip: ) |

L

I
MEDICAL EMERGENCY STATEMENT

{l haraby give (Name of Family Child Care Provider)
permission to take my child, , o a hospital for medical
treatment when | cannot be reached.

Parent Signature ' 25 Date Signed .
Mobe: Many emergency senvices personnel often require notarized authorization in order to proceed with care. Please
request from your provider and complele a MEDICAL CARE AND EMERGENCY CONTACT INFORMATION form in

order o provide this delailed informalion.

PERMISSION TO TAKE THE CHILD OFF THE PREMISES

| hereby give {(Mame of Family Child Care Provider)
permission to take my child, , on excursions from the
family day care home that might inciude the following types of activities:

[The provider should fill in the above list with actvities hal she might provide away from home.
Examples might include trips to the store, riding in the car, swimming, elc.)

Parent/Guardian Date




Enroliment Date:

This contract is effective / / , it is an agreement between;
. and Tammy Geter D/B/A Divine Miniature
Moments Day Care for the care of the children listed below:

Wwe (1) have received and read Divine
Miniature Moments Day Care Handbook of Policies & Procedures and hereby
agree to comply with all the provision contained therein, and shall at this time

enter into agreement with Tammy Geter D/B/A Divine Miniature Moments Day
Care for the care my child (ren).

Full Name D.0O.B. o TR
Full Name D.0.B.
Full Name D.0.B.
Full Name __D.O.B.
Arateof § will be charged for full time or part time child {ren). This rate

is per week {day/hour) per child (ren). This rate will be charged regardless of my
child’s attendance and are due at or before drop off time on my first contracted
day of care and Monday of each week.




| understand that | will be billed a late fee of $5.00 (U o tme of Sice up) if | pick
up after day care is closed and $1.00 per minute per child thereafter. My
contracted days and hours are as follows:

Monday AM/PM to AM/SPM
Tuesday AM/PM to AM/PM
Wednesday AM/PM to AM/PM
Thursday AM/PM to AM/PM
Friday AM/PM to AM/PM

Additional Agreements

Parent/Guardian Signature Date

Famnthuardian Signature Date

Y 'L

Provider Signature Date




Infant Feeding Plan
Fammnily Child Care Rube: 290-2-3_1044)
The provider shall secure from the parents infant formula and feeding plan for children under 1 vear of age.

“Child’s Name  ChildsBirhday  DatePln Compleied
Does your child take a bottle? O Yes O Mo Does your child eat: (check all that apply)
Is the bottle labeled? OYes O No jwith chid's nama) O Strained foods O Formula
Is the bottle warmed? O Yes O No O Baby foods OWhole Milk
Doas the child hold own bottie? O Yes O No OTable foods OOther:
Can the child feed self? O Yes O No

=== N S

What type of formula is used”

Amount of formula to be mven:

Updated amounts of formula: Date:
Dats:

Instructions for the miroduction of sohd [oods:

Food likes:
Food dislikes:

Does child take a pacifier? (Yes ONo 1f yes, when?

Does your child have AlletgicsKnown Medical Conditions (Include any premixed formula)? 0 Yes ONo

If yes, please list: =iz o

Your child will be placed on back teo sleep per SIS roles anles writlen doctor’s statement is provided.
CHILIS SCHEDULE

HBreakfast

(approximate me) m;_.[_;.-pe and approximate amount of food
Laumch

(approximate (ime) Type and approximasle smount of food
Dinner

) {approximate fime) “I‘].-pﬁ and approximate smount of food
Morming Nap Aflernoon Nap
" (approximate time) (approximate time)

Infani feeding plan noeds to be updated every three months, or as needed, in regards to adding new foods or other dictary
changes with a new pareat/guardian signature and dale:

Parcnt/Guardian Sigmalurg - . [




Infant Affidavit == -

Mame of Sponsor {1 applicable)
Mame of Mrovider Center
Murne of Infwnt;

Inilant Daie of Birth:

Mame of PacentCoardian

According ro LS regulations, as an institution participating in the Child and Adult Care Food MProgram
must provide meals to all infants enrolled for care in the center/facility.

