
	
	
	
As	a	new	family,	you	will	receive	the	following	forms	to	be	completed	for	your	
child’s	enrollment:	
	
	

¨ Child	Enrollment	Form	
¨ Income	Eligibility	Form	(Food	Program)	
¨ Medical	Exam	Report	
¨ Parents	Specialized	Instructions	for	Infant	&	Toddlers	
¨ Financial	Terms	and	Conditions	–	Contract	
¨ Parent	Handbook	

o Sign	last	page	of	handbook	and	return	with	enrollment	packet	
¨ Authorization	Pick-Up	Form	
¨ Video/Photo	Authorization	Form	
¨ Consent	for	Partner	Access	
¨ Topical	Application	Form	
¨ Emergency	Contact	Form	

	
	
	
Please	make	sure	each	form	in	the	above	list	has	been	completed,	signed	and	
dated	by	parent/guardian.		



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES 
SECTION FOR CHILD CARE REGULATION / BUREAU OF COMMUNITY FOOD & NUTRITION ASSISTANCE 
CHILD CARE ENROLLMENT FORM 

FACILITY/PROVIDER NAME ADMISSION DATE DISCHARGE DATE 

CHILD’S NAME GENDER BIRTHDATE 

ADDRESS (STREET, CITY, STATE, ZIP CODE) 

IDENTIFYING INFORMATION 
MOTHER’S/GUARDIAN’S NAME HOME TELEPHONE NUMBER 

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK  IF SAME AS ABOVE CELL PHONE NUMBER 

E-MAIL ADDRESS 

EMPLOYER OR SCHOOL ATTEND WORK/SCHOOL SCHEDULE 

EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, ZIP CODE) WORK TELEPHONE NUMBER 

FATHER’S/GUARDIAN’S NAME HOME TELEPHONE NUMBER 

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK  IF SAME AS ABOVE CELL PHONE NUMBER 

E-MAIL ADDRESS 

EMPLOYER OR SCHOOL ATTEND WORK/SCHOOL SCHEDULE 

EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, ZIP CODE) WORK TELEPHONE NUMBER 

EMERGENCY CONTACT AND PERSONS AUTHORIZED TO TAKE CHILD FROM FACILITY 
(OTHER THAN PARENT) AT LEAST ONE EMERGENCY CONTACT IS REQUIRED. 
NAME RELATIONSHIP TO CHILD TELEPHONE NUMBERS 

(CELL, WORK, HOME) 
ADDRESS (STREET, CITY, STATE, ZIP CODE) 

NAME RELATIONSHIP TO CHILD TELEPHONE NUMBERS 
(CELL, WORK, HOME) 

ADDRESS (STREET, CITY, STATE, ZIP CODE) 

COMMENTS ON CHILD’S DEVELOPMENT  
(PERSONAL DEVELOPMENT, BEHAVIOR, PATTERNS, HABITS, & INDIVIDUAL NEEDS) 

C
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RELATED CHILD 
  YES            NO HOW IS CHILD RELATED TO CHILD CARE PROVIDER? 

CHILD’S PROJECTED ATTENDANCE SCHEDULE AND ANY VARIATIONS EXPECTED 
CHECK HERE WHAT DAYS THE 

CHILD WILL ATTEND.  
WILL CHILD ATTEND: 

 FULL TIME OR    PART TIME 

WHAT TIME DOES YOUR 
CHILD USUALLY ARRIVE 
EACH DAY? 
CIRCLE AM OR PM

WHAT TIME DOES YOUR 
CHILD USUALLY LEAVE 
EACH DAY?  
CIRCLE AM OR PM

WRITE ANY COMMENTS, CHANGES OR 
VARIATIONS IN USUAL ATTENDANCE IN 
THIS SECTION INCLUDING SHIFT 
CHANGES.

MONDAY AM     PM AM     PM 
TUESDAY AM     PM AM     PM 
WEDNESDAY AM     PM AM     PM 
THURSDAY AM     PM AM     PM 
FRIDAY AM     PM AM     PM 
SATURDAY AM     PM AM     PM 
SUNDAY AM     PM AM     PM 
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T CHECK THE MEALS YOUR CHILD IS USUALLY GIVEN AT THIS FACILITY 
 BREAKFAST     MORNING SNACK     LUNCH     AFTERNOON SNACK     SUPPER     EVENING SNACK     NONE 

CHECK THE HOLIDAYS YOUR CHILD IS IN CARE AT THIS FACILITY 
 NEW YEARS’S DAY 

(JANUARY) 
 MARTIN LUTHER KING 

JR.’S BIRTHDAY (JANUARY) 
 PRESIDENT’S DAY 

(FEBRUARY)  EASTER (MARCH/APRIL) 

 MEMORIAL DAY (MAY)  INDEPENDENCE DAY 
(JULY) 

 LABOR DAY 
(SEPTEMBER) 

 COLUMBUS DAY 
(OCTOBER) 

 VETERANS DAY 
(NOVEMBER) 

 ELECTION DAY 
(NOVEMBER) 

 THANKSGIVING 
(NOVEMBER) 

 CHRISTMAS DAY 
(DECEMBER) 

AUTHORIZATION FOR EMERGENCY MEDICAL CARE 
I UNDERSTAND THAT I WILL BE NOTIFIED AT ONCE IN CASE OF AN EMERGENCY WITH MY CHILD, AND I WILL MAKE 
ARRANGEMENTS FOR MEDICAL CARE OF MY CHILD WITH THE PHYSICIAN OR HOSPITAL OF MY CHOICE. 

IF I CANNOT BE REACHED TO MAKE NECESSARY ARRANGEMENTS, OR IN A CRITICAL EMERGENCY REQUIRING MEDICAL 
CARE, I AUTHORIZE 

DAY CARE PROVIDER OR HOME PROVIDER 
TO CONTACT THE FOLLOWING: 

PHYSICIAN OR CLINIC 
NAME TELEPHONE NUMBER 

PREFERRED HOSPITAL 
NAME TELEPHONE NUMBER 

ACKNOWLEDGEMENTS 

A I HAVE RECEIVED A COPY OF THIS FACILITY’S POLICIES PERTAINING TO THE 
ADMISSION, CARE AND DISCHARGE OF CHILDREN. 

PARENT/GUARDIAN INITIALS 

B 
I HAVE BEEN INFORMED THAT A COPY OF THE LICENSING RULES FOR CHILD CARE 
HOMES OR THE LICENSING RULES FOR GROUP CHILD CARE HOMES AND 
CENTERS IS AVAILABLE AT THIS FACILITY FOR REVIEW. 

PARENT/GUARDIAN INITIALS 

C 
THE PROVIDER AND I HAVE AGREED ON A PLAN FOR CONTINUING 
COMMUNICATION REGARDING MY CHILD’S DEVELOPMENT, BEHAVIOR, AND 
INDIVIDUAL NEEDS. 

PARENT/GUARDIAN INITIALS 

D WHEN MY CHILD IS ILL, I UNDERSTAND AND AGREE THAT S/HE MAY NOT BE 
ACCEPTED FOR CARE OR REMAIN IN CARE. 

PARENT/GUARDIAN INITIALS 

E 
I UNDERSTAND THAT, BEFORE THE FIRST DAY OF ATTENDANCE BY MY CHILD, I 
WILL PROVIDE PROOF OF COMPLETED AGE-APPROPRIATE IMMUNIZATIONS OR 
EXEMPTION FROM IMMUNIZATIONS. 

