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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.

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.



Safe Sleep Environment
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Parent Signature: Date:

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.

Il.lfants’ 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.

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.

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.

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.

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

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.

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.

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.

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

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

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

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




SECTION FOR CHILD CARE REGULATION AND CHILDE AND ADULT CARE FOOD PROGRAM

& MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
'. 5/ INFANT AND TODDLER FEEDING AND CARE PLAN

Instrucﬂons to Parents Please complete tor child who is less than 24 months of a 2
ge Qﬂdate_mtamanmas_medgq. U
initial/date changes on this form. seanew fo{ o

CHILD'S NAME DATE OF BIRTH DATE ENROLLED

TYPE OF FOOD
Breastmitk

FEEDING TIME KINDSF FOOD AMOUNT OF FOOD

Formula
Infant Food
Table Food

Who is preparing (mixing) the formula? Check ali that apply: [ 1Parent [] Caregiver

Daes your child have any problems with feedings, such as choking or spitting up?

[ ves Explain:
CONo

Does your child use a pacifier? [1Yes [INo

Mark your preference (check all that apply).
T 1 win provide breast milk for my infant.
[ 1 will nurse my infant at the center at these times:

The facility’s formula may be used to supplement feedings if necessary: [1Yes [No
If breast milk is unavailable for a feeding, the facility should:
O request that the formula provided by the child care facility be served to my infant

1 1 win provide infant formula for my infant. Name of formula:

O request that the child care facility provide solid foods for my infant as she is ready for them, and after | have discussed it with child
care facility staff. OR

[J 1 will provide solid foods for my infant.

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
administetiuUSDAn’ogmmsamp'ohiitedﬁmndsuimi\aﬁngbasedmraoe.mm.mﬁmﬂorigin.mm.m.aw«mmwmmmmmwmnam" conducted or
funded by USDA. Persons with disabilities who require altemative means of communication for program information (e.g. Braille, large print, audiotape, American Sign Language, eic.) should contact the Agency
(Scateorbﬁl)whelemeyappﬁediorbeneﬁs. Individuals who are deaf, Iurdoﬂmmgorhavespemhdsabﬁh&emaycmmUSDAﬁrouy\meFedemlRelayServneat(&OO)sﬂ-eass Additionally, program

I 1 mt Fogn, (AD-3027) found online at: hitps:/

1 5 2 i mpiai andatanyUSDAomoe.orwmealeneraddlwsedtoUSDAandprovuemmelawraloimemormamnreqmednmemmrequ&d
aoopyofmecomplaamform d(mmsmummmmmmmmuskomaimusDmdwmmﬁmmnmwmnm 1400 independence
Avenue, SW, Washington, D.C. 20250-9410, by fax (202) 690-7442, or email at program.intake@usda.goy, This institution is an equal opportunity employer.

Check all that apply: EI spoon [dcup [JFeedsSelt []Feeding Table or Chair

TYPE OF FOOD FEEDING TIME KINDS OF FOOD AMOUNT OF FOOD
Breast Milk
Mitk

Table Food
MO 580-1918 (9-2020) DHSS-CCR-12
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Additional Instructions Related to Sleeping:
Note: When, in the opinion of the infant's licensed health care
ammangements that differ from those required by rule, the p

licensed health care provider, detailing the altemative sleep positions or special sleeping arran

provider, an infant requires alternative
rovider must have on file at the facility

gements for such infant. The caregi
must put the infant to sleep in accordance with such written instructions. vers)

[l My child is 12 months or older, and I give my permission for my child to sleep on a cot.
SIGNATURE OF PARENT/LEGAL GUARDIAN

DATE

FOR [CIwer [1BOWEL MOVEMENT [IRASH LI1OTHER

(31 do not want caregivers to use any lotions, powders, ointments or similar items on my child.

