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EMERGENCY CONTACT PARENTAL CONSENT FORM

Please Complete ALL BOXES or PUT N/A
55 PA CODE CHAPTERS 3270.124{a)(b), 3270.181 & 182, 3280 1 24(a)(b). 3280181 & 182, 3290.124{a)(b), 3290181 & 182
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SIGNATURE OF PARENT OR GUARDIAN DATE



AGREEMENT
35 PA CODE CHAPTERS 3270.123 &.181(C); 3280.123 &.181(c); 3290.123 &.181(c)

| PLEASE COMPLETE ALL BOXES
Childs Name:
Fee Amount | Per (circle one) ! Day Payments are made
$ |_Week Bi-weekly Monthly | Friday |

Services to be Provided as part of the day care fee (examples: transportation, care, meals, etc.)

10 hours of childcare services. Extended day fee of $75 a week will be incurred if a child needs to be at
the center longer than 10 hours. MACAC-ECDC will provide breakfast, lunch, and afternoon snack.

ild” A i Person(s) desi rent to whom child
Child’s Arrival Time Child's Departure Time m}ﬂiﬂfdwmh hom
Late Fee See emergency contact form
S1.00 per minute per child. After 15 minutes, $2 per minute
per child |

. Extra services o be provided at an additional fee if applicable.
MACAC-ECDC at imes will have field trips. Advance notice will be provided for more information and
possible participation.
Tuition is not adjusted for vacations. There is a $50, week fee to hold a space for medical leave up to 4 weeks
with a doctor's excuse,
All payments returned from the bank NSF will be assessed with a $40 fee, Declined payments must be paid
next business day.
[[, the parent/ guardian: Please ALL check boxes
O Received complete written program information at the time of enrollment. (§ 3270.121,
3280,121, 3290.121)

O Agree to update emergency contact/ parental consent forms information whenever changes
occur or every 6 months at a minimum. (9 3270.124, 3280.124, 3290.124)

Signature- Operator Date meh.m.- Parenly Guardian Date
Date of Child’s Admission 6 Month PERIODIC REVIEW
Date of Withdrawal
| Signature- Parenty Guardian Date
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MACAC ECDC Tuition Rates

Week | Bi-weekly Monthly
Infants (6 weeks-12 months) $225 $450 $900/ $1125+
Young Toddlers (13 months -23 months) $210 420 S840/ 51050+
| Older Toddlers (24 months - 36 months) $210 $4.20) $840/ 51050
Preschool (37 months to 5 years) 5195 $390 $780/ $975*
Extended Day (over 10 hours) §75
Application Fee $75 (one-time fee)
One to Five ' $1 per minute per child
Occasions Tardy (Drop off or pick up) Six to nine $3 per minute per child
, Ten or more 55 per minute per child
| Continued tardiness after 10 occasions may result in suspended services

**Payments for 5% week of the month **
Siblings receive a 15% tuition discount,

ECDC is open from 6:30 am to 6:00 pm, Monday through Friday. Extended Day is defined as more than
10 hours of childcare services. The fee schedule for extended day services is included in the Center's rate
listing. If a child is picked up after their schedule time, parents will be charged an additional late fee
based on chart above.

At the initial enrollment, a one-week payment in advance is due, Parents may make subsequent
payments weekly, bi-weekly, or monthly in advance for childcare services. All payments, including
private pay and ELRC co-payments, are due prior to the week of service,

If ELRC co-payments are not received, ELRC will be notified, and services will be suspended until
payment is received. If payments are not received, services will be suspended until payment is
received.

Childeare fees will be charged for the weeks that the child is enralled in ECDC, Charges will not be
prorated based on attendance. All tuition fees are fo be paid via auto debit deduction. NO EXCEPTIONS,

Tuition will not be adjusted for a student who is out on vacation. There is g 550/ week fee to hold a
space for medical leave up to 4 weeks with a doctor's excuse. Medical leave is defined as facing a
medical condition that reduces their physical and/or mental health to the point that they cannot be at
school.