PARENT/GUARDIAN INITIALS 

F 
I  DO 
   DO NOT GIVE PERMISSION FOR FIELD TRIPS/EXCURSIONS. 
I UNDERSTAND I WILL BE NOTIFIED IN ADVANCE WHEN THEY ARE PLANNED. 

PARENT/GUARDIAN INITIALS 

G I  DO 
 DO NOT GIVE PERMISSION FOR THE FACILITY TO TRANSPORT MY CHILD. 

PARENT/GUARDIAN INITIALS 

H I HAVE BEEN INFORMED AND HAVE RECEIVED A COPY OF THE FACILITY’S SAFE 
SLEEP POLICY WHEN ENROLLING A CHILD LESS THAN ONE (1) YEAR OF AGE. 

PARENT/GUARDIAN INITIALS 

I 

I HAVE BEEN NOTIFIED THAT I MAY REQUEST NOTICE AT INITIAL ENROLLMENT OR 
ANY TIME THERE AFTER WHETHER THERE ARE CHILDREN CURRENTLY ENROLLED 
IN OR ATTENDING THE FACILITY FOR WHOM AN IMMUNIZATION EXEMPTION HAS 
BEEN FILED. 

PARENT/GUARDIAN INITIALS 

PARENT’S/GUARDIAN’S SIGNATURE 


DATE 

C
A

C
FP

 
R
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U
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EM

EN
T FIRST ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE 

SECOND ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE 

THIRD ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE 
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	Childs	Name:	____________________ Age:___________________

Monthly	Income: Monthly	Amount
TANF $
Salary	(Full-time	30+_hours $
Salary	(Part-time $
Child	Support/Alimony $
Pension/Retirement $
Unemployment $
Social	Security $
SSI $
Disability $
Other:	 $
Other: $

Monthy	Income	Total: $

Family	Gross	Monthly	Income Infants
$	0	-	$1,763 $145
$	1,	764	-	$	2,790 $160
$	2,791	-	$	Over $185

Family	Gross	Monthly	Income 2	Years
$	0	-	$1,763 $100
$	1,	764	-	$	2,790 $110
$	2,791	-	$	Over $115

Family	Gross	Monthly	Income 3,4,	and	5	Year	Old
$	0	-	$1,763 $80
$	1,	764	-	$	2,790 $90
$	2,791	-	$	Over $100

Before/After	Care:	 $70

Nora	Stewart	Early	Learning	Center



Signature	of	Parent/Guardian:	_____________________________________________

House	Hold	Income	Verified	by:	____________________________________________



 
Child and Adult Care Food Program 

 
 

Income Eligibility Guidance for  
 

Child Care Centers 
 
 

 
 

 
July 2016 

 
 

Missouri Department of Health and Senior Services 
Bureau of Community Food and Nutrition Assistance 

P.O. Box 570 
Jefferson City, MO  65102 
Telephone:  800-733-6251  

FAX: 573-526-3679 
 

http://health.mo.gov/living/wellness/nutrition/foodprograms/cacfp/index.php  
 

CACFP@health.mo.gov 

http://health.mo.gov/living/wellness/nutrition/foodprograms/cacfp/index.php
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CHILD AND ADULT CARE FOOD PROGRAM 
INCOME ELIGIBILITY GUIDANCE FOR CHILD CARE CENTERS 
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In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, 
its Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating 
based on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity 
conducted or funded by USDA. 
Persons with disabilities who require alternative means of communication for program information (e.g. Braille, large print, audiotape, 
American Sign Language, etc.), should contact the Agency (State or local) where they applied for benefits.  Individuals who are deaf, 
hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339.  Additionally, 
program information may be made available in languages other than English. 
To file a program complaint of discrimination, complete the USDA Program Discrimination 
Complaint Form, (AD-3027) found online at: 
http://www.ascr.usda.gov/complaint filing cust.html, and at any USDA office, or write a letter addressed to USDA and provide in 
the letter all of the information requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your 
completed form or letter to USDA by: 

 
(1)  mail: U.S. Department of Agriculture 

Office of the Assistant Secretary for Civil Rights 
1400 Independence Avenue, SW 
Washington, D.C. 20250-9410; 

(2)  fax: (202) 690-7442; or 
(3)  email: program.intake@usda.gov. 
 
This institution is an equal opportunity provider. 
 
This statement implementation date is November 2015. 

 

http://www.ascr.usda.gov/complaint
mailto:program.intake@usda.gov
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General Information 
 
Meal reimbursement to child care centers is based upon the claiming category of each child 
participating at the center.  The claiming category is determined by obtaining family size and 
household income data from parents or legal guardians of the child(ren) and comparing this 
information to the income eligibility guidelines.  Based on the income eligibility guidelines, the 
child is classified as free, reduced, or paid. 
 
Important points to remember are: 
 

1. An Income Eligibility Form (IEF) must be on file at the center for each child claimed 
for free and reduced-price meals (including Family Support Division Title XX vendor 
children).  If a parent or legal guardian does not choose to complete the income 
eligibility form, then the child must be claimed in the paid category. 

 
2. Child care centers have flexibility concerning the effective date of certification for 

Program benefits. The date to be used to make this determination may be either the date 
the parent or guardian signed the income eligibility form or the date on which the center 
official signs the form to certify eligibility of the child. However, if the date of parent 
signature is not within the month of certification or the immediately preceding month, 
the effective date must be the date of certification.  Child care centers must decide which 
date they will rely on as the effective date and apply this date consistently to all income 
eligibility forms received. 
 

3. The IEF for each child is effective for one year.  IEFs should be considered current and 
valid until the last day of the month in which the form was dated one year earlier.  Each 
year the parent or guardian must complete a new IEF.  Do not use White-Out or change 
a date or reuse a completed form. 

 
4. If the parent or guardian completes the IEF before the actual date of enrollment for care, 

the center should collect a new IEF from the parent or guardian if more than two months 
have lapsed.  For example, Johnny Jones' parents completed the IEF in January 2016.  
However, Johnny did not enroll and start attending the center until May 2016.  A new 
IEF must be completed for Johnny at the time he actually started attending the center 
since more than two months lapsed between the completion of the form and the actual 
enrollment date. 

 
5. The center must review, sign, and date the IEF as soon as it is received from the parent.  

Failure to do so may result in the reclassification of the child from the free or reduced 
category to the paid category. 

 
6. The parent letter on page 6 and the instructions on page 7 of this booklet must be given 

to the parent with the IEF on page 12.  The center may copy the instructions on the back 
of the letter.  The letter and the instructions outline the required information needed for 
completing the form.  This letter is updated each year.  Be sure to use the most current 
parent letter with the IEF.  Pricing programs (centers that charge a separate fee for 
meals) do not use this parent letter.  Contact the CACFP office at 800-733-6251 for a 
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copy of the pricing letter or go to:   
http://health.mo.gov/living/wellness/nutrition/foodprograms/cacfp/lawsregs.php 

 
 

The United States Department of Agriculture (USDA) updates the income eligibility guidelines 
yearly.  When reviewing the IEFs, use the most current income guidelines.    

 
7. Once approved for free or reduced meal benefits, a child is eligible for those benefits for 

one full year after the IEF has been signed and dated, regardless of changes in income or 
household size that may occur throughout the year. Centers may not re-evaluate IEFs 
when new income guidelines are issued in July of each year.  For example, if a parent 
completes an IEF in January2016, eligibility will be based on income guidelines issued 
in July 2015.  When the new income guidelines are issued in July 2016, the center may 
not re-evaluate the IEF completed in January 2015 using the new income guidelines.  
The eligibility must continue to be based on the income guidelines in effect at the time 
the form was initially completed and reviewed.  