Center’provider will provide the following milk-based iron-foruficd formuola:
Center/provider will provide the following Iron-fortified infant cereal:
Center'provider will provide the following brand of mfant foods:

Parents' juardians,

Please check one of the [ullowing eptions below and sign this form:

__Twould like the providercenter to provide ALL meal components to my miant and 1 wall
provide clean, sanitized, and labcled hottlcs daily.

T will provide the following meal component W my infant and the center will provide all other
meal components:

O Formula® O Meat'Fish/Poultry/Egos/Beans/Peoas
O ereal O Cheese/Cottage Cheose™ ogurt
O Fruit O Bread/Crackers/Breakfast Cercal
O Yeusable
Parcnt/ juardian Sirmature Dute

* Ay parent reguesting any formmla other than a USDA approved mulk-based or soy-based won-fortified
furmula be provided to their infant or any purent who provides any formula other than a USDA approved
milk-based or soy-hased iron-fortified formula for their infant must provide a doetor’s note indieating the
required use of the formula. If e parent elects (o have the center or day eare home provider supply meals
to their infant, the infunt will be fed according to its individual feeding plan that 15 provided by the parent
or guardiun. The center or day care home provider may only claim reimbursement for no more than
breaklast, lunch or supper, and a snack.

Sample ImFae AfTukvic ||[H|:|1h]. Ohciober 2017




INFANT FEEDING PLAN

Child's full name____ o Data
Date of birth

Does child take botla™ Yes[ | Me[ ]

15 e bollle warmead? Yes[ | Mol |

Does the child hold own Bolile? Yes[ ] Mol ]

Can the child feed salf? Yas[ ] Mo[ ]

Does the child eat: (Check all that apply)

Strained foods [ ] Whale milk [ ]

Baby foods [ 1 Tabla foods [ ]

Foemula | Other I ]

L
Breast Milk [

What type of formula used?

Armount of formulaforeast mik o be given? ) R

Updated amounts of fomulabreast milk; Dala:

Amounk: e Cate:

Armount: L Data:

Amount: _ Deaez —
Amount: B ¥ Date:

Does the child take a pacifier? Yes [ ] Mo ] If yes, when? e

Food likes e

Disfikes

Allergies? ({Include any premixed lormula)

FORMULAS BREEAST MILK FOOD

TIME AMOUNT TYTE TIME AMOUNT TYPE

Imstructions for the introduction of solid foods

Any updated instructions regarding adding new foods or other dietary changes, please list as neaded.

PARENTS' SIGNATURE: Date:




DECAL 5AMPLE
Safe Sleep Practices Policy

Child’'s name: Date of birth:

Parent/Guardian name:

Safe Sleep Practices/Policies:

1} Infants will be placed on their backs in a crib to sleep unless a physician’s written statement autharizing another sleep
position for that infant is provided. The written statement must include how the infsnt shall be placed to sleep and a
time frame that the instructions are to be followed.

2} Cribs shall be in compliance with CPCS and ASTM safety standards. They will be maintained in goed repair and free
from hazards.

3) No objects will be placed in or on the crib with an infant, This includes, but is not limited to, covers, blankets, toys,
pillows, quilts, comforters, bumper pads, sheepskins, stuffed toys, or other soft items,

4) No objects will be attached to a crib with a sleeping infant, such as, but not limited to, crib gyms, bows, mirrors and
rmahiles.

5) Only sleepers, sleep sacks and wearable blankets provided by the parent/guardizn and that fit according to the
commercial manufacturer's guidelines and will not slip up around the infant's face may be worn for the comfort of the
sleeping infant,

&} Individual erib bedding will be changed daily, or more often as needed, according to the rules. Bedding for cots/mats
will be laundered daily or marked for individeal use. If marked for individual use, the sheets/covers must be laundered
weekly or more frequently if needed. This facility will adhere to the following practice:

71 Infants who arrive at the cenler asleep or fall asleep in other equipment, on the floor or elsewhere, will moved to a
safety-approved crib for sleep.

8] Swaddling will not be permitted, unless a physician’s written statement autharizing it for a particular infant is
provided. The writlen statement must include instructions and a time frame for swaddling the infant.