Twao weeks” notice is required for withdrawals, Tuition will be charged if notice is not given,

All payments returned from the bank NSF will be assessed with a $40 fee. All declined payments will
need to be paid by the next business day for services to continue. If payments are declined more than
three times per year services may be terminated,

ECDC reserves the right to use a collection a gency to collect fees owed and to report payment history
to the credit bureaus.

Flease contact the ECDC Director at 412-441-1868 with questions, concerns, or comments,
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Mount Ararat Community Activity Center

EARLY CHILDHOOD DEVELOPMENT
CENTER PAYMENT POLICY

The MACAC Early Childhood Development Center (ECDC) is dedicated to providing children with a
safe and nurturing learning environment. For ECDC to provide quality services and maintain an
environment conducive to the growth of children it serves, it is imperative that ECDC collect fees for
services rendered in a timely manner,

All tuition fees are to be paid via auto debit deduction. Na exceptions.
There will be a $75 application processing fee **

* Two weeks’ notice is required for withdrawals. Tuition will be charged if notice is not given.

* Tuition will not be adjusted for if a student is out.

* There is a $50/week fee to hold a space for a medical leave up to 4 weeks with a doctor’s
excuse,

* Parents may make pavments weekly, bi-weekly, or monthly in advance for childcare services
that are received.

* All ELRC co-payments are due on Monday of each week, If payments are not received, ELRC
will be notified, and services will be suspended until pavment is received.

* All payments returned from the bank NSF will be assessed with a $40.00 fee. All declined
payments will need to be paid by the next business day for services to continue.

* If payments are declined more than three times per year services may be terminated.

** This does not apply to ELRC, EHS, & HS Students

ECDC reserves the right to use a collection agency to collect fees owed and to report payment history
to the credit bureaus.

Please contact the ECDC Director at 412-441-1868 with questions, concerns, or comments,

1 have received a copy of the ECDC payment policy and agree to the terms outlined,

Signature Date

==
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MACAC ACH / Debit Card Authorization F orm

R hereby authorize Mount Ararat Community
Activity Center (MACAC) to charge my account in the amount of § beginning on date
for { Child‘Children) and ending on date

Program: ECDC

My account will be billed in this amount (check one:) Weekly Bi-Weekly __ Monthly
(Mote Monthly Payers: Months with 5 Mendays will be charged on the 5th Monday for the week.)

ACH Debits: PLEASE ATTACH A VOIDED CHECK FOR VERIFICATION

Bank Name:

Bank Routing
MNumber;

Bank Account
Number:
Please check:  Checking:

or  Savings:

OR
Debit Card Authorization:
Card Expiration 3 Digit
MNumber; Date: Code:

— —— —

Name and Address as appears on the account:
Name:

Street:

City: State: Zip Code:
Email;

Telephone: ( ) -
Changes:

New Amount | Effective Date Cardholder Initials Director Initials

Please allow 3-5 Business days for changes to occur.

Check if canceling account/ card |:| Purpose of Cancellation:

Your completion of this authorization form helps us to protect you from credit card fraud.
MACAC will keep all information entered on this form strict] ¥ confidential. Payment is due by
Friday before services are rendered. All declined payments will be assessed a $40.00 fee.

! /

Cardholder's Signature Date
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MACAC ECDC Fieldtrip Permission Slip

Dear ECD}C Families,

Qur facility will be sponsoring field trips throughout the school year through Tickets for Kids,
MACAC, or Head Start Supplemental. Field trips are only for children ages 3-5 years old. By signing
this form, you give permission for your child to attend the field trips and to ride the MACAC vans or
with contracted school buses. This permission slip will be kept in your child’s file and will only need
to be signed once.

Child’s Name
Flease check all that apply below:

—— My child has permission to attend all fieldtrips sponsored by ECDC.