 
8. If, during a monitoring review, it is found that children were incorrectly classified, or 

the IEF has expired, the center will have to pay money back to the Child and Adult Care 
Food Program.  Therefore, it is very important that you review the IEFs carefully. 

 
9. A foster child, whose care and placement is the responsibility of the State child welfare 

agency or who is placed by a court with a caretaker household is eligible for free meal 
benefits without completing an IEF, if the child care center obtains documentation 
verifying that the child’s placement in the household is the responsibility of the State or 
court.  The eligibility of foster children applies only to children formally placed by a 
State child welfare agency or court.  It does not apply to informal arrangements that may 
exist outside of State or court based systems.   

 
Households with foster and non-foster children may choose to include the foster child as 
a household member, as well as any personal income* earned by the foster child, on the 
same household application that includes their non-foster children.  This may help the 
foster family’s non-foster children qualify for free or reduced price meals based on 
household size and income.  The Bureau of Community Food and Nutrition Assistance 
will certify the foster child for free meals (with appropriate supporting documentation as 
described above) and will then make an eligibility determination for the remainder of the 
household based on the household’s income.  As before, foster payments received by the 
family from the State child welfare agency is not considered income and does not need to 
be reported on the IEF. 
 
*Personal income for foster children is defined as: 
 

1. Funds that are specified by the welfare agency as being for the personal use of 
the child. If no funds are specified, the funds received from the welfare agency are 
not to be considered as income. 

 

http://health.mo.gov/living/wellness/nutrition/foodprograms/cacfp/lawsregs.php
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2. Money received in hand from any source. This includes, but is not limited to, funds received 
from trust accounts, from the child’s family, and earnings from the child’s employment other 
than occasional or part-time jobs. 

 
10. If application is being made for an adopted (foster) child, the child is no longer 

considered a foster child.  The child is considered the child of the adoptive parents as if 
born to the parents biologically after the adoption is final.  The family may continue to 
receive adoption assistance, but these funds must be listed as part of the household 
income. An adopted child is not categorically eligible for free reimbursement and must 
have a completed IEF for the household unit.  Child Living with One Parent, Relative, 
or Friends - In cases where no specific welfare agency or court is legally responsible for 
the child or where the child is living with one parent, other relatives, or friends of the 
family, the child is considered to be a member of the household with whom she/he 
resides.  Children of divorced or separated parents are generally part of the household 
that has custody. 

 
11. Joint Custody - When joint custody has been awarded and the child physically changes 

residence, the child is considered part of the household where she/he resides.  In these 
situations, if both parents apply for benefits at the same child care for the child, and 
different eligibility statuses result, the greatest benefit level is used.  For example, if the 
mother’s situation results in eligibility for free meals but the father’s application does 
not qualify for free or reduced meal rates, the child would receive free meals regardless 
of which parent had custody at the time.   

 
12. Income information must be kept confidential. 

 
13. The IEFs must be kept for three full years plus the current contract year after the date the 

final claim for the fiscal year was submitted.  If audit findings have not been resolved, 
the IEFs must be kept as long as necessary to resolve the issues raised by the audit.  

 
Head Start and Early Head Start Centers Only 
 
All children enrolled in Head Start, funded by the U.S. Department of Health and Human 
Services Head Start grant award, are automatically eligible for free meal reimbursement in the 
CACFP.  The Head Start agency is not required to collect, or maintain on file, an IEF for 
children who are enrolled in Head Start.  The Head Start agency must have documentation 
available to substantiate the child's eligibility for Head Start.   
 
In accordance with The Improving Head Start for School Readiness Act of 2007 (Public Law 
110-134) any child enrolled in a Head Start is automatically eligible for free meals without 
further application or eligibility determinations (CACFP Memorandum 07-2008). 
 
Head Start Children in Private Centers 
 
Children who are enrolled in Head Start, but placed in contracted Head Start and independent 
child care centers are automatically eligible for free meals.  The independent center must obtain 
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an official list of Head Start children from the Head Start administrative office and use that list 
as documentation of automatic eligibility.   
 
Even Start Programs Only 
 
Children participating in an Even Start Family Literacy Program are categorically eligible for 
free meal benefits.  This means they can be claimed for free meal benefits without obtaining 
household income documentation from the parent(s) or guardian(s) of the child.  In order for the 
Even Start child to be eligible for free meals, however, the following criteria must be met: 
 

1. The school or institution that is providing the child with Even Start services must be 
participating in the CACFP. 

 
2. The child must be enrolled as a participant in a federally-funded Even Start Family 

Literacy Program. 
 

3. The child must be at the pre-kindergarten level.  Once a child has entered kindergarten, 
that child loses his or her categorical eligibility for free meals.  Also, categorical 
eligibility does not apply to other family members. 

 
To establish categorical eligibility for Even Start children, the child care facility must document 
the child's participation in the federally-funded Even Start Program.  Documentation can include: 
 

• An approved Even Start application for the child's family; or 
 
• A statement of enrollment in Even Start; or 

 
• A roster of the children participating in Even Start. 

 
Confirmation that the child has not yet entered kindergarten must also be included in the 
documentation from the Even Start official. 
 
When a child is no longer eligible for free meals under the Even Start Program, the child's family 
must be given the opportunity to apply for free and reduced price meals using the application 
materials and IEF provided in this packet.  The child care facility is responsible for providing the 
family with instructions on how to apply for free or reduced meal benefits. 
 
Pricing Programs Only 
An institution is operating a pricing program if a separate identifiable charge is made for meals 
served to enrolled participants.  Federal regulations require that the participant letter contain 
certain information.  A sample letter to the participant for pricing institutions is available upon 
request from the Missouri Department of Health and Senior Services – Bureau of Community 
Food and Nutrition Assistance or at: 
http://health.mo.gov/living/wellness/nutrition/foodprograms/cacfp/lawsregs.php     

http://health.mo.gov/living/wellness/nutrition/foodprograms/cacfp/lawsregs.php


Child and Adult Care Food Program 
       Parent Letter – Non-Pricing Child Care Centers 

July 1, 2016 through June 30, 2017 
 
Dear Parent or Legal Guardian: 
 
Our center is currently participating in the Child and Adult Care Food Program. This program 
reimburses the center for the partial cost of meals provided to children and allows the center to 
provide nutritious meals without increasing the center's fees to you. If your yearly income is 
equal to or below the amount listed for your family size on the chart below, your child is eligible 
for free or reduced-price meals. If the income is higher than the amount listed for your family 
size, you do not need to complete the income application.  
 
   Yearly       Yearly 
     Family Size Income      Family Size   Income 
 

 1  $21,978   5   $52,614 
 2  $29,637   6   $60,273 
 3  $37,296   7   $67,951 
 4  $44,955   8   $75,647 
 

    For each additional Family Member, add +$7,696 
 
To apply for free or reduced-price meal benefits for your children, you must complete the 
attached Income Eligibility Form (IEF).  Your application for free or reduced-price meal benefits 
cannot be approved unless the attached application is completed according to the directions 
provided; however you are not required to complete the IEF.  Notify the center should the 
household income decrease and/or if the household size increases.  A participant may be eligible 
for free or reduced-price meals.  The application is valid until the last day of the month in which 
the form was approved/dated/signed one year earlier. 
 
Sincerely, 
 
 
Center owner/director  
 

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the 
USDA, its Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from 
discriminating based on race, color, national origin, sex, disability, age, or reprisal or retaliation for prior civil rights activity in any 
program or activity conducted or funded by USDA. 
 
