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Enrollment Packet Checklist

Application for Enrollment

Emergency Contact List

Prospective Enrollee Questions

Child Development History of Enrollment
Cultural Questionnaire

Infant Individual Needs (if applicable)
Care Plan* :
Emergency Medical Care Form*

Physical & Immunizations*

AT WO R T e

Consent Forms

Signed Parent Agreement Form

Facebook Permission Form

o ———————

Copy of Birth Certificate*

Copy of Insurance Card*

ik All the items on the list with a star next to them we must

have at the center before your child’s start date. Your child will not
be able to start until we have all the documents with a star next to
them.
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% kangaroao's korner

Early Learning Center

Enrollment Date:
Application for Enrollment
Child’s Name Birth Date Sex Race
Home Address City, State, Zip
Home#(_ )
Mother’s Name Birth Date Cell #
Work # Employer Usual Working Hours
Work Address
E-mail
Father’s Name Birth Date Cell #
Work # Employer Usual Working Hours
Work Address
E-mail

Names of Siblings that attend Kangaroo’s Korner

Are you applying for any Grants or Care 4 Kids?

Please check all secﬁonsthaiyouwinaocept—Pleasenmnberinorderofpreferenoe:

Infant/Toddler: F/T 50 hrs. P/T 30 hrs. P/T 20 hrs. P/T 10 hrs.
Mon Tues Wed Thurs Fri

Drop Off:

Pick Up: BT 2o it SR,
Preschool/Half Day Kindergarten: F/T 50 hrs. P/T 30 hrs. P/T 20 hrs. P/T 10 hrs
(In day care setting) Mon Tues Wed Thurs Fri

Drop Oft: et By =i r

Pick Up: e i

——
—

Preschool Only Option: 3 & 4 Year Olds: Hours: 9:00 am. to 11:30 a.m.

Mon/Wed/Fri

Tues/Thurs
Parent Signature: Date:
For Office Use Only:
Administration Signature:
Registration Fee: § Date PD: Type of payment:
Security Deposit: § Date PD:

Type of payment:

Catherine Rislgo-Wickline OTRIL, Founder/Presidant

120 French Mountain Rogad « Watertown, CT 06795 o 860-845-6628 « Fax 880-945-3151




* kangaroo's korner

Early Learning Center

Emergency Contact Information
Primary (Mother & Father only) Emergency Contacts:

Name

Name
- Home Address Home Address
Home Phone | Home Phone
‘Work Phone Work Phone |
Cell Phoné Cell Phone ,
Relationship to child MOTHER

Relationship to child FATHER

S Ty

Authorized persons to pick up your child (other than the parents):

Name Home Cell Relationship :
Name  Home Cell Relationship .
Name Home Cell Relationship f
i

Name Home - s Cell Relationship ;
2 &
Name Home Cell Relationship : é
: :

Name - Home _= Cell : Relationship E
| |

|
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Questions For A Prospective Enrollee

1. What are triggers for certain behaviors from your child? ( for
example: aggression, sadness, anger)

2. In what ways does your child exhibit these emotions? (for examp_le:

tears, chair throwing, hitting)

3. What techm'ques. do you utilize at home when negative behaviors
occur?

4. How does your child handle change?
5. What, if any, methods, does your child use to calm himself down?

6. What are the family dynamics like af home, (In other words, who
* takes care of the child besides. ) .

7. Ate you open to assessments from our contracted therapists and
behavior plans? ' -
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Kangaroo’s Komér
Child Development History of Enrollment
"

Child’s Name Nicknames '} Birth date

L. Sleeping

What time does your child go to bed? Awaken
Does your child have its own bed? Room

Does your child take naps?.  Fromwhen _ To when

What does your child take to bed/nap with them? __

Do they take a pacifier or suck their thumb? _

IL. Eating Habits %

'What foods does your child ‘especially hke?

What foods do they dislike?

Is your child on a special diet? Do they drink out of a bottle / open

cup/ or straw____ Does your child feed himself?_ Where is your

child fed while at home? -

IIL Social Relationships -

Has your child paruc1pated in any group expenenc%" Play Dates?