— My child is unable to attend fieldtrips sponsored by ECDC,

— T'would like to volunteer on fieldtrips sponsored by ECDC.

Note: Sometimes there is a cost $5 for a fieldtrip. We will let you know if there are any cost prior to
the fieldtrip date.

Parent’s Mame:

Parent’s Phone Number:
Parent’s Email:
Emergency Contact Person: B
Emergency Contacts Phone Number:
Parent's Signature;
Today's Date:

T T T L D e e L S S S . e e e e e o T N o e e e e I i S e i s B S e -y i v .

MACAC ECDC Photo Release Form

Child’s Name: . :
—I give permission for my child to be photographed and for those photographs to be used by
ECDC for advertising, or for our MACAC-ECDC Facebook page.

—_ I'do not give permission for my child to be photographed.

Parents Name:__
Today’s Date:
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MACAC ECDC Asthma Care Plan

Child’s Name: DOB: Date of Plan:
Allergies: B
Parent/Guardian: Address: [' Phone Number:
Child’s Primary Care Physician: | Primary Care Phone #: | Child's Asthma Specialist: | Phone #:
Check all asthma triggers for your child:
O Additives/Coloring O Carpets/Floor O Respiratory Dust
O Emaotions (Fear) Cleaners {includes chalk)
{Anger) (Excitement) O Exercise/Physical O Dogs
(Sadness) Activity O Medication
O Seasons: Fall, Winter, O Food Odors O Animals (Type:
Spring, Summer O Foods )
0O Change in weather or O Wood Smoke O Other:
temperature, O Tobacco Smoke

QOutside Activities and Field Trips:
The following medications must be readily available when this child is participating in our
activities and must be brought on all field trips and outdoor/indoor excursions:

Classroom Environment:

List anything that can be done to prevent an asthma episode in this child (environmental control
measures, pre-medications, dietary restrictions, etc.)

Emergency Asthma Medications:
Name of Routine Meth:_:d of ﬁdm::::zaﬁ?t Amount (tsp, tbsp., ml | Ti ’
Medication (nebulizer, inhaler, rwit number)/dose (mg) mes/Frequency

aero chamber, and mask, oral)
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MACAC Getting to Know Your Child Form

Please fill out the form below.

Child's Name Date of Birth:
Parent(s)'s Name(s):

1. What are your expectations of our program?

. Is there any aspect of the education program especially important to your child/ family?

. Is there any information about your family’s culture, ethnicity, language, or religion that is
important for us to know?

Are you willing to be a volunteer in our classroom? Are there any other ways you would like to
be involved? Are there any other talents or interests you would like to share with us?

+ Tell me about your child's favorite toys, games, food likes and dislikes.

- Do you typically celebrate your child’s birthday? ) Yes { } No If ves, please explain:

- Do you celebrate any other special days? ( ) Yes ( } No If yes, please explain:

- What are some of the annual celebrations or family gatherings that you have during the year? (Please list
the dates and types of things that you do).
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MACAC ECDC Baby Profile Form

Name Age Date
Bottles:
____ Parent/guardian provides enough premade bottles for the day plus one extra
Number of bottles provided daily: | On Demand:
|
Scheduled times:
Food:
Uses fingers to feed self ? Yes No
| Meals Time Type of Food
Breakfast
Lunch
| = -
The above feeding protocol will remain in effect until it is revised by a parent/quardian in writing.
Nap:
Il All babies are placed on their backs in cribs or (when old enough) on a cot.
Personalized nap
procedures/ Times;
Physical Abilities (check all that appl
O Rolls tummy to back O Sits alone [J Pulls to stand
O Rolls back to tummy O Scoots on tummy 0O Stands
O Sits propped O Crawls O Climbs
Anything else we s know?
Parent Signature; _ Date;
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Children Special Dietary Needs

Medical Plan of Care for Child Nutrition Programs (CACFP and SFSP)