Persons with disabilities who require alternative means of communication for program information (e.g. Braille, large print, audiotape, 
American Sign Language, etc.), should contact the Agency (State or local) where they applied for benefits.  Individuals who are deaf, 
hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339.  Additionally, 
program information may be made available in languages other than English. 
 
To file a program complaint of discrimination, complete the USDA Program Discrimination 
Complaint Form, (AD-3027) found online at: 
http://www.ascr.usda.gov/complaint filing cust.html, and at any USDA office, or write a letter addressed to USDA and provide in 
the letter all of the information requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your 
completed form or letter to USDA by: 

 

http://www.ascr.usda.gov/complaint


(1)  mail: U.S. Department of Agriculture 
Office of the Assistant Secretary for Civil Rights 
1400 Independence Avenue, SW 
Washington, D.C. 20250-9410; 

(2)  fax: (202) 690-7442; or 
(3)  email: program.intake@usda.gov. 
 
This institution is an equal opportunity provider. 
 
This statement implementation date is November 2015. 

 

mailto:program.intake@usda.gov
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Parent/Guardian Instructions for Completing the Income Eligibility Form (IEF) 
 
PART 1:  CHILDREN ENROLLED AT THE CHILD CARE CENTER 
 
• List all children that you are applying to enroll in the child care.   
• List each child’s birth date. 
• If you are applying for a foster child, the foster child is eligible for free meals 

regardless of household income, and you do not need to complete the IEF.  Talk to 
the child care center director regarding documentation of a foster child’s eligibility. 

• If your child receives Temporary Assistance (formerly AFDC, now funded by 
TANF) payments or Supplemental Nutrition Assistance Program (SNAP, formerly 
Food Stamps), please indicate the appropriate case number in the spaces provided 
and sign the form. Do not use the number on your card.  You do not need to 
complete part 2.   

• If you have a SNAP or Temporary Assistance case number for at least one of your 
children enrolled at the center the eligibility extends to all of your children enrolled 
at the center.  You do not need to complete Part 2. 

• If you do not participate in SNAP or TANF you must complete all sections of the 
form including Part 1, 2, 3, 4. 

 
PART 2:  HOUSEHOLD AND INCOME INFORMATION – Not completed if case 
number for SNAP or TANF is provided in Part 1. 
 
• List all members of the household not included in Part 1.  A household is a group of 

related or unrelated individuals who are living as one economic unit (i.e. sharing 
living expenses).   

• Report the monthly income by source for each household member.   
• The income reported on the application must include all income before taxes and 

before other deductions. 
• Income Exclusions not to be reported or counted include: 

1. Payments received for the care of foster children. 
2. Student financial assistance provided for the costs of attendance at an        

educational institution, such as grants and scholarships. 
3. Loans, such as bank or student loans, since these funds are only temporarily      

available and must be repaid.   
 

PART 3:  RACIAL ETHNIC INFORMATION--Completion is Voluntary 
 
PART 4:  SIGNATURE 
• The adult household member completing the application must sign and date the 

application.   
• If the child(ren) is not a Temporary Assistance or SNAP recipient, the adult signing 

the application must provide the last four digits of his/her social security number.   
• If you do not have a social security number, write "none" in the space provided.   
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• Failure to provide the last four digits of your social security number, if you have 
one, will make the income application invalid if the child(ren) is not a SNAP  or 
Temporary Assistance recipient. 

• The adult household member completing the IEF must attest to the fact that the 
information provided is correct, that it is being given in connection with the receipt 
of federal funds, that it is subject to verification, and that the deliberate 
misrepresentation of facts will subject the individual to prosecution under 
applicable state and federal statutes. 
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Instructions for Reviewing the Income Eligibility Form (IEF) and Determining Eligibility 
for Free and Reduced Price Meals for Child Care Centers 

 
1. Each parent/guardian shall be given the parent/guardian letter and an IEF on a yearly basis.  

If the parent does not return the completed form, the child shall be classified as paid. 
 
2. The IEF shall be reviewed by the authorized center personnel to determine if all parts (1-4) 

of the application have been completed.  The application is not valid if not fully completed 
by the parent or guardian. 

 
3. Ensure that the first and last name and the birth date of the child(ren) enrolled at the center is 

listed on the IEF.  Check in the appropriate box if the child is a foster child. 
 

4. A foster child is the ward of a court or State child welfare agency placed in residence in a 
private household.  As such, a foster child is automatically eligible for free meal benefits if 
the child care center obtains documentation verifying that the child’s placement in the 
household is the responsibility of the State or court.  The eligibility of foster children applies 
only to children formally placed by a State child welfare agency or court.  It does not apply 
to informal arrangements that may exist outside of State or court based systems. 

 
5. Households with foster and non-foster children may choose to include the foster child as a 

household member, as well as any personal income* earned by the foster child, on the same 
household application that includes their non-foster children.  This may help the foster 
family’s non-foster children qualify for free or reduced price meals based on household size 
and income.  The Bureau of Community Food and Nutrition Assistance will certify the foster 
child for free meals (with appropriate supporting documentation as described above) and will 
then make an eligibility determination for the remainder of the household based on the 
household’s income.  As before, foster payments received by the family from the State child 
welfare agency is not considered income and does not need to be reported on the IEF. 

 
*Income for the foster child would include: 

 
a. Funds received from a welfare agency which can be identified for the personal use of the 

child.  When funds provided by the welfare agency are specified by category, i.e., only 
those funds that can be identified as personal use funds shall be considered as income.  
When such funds cannot be identified, no portion of the funds provided by the welfare 
agency shall be considered as income. 

 
b. Money received in hand from any source.  This includes, but is not limited to, funds 

received from trust accounts, monies provided by the child's family for personal use and 
earnings from employment other than occasional or part-time jobs. 
 

c. A child who is not legally designated as a foster child by virtue of not being an official 
ward of the court and/or welfare agency, does not qualify as a "foster child" for the 
purposes of the CACFP (i.e. adopted foster child). Such children are considered part of 
the entire family economic unit for purposes of determining eligibility in the CACFP. 



Child and Adult Care Food Program 
Income Eligibility Guidance for Child Care Centers 

 

11 
 

 
6. If the parent or guardian checks that the child(ren) are receiving SNAP (formerly Food 

Stamp) or Temporary Assistance (formerly AFDC, now funded by TANF) and enters the 
SNAP or Temporary Assistance number, the child(ren) are automatically free and the parent 
does not need to complete Part 2. 

 
a. SNAP (formerly Food Stamp) numbers have the following characteristics: S-xxx-

xxxxxxxx.  The three-digit portion is a county code. 
 

b. Temporary Assistance numbers have the following characteristics: C-xxx-xxxxxxxx.  
The three-digit portion is a county code.   

 
c. At a minimum, the eight digit portion of the case number must be provided on the IEF for 

the child to be automatically free.  If the full 8-digit number is not provided, the child 
will be claimed as paid unless Part 2 (Household Income) is completed and the social 
security number is provided. 

 
7. If the parent or guardian did not report a SNAP (formerly Food Stamp) or TANF (Temporary 

Assistance) case number, they must complete all entries in Part 2 and Part 4 to determine free 
or reduced price eligibility. 

 
Check that the parent or guardian listed all other household members including the children 
listed in Part 1.  A household is defined as a group of related or non-related individuals who 
are not residents of an institution or a boarding house, but who are living together as one 
economic group. 

