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METHODIST -

Weekday Christian Preschool

Dear Parents,

Welcome to Weekday Christian Preschool! Below you will find a synopsis of all of the
required forms that must be completed in order for your child to attend this Fall (all are
included). Please note carefully that the following required forms need to be
completed and submitted no later than August 10", at which point the September

tuition payment is also due at enrollment in the form of direct withdrawal or

cash/check..

COLOR
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WHITE

2
=

ORANGE

REGISTRATION
FORM

CHILD MEDICAL
STATEMENT
FAMILY
INFORMATION
CHILD
ENROLLMENT
PARENT REVIEW
PERSONS
AUTHORIZED

TO PICK UP

PERMISSION

The bottom portion should be detached and presented
or mailed with a $70.00 non-refundable registration
fee and is required for each child.

This form needs to be completed and signed by your
child’s physician by the first day of school.

Please use this form to provide us with a thoughtful
summary of your child and your expectations of your
preschool experiences.

One form, 3 pages. Please complete
all pages thoroughly.

Must be signed after you’ve reviewed handbook and
policies.

Please list all persons who will have your permission to
pick-up your child.

Indicate permission for use of Purell, use of Church
property and Photo release.

245 Portage Trail « Cuyahoga Falls, OLE 44221 3274
330 923 3241 « www.lirstchurchefcom

infolumecectgrgmail.com



yses/3days Aq AJyruo [EMEIPYIIMW 102410

(moj1aqg auo 32u1) Aq uonin £z/9z0z Suiked aq [im |

rew3
AIVIAG
Jjaquinn auoyd SWEN ISE] pue Isai4
:INOHd NVIQYVNSD/43IH1VA
[lewy
TIVING
JaquinN auoyyg duleN iseq pue 1514

:INOHd ‘NVIQ¥VND/43IHLