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Child’s Name: Enrollment Date:

Nickname: _ Date of Birth:

Sex: M F  Age When Enrolled:

Child’s Home Address (Street/City/State/ Zip code):

Home Phone:

Parent/Guardian 1 Name:

CellPhope. =~~~ HomePhone:

Email Address;

Home Address (Street/City/State/ Zip code)- if different from child’s:

Employer/School

Ewmployer/School Address: (Street/City/State/ Zip code)




Employer/School Phone Number

Instructions to reach Parent (1):

Parent/Cruardian  Name:

Cel Phone Home Phone:

Email Address:

Home Address (Street/City/State/ Zip code)- if different from child’s:

Employer/School

Employer/School Address: (Street/City/State/ Zip code)

Employer/School Phone Number

Instructions to reach Parent (2):

Parent/Guardian Name:

Parent/Guardian Signature: Date:

Office Staff Name/ Signature/ Date:

Family Members Live with the Child:




Emergency Contact:

(1) Name: Phone Number:
Address:

(2) Name: Phone Numbes:
Address:

(3} Name: Phone Number:
Address:

Authorized to Pick up Child (Must show photo ID)

(1) Name: Relationship o Child;
Phone Number: Address:

{2) Name: Relationship to Child:
Phone Number: Address:

(3) Name: Relationship to Child:
Phone Numbaer: Address:

Anybody NOT authorized to pick up your child?




(Child's Name: Date of Birth:

Chronic Medical Conditions:

Does your child have a health care plan?

If yes, the health care plan must be provided on or before the first day the child is in care.

Is your child fully immunized?

Complete immunization records must be provided on or before the first day the child is in care.

Daoes your child have any allergies? Please provide detailed information:

Allergies Reactions?

Does your child have any Special Needs that need an individual care plan or special

accommodationg?

Is your child on any medications? (Explain):

[f yes, please describe:

[naurance Information:

Name; . Policy Numbcr:




Ear Infections:
Diabetes:

Heart disease/defect:
Convulsions/seizures:
Asthma;

Nosebleeds:

Measles;

Mumps:

Chicken Pox:
Ylu or Flu Shot;
Other:

Allergies (Nature of Reaction)

Hay Fever:

Plant Poisoning:
Insect Stings:

Penicillin:
Other drugs:
Animals:
Food:

Operations or serlous Injuries (dates);

Physical Limitations:

Describe if yes:
Liictary Limitations:

Describe if yes:

Last Vision Exam:

Last Hearing Exam:




Avre there any activities that you prefer that your child NOT participate in?

[f so, please list:

Name, address and phone munber of the Health Care Facility (Hospitel of Preference):

Name, address and phone number of child’s doctor:

Name, address and phone number of child’s dentist:




In the event of an emergency, [ hereby give my permission for Mama Bear Children’s Center to
access emergency medical services (call a doetor or emergency medical services and for the

doctor, hospital or medical service to provide emergency medical or surgical care for my

child itcluding transport to the nearest health care facility, to

teceive emergency medical or surgical care and treatment. It is understood that a conscientious

effort will be made to locate me. I/we will accept the expense of any emergency transportation,

medical or surgical treatment.
Parent/Guardian Signatures:
Date:
Date:
Parent/Guardian Name:

Office Staff Name/ Signature/ Date:




Immunization
Certificate of Nonnmedical Exemption

Coloradn law C.R.S. § 25-4-902 requires all students attending any school in the state of Colorado to be vaccinated against certain
accine-preventable diseases, as established by Colorado Board of Health rute 6 CCR 1009-2, unless an exemption 15 ff!ﬁed. This law

applies to students attending public, private and parcchial kindergarten, elementary and secondary schools through 12 grade,
colleges or universities, and child care facilities licensed by the Colorado Department of Human Services Including child eare
centeys, school-age child care centers, preschools, day camps, resident camps, day treatment canters, family child care homes,
foster care homes, and Head Start programs, “Nonmedical exemption” means an mmunization exemption based upon a religious
belief whose teachings are opposed to immuntzations or a personal beltef that is opposed to immunizations. Prior to Kindergarten, a
nenmadical exemption must be filed each time a student is due for vaccines according to the schedule developed by the ACIP, "2
From idndergarten through 12% grade, a nommedical exemption rust be filed every year during the student’s schoot enroliment/
registration process. Students with a recorded fmmunization exemption may be kept out of & child care facility or school during a
diseasz outbreak; the length of time will vary depending on the type of the disease and the circumstances of the outbreak.