 
Check that the parent or guardian listed each household member and indicated gross monthly 
income by source before any deductions are made.  Current income is defined as income 
received during the month prior to the application.  If the prior month's income is not 
representative of the household's annual rate of income, the household should report 
projected annual income. 

 
8. Completion of the racial/ethnic category (Part 3) is not mandatory and the failure to complete 

this information shall not affect the classification of the child. 
 
9. The adult household member completing the IEF must sign Part 4 to certify that the 

information provided is correct, that it is being given in connection with the receipt of federal 
funds, that it is subject to verification and that the deliberate misrepresentation of facts will 
subject the individual to prosecution under applicable state and federal statutes.  If the adult 
does not have a social security number, "none" should be written in the space provided.  The 
IEF cannot be approved for free or reduced-price meals unless it is fully completed, signed 
and dated by the parent/guardian. 

 
10. The parent/guardian must fully complete the IEF.  Center personnel shall complete only the 

section labeled "For center use only."   
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11. The center personnel shall determine the child's claiming category by completing the bottom 
section of the IEF marked “For Center Use Only”.  The IEF is effective from the first day 
of the month that the form was signed and dated. 
 

12. Section “For Center Use Only”, the center director enters the total household size and total 
monthly income.  Indicate if the eligibility status is based on the household income or 
Temporary Assistance (formerly AFDC, now funded by TANF) or SNAP (formerly Food 
Stamp) participation.  Check to make sure an 8 digit case number is provided if the child is a 
SNAP (formerly Food Stamp) or Temporary Assistance recipient.  If the child is receiving 
SNAP (formerly Food Stamp) or Temporary Assistance benefits, the child is automatically 
eligible for free benefits.   

 
13. Determine claiming status based on the income eligibility guidelines chart on page 13 of this 

booklet. 
 
14. The child must be claimed in the paid category if: 
 
 The information given by the parent or guardian is incomplete; 

 
 The income does not meet income eligibility criteria; 

 
 The parent or guardian, does not sign and date the form;  

 
 The last four digits social security number of the person signing the form is missing and 

the children were not Temporary Assistance or SNAP (formerly Food Stamp) recipients; 
 
 The IEF has not been signed by authorized center personnel on or prior to the date the 

child is claimed as free or reduced (if the center determines eligibility based on the date 
the center official signs and not on the parent signature) ; or 

 
 The Temporary Assistance or SNAP (Formerly Food Stamp) number is not a valid 8-

digit number. 
 
 The parent chooses not to disclose their income or complete the IEF. 

 
13. The IEF is effective for a one year period from the first day of the month that the form is 

signed, to the last day of the month the form is signed the following year. 
 



 

MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES 
BUREAU OF COMMUNITY FOOD AND NUTRITION ASSISTANCE 
CHILD AND ADULT CARE FOOD PROGRAM 
INCOME ELIGIBILITY FORM FOR CHILD CARE CENTERS 

 

To apply for free or reduced-price meal eligibility benefits for your child(ren), please fill out this form and return it to the child care center. 
PART 1  CHILDREN ENROLLED AT THE CHILD CARE CENTER 
Complete information below for children enrolled at the center. If child(ren) are receiving Supplemental Nutrition Assistance Program (SNAP) 
(formerly Food Stamp) or Temporary Assistance (formerly AFDC, now funded by TANF), complete Parts 1, 3, and 4 only.  Complete Parts 1, 
2, 3, and 4 if you did not provide a SNAP case number or Temporary Assistance case number for all of the children listed in Part 1. 

NAME (first and last) FOSTER 
CHILD BIRTH DATE SNAP 

CASE NUMBER 
TEMPORARY ASSISTANCE 

CASE NUMBER 

   
 

  

   

   

     

 
 

    

PART 2  HOUSEHOLD AND INCOME INFORMATION 
List all members of the household not including the children listed in Part 1.  Indicate source and amount of current monthly gross income for 
all members of the household before deductions, such as taxes and social security.  Where there are wage earners and self-employed 
adults, the income of the wage earner cannot be offset by the business losses of the self-employed adult.  If last month’s income does not 
accurately reflect your circumstances, you may provide a projection of your current annual income.  Irregular self-employed income may be 
averaged over the prior 12 months.  Foster children may be eligible regardless of household income.  Contact the center for more 
information. 

INCOME BASED ON (CHECK ONE) 

 

YEARLY MONTHLY 2 X A MONTH EVERY 2 WEEKS WEEKLY 

      

HOUSEHOLD MEMBERS GROSS WAGES WELFARE, CHILD  
SUPPORT, ALIMONY 

PENSIONS, 
RETIREMENT, SOCIAL 

SECURITY 
OTHER 

     

     

     

     

     
PART 3  RACIAL ETHNIC INFORMATION  (You are not required to answer this section) 
Are you of Hispanic or Latino origin?  YES    NO 
What is your race? (Select one or more) AMERICAN INDIAN 

OR ALASKA NATIVE ASIAN BLACK OR  
AFRICAN AMERICAN 

NATIVE HAWAIIAN OR OTHER 
PACIFIC ISLANDER WHITE 

      
PART 4  SIGNATURE 
I hereby certify that all information provided is correct.  I understand that this information is being given in connection with the receipt of federal funds, that 
institution officials may verify information, and that deliberate misrepresentation may subject me to prosecution under applicable state and federal laws. 
SIGNATURE OF ADULT FAMILY MEMBER 

 
SOCIAL SECURITY NUMBER (LAST 4 DIGITS ONLY) 

 
DATE 

 
PRINTED NAME OF ADULT 

 
ADDRESS 

 
PHONE NUMBER 

 
Section 9 of the National School Lunch Act requires that, unless your children’s SNAP or Temporary Assistance case number is provided, you must include the 
last four digits of a social security number of the adult household member signing the application or indicate that the household member signing the application 
does not possess a social security number.  Provision of the last four digits of a social security number is not mandatory, but if the last four digits of a social 
security number are not provided or an indication is not made that the signer has none, the application cannot be approved.  The social security number may be 
used to identify the household member in carrying out efforts to verify the accuracy of information stated on the application.  These verification efforts may be 
carried out through program reviews and investigations, and may include contacting employers to determine income, contacting a SNAP or welfare office to 
determine current certification for receipt of SNAP or Temporary Assistance benefits, contacting the State employment security office to determine the amount of 
benefits received and checking the documentation produced by the household member to provide 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. 

FOR CENTER USE ONLY    
TOTAL HOUSEHOLD 
SIZE: 

 

INCOME: 
 

 
INCOME BASED ON (CHECK ONE): 
 

YEAR MONTH  2 X A MONTH  EVERY 2 WEEKS WEEKLY 

      

 
SNAP (Food Stamp) 

 

TEMPORARY 
ASSISTANCE 

 
Eligibility Determination:      Free       Reduced       Paid 
SIGNATURE OF CENTER REPRESENTATIVE                   

DATE 

 
MO 580-1314 (2-11) CACFP-205 

 



Child and Adult Care Food Program 
INCOME ELIGIBILITY GUIDELINES 

July 1, 2016 – June 30, 2017  
    Free Meals – 130%      Reduced-Price Meals – 185% 
 
Household 

Size 
Yearly Monthly Twice a 

Month 
Every 2 
Weeks 

Weekly  Yearly Monthly Twice a 
Month 

Every 2 
Weeks 

Weekly 

            
1 15,444 1,287 644 594 297  21,978 1,832 916 846 423 
2 20,826 1,736 868 801 401  29,637 2,470 1,235 1,140 570 
3 26,208 2,184 1,092 1,008 504  37,296 3,108 1,554 1,435 718 
4 31,590 2,633 1,317 1,215 608  44,955 3,747 1,874 1,730 865 
5 36,972 3,081 1,541 1,422 711  52,614 4,385 2,193 2,024 1,012 
6 42,354 3,530 1,765 1,629 815  60,273 5,023 2,512 2,319 1,160 
7 47,749 3,980 1,990 1,837 919  67,951 5,663 2,832 2,614 1,307 
8 53,157 4,430 2,215 2,045 1,023  75,647 6,304 3,152 2,910 1,455 

For each 
additional 

family 
member, add: 

 

 
+5,408 

 
+451 

 
+226 

 
+208 

 
+104 

  
+7,696 

 

 
+642 

 

 
+321 

 
+296 

 
+148 

 
Note:  Only provide the income guidelines for reduced price meals to the parents. 