Does your child enjoy small or large play groups? - How often?

By nature is your child (check one) Aggressive ___ Friendly __ Shy
Other __ Does your child demand a lot of adult attention?

What upsets them? . What frightens your child?

Favorite toys? ‘What does your child most like to
do for activities? :

IV. Infants and Toddlers .

Is your child’s skin sensitive? What is done for it?

How is your child fed (check one) Heldin Lap
Highchair  Other_ .

,Isyour child toilet training?  Need remmdmg? S S :
What is used at home (check one) Potty seat ___ Adult toilet _ Special
toilet seat '
If your child is a boy... does he sitor stand? Do they need help? ____
How frequently do accidents occur? __ = - .

- V. Additional Information : ‘

In what parucular ways can-we help you and your child in our center‘?
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Child Develop. ment History of Enrollment con’t
VI. What are triggeré for change in temperament for your child?

(For example, what makes her angry,'sad)?

VII. What techniques d(:)you.' utilize at home when negative
behaviors occur? i ;
VIIL. How does your child handle c—hange‘?- :

3

IX. What type of methods does your child use to calm himself
down? . -

' X. What are the families dynamics like at home? (For exaniple,
who takes care of the child besides...) - :

XL Are you open to assessments from out contracted therapists ad
behavior plans? '




Cultural Questionnaire

Our goal is to have cultural diversity permeate the daily life of the classrooms. We do
this by exploring the simlitarities among people through their differences. Everyone
laughs, cries, works, eats and plays. Yet, we all do these things in different ways. You
can help us connect cultural activities to your child and family by completing this
questionnaire. Your answers will also reflect your child’s history.

1. Where was your child born?

2. Where was dad born?

3. Where was mom born?

4. Where were mom’s parents born and where do they live?

5. Where were dads parents born and where do they live?

6. Did any grandparents or great-grandparents emigrate from another country?
7. What is your family’s cultural/ethnic heritage?

8. What languages are spoken at home?

9. Does your family have any special customs or traditions? Would you be willing
to share them with the class?

10. Do you have any special stories about a relative that is important to you family
that you would be willing to share with the class?

11. Are there any special celebrations in your family?
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Kangaréo’s Komer Childcare Center
“Infant Individnal Needs

Child’s Name Date of Birth,
Parent’s Names
Nap Schedule:
How many naps during the day? Yinght

From to .

From - to

From . to

How.do&s_your child fall asleep at home‘7
(Le. in swing, beingrockedorsinmlyphcedincrib?)

Per State Regulations, all infants wilt be placed on their backs to sl i
! eep. However, if are
aﬂemﬂommmmhﬁmxlvw,&eywmbeaﬂowedmadoptm?gosﬁm

Which does your child use? Cup _Bottle Both
Formula: - Amount

How often:

Burping Routine;
Breakfast: ~ Foods: - s

Liquids:

Time:

Lunch: . Foods:
- Liouide:

Time:
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. Individual th of Care foi" a Cﬁﬂd
'With Special Health Care Needs or Disabilities
. Child'sName: o U S B
Special health care need or disabilty: ' | '

Phnﬁrmﬁemof&cohﬂdmamdmlmoﬂumgamy An individoal plan of care is necessary
wha&ﬂlmamlhahhmmdwdmbﬂﬁyandﬁsnmyﬂnﬁq&emlmbﬁmapnvﬂed

whﬂcﬂlcdrﬁiisaﬂhedxﬁdmmglm

Signature(s) of the Parent(s): i : : " DateSigned:
- : il
/ /

'J

" Note: Section I9a-79-5a(a)(2)(E)mqmes a child's Heelth Record to indude information mﬁmﬁsaxlma
"or special healfh care needs such as allergies, specmldlelaryneds,damlpmbbnn,hmmgotvunl

impairments, chronic iliness, developmental variations or history of confagious disease, and an idividual plan
ofmﬁrthcdxﬂdwxﬂ:spemlhmlthmmedsordmbmmmw be developed with the child's

mnmhantslnﬂa&stmﬂnmvewofmdwnhmlmphnsasmcﬂed.