Please complete alt required flelds below and obtain all required signatures; fncomplete forms will not be arcepted.
o rsq.‘zden.t" information:

Last Name: 7 T Pisthamer T { Middie Name: . . f

Date of Birth: Sex; Ofemale OMate ©X

—_Paréﬁthuardian Cornpleti}lg”'l:h?sF&;rrn A DCI;eck if an mar[cipatedstudem'orstudent?v?tmyearsold o B

astNemes T e T . ... Middle Name:

+ Relationship to student: ] Mather DO Father (] legal Guardian . —— - o
S¢hool/Licensed Child Care Facility Information: N ) ) e

School Name/Licensed Child Cars Facitity: ~ ~~ ™" T mme e o

PSCEOSFDES&IOE e e e i vt e e s rnE A e e eoren e e ;, :mfﬂzﬁeczt?aot_&pm;cagle .

City: S State: T cbdé_: o

'lequired Vaccines for Schoot Entry - Place an “X* next to each vaccine for which you are claiming & nonmedical exemption.

T Haemophitus influenzae type b (Hib)

e, W B D T el .
Yatans, diphtheria, partussts (Tdan) T T weasles; misips, Tubsiia MRy T e

i Pneumococcal conjugate (PCVi3)
" Varicalla (chickenpox) T T e e

T riepatits BT T

Statement of Exemption
t am the parent/guardian of the above-named student or am the student themself femancipated or over 18 years of age) andg am
claiming a nonmedical exemption from the vaccine(s) Indicated ahove, The Information | have provided on this form s complete and
acCurate. | can review evidence-based vaccine information at .
far additianal information on the benafits and riske of vaccines and the

T
diseases they prevent. i can contact the Colorado Immunization information System (CIIS} at or my health care
provider to locate my child's/my immunfzation recarg. $
REQUIRED Signature; Date: .
Farent/Legal Guardian/Student {(emancipated or aver 18 vears oth)
BEQILEED Provider Signature Section:
REQUIRED Print Name, Title, and Stgnature: Date:
Physician (MD, 00), Advanosd Practice Nurse (APH), Prysichan Asststant, Registerad Hurse (RN} or Phanmacist fauthortzed pursuant v sagtion 12-340-107 {8}, C.R.S.}
REQUIRED Colorado Professtenal icense Number:

L
*Colorado Board of Heslth rule 5 CCR 1005.2:
4 2023 Resetrtwnded Immuntations fram Birth through 4 Yaars Old:
wollld ha submitoed ar 2 tha, 4 hs, & thy, 12 and I8 months of sge.

3
Under Catorada lnw, you hava the opion o exclude vour chiid’sfyour Information fram CHE ot oy tima. To opt out of CHiS, £ o
Plaate be ndvitad you will be 1 ponsible for matntalaing your ohildsfyaur Imruniztion reconds te ansura 3ehool comphance,

- Bayed on thiz schedule, a et @

Last Revlewedt September 2031



Signaeue o baa Ty Care Frovider (eaiiying Tom wos Pesciened) Tas

General Health Appralsal Form

Child’s Name:_- ) Birthdate; _

Allargive: O Nons Q Describe:
Typb of Reaction:
Diot: {) Bresst Fed 0 Formula,_ Q Age Appropriate

@ Spesial Diet:; .

O Preventive creamsiointments/sunscreen may be applied 28 raquasted in writing by parent,
untess skin s broken or bisading.

Meep: Your health care providsr recommands alf infents less than 1 year of age be piaced an their bacle for slesp,

N give consent for my child's health provider, school or camp peraonnel
to dlscuss my child’s health concerns, My child’s health provider may fax this form (and applicable attachments) to my child's
childcare provider, school, or camp. FAX Numbes;

Data:

Farert or Lagal Guanyan Signatre Authortzation mpires 365 eftor this uple

m h Care Provider: B compihie sfior ouroet sovdon bt by Sl i
“BP:_____ _ ™Lead Level:

Date of Last Exam; Recent Weight: “HCT:

Physicel Exam: © Normat Dﬁbﬂomml(mupfarmdebrmamheamecoms:}

Significant Health Concerns: Q None Q Reactive Airways Disease 13 Ssizuros O Diabetes 0 Bevelopmental Delays

0 Vislon Q Hearing O Hospitalizations O Severe Allergles L Other (dental, nutrition, behavior, o)
Exp!amabmamm{ﬁmry.mdudsmmm providers);__

Cument Medications/Special Diat: O None I3 Desgibe:

Sepanate mesmlion sulhvieaEon o recuriad for adingons given in Chitd Cars)