6/16 



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
SECTION FOR CHILD CARE REGULATION
CHILD MEDICAL EXAMINATION REPORT (INFANT/TODDLER/PRE-SCHOOL)

MO 580-1878 (6-14) TO BE FILED IN CHILD’S RECORD AT CHILD CARE FACILITY BCC-6A

IDENTIFYING INFORMATION

CURRENT STATE OF HEALTH

Based on my assessment of this child’s medical history, current state of health and my physical examination of the child on ____ / ____ / ____,
this child can participate in a child care program. This child has no special care needs unless specified below.

(Date of medical examination must be within the last 12 months.)

PHYSICIAN’S INSTRUCTIONS FOR SPECIALIZED CARE

Complete this section only if child requires special care at a child care facility, e.g. special diets, allergies, ear infections, convulsions,
diabetes, asthma, behavior problems, hearing or visual impairment, etc. (Attach additional pages as needed.)

CHILD’S NAME BIRTHDATE

SIGNATURE OF PHYSICIAN OR REGISTERED NURSE UNDER THE SUPERVISION OF A PHYSICIAN DATE

PHYSICIAN’S OR NURSE’S NAME (PLEASE PRINT)

NAME AND ADDRESS OF CLINIC, GROUP, PRACTICE OR OTHER IF NURSE IS SUPERVISED BY A PHYSICIAN, INDICATE PHYSICIAN’S NAME
(MAY USE STAMP.) (PLEASE PRINT.)

TELEPHONE NUMBER



	

	(Updated	11/8/16)	

									Nora	Stewart	Early	Learning	Center	
	 	 	 	 																				Admission/Tuition	Agreement	
	
	
Responsible	Parent	Guardian	Name:	_________________________________________________________________________	
	
Child(ren)	Name(s):		_______________________________________________________________________________________	
is/are	scheduled	to	attend	Nora	Stewart	Early	Learning	Center	on	____________________	and	my	tuition	will	be	___________.																																								
	 	 																																																																																																			(Date)																																																																				(Cost)	
	
Please	read	the	following	information	in	each	box	and	sign	your	initials	indicating	you	understand	and	agree	to	the	terms	of	
your	financial	responsibility.	
	
_______I	agree	 Tuition	Fee:		I	will	be	responsible	for	paying	a	deposit	and	first	week	tuition	fees	before	my	child’s	

first	day.	
_______I	agree	 Tuition	Due	Dates:	Tuition	is	posted	on	Mondays;	you	will	be	charged	a	$10	late	fee	on	Tuesday.	If	

payment	is	not	received	by	Wednesday	at	noon	your	child	will	not	be	able	to	return	that	Thursday	
until	payment	is	received.	

_______I	agree	 Parent	Handbook:	I	agree	to	read	and	abide	by	rules	and	policies	set	forth	in	the	parent	
handbook.	

_______I	agree	 Late	Pick	Up	Fee:	I	understand	that	if	I	do	not	pick	up	my	child(ren)	by	5:45	pm	then	a	$10	late	fee	
will	be	charged	at	5:46	pm.	After	5:46	pm	a	$1	a	minute	will	be	charged.	That	fee	will	need	to	be	
paid	before	you	drop	off	your	child(ren)	the	next	business	day.	

_______I	agree	 Tuition	Paid	Regardless	of	Absences,	Holidays,	Vacations	or	Suspension:	Tuition	is	based	on	your	
contracted	enrollment	days.	Tuition	is	due	regardless	of	illness,	holidays,	vacations	or	
suspensions.	You	are	enrolling	your	child(ren)	at	a	fee	of	$_______weekly,	bi-weekly,	semi-
monthly	or	monthly.	

_______I	agree	 Field	Trips:	Occasionally	classes	will	take	a	field	trip;	fees	may	be	associated	with	the	field	trip	and	
is	due	before	the	trip	takes	place.	

_______I	agree	 Returned	Checks:	There	will	be	a	$15	returned	check	fee	assigned	for	each	returned	check	from	
the	bank.	After	two	returned	checks,	you	may	no	longer	write	a	check	and	must	pay	with	a	
cashier’s	check	or	money	order.	

_______I	agree	 Cash	Payments:	Cash	payments	are	NOT	accepted	by	NSELC	for	the	protection	of	the	staff.	
_______I	agree	 Sign	In/Out	Binders:	Binders	are	located	in	front	of	each	classroom	by	the	door.	Please	complete	

and	sign	the	time	in	and	time	out	every	day.		
_______I	agree	 Withdrawal	Notice:	You	must	give	the	Director	written	notice	of	withdrawal	two	weeks	prior	to	

terminating	child	care	services,	all	tuition	and/or	other	charges	is	payable	prior	to	withdrawal.	
_______I	agree	 Morning	Cut	Off	Time:	All	children	are	to	be	in	the	facility	by	9:30	am.	If	not,	please	provide	a	

medical	excuse	after	9:30	am	or	your	child(ren)	will	not	be	able	to	attend	for	that	day.	
_______I	agree	 Collection	Fees/Charges:	Should	it	be	necessary	for	Nora	Stewart	Early	Learning	Center	to	hire	a	

collection	agency	for	non-payment	of	fees,	the	responsible	party	will	be	billed	an	additional	35%	
to	cover	collection	costs,	plus	reasonable	attorney	fees	if	necessary.	

	
	
I,	the	undersigned	parent/guardian	understand	and	will	adhere	to	the	policies	and	procedures	listed	within	the	Nora	Stewart	
Early	Learning	Center	Admission/Tuition	Agreement	as	well	as	the	Nora	Stewart	Early	Learning	Center	Parent	Handbook,	and	I	
accept	all	my	financial	responsibilities	in	this	contract.	
	
	
	
Parent/Guardian	Signature:	_______________________________________________________	
	
Date:	_______________________________	



			

DFS Authorized Days:_______________ DFS Daily Payments:___________________

Additional Tutition Costs:_____________

payment changes or stops.