Please read pages | and 2 bgfore comyrlering this form,
— TOBE COMPLETED BY A PHYSICIANY MEDICAL AUTHORITY

' Participant's Name B | Date of Bath | Age/Classroom
i_hﬁm_ﬂwmﬁgﬂm'ﬁta__ e e
" Name of Parent/Guardian or Parlicpant's Represeniative | Phone Number of ParenlGuardian/Rapresentativ
. = Iu?m_ S SR M

K Provide an ai'munir'idn_huJT:r.-rﬁrhhﬁﬁ%phnf?ﬂ?ﬂﬂil'nrwﬁmmﬁim resiricts the participant’s diet. |

| 2 Describe the specific diet or necessary modiications prescribed by the stafs iGensad medical authority to accommodate the

| participant's neads:
| 3. List the food or foods 1o be omitiad (plaase be specific) and recommandad alsrmaives if approprate

| F

3 ndicats i rodieaions ¥ sl ——————

[0 ChoppediCut into bite-sized pleces ] [H::-a-d.-'F'Ihuh.r_Emumﬂ Pugad[ | Other:

"

=i e S S _— —

I_"'L List any required spacial adaptive 1
Nama of Physician/Medical Authority & Tils (Please Pring I Prowider Phone Number
Signature of Physician/Medical Authority ‘ Dt

Sigring ihe folowng sechon ik apional, but may prevant delays by allowing the Program o spask with e physiciandmedical auhanly,

CIQEEN ESLI FAr c .r.-ils._i and Aaccountanility Sl ¥aien
| In acoordance with the provisions of tha Haalth Inaurancs FPortability and Accountabillty act of 1956 and the Family Eciscations
| Rights and Privacy Act, | hereby authorize ... \medical authonily ) o release such

 protected health information of the participant as ks necassary for the specific purpose of Special Diet information ta

frandy exchange the information listed on this form and in thedr recosds GORNCEMIng mammmmmmt e

__{senlec/program/site) and | consent to allaw the physician/medical authority to

| summar food program as necessary. Im*.luﬁ:andﬂmtlmymhmhﬂgnmuuuﬂmmawﬁmninMUnmﬂmmyﬂfmr |
| request for a special diet for the participant, | understand thit permission io release this information may be rescinded at any time |

axcept when tha information has almady been released, My parmission io releasa this information will BEpIrD on
| [datz) This information is to ba relaazad for B spacific purpose of Special Diel information,

The undarsigned cartifins that ha'she i (circle one): Parent Guardian HAdult participant o Representative of participant

| listed on this document and has the legal authority 1o sign on behalf of that parsan.
| Signature: o

745 N. Negley Avenue « Pittsburgh, PA 15206 « P: 412-441-1868 » F: 412-d441-1806
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Parent/Provider fill in this part.

dates; health professional should verify and complete all data,

Parents may write immunization

CHILD HEALTH REPORT

VS5 P CODE SERETa 00, BHLA AND X915y

CHILDVE MABE: [LAST|
OATE OF BRTH

M. Ararat Community Activity
b

412-441-1868
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- — e .
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Ty S S — — —
DESCRIBE ALL MEDICATION AMD ANY SPECIAL DIET THE CHILD RECEN ES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDHCATIONS & CHILD
DOCUMENTID EMERGENCY SHEETS F NECESSARY

EIEEEI"EEEI-MHE N THE EVENT THE CHILD RECLARES MEDNCAL CARE. ATTACH ADDITIGHAL

CHILD'S ALLERGIEE (DESCRIBE, IF ANYY

O MOME

LIST ANY MEALTH PRODLEMS OF SPECIAL NEEDS AND FECOMMENDED THEATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF MEGESGARY 10 DESCREE
THE PLAM FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUGING INDICATION OF SPECIAL TRASMNG REQUIRED FOR TAFF, EQLIPVENT AND
PROVISKN FOR EMESGENCIES