OR

G tbugrofen (Maotrin®, Advil®) may be given for pain or fover ovar 102° evary B hours as nesded:
Doaa 0 See attached Dosage Scheduls from our office
lmmunizations: O Uptodate 0 See attachsd Immunization record ) Administerad today:,

 Signature: g

Next Wel| Visit: L) Per AAP Guldelinas* or 0 Age:

This ohitd !:ahumwandmayparthipabuinaummmm. Sporis. campa,
chidm:mAnymmwmpﬂunsﬂBWdﬂﬂ}B form,

mcmmnmmamm«mmwar Wmnmmmmmwmmmmm

+ mw:mnmnm.wmmmxmmmmwvmal:z.-c.e.aw.15.Mmzmwh.mma.d.s.o.& 10and 12 ysare
** Raguirer m-mmWwwmmm

& Copyright 2004 mmmmnmammnmwntm




violence, i iatc Janguage, or Inappropriate references or topics. It may also
inglude Comsgix?ﬁpgs Yoga, Moose Tube tusic end videos, or other kid-friendly
videos or music.
Children will not have more than I hour of screen time on a regular basis. Children
who are not interegted in media activities will have other activities available, sych
a8 reading books, doing puzzles, drawing, or playing quietly,

have any questions or concermns regarding something my child has viewed, I
will discuss it with the program’s director.

Signature; Date:
Print Parent/Guardjan’s Naine:




TOPICAL PREPARATIONS (PREVENTATIVE PERMISSION FORM)

This form covers a variety of preventive topical preparations that may be applied to
the skin with parent/guardian permission

Child's Name: Parent/Guardian's Name:

f understand that | must provide the topical preparation in the original container labeled with
my child’s name and that no topical preparations will be applied to braken skin or if a skin
reaction has been observed. it is my responsibility to check the ingredients to make sure my
child is not. allergic to it. Any skin reaction observed by staff will be reported promptly to the
parent/guardian.

Parent/Guardian Signature; Date:

SUNSCREEN

| give my permission for the staff at to assist with applying
or apply sunscreen to my child’s exposed skin including the face, tops of ears, bare shoulders,
arms, legs, and feet 30 minutes before outdaar activities. It is my responsibility to provide
sunscreen with a minfmum 15 SPF.

In the event that my child does not have sunscreen with them, the school may apply

{name of sunscreen & SPF) to my child.

LI My child may NOT use any sunscreen other than the one that s/he brings.

Parent/Guardian Signature: Date:
MOISTURIZING LOTION/CREAM/BALM
| give my permission for the staff at to assist with applying
or apply skin lotion/cream to my child.
Name of product:
Special instructions:

L1 My child may NOT use any other skin lotion/cream/batm than the one s/he brings.
Parent/Guardian Signature: Date:

DIAPER OINTMENT/CREAM

! give my permission for the staff at ta apply aver the counter
diaper rash ointment/cream to my child. | understand that i may only provide diaper
ointment or cream, free of antibiotic, antifungal, or antf-inflammatory components without a
written prescription from my doctor.

Name of product:

Speciat instructions: .
LJ My child may NOT use any other skin latfon/cream/baim than the one s/he brings,

Parent/Guardian Signature: Date:




Cot Permission Form

I give my child,

permission to sleep on a cot that i provided by
Mama Bear Children’s Center during nap/ rest time, 1 understand that each cot is individually
assigned and has clean linens that is only used by my child.

Parent/ Guardian Sj gnature Date



PROTO PERMISSION

L , GIVE PERMISSION 10 MAMA

BEAR CALLDIEN" S CENTER O POST PHOTOS OF MY CHILD ON 0 sz

AND SOCEAL MEDIA WELOVE CAPTURING PRECTOUS MOMENTS OF Ut
KIDDOS T0 SHARE.

WITH MY STGNATURE BELOW, T GRANT PERMISSION FOR MY (RILDT0
JE PHOTOGRAPHED OR THETR IMAGES USED T0 PROMOTE THE DAYCARE'S
SERVICES. T UNDERSTAND THAT IT IS My RESPONSIBILITY T0 UppATE

THES FORM IN THE EVENT THAT I NO LONGER WISH T0 AUTHORIZE T
USE ABOVE.

CATLD’S NAME:

PARENT/CUARDIAN SIGNATURE:
DATE:




I, the signee, hereby agree to the following term(s).

For the care providing entity, (Mama Bear Children’s Center), to effortfully, and willingly
provide services, L, (the signee), is obliged to comply to the financial requirement as described
by the care providing entity, (Mama Bear Children’s Center), through its management

or its agent(s).