3) Wedges, other infant positioning devices and maonitors will not be permitted unless a physician’s written statement
authorizing its use for a particular infant is provided. The written statement must include instructions on how to use the
device and a time frame for using it.

| acknowledge that the director or designee has advised me of the safe sleep practices followed bry the facility.

Sipnature__ Date




Parent/Guardian Notice of No Liability
Insurance and Acknowledgment

{Only Complete this Form if Instructed by your Child Carc Provider)

[ understand I am being informed in writing by signing this
acknowledgment that this child care facility does not carry
liability insurance sufficient to protect my children in the event of
an injury, etc.

Parents’/Guardians’ Signature(s):

Date:

Date:

Printed Name(s):

Per SB 24 (2004) requiring child care lacility owners who are not covered by liability
insurance lo provide and retain written notice regarding no coverage o the parents and
guardians.




Lnid FEnroiment FOoTm 10 the Lnla anc Aduil Lare ¥ood rrogram
Family Day Care Home

CHILTHREN)'S INFORMATION:
Child"s Mame {11 Diwte of Hirth | b
ok Day Year
LChild's Mame iy i [hae: of Banh Ml r
anzl Ty Fear
Herme Address T i Hlanre Phome
Moomal Days of Care »ith the Frovider: 5 0 M . W TH F 5 Check if Farend works multipls shifts
Mol Fiours of Cane willk lbe Provider: AR (5 ]
Meal Participation wirth the Provider Brealfast Soack {AM)] Limch mip [P Snpper
SCHOCHL INPORMATIOMN:
SchonliChild Care Conter [ L} . Crade (1]
SehoehThild Cane Carges (2 e Girade [2)
Ny child{ren) padicipabof=) io U Ealleraang mecals ar schocd, Head Stan center, or ohild care cenber: !
[ 1Breakdnst [ §AM Snack 1 ]Lupcl [ ]EM F\.n._'::l: [ 15gmps LI
l PAREMTAL INFORNMATION;
| Molbor's Mand Wk Hie
| Wl Wamne & Address w Wil Phore
| T Hiane: Fhoom:
|
Fathar's Fame F Wiock Howoms: T
Work Mame & Subdnze : Wik, Pl
o _ Home Phone
Ae then: any uosssual preacdsaeship or cusiedial relationships? & i
Persums sullroriecd o ik up childiren)
Specinl Meeds of Child (1) i
Wedival Informasan (allergy, sickness, e {1 =
Lpesial Mends of Child [2) - e LA
Teledical Infoomatsan (allerey, sickmss, de 21
I caases ol ey of aceid et A A ; <.
Flipaicims ' Name Pirericioe & Phjang Hlospital of Chatce
[ hemahy: give permission te troal oy chikino) w eace of meafical energency.
Parest’s Synalure Farent ¥ Sigmeiire Ldeare
MAMES OF TWe OTHER FERSONS THAT CAN BE CONTACTED TN CASE OF EMERGENCY ¥ = : |
Mame ame 4
Address A -
Fleme B = TS Thome=
bl child (1) s [ ] Psbatod 1o Provider: Helbuicaship, [ ]Payimg for Cure :
[ ] Mot Redoted s Provider [ 1ol Payiog for Care [ ] Motrized Statement on Gle
My child{2)5s: [ | Rehsted to Provider: Relatiorehip [ ] Pawiny For Carc

[ ] ™o Redabed do Providier

[ ] MeePaying for Cane [ ] Blotaried Sttt on file

1 undemstand hal mny peesider has applied sn receive Goderal funds for meaks served to oy chikdiren] and thal 1 sy b contacted oo verity my <l &reys ataikusss, |

v atnached cumens ineuotaton recondlx} for uzy cubdren,

Chld's Age (2]

FErmollment Dafe (1)

Enrollmant Dl {21

Witksthawal Bate {1}

Foagon for Withdzrwal

Withdmwal Date [2]

Fea=om For Wil wal

NOTE: Froviders MIUST Teim emergency contzcl informition for every child. Sponsors sheskl etam a copy of this form te validmg snmllmest

Pevized TN
CALCFE
FEEA