| WILL FURNISH THE FOLLOWING BABY SUPPLIES FOR MY CHILD; CLEARLY LABELED WITH MY CHILD'S NAME

SPECIAL INSTRUCTIONS FOR CARE (E.G., RESTRICTIONS, ALLERGIES, ETC.):

SIGNATURE OF PARENTALEGAL GUARDIAN

MO 580-1918 (9-2020)

DATE

DHSS-CCR-12



MISSOUR! 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 i s

ADDRESS (STREET, CITY, STATE, ZIP CODE)

MOTHER'SAGUARDIAN'S NAME

ADDRESS (STREET. CITY, STATE. ZIP CODE) OR CHECK IF THE SAME AS ABOVE D

E-MAIL ADDRESS
EMPLOYER OR SCHOOL WORK/SCHOOL SCHEDULE
EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, ZIP CODE) WORK TE.EPHONE NUMBER
FATHER S/GUARDIAN'S NAME TELEPHONE NUMBER
ADDRESS (STREET, CITY, STATE. ZIP CODE) OR CHECK IF THE SAME AS ABOVE [_]

E-MAIL ADDRESS

EMPLOYER OR SCHOOL WORIUSCHOOL SCHEDULE

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

wiii

RELATIONSHIP TO CHILD TELEPHONE NUMBER(S)

NAME

ADDRESS (STREET. CITY, STATE. ZIP CODE)

NAME RELATIONSHIP TO CHILD TELEPHONE NUMBER(S)

ADDRESS (STREET, CITY, STATE, 2P CODE)

CHECK HERE WHAT DAYS THE
CHILD WILL ATTEND. WHAT TIME DOES YOUR CHILD WHAT TIME DOES YOUR CHILD WHITE ANY COMMENTS, CHANGES OR VARIATIONS IN USUAL
WILL CHILD ATTEND: USUALLY ARRIVE EACH DAY? USUALLY LEAVE EACH DAY? ATTENDANCE IN THIS SECTION INCLUDING SHIFT CHANGES
| [JFull Time [ ]PanTime
MONDAY | Clam [1Pm CJam []PMm
TUESDAY O Clam [1pm Clam Clpm
WEDNESDAY| [ Clam [em Clam [prm
§ THURSDAY | [ [Jam []pm Clam (M
<A FRIDAY [l Clam [1Pm Cam [JrPM
| SATURDAY [Clam [dpem Oam [pm
PO SUNDAY Clam []pMm Clam [Ipm
0201 Page 10f 3 SCCRICACFP

MO 580-2994 (10-2020)



XY

'..-f—'

DEASTEFI (MARCH/APRIL)

D NEW YEAHS’S DAY El MARTlN LUTHER KING JR'S E] PF{ESIDENT’S DAY
(JANUARY) BIRTHDAY (JANUARY) (FEBRUARY)

CIMEMORIAL DAY (MAY) [1INDEPENDENCE DAY (JULY) | CILABOR DAY (SEPTEMBER) | [1COLUMBUS DAY (OCTOBER)

(] VETERANS DAY CJELECTION DAY (NOVEMBER)| (I THANKSGIVING CICHRISTMAS DAY
(NOVEMBER) _(NOVEMBER) (DECEMBEH}

| e | L§
| UNDERSTAND THAT | WILL BE NOTIFIED AT ONCE IN CASE OF AN EMEFIGENCY WITH MY CHILD AND I WILL MAKE ARFIANGE-
MENTS FOR MEDICAL CARE OF MY CHILD WITH THE PHYSICIAN OR HOSPITAL OF MY CHOICE.