The terms comprise the required conditions, relevant to the signee: Registration Fees, Tuition Fees,
and parent Fees. The terms stated, are located and provided in the Parents Handbook, found in the ELV.
{Barly Learning Ventures).

This contractual agreement binds the two parties involved: {the signet), and the child care
strvice provider, (Mama Bear Children’s Center).

(Signature of Parent/Guardian) (Signaturs)
Child Cate Service Provider
Mama Bear Children’s Center
(Printed Name) Date:
) Sincerely,

Mama Bear Children’s Cener
Derte;



Baycare Foitcies and Procedures Acknowledgment Form

Child’s Name:

Parent/Guardian Name:

Datte:

Denr Parent/Guardian,

‘We are committed to pruvidiéng a safe, nurturing, and educational environment for your child. To ensure a3
harmanious and effective operation of our daycare, it is important thet all parents/guardians understand and
agree 1o our policies and procedures.

Please read the following acknawledgment carefully, sign, and return this form to us.

L. Polekes and Procedures Receint
I acknowledge that ] have received a copy of the daycare’s policies and procedures manuat. I
understand that it is ty responsibility to read and familiarize myself with the information contained
therein, :

2. Compliance Agreement

Vagree to abide by all the policics and procedures outlined in the mamial. T understand that these
policies are in place to ensure the safety, well-being, and development of all children in the daycare.

3. Commupication
1 understand that it is important to communicate openly and prompily with daycare staff regarding any
concerns, changes in my child’s health or routine, or other relevant matters.

4. Updates and Changes

1 acknowledge that the daycare may update or revise its policies and procedures from time to time. |
agree to review any updates provided and adhere to the revised poticies.
3. Consent and Authorization

T coisentty the duycard’s provedures For Hrindiityg comrgenvics, dduiiviring medivatios {withi propur
authorization), and managing behavioral issues as outlined in the manual.

By signing below, I confim that I have read, understand, and agTee to comply with the dayeare’s policies and
procedures,

Parent/Guardian Signatore: _Date:

Dayeare Representative Signature: Date:

Thaok you for your eooperation and pertnorship,

Sincerely,

Elta Khali]

Mama Bear Children's Center

L0700 E. L Ave
Aurora, C0O 80014



N") COLORADO
y | Food Program 2025-2026 Income Eligibility Form (IEF) for Child Care

STEP 1: List ALL children in day care
Children in Foster care or Head Start and children who meet the definition of Homeless, Migrant or Runaway are eligible for free meals. Review the Dear Parent Letter for more

details. If there are more than three children, please complete an additional form.

Check all that apply
Circle Normal Da Circle Meals and Foster i Head
Child’s First and Last Name Ag€ | print Normal Hours % o Snacks Normally Received chilg | Werant | Runaway | Homeless | o, ¢
Sun Mon Tu Wed Th Fri Sat Breakfast A.M. Snack  Lunch
Normal Hours ____ to P.M. Snack  Supper Eve. Snack
Sun Mon Tu Wed Th Fri Sat Breakfast A.M. Snack Lunch
Normal Hours ___ to P.M. Snack  Supper Eve. Snack
Sun Mon Tu Wed Th Fri Sat Breakfast A.M. Snack  Lunch
Normal Hours ___ to P.M. Snack  Supper Eve. Snack

STEP 2: Do any household members (including you) currently participate in one or more of the following assistance programs: SNAP, TANF, or FDPIR?
IF YES - Write the case number here & proceed to STEP 4 (Do not complete STEP 3) CASE NUMBER: (Write only one case number in this space.)
IF NO - Go to STEP 3

STEP 3: Report Income for ALL Household Members (Skip this step if you answered Yes to Step 2)
Flip the page for information on sources of income for child income and Household Members.

A. Child Income ) Child Circle one:
Sometimes children in the household earn or receive income. 1

Please include the TOTAL income received by any children listed in STEP 1. Income: Yearly Monthly Bi-weekly Weekly

B. All other Household Members (including yourself)
List other household members not listed in STEP 1 (include yourself) even if they do not receive income. For each household member listed, if they do not receive

income, report total gross income (before taxes) for each source in whole dollars (no cents). If they do not receive income from any source, write ‘0°. If you enter
‘0’, you are certifying that there is no income to report.

How Often? How Often? Pensions/ How Often?