Pluseme lemsesithofﬁlsformformgmme(s) ofallshﬂ'rspnnsiﬂefortbcamoﬁksckﬂd.

g
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Community Based Regulation Section
. EMERGMCYMEDICALCA'R‘E
b . Family Day Care Licensing :
e et ey e o |
Jorm & acoepiable. : ’
Parent’s name: : . Emergency Tel: ;
Parent’s name:_ : Emergency Tek: :
Address: | Town: : ZipCodc:__ ;
Allergies: | st Tetamms ;
 Medcal Facilit: ‘ Phone$: ~
Tiscaace Cacter st
Insurance ID:
Physician to be called in 2n emergency:
Name: ' Phone #;
Address: Town ZLpCode:
I give my consent for the day care provider named : ,to

contact the above named physician if my child has a medical emergency. I understand that if my child's
phyﬁciﬂxism!avaﬂab]c,amﬁn'physicianmaybewmdmanmgmcyhasi& I also give my
eonsmtﬁxﬁ:echﬂdwepmvidamseekmedicalattmﬁoninanemagmcyat

e BT P LS g v LR SRR 2 ) S R g B TR R R T DAt B R Y

- I'will be responsible for all medical charges.
(hospital or wzlk-in chimic) :
X
Signature
" Printed Wamme !
¢
S:ADivision\Licensure\ Family\FieldForms\f_EmergMedCaredoc 316/12 tj
Date g
by
e, Phone: (860) 509-8045, Fax: (860) 509-7541 H
£ 5. Telephone Device for the Dedf (860) 509-7191 §
=y 410 Capitol Averrue - MS # 12CBR (
g P.0. Bax 340308 Hartford, CT 06134 {
i
3
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g%ﬁé State of Connecticut Department of Education

=+ Early Childhood Health Assessment Record
(For children ages birth —5)

assessment by a physician, an advanced practice registered nurse, a physician assistant, or a
legally qualified practitioner of medicine, an advanced practice registered nurse or a physician assistant stationed at any military base prior to entering
an early childhood program in Connecticut.

Please print
Child’s Name (Last, First, Middle) Birth Date (mm/dd/yyyy) Q Male Q Female
Address (Street, Town and ZIP code)
Parent/Guardian Name (Last, First, Middle) Home Phone Cell Phone
Early Childhood Program (Name and Phone Number) Race/Ethnicity
- Q American Indian/Alaskan Native Q Hispanic/Latino
Primary Health Care Provider: Q Black, not of Hispanic origin Q Asian/Pacific Islander
iF g Q White, not of Hispanic origin Q Other

Health Insurance Company/Number* or Medicaid/Number*

Does your child have health insurance? Y- N
Does your child have dental insurance? Y N
Does your child have HUSKY insurance? Y N
* If applicable

If your child does not have health insurance, call 1-877-CT-HUSKY

Part I — To be completed by parent/gnardian.
Please answer these health history questions about your child before the physical examination.
Please circle Y if “yes” or N if “no.” Explain all “yes” answers in the space provided below.

Any hezalth concerns Vi N Frequent ear infections Y= N Asthma treatment YN
Allergies to food, bee stings,insects Y N _|_Any speoch issues Y N | Seizme Y N
Allergies to medication Yoo :N Any problems with tecth Yoo N Diabetes Y=< N
Any other allergies Y N | Hasyour child had a dental Any heart problems YN
Any daily/ongoing medications Y N examination in the last 6 months Y N Emergency room visits Y N
Any problems with vision Y N | Vaey high or low activity level Y N | Anymajorillness or injury Y N
Uses contacts or glasses Y N | Weightconcemns Y N | Anyoperations/surgeries ¥ N
Any hearing concerns Y N Problems breathing or coughing Y N Leadconeemslpoisoning Y N
Developmental — Any concern about your child’s: Sleeping concems Y N

1. Physical development Y N | 5. Abilitytocommunicatenceds Y N | Highblood pressure Y N
2. Movement from one place 6. Interaction with others Y N | Eatingconcems Y N
to another Y N | 7. Behavior Y N | Toileting concems Y N