Parent/Guardian Signature: _______________________________________________________

Executive Director/Office Manager____________________________________________

Date:	_________________________________________________________________________

Nora Stewart Early Learning Center

** If DFS does not cover full tutition or stops payments, you will be responsible for paying
tuition at the cut off date.  It is your responsibility to notify Nora Stewart if your DFS 

DFS Subsidy Payments

         Base Rate
          Infants: $50.00

Ages 2-6 Years Old: $35.00

Weekly Total Payment: _______________________



(11/8/16)	

			 		PICK	UP	AUTHORIZATION	FORM	
	
				Name		 	 	 	 	 	 	 Relationship	
	
______________________________________________	
______________________________________________	
______________________________________________	
______________________________________________	
______________________________________________	
______________________________________________	
______________________________________________	
______________________________________________	
______________________________________________	
______________________________________________	
______________________________________________	 	
______________________________________________	
	
	
	
	
	
Parent	Signature:		____________________________________________________	
	
Date:		________________________________	



	

(Updated	11/8/16)	

									Nora	Stewart	Early	Learning	Center	
	 	 	 	 	 	 		 						Video/Photo	Release	Form	
	
	
I	give	Nora	Stewart	Early	Learning	Center,	a	501	©3	not-for-profit	organization,	my	consent	and	
permission	to	photograph	and/or	videotape	me	and/or	my	child	for	the	following	promotional	
and/or	educational	purposes	(please	PUT	A	LINE	THROUGH	each	that	you	disapprove	of):	
	
	
Annual	School	Pictures	 	 	 	 	 Posters	
Classroom	Displays	 	 	 	 	 	 Progress	Monitoring	
Classroom	Play,	Activities,	etc.	 	 	 	 Promotional	Publications	
Education	Purposes	(ex.	Training	Teachers)		 	 Television	
Kindergarten	Transition	 	 	 	 	 Website	
Newspaper	 	 	 	 	 	 	 Parent/Guardian	Portfolios	&	
Records	
	
	
	
I	understand	I	will	not	receive	financial	compensation	for	my	participation,	or	my	child’s	
participation.	
	
In	giving	consent,	I	release	Nora	Stewart	Early	Learning	Center	and	their	agents	from	any	
liability	for	any	violation	of	any	person	or	property	rights,	which	I	might	have	in	connection	with	
such	material.	I	waive	any	rights	to	approve	accompanying	written	or	narrative	material.	I	
represent	that	I	am	either	the	parent	or	legal	guardian	of	the	child	noted	below.		
	
	
Child’s	Name:	_________________________________________________________________	
	
	
Parent/Guardian	Name:	_________________________________________________________	
	 	 	 	 	 	 (Print	Name)	
	
Parent/Guardian	Signature:	______________________________________________________	
	
Date:	______________________	
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Parent or Guardian Consent For 

Partner Access to Student Records 
 

I consent to the release of my child’s education records by the Columbia Public Schools to the partner agencies listed below 
if the agency provides services to my child.  The partner organization may use this data to identify and assign services to my 
child and to evaluate its own services, but must otherwise maintain the confidentiality of the records.  Furthermore, the 
partner organization is only permitted to access records for students in their program and only to the extent necessary to 
perform his/her assigned duties.  I also consent to the release of partner agency records about my child to the school district 
to help the district provide better educational services to my child.  
 
I understand that this authorization: 

 Can be stopped at any time by sending a written request to Columbia Public Schools 
 takes effect the day I sign it 
 allows release of indicated data through summer school insert year unless I specify an earlier date in this 

section (    /    /        ). 
 
I further understand: 

 That any records received by the school district from a partner agency may not be protected by the Health 
Insurance Portability and Accountability Act (HIPAA) but will become education records protected by the Family 
Educational Rights and Privacy Act (FERPA). 

 Provision of this authorization is voluntary. 
 A copy of this release form is as valid as an original. 
 I will receive a copy of this authorization.  

 
The district's partner agencies that are covered by this release are:  

Big Brothers Big Sisters   Fun City     Great Rivers Council-Boy Scouts       
Boys and Girls Club   Nora Steward Early Learning Center Other:______________________ 
For His Glory    Harrisburg Early Learning 
Moving Ahead    Mary Lee Johnson 
United Community Builders  Heart of Missouri United Way 
 

I understand that the education records provided by CPS to partner agencies may include records such as 
Grades (trimester or semester) 
Discipline (Out of School records) 
Individual Education Plan (has IEP/504 Plan Yes or No) 
Lunch Status 
Assessments (List assessment name & scores to include) 
Attendance 
Graduation 
Other (list additional data to include) 

 
By signing this consent agreement, I agree that I have read and understood the above and consent to all of the 
above statements.  
 
__________________________________________         ___________________________________ 
Parent/Guardian Name (print) Student Name (print) 

 

__________________________________________        ___________________________________ 
Parent/Guardian Signature Date Phone Number 

 

__________________________________________       ___________________________________ 
Parent/Guardian Email Address                                          Student Date of Birth  

 
For Office Use Only 

  
Student ID #: ______________________ 

Office of Research, Assessment & Accountability 
Columbia Public Schools 
1818 W. Worley St 
Columbia, MO 65203 
 
Phone: (573) 214-3930 
Fax: (573) 214-3994 
 
www.columbia.k12.mo.us 

Parent/Guardian may remove any record by 
marking through. 
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Family Educational Rights and Privacy Act (FERPA) 

34 CFR Part 99 
§ 99.30 Under what conditions is prior consent required to disclose information? 
(a) The parent or eligible student shall provide a signed and dated written consent before an educational agency or 
institution discloses personally identifiable information from the student's education records, except as provided in § 99.31. 

  (b) The written consent must: 
(1) Specify the records that may be disclosed;  
(2) State the purpose of the disclosure; and 
(3) Identify the party or class of parties to whom the disclosure may be 
made.  

  (c) When a disclosure is made under paragraph (a) of this section 
(1) If a parent or eligible student so requests, the educational agency or institution shall provide him or her wit h a 
copy of the records disclosed; and 
(2) If the parent of a student who is not an eligible student so requests, the agency or institution shall provide the 
student with a copy of the records disclosed. 

 
 
Health Insurance Portability and Accountability Act (HIPAA) 

45 CFR Part 164 
§164.508 Uses and disclosures for which an authorization is required. 
(c) Implementation specifications: Core elements and requirements-- 

(1) Core elements. A valid authorization under this section must contain at least the following elements: 
(i) A description of the information to be used or disclosed that identifies the information in a specific and 
meaningful fashion.  
(ii) The name or other specific identification of the person(s), or class of persons, authorized to make the requested 
use or disclosure. 
(iii) The name or other specific identification of the person(s), or class of persons, to whom the covered entity 
may make the requested use or disclosure. 
(iv) A description of each purpose of the requested use or disclosure. The statement ``at the request of the 
individual'' is a sufficient description of the purpose when an individual initiates the authorization and does not, or 
elects not to, provide a statement of the purpose. 
(v) An expiration date or an expiration event that relates to the individual or the purpose of the use or disclosure. The 
statement ``end of the research study,'' ``none,'' or similar language is sufficient if the authorization is for a use or 
disclosure of protected health information for research, including for the creation and maintenance of a research 
database or research repository. 
(vi) Signature of the individual and date. If the authorization is signed by a personal representative of the individual, a 
description of such representative's authority to act for the individual must also be provided. 

(2) Required statements. In addition to the core elements, the authorization must contain statements adequate 
to place the individual on notice of all of the following: 

(i) The individual's right to revoke the authorization in writing, and either: 
(A) The exceptions to the right to revoke and a description of how the individual may revoke the 
authorization; or 
(B) To the extent that the information in paragraph (c)(2)(i)(A) of this section is included in the notice required by Sec. 
164.520, a reference to the covered entity's notice.  

(ii) The ability or inability to condition treatment, payment, enrollment or eligibility for benefits on the authorization, by 
stating either: 

(A) The covered entity may not condition treatment, payment, enrollment or eligibility for benefits on whether the 
individual signs the authorization when the prohibition on conditioning of authorizations in paragraph (b)(4) of this 
section applies; or 
(B) The consequences to the individual of a refusal to sign the authorization when, in accordance with 
paragraph (b)(4) of this section, the covered entity can condition treatment, enrollment in the health plan, or 
eligibility for benefits on failure to obtain such authorization. 