Yearly (Y) Welfare/ Yearly (Y) Retirement/ Yearly (Y)

Name ?;ifstth:;:i’;:fl::ig?mbem Earnings from Work Monthly (M) Child Support/ Monthly (M) Social Monthly (M)

Bi-Weekly (B) Alimony Bi-Weekly (B) Security/SSI/VA Bi-Weekly (B)

Weekly (W) Weekly (W) Benefits Weekly (W)
S 5 ]
5 $ S
5 $ S

. Last Four Digits of Social Security Number (SSN) of primary T )
Total household Members (Children and Adults) wage earner or other adult household member. XXX-XX Check if no S5N

STEP 4: Contact Information and Adult Signature
“| certify that all information on this application is true and that all income is reported. | understand that this information is given in connection with the receipt of Federal

funds and that CFP officials may verify that information. | am aware that is | purposely give false information, the participant/center may lose meal benefits and | may be
prosecuted under applicable State and Federal laws.”

the Form Signature of Adult Today's Date

Address City, State, Zip Phone/Email




B \M COLORADO

Food Program

Source of Income for Children

Sources of Child Income

Examples

Earnings from work

A child has a regular full or part-time job
where they earn a salary or wages.

Social Security
¢ Disability Payments
s Survivors Benefits

A child is blind or disabled and receives Social
Security benefits.

A parent is disabled, retired or deceased, and
their child receives Social Security benefits.

Income from person outside of
household

A friend or extended family member regularly
igives a child spending money.

,Iicnme from any other source

A child receives regular income from a private
pension fund, annuity or trust.

STEP 5: Children’s Ethnic and Racial ldentities
We are required to ask for information about your children's race and ethnicity.
Responding does not affect your children’s eligibility for receiving meals during care. Check all boxes that apply to the child(ren) in care.

Ethnicity: D Hispanic or Latino D Not Hispanic or Latino
Race: E] White (Includes Hispanic and Latino) D Black or African American D Asian D Native Hawaiian or Other Pacific Islander D American Indian or Alaskan Native

2025-2026 Income Eligibility Form (IEF) for Child Care

Source of Income for Adults

Earnings from Work

Public Assistance/Alimony/
Child Support

Pensions/Retirement/
All other sources of income

Salary, wages or cash bonuses
Net income from self-
employment (farm or
business)

If you are in the U.S. Military
Basic pay and cash bonuses
(DO NOT include combat pay,
FSSA or privatized housing
allowances)

Allowances for off-base

housing, food and clothing

Unemployment benefits
Warkers compensation
Supplemental Security Income
(SSl)

ICash assistance from State or
local government

IAlimony payments

IChild support payments
Veterans benefits

Strike benefits

Social Security (including
railroad retirement and black
lung benefits)

Private Pensions or disability
benefits

Income from trusts or estates
IAnnuities

Investment income

Earned interest

Rental income

Regular cash payments from
loutside household

Nondiscrimination Statement

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and palicies, this institution is prohibited from discriminating on the
basis of race, color, national origin, sex (including gender identity and sexual orientation), disability, age, or reprisal or retaliation for prior civil rights activity. Program
information may be made available in languages other than English. Persons with disabilities who require alternative means of communication ta obtain program information
(Braille, large print, audiotape, American Sign Language), should contact the responsible state or local agency that administers the program or USDA’s TARGET Center at 202-
720-2600 (voice and TTY) or contact USDA through the Federal Relay Service at 800-877-8339. To file a program discrimination complaint, a Complainant should complete a
Form AD-3027, USDA Program Discrimination Complaint Form which can be obtained online, from any USDA office, by calling 866-632-9992, or by writing a letter addressed to
USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of the alleged discriminatory action in sufficient detail to inform
the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter must be submitted to USDA
by: Mail: US Department of Agriculture Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410; or fax: (833) 256-1665 or

Revised May 2022

(202) 690-7442; or email: program.intake@usda.gov This institution is an equal opportunity provider.

For center staff use only

Annual Income Conversion: Weekly x 52, Biweekly x 26, Monthly x 12

Household Last Name:

How Often? Yearly Monthly ; Free | Reduced Paid
Total Income | $ (Circle One) | Bi-Weekly ~ Weekly Household size: Eligibility
Determining Official’s Signature Month/Year Expiration Date* (Month/Year) Today’s Date

*This form expires 12 months after the month in which the institution makes the determination.
Example: If the determination is July 2025, the form is valid from July 1, 2025 through July 31, 2026. The institution may use the date the participant/guardian signs the
Income Eligibility Form OR the date the institution’s official make the determination and signs the Income Eligibility Form. The same approval method
selected must be used for all forms approved by the institution.

Revised 04/2025