IF 1 CANNOT BE REACHED TO MAKE NECESSARY ARRANGEMENTS, OR IN A CRITICAL EMERGENCY REQUIRING MEDICAL
CARE, | AUTHORIZE
NORA STEWART EARLY LEARNING CENTER

(LIST CHILDCARE FACILITY NAME HERE)

TO CONTACT THE FOLLOWING:

; AR 0
| HAVE HECEIVED A COPY OF TH IS FACILITY'S POLIClES PERTAINING TO THE ADMISSION, CAFiE AND PARENT/GUARDIAN INITIALS
DISCHARGE OF CHILDREN.
I HAVE BEEN INFORMED THAT A COPY OF THE LICENSING RULES FOR CHILD CARE HOME OR THE | PARENT/GUARDIAN INITIALS
B | LICENSING RULES FOR GROUP CHILD CARE HOMES AND CENTERS IS AVAILABLE AT THIS FACILITY
FOR REVIEW
THE PROVIDER AND | HAVE AGREED ON A PLAN FOR CONTINUING COMMUNICATION REGARDING MY | PARENT/GUARDIAN INITIALS
CHILD’S DEVELOPMENT, BEHAVIOR, AND INDIVIDUAL NEEDS.
WHEN MY CHILD IS ILL, | UNDERSTAND AND AGREE THAT S/HE MAY NOT BE ACCEPTED FOR CARE OR | PARENT/GUARDIAN INITIALS
REMAIN IN CARE.
| UNDERSTAND THAT, BEFORE THE FIRST DAY OF ATTENDANCE BY MY CHILD, | WILL PROVIDE PROOF | PARENT/GUARDIAN INITIALS
OF COMPLETED AGE-APPROPRIATE IMMUNIZATIONS OR EXEMPTION FROM IMMUNIZATIONS.
| []DO []DO NOT GIVE PERMISSION FOR FIELD TRIPS/EXCURSIONS. | UNDERSTAND | WILL BE |PARENT/GUARDIAN INITIALS
NOTIFIED IN ADVANCE WHEN THEY ARE PLANNED.

G || [JDO []DO NOT GIVE PERMISSION FOR THE FACILITY TO TRANSPORT MY CHILD.
1 HAVE BEEN INFORMED AND HAVE RECEIVED A COPY OF THE FACILITY’S SAFE SLEEP POLICY WHEN | PARENT/IGUARDIAN INITIALS

PARENT/GUARDIAN INITIALS

H ENROLLING A CHILD LESS THAN ONE (1) YEAR OF AGE.
| HAVE BEEN NOTIFIED THAT | MAY REQUEST NOTICE AT INITIAL ENROLLMENT OR ANY TIME THERE |PARENT/GUARDIAN INITIALS
1 | AFTER WHETHER THERE ARE CHILDREN CURRENTLY ENROLLED IN OR ATTENDING THE FACILITY FOR
WHOM AN IMMUNIZATION EXEMPTION HAS BEEN FILED.
PARENT'S/GUARDIAN'S SIGNATURE DATE
PARENT/GUARDIAN SIGNATURE DATE
PARENT/GUARDIAN SIGNATURE DATE
PARENT/GUARDIAN SIGNATURE DATE

MO 580-2994 (10-2020) Page2of3 SCCRICACFP



. " MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
v e
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%\ SECTION FOR CHILD CARE REGULATION
{¥<7/ CHILD MEDICAL EXAMINATION REPORT (INFANT/TODDLER/PRE-SCHOOL)

DENTEVNG NEORH R R R T e T g
CHILD'S NAME BIRTHDATE

SERPUAT

Basedonmyamsmemofmischild’smedicalhistory,cuneMstateotharxdnnyplrysMexanﬁnaﬁonofﬂnectﬁldon / /

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

PHYSICIANSINSTRUCTION SPECIAMZED CARE S e e e R T e
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.)

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

MO 5801878 (6-14) TO BE FILED IN CHILD'S RECORD AT GHILD CARE FACILITY BCCEA



e MIS?OUI’I Department of Health and Senior Services
A= ERROR- invalidfont pp;
3 OFFENDING COMMAND: show » Care Regulation
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OR SUPPLIES NEEDED AT DAY

“lf tne d-n!d is to receive treatments during hlsmer scheduled huurs of care, how and by whom is this trealmenl to be admimstefed?