(iii) The potential for information disclosed pursuant to the authorization to be subject to redisclosure by the recipient 
and     no longer be protected by this subpart. 

(3) Plain language requirement. The authorization must be written in plain language. 
(4) Copy to the individual. If a covered entity seeks an authorization from an individual for a use or disclosure of 
protected health information, the covered entity must provide the individual with a copy of the signed 
authorization. 

 



(Updated	11/8/16)	

	
	

Non-Prescription	Topical	Application	Permission	
	
	

I	give	permission	for	the	following	non-prescription	topical	treatments	to	be	

applied	my	child	______________________________________	on	an	as	needed	

basis	in	accordance	with	the	directions	listed	on	the	packaging.	I	understand	that	

only	products	I	have	provided	will	be	applied	to	my	child.		

	
	
	
Sunscreen	(Please	indicate	brand):	_____________________________________	
	
	
Diapering	Cream	(Please	indicate	brand):	________________________________	
	
	
	
	
	
	
	
Parent	Signature:	_________________________________	Date:	_____________	
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INFANT SAFE SLEEP POLICY 

Facility Name: Nora Stewart Early Learning Center  Facility DVN: 000167895 

Date Adopted: February 1, 2016 

Purpose: The purpose of the Safe Sleep Policy is to maintain a safe sleep environment that reduces the risk of sudden infant 
death syndrome (SIDS) and the sudden unexpected infant deaths (SUIDS) in children less than one year of age. Missouri law (§ 
210.223.1, RSMo.) requires all licensed child care facilities that provide care for children less than one year of age to implement 
and maintain a written safe sleep policy in accordance with the most recent safe sleep recommendations of the American 
Academy of Pediatrics (AAP). Missouri child care licensing rules require licensed child care facilities to provide parent(s) 
and/or guardian(s) who have infants in care a copy of the facility’s safe sleep policy. 
 
Sudden infant death syndrome is the sudden death of an infant less than one year of age that cannot be explained after a 
thorough investigation has been conducted, including a complete autopsy, an examination of the death scene, and a review of 
the clinical history.  
 
Sudden unexpected infant death is the sudden and unexpected death of an infant less than one year of age in which the manner 
and cause of death are not immediately obvious prior to investigation. Causes of sudden unexpected infant death include, but 
are not limited to, metabolic disorders, hypothermia or hyperthermia, neglect or homicide, poisoning, and accidental 
suffocation. 
 
Child care providers can maintain safer sleep environments for infants that help lower the chances of SIDS. Our goal is to take 
proactive steps to reduce the risk of SIDS in child care and to work with the parents to keep infants safer while they sleep. To 
do so, this facility will practice the following safe sleep policy:  
 
Safe Sleep Practices 
 

1. Infants will always be placed on their backs to sleep. When, in the opinion of the infant’s licensed health care provider, 
an infant requires alternative sleep positions or special sleeping arrangements, the provider must have on file at the 
facility written instructions, signed by the infant’s licensed health care provider, detailing the alternative sleep 
positions or special sleeping arrangements. Caregivers will put the infant to sleep as specified in the written 
instructions.  
 

2. When infants can easily turn from their stomachs to their backs and from their backs to their stomachs, they shall be 
initially placed on their backs, but shall be allowed to adopt whatever positions they prefer for sleep. The American 
Academy of Pediatrics recommends that infants are placed on their back to sleep, but when infants can easily turn over 
from their back to their stomach, they may adopt whatever position they prefer for sleep. We will follow this 
recommendation by the American Academy of Pediatrics.  

 
3. Sleeping infants shall have a supervised nap period. The caregiver shall check on the infant frequently during napping 

or sleeping and shall remain in close proximity to the infant in order to hear and see them if they have difficulty during 
napping and when they awaken. 

 
4. Steps will be taken to keep infants from overheating by regulating the room temperature, avoiding excess bedding, and 

not over-dressing or over-wrapping the infant. Infants should be dressed appropriately for the environment, with no 
more than one (1) layer more than an adult would wear to be comfortable in that environment. 

 
5. All caregivers will receive in-person or online training on infant safe sleep based on AAP safe sleep recommendations. 

This training must be completed within 30 days of employment or volunteering and will be completed every three 
years. 
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Safe Sleep Environment 
 

1. Room temperature will be kept at no less than 68°F and no more than 85°F when measured two feet from the floor. 
Infants are supervised to ensure they are not overheated or chilled. 
 

2. Infants’ heads and face will not be covered during sleep. Infants’ cribs will not have blankets or bedding hanging on the 
sides of the crib. We may use sleep clothing (i.e. sleep sack, sleepers) that is designed to keep an infant warm 
without the possible hazard of covering the head or face during sleep/nap time. 
 

3. No blankets, loose bedding, comforters, pillows, bumper pads, or any object that can increase the risk of entrapment, 
suffocation or strangulation will be used in cribs, playpens or other sleeping equipment. 
 

4. Toys and stuffed animals will be removed from the crib when the infant is sleeping. When indicated on the Infant 
and Toddler Feeding and Care Plan or with written parent consent, pacifiers will be allowed in infants’ cribs 
while they sleep. The pacifier cannot have cords or attaching mechanisms. 
 

5. Only an individually-assigned safety-approved crib, portable crib, or playpen with a firm mattress and tight-fitting 
sheet will be used for infant napping or sleeping.  
 

6. Only one infant may occupy a crib or playpen at one time. 
 

7. Sitting devices such as car safety seats, strollers, swings, infant carriers, infant slings, and other sitting devices will not 
be used for sleep/nap time. Infants who fall asleep anywhere other than a crib, portable crib, or playpen must be placed 
in the crib or playpen for the remainder of their sleep or nap time. 
 

8. No person shall smoke or otherwise use tobacco products in any area of the child care facility during the period of time 
when children cared for under the license are present. 
 

9. Home monitors or commercial devices marketed to reduce the risk of Sudden Infant Death Syndrome (SIDS) shall not 
be used in place of supervision while children are napping and sleeping. 
 

10. All parents/guardians of infants shall be informed of the facility’s written Safe Sleep Policy at enrollment. 
 

11. To promote healthy development, infants who are awake will be given supervised “tummy time” for exercise and for 
play. 
 

12. Lighting will be bright enough to see if the infant is in distress or changing colors. 
 

13. Sound machines will be quiet enough to hear if the infant may be distressed. 
 

 
 
 
 
 
 
 
 
 
 
 
Parent Signature:              Date: _______________ 



 (Updated 11/8/16) 

       Emergency Contact Information Form 
 
 

Child’s Name: __________________________________ Birth Date: ______________ 
 
Address: ______________________________________________________________ 
 
Parent/Guardian #1 Name: _______________________________________________ 

Address: ______________________________________________________________ 

Phone: (Home)______________(Work)__________________(Cell)________________  

 
Parent/Guardian #2 Name: _______________________________________________ 

Address: ______________________________________________________________ 

Phone: (Home)______________(Work)__________________(Cell)________________  

 
Emergency Contacts: 
 

1. Name: __________________________________________________________ 

Phone: (Home)______________(Work)__________________(Cell)________________  

Relationship to child: _____________________________________________________ 

2. Name: __________________________________________________________ 

Phone: (Home)______________(Work)__________________(Cell)________________  

Relationship to child: _____________________________________________________ 

3. Name: __________________________________________________________ 

Phone: (Home)______________(Work)__________________(Cell)________________  

Relationship to child: _____________________________________________________ 
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