O MOME

T e e

s — e —
M YR ASSESSMENT, IS THE CHILD ABLE TQOPARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR T0 BE FREE FROM COMTAGIOUS R

COMMUMICARLE CESEASEST

O YES O MO IFND, PLEASE EXPLAIN YOUR ANSWER:
| HAE THE CHILD RECETVED ALL AGE APPROPAITE WW RESULTS OF VISIOH. HEARIMG DR LEAD SCREENINGS WERE ABNORMAL F THE
SCREEMMOE LISTED N THE ROUTINE PREVENTIVE WAS ABNORMAL, PROVIDE THE DATE THE SCREEMING WS COMPLETED AND INFORMATION ABCLT
mﬁmmﬁw mmmmmmummm
SCHEDULE AT W AP, D] VISION {subjeciive ursi sge 1)
O YES O Mo HEARING [subjective umil ags 4)
LEAD
mum_ﬂmmmunmgmwﬂmmm
BMUNLIATIONS OATE DATE DATE DATE BATE COMMENTS
HEP-
ROTAVIRLS
OTAMDTRTD
HE
PHEUMOCOOCTAL
POLIO
INFLUENEA
iR
VARICELLA
HEP-&
MENINGOCDCEAL
OTHER
| MEDICAL CARE PUOTMDER:. SIGNATURE OF PHYSIGAN, CRNP OF PYTBICINS RESETANT
ADCREES. o o g e —_
TS = — liu;-l_ LICERGE WUMEER: T DATHFOSW Soeen
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Child and Adult Care Food Program
Child Enrollment Form

PARENTS: This imtitution participaies n e Chikd and Adult Car feod Program $CACER) asd reopties. reimirunsenen o proy ke mame rtriiows mess o7 you
childjron, Pederal CACFP megutations rquire & mm;mj—mmmlcﬂmmmmlmﬁmﬂmmmmu-rmqmumw
wvely woar thensalier, Ihhh-mhlurhlpmmmmlrnﬂmnpmmumdumgu—-m

Mtﬂlhh-llmbluuuﬂhuu_hlmd duilrig; wums

FIFST i AT |
TUTSEAT = ! —

LAST NhkiE WA E L | el v il il i el G laivme] vy b i L Bt e g oy PREAKTAST
THLESEWAY

BIETE DATE ey
BATLEDN T

ACH O mmoar

FULL MAMY OF [MIDRLID DATRTWERR
e W et B
Tt et Thmtgs| AT | -

FIRST MANIE WCRIAY
TUtsOaY - |

LAST Masm wikrasiny | O v L LTy — BEEAIFAST
IHLESOAY Al SMACK

EETH A FRIDAY [EMSH
ShTLEbATY Pl S

e O srwmay TP

Esrorllmani e wiihdeg sl Dt O v sy

We are required to ask for information about your children’s race and ethnicity. This information is
important and helps to make sure we are fully serving our community,

Ethnicity (check one) O Hispanic [ Non- Hispanie
Race {check one or more

] American Indian or Alaskan Native O Asian O Black or African American
0O Native Hawaiian or Other Pacific Islander O White

CACFP INFANT FEEDING PREFERENCE JPARENT CHOICE
Flease mark your preference (choose all that apply by initialing in the appropriate space)

P, v
u:lh'r'!-:.:l;;ﬂ-_ - Tumlay ’n:l_r.““h
| will lbring eupeissid brenst milk for ey infest T
[ will cerat 1 the center a0 bresstfoed my mfant
1 want iha cénter o provide formuls for my drdant
(e provics Mlember Mark Advaniegs w, lron
| will bring foorvesadia for my infant. The fhemila
i’ T D:u ol
[ weanit the centie i provide infant cersad and oither foods e myy infaent hased on the CACTP
fial jrasiern.
1wl g meitiad foocks dor my infuet whan 8/ he is ready for then,
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