3. Social development YN 8. Ability to understand Y N Birth to 3 services Y N
4. Emotional development Y N | 9. Ability to use their hands Y N | Preschool Special Education Y N

Explain all “yes” answers or provide any additional information:

Haveyoutalkedwi!hyourchﬂd'sprhmryhcalthearcpmvideraboutanyofﬂmaboveconccms? ) iy |

Please list any medications your child
will need to take during program hours:
AﬂmedlmdamtahmMMmmmMa:quMMuFamdgmbymeaﬁaMWm

Igivamycmmxfmmychﬂd'-hnlthmpmvidnmdenﬂy
childhood provider or health/nurse consultant/coordinator to discuss
theinfnnmﬁmonthisfmmfmoonﬁdmﬁalminmceﬁngmy
chﬂd'nhnhhmdednuﬁomlmdsintheeaﬂydﬁldhoodmm Signature of Parent/Guardian £ Dats

ED 191 REV. 3/2015 C.G.S. Section 10-16q, 10-206, 19a.79(a), 19a-87b(c); P.H. Code Section 19a-79-5a(a)(2), 19a-87b-10b(2)
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Part I1 — Medical Evaluation

ED 191 Rev. 322015

Health Care Provider must complete and sign the medical evaluation, physical examination and immunization record.
Child’s Name Birth Date Date of Exam
Q Ihave reviewed the health history information provided in Part T of this form (mm/dd/yyyy) (m/ddlyyyy)
Physical Exam

Note: *Mandated Screening/Test to be completed by provider.

HT, I %  *Weight Ibs, oz/ % BMI / % *HC in/em %  *Blood Pressure /
(Birth — 24 months) (Anmally at 3 - 5 years)
Screenings
*Vision Screening *Hearing *Anemia: at 9 to 12 months and 2 years
Q E’:SDT Subjective Screen Completed Q EPSDT Subjective Screen Completed
(Birth to 3 yrs) (Birth to 4 yrs)
Q EPSDT Annually at 3 yrs Q EPSDT Annually at 4 yrs
(Early and Periodic Screening, (Early and Periodic Screening,
Diagnosis and Treatment) Diagnosis and Treatment) *Hgb/Hct: D
Type: Right Left Type: Right  Left
With glasses 20/ 20/ OPass O Pass *Lead: at 1 and 2 years; if no result
& screen between 25 — 72 months
Wit ) 20/ 20/ QFail Q Fail
Q Unable to assess Q Unable to assess History of Lead level
Q Referral made to: Q Referral made to: 25pg/dl QNo O Yes
*TB: Highsiskgroup? Q No QO *Dental Concerns Q No Q Yes *Result/Level: *Date
Yes Testdone: Q No Q Yes Date: Q Referral made to:
Results: Has this child received dental care in e
Treatment: the last 6 months? @ No Q Yes

*Developmental Assessment: (Birth—5yearsy Q No QO Yes Type:

Asthma QO No Q Yes: O Intermittent O Mild Persistent

O Moderate Persistent O Severe Persistent O Exercise indnced
Ifyes, please provide a copy of an Asthma Action Plan

DRmcnemedimﬁonmqlﬁredinchﬂdcmsetﬁng: Q No Q Yes
Allergies QO No Q Yes

Epi Pen required: QNo Q Yes
History/risk of Anaphylaxis: O No Q Yes:  Q Food

Q Insects Q Latex Q Medication Q Unknown source
lfya.plea:epmﬁdeacopyaftheEmagmcyAﬂaxyle

Diabetes ONo OVYes O Typel O Typell
Seizares ONo 0O Yes: Type:

Other Chronic Disease:

Q This child has the following problems

which may adversely affect his or her educational experience:

Q Vision O Auditory Q § e O Physical Q Emotional/Social Q Behavior

Q Mcbﬂdhudcvdopmennldehy/dimbﬂﬂythnmquﬁmhwrvmﬁmathemgmn.
Q' This child has a special health care need which ma

Y require intervention at the program, e.g., special diet, lung-tam/ongoing/dxﬂy/mgmcy
medication, history of contagious disease. Specify:

Q No O Yes This child has a medical or emoti
safely in the program.

onalﬂhess/dimrduthﬂmwposesaﬁkaothachﬂdrmmaﬁ‘emhiyhaabﬂhymparﬁcipm

Q No Q Yes Basedmlhiscomprebmsivehinoryandphyxiealexamimﬁon,thischildhaxmaintainndhis/hcrlcv:l of wellness.