PHYSICIAN/SPECIALIST SIGNATURE



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.
_PART1: CHILDREN ENROLLED AT THE CHILD CAREICENTER = =~ RS IR R e I T

Complete information below for children enrolled at the center. if child(ren) are receiving Supplémentél Nutnt|on Assustance Program (SNAP) !
(formerly Fgod sta_mp) or Ter_nporary Assistance (formerty 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.

|G | oRmone | M | St
/1
//
/1
i
_PART:2: HOUSEHOLD AND INCQMEINFOR! o SR s e et A R R R G T L S S

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 eamers and self-employed adults,
the income of the wage eamer 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) [ vearty [wmontHy [J2xamonti [J everv2weexks [[] weekLy
WELFARE, CHILD PENSIONS,
HOUSEHOLD MEMBERS GROSS WAGES SUPPORT, ALIMONY REI'IREIDEJCENT SOCIAL OTHER
: SECURITY
' PART 3:2RACHISERINIC INFORMATION (Yol ate not required to answer this section)
Are you of Hispanic or Latino origin? [_Iyes [ ]wno
- AMERICAN INDIAN BLACKOR NATIVE HAWAIIAN OR OTHER
What is your race? (Select one or more) ORALASKANATVE ~ ASAN appican AMERICAN PACIFIC ISLANDER WHITE
_ _ [ L1 I | m [
PARTA: SIGNATURE . . = T O T A P DR S o U A e L

! hereby certify that all information provided is comect 1 understand that this information is being given in connection with the receipt of federal funds, that institutio
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
XXX-XX- ) 11
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 appm\_led. 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 appllcatl_on. These verification efforts may be _mmed out
through program reviews and investigations, and may include contacting employers to determine income, contacting a SNAP or weifare 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 reogwed
and checking the documentation produced by the household member to provide the amount of income received. These efforts may resultin a loss or reduction of
benefits, administrative ciaims, or legal actions if incorrect information is reported.

FOR CENTER USE ONLY

TUTAL HOUSEHOLD INCOME BASED ON (CHECK ONE): TEMPORARY
L YEAR MONTH 2 X AMONTH EVERY 2 WEEKS WEEKLY SNAP (Food Stamp) ASSISTANCE
a a a a a
Eligibility Determination: (O Free () Reduced [ Paid
SIGNATURE OF CENTER REPRESENTATIVE DATE
MO 580-1314 (2-11) CACFP-205

This institution is an equal opportunity provider.



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. | understand that

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

Sunscreen (Please indicate brand):

Diapering Cream (Please indicate brand):

Parent Signature: Date:

(Updated 11/8/16)
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Responsible Parent Guardian Name:

Child(ren) Name(s):

Nora Stewart Early Learning Center
Admission/Tuition Agreement

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

| agree

1 agree

| agree

| agree

I agree
I agree
| agree
| agree
| agree
I agree

| agree

Tuition Fee: | will be responsible for paying a deposit and first week tuition fees before my child’s
first day.

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.

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

Late Pick Up Fee: | understand that if 1 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.

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

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.

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.

Cash Payments: Cash payments are NOT accepted by NSELC for the protection of the staff.

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.

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.
Moming 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.

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/gilardian understand and will adhere to the policies and procedures listed within the Nora Stewart
Early Learmning Center Admission/Tuition Agreement as well as the Nora Stewart Early Learning Center Parent Handbook, and |

accept all my financial responsibilities in this contract.

Parent/Guardian 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:

(Updated 11/8/16)



PICK UP AUTHORIZATION FORM

Name Relationship

Parent Signature:

Date:

(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, | release Nora Stewart Early Learning Center and their agents from any
liability for any violation of any person or property rights, which | might have in connection with
such material. | waive any rights to approve accompanying written or narrative material. |
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:

(Updated 11/8/16)