Q No Q Yes Thischildmnyﬁxllyparticipamind)cpmgnm.
Q No Q Yes

This child may fully participate in the Pprogram with the following restrictions/adaptation: (Specify reason and restriction)

0 No O Yes Is this the child’s medical home? 0O Iwouldlﬂmbdismssinformaﬁoninﬂxisrepoﬂwith&eoaﬂychﬂdhoodmvid«
and/or nurse/health consultant/coordinator.
Signature of health care provider MD/DO/APRN/PA Date Signed Printed/Stamped Provider Name and Phone Number
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Child’s Name:

Birth Date;

REV. 322015
Immunization Record
To the Health Care Provider: Please complete and initial below.
Veccine (Month/Day/Year)
Dese 1 Dose 2 Dose 3 Dose 4 Dose 5 Dose 6
DTP/DTaP/DT
IPV/OPV
MMR
Measles
Mumps
Rubella
Hib
Hepatitis A
Hepatitis B
Varicella
PCV* vaccine *Pneumococcal conjugate vaccine
Rotavirns ]
MCV* **Meningococcal conjugate vaccime
Inflaenza
Tdap/Td
Dhasehkan-yforvarhena(chickenpox)
(Date) (Confirmed by)
Exemption: Religious Medical: Permanent {Temporary Date
fRecertify Date ‘TRecertify Date ‘TRecertify Date A
Immunization Requirements for Connecticut Day Care, Family Day Care and Group Day Care Homes
Vacc Under 2 By3 By5 By7 By 16 16-18 By19 2yearsofage |35 yeary of age
OES| months of age months of age | months of age | months of age | months of age months of age | months of age | (24-35mos.) | (36-59 mos.)
mn",’r""” None 1 dose 2 doses 3 doses 3 doses 3 doses 4 doses 4 doses 4 doses
Polio None 1 dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 doses 3 doses
MMR Noae None Noae None ldoieemarlst ldofcaf::rm ldo'seahlst ldofesitu'lst ldo.scuﬁalst
HepB None 1 dose 2 doses 2 doses 2 doses 2 doses 3 doses 3 doses 3 doses
2or3doses |1b dose | 1 booster dose | 1 by dose | 1b dose | 1 b dose
HIB None 1 dosc 2doses | dependingon |  after Ist after 1st afierlst | afterlst after 1st
: vaccine given® | birthday* birthday* birthday* birthday* birthday*
ldoscaficr | 1doscafter | 1doseafier | 1doseafier 1 dose after
Istbirthday | Istbirthday | Istbirthday Istbirthday | 1stbirthday
Varicella None None None None jor hi o Sty Lo i
T | || e iy
Pnemmococeal ldoscafter | 1doscafter | 1 dose after ldoseafter | 1 doseafier
Conjugate Nons 1 dose 2 dosss arackiel brrrrpras Istbirthdsy | lstbirthday | Istbicthday | lstbirthdsy
Vaccine (PCV)
ldoseafter | 1 dose after 1 dose efter | 2 doses given 2 doses given
Hepatitis A Nooe Naoe e s L o i Istbirthday* | 1stbirthday’ |6 months spart’ |6 months apert
Influenza None None None lar2doses | 1or2doses® | 1or2 dosess lor2doses® | 1or2 dosesé 1 ar 2 doses®
l,l-lbcnhymﬁmdizmﬂtylhmepubh

2. Physician diagnosis of discase

:.Ammmhzm»rmmm)mz doses of HOC (ActHib or Pentacel)

C.Mnﬁmlbunwdmifhdﬂdmhbdmnpﬁlmyuubeﬁnagenmcxﬂdlwwbom:iveﬂ:ﬁmdmeofﬂmm

ination, with a single dose required during subssquent scasans

m@mmmm MD/DO/APRN/PA

Date Signed

Printed/Stamped Provider Name and Phone Number
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Consent Forms

Photo and Television Consent Form

'givesKangaroo’sKomer" ' issi i
T . : petmission to take pictures of
y : mthechﬂdcarecmteroronanyschopglﬁeld

WS Signature) (Date) .
»Co'n;ent for evahlatwn :

Since our mission is o service children of all abiliies,
g:vcpeumsmontoKangamo’sKomertoevaluatemychﬂd :

. twice a year,
(Parent’s Signature) (Date)

i b T B B T e e T A T T e T T .

e fa



* kangaroo's korner
“Early Learning Center

120 French Moﬁntain Road; Watertown Connecticut 06795

Lisa Osterberg Executive Director
860 -945- 6628 fax 860 -945- 3151

Dear Parents and Guardians,

As we continue our journey hem‘at_Kangamo’sl Korner, we have decided to create our own
Facebook page. There are many ways this will benefit our staff and parents/guardians. Our
Facebook page will help notify our families about upcoming events, closings or delays, fun
activities that are planned and any other important parent information or notices. The privacy .
setﬁngwillbekeptsothaionlyimmediatefamiliesandmrrentstaffmemberswﬂlbeaccepted
and able to see any pictures or posts that may be posted. By signing below, it will give
Kangaroo’s Korner permission to post pictures of your child on our Facebook page. (Pictures of
children may stay up on the page for up to two years after leaving the Center, unless requested
by the families otherwise.)

. (Parent/Guardian Signature)
Sincerely, '

Ms. Melissa & Kangaroo’s Korner staff




~ Parent Agreement Form

1. l\ﬁﬁonisdneeanhandeVeryWeek;rega;dlesgofyomchﬂd’saﬁendance. If your child is sick,
if there is a holiday or you take a family vacation, regular tuition is still expected in a timely
Imanner, Tuiﬁonl_naybcpaidgixydayoftheweekviacash,checkorcreditéard.‘ bl

2. Ifyour child is pick up past their scheduled time there will be a late charge of $10.00 for every -
15 minutes per child. If your child is here past 5:30pm, a lte fee of §/3 O; il be charged if
you pick up between 5:38 and 3:45% 25 “etween 5:46 and 5:52; 3 D between 5:53 and
6:00 and after 6:00 an additional® 4" for every 10 mimutes. This foe will automatically be
added onto your bill, - i : ‘

3. Yomchﬂd’smedicalfounsmustbeamemandupdatedonaymﬂybasis,incmdingacopyof

4, Alltuiﬁonﬁecksrehmedduetonoﬁ-sﬁcieniﬁmdswiﬂ%maﬁeaﬂybe assessed a $30.00

] fee by Kangaroo’s Komer.

5: AtWDWeekwﬁtmnnoﬁceisreqtﬁredifyom,chﬂdwiﬂnolungerbeattendjngKangamo’s
Komer. Thesecun'tydeposit,payedatﬂ:ctimeofenrollmem,willbeappliedtothelastwedc’s
tuition fees. Incaseofac:edit,-areﬁmdvvillbemaﬂedwithin30daysofyourchild’slastday,
after your child’s account has been audited. If a two week notice is not submitted, the charge for
atwo week notice will be implemented. - :

6. 'Aﬂpetsonspicldngupyomch@ldﬁ-omtheCeniermustbelistedontheproPerfonnsinorderfor
the staff to release your child to them. Please notify the Office of any changes. Any person
piddngupyomchﬂdmustbeidenﬁﬁedontherelmsefonnandwiﬂbeaskedtoshow
identification. : .

7. A]lemergencyphenenmnbexs,_pmergency contacts, allergy information and medical |
information are to-be current and updated. lesebemnetoinfonnmeOfﬁceofanychzng&em !
your child’s health or family information. : |

8. Your child is to be checked in out each day on Procare by the adult dropping off and picking up. %
Children are not allowed to check themselves in or out, or touch the Procare machine. If an adult f
does not check the child in or out please notify the Office so We cando it. For the safety of your t
chﬂd,plmselétastaﬂ‘memberbowwhcnyouauiveanddepm et . 1

9. Your child is not to be dropped off before the scheduled time. These types of changes affect :
staffing at the Center. Staffs s:hedules are based around children’s schedules, If a change |
medstobemadcwithyomchﬂ;i’ss_chedule,atwoweekwﬁﬁennoﬁoemnstbetxmedimﬂw
Office, in order to allow for apF.opriate changes to be made with staff schedules. If an .-
unfomeenproblemdo&aﬁse-(#aﬂic, accident, etc.), you need to notify the Center immediately. e

10. Kangaroo’s Komer does accept Care 4 Kids applications. However, full tuition is due by the 3
parent each week until Care 4 Kids takes cffoct. Care 4 Kids will fhon reimburse the pavents !
accordingly. sl : g |

11. It is the responsibility of both the teachers and the parents to communicate and stay informed of g
your child’s daily progress at thé Center, and the activities that are going on throughout the year. |
This includes checking your child’s mailbox and cubby each day reading the Parent Information )
Board located in your child’s classroom. : !

I
[
|




We, the undersigned parents/guardians, understand the rules and regulations of Kangaroo’s
Korner, Inc. that are stated above. We understand that if we have any questions concerning
the above polices or procedures, we should address them to the Administrative Office

immediately. We also agree to abide by the following policies and procedures,

end understand them clearly.
(Parent/Guerdian Signature) ~ - (Date) |
(Administration Signature) ; P : (Date)
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Does your chld have an allcrgy, asthma .

or amedical wndruon that needs spemal

attentlon‘7

A ——————————————————————
e e e e . .

e

If yes, please ﬁ]l out the aﬁached care

plan.. Ifyourchﬁdhas an allergy, we . -

must have this ﬁﬂed out befere your
chﬂdsta;tsatﬂaeceﬂter et

'Thank yﬁu e
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We, the undersigned parents/guardians, .
derstand that if we have any questions

and procedures of Kangaroo’s Koner, Inc. We un
concerning policies or procedures, we should address them to the Administrative Office
immediately. We also agree to abide by the policies and procedures.

We acknowledge we have read through the following policies/procedures:

Parent Participation
Parent Responsibilities

Parent Rights

Tuition/Late Payments

Medication/Health/Sick Child

Accident Reports/Daily Sheets

Discipline . .

Diapering/Toileting

Inclement Weather/Closings

have read and discussed with administration the policies
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Parent/Guardian Signature
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Mission Statement

We provide a diversified educational environment, which facilitates the
development of self-esteem, and acceptance of self and others by learning
through play, social interaction, along with an individualized curriculum for
all children from six weeks to five years. '

Educational Philosophy

Kangaroo’s Korner educates and advocates on behalf of children of all
abilities, teaching developmentally. 'Which include fostering appropriate
educational applications and theories, fostering family values, good
manners, a child’s independence and a genuine respect for one another.
Mastering these skills enhances a child’s sense of self-esteem; this in turn
will strengthen a child’s academic performance.




Late Pick Up Policy:

Effective immediately, the following policies will be in place regarding

picking up your child after their scheduled time.

| e If your child is here past the time they are scheduled on a specific day, for

every 15 minutes extra, a late fee of $ 15.00 per child will be charged.
e At 5:30, the following late fee will be implemented:
| e 5:38—5:45:$20.00 per child
e 5:46-5:52:$25.00 per child
e 5:53—6:00$30.00 per child

e After 6:00 $35.00 every ten minutes

At 5:37, if we have not heard from a parent, we will contact the parent first and

1
then call emergency contacts if we have not gotten a hold of the parent.

The late fee will be automatically added to your bill.

If for any reason you feel that you will be late, please call the center to notify us as

soon as possible.
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_A>zm>x00m KORNER EARLY LEARNING CENTER
FEE SCHEDULE JANUARY 2023

A $50.00 non refundable registration fee and one weeks tuition as a security deposit will be charged at enrolment

INFANT/TODDLER
S DAYS PER WEEK
3 DAYS PER WEEK

2 DAYS PER WEEK

MONTHLY
$295.00  $1,268.50
$255.00  $1,096.50
$225.00  $967.50

MORNINGS ONLY PRESCHOOL G"@o -12:00)

5 DAYS PER WEEK

3 DAYS PER WEEK

2 DAYS PER WEEK

$145.00
$120.00

$85.00

PRESCHOOL
5 DAYS PER WEEK
3 DAYS PER WEEK
2 DAYS PER WEEK
MONTHLY
$623.50
$516.00

$365.50

Credit/deblt, checks, cash and money orders are accepted
Payment may be made weekly, biweekly or monthly

$30.00 fee for returned checks

LATE PICK UP FEE ( after 5:30pm)
5:38 - 5:45pm $20.00 per child
5:46 - 5:52pm $25.00 per child

MONTHLY

$260.00 $1,118.00

$210.00 $903.00

$195.00 $838.50

PRE -K am. only follows the
John Trumbull school calendar
If john Trumbull has no school
there is no morning only Pre - K

5:53 - 6:00pm $30.00 per child
After 6:00pm $35.00 every ten minutes

We must charge this amount to pay staff overtime, Late fees will be charged to your account.




_ Tndividual Plan of Care for 2 Child
WWMC:I&NM or Disabilities .

, ChildsName: : Date of Bitth ' o] o

 Special healih care need or disabiliy:

i’hhmm&hdﬂ&manﬂﬂmoﬂum An individual plan of care & necessary
'when a child has a special health care need.or disability andnsmcmyﬂmtqamlmbe&mm‘mvﬂed :
vdtﬁtﬂaedtﬁikatﬂ)edlﬂdmpnglm ' ;

WS)ofﬂhPMS)t PR © " DateSigned:
= : ' ity
/ /

" Note: Section mnﬁapmmamldsmmmmmmm
'«wwmmmmmmmmmm&mmmm
WWMMMMMNMﬁWMMmMm
B! ofmhﬁeﬂwﬁwhmﬁmmc&admbmmmwm
= « . scessary Soction 19 79-4a(t)E)(YIE) roquies fhat fhe

g lnal&mnmlhnts]nﬂasstmﬂ:emmofmdivﬂmlmphmasmuﬂed.

-M&mmsﬂedﬁsﬁmﬁrwe(s) ofallsh&'xswﬂkﬁrthmofﬁsdﬂd.
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What to Bring the First Day |

® Lunch box with at least 3 snacks and a lunch (one for am snack, one
for lunch, and one for pm snack). Please be sure that your child has
enough to choose from but is not overwhelmed.

* Labeled water bottle. Labeled milk bottles (infants)

® A couple changes of clothes (this will be kept in your child’s cubby at
all times). Please be sure to check their clothes regularly for the

seasons and sizes and change them out appropriately. They should
have socks, pants, shirts, underwear, etc,

° Fitted sheet and blanket for nap/rest time and a pillow case to keep
them in for sanitary reasons, with your child’s name on them clearly
(if you must bring a pillow, please keep it to a small child sized pillow
and not a standard sized pillow)

e Ifyour child is still in diapers please bring in a wipe container labeled
with their name and a package of diapers

e Ifbringing diaper ointment, teething gel, or any other medication

Please be sure to fill out the appropriate forms and make sure
everything is labeled with your child’s name

Your child’s teacher will et you know if diapers, wipes and changes of
clothes are running low, for you to bring in more.

We request that children leave their toys from home at home, as the
center is filled with lots of fun stuff to play with and do. However, if

your child has a favorite buddy or book, he/she may bring it in for
quiet time or circle time. :

Evel_ﬁhing should be labeled with your child’s name.

LE g - T SRR T TR T T
TOEY RS F o a4 A SR i LA 8 o
e L O T T R R T N S
e SR L e Sl b Fel ooy B g DL e
YT IR T TR VT T g e N W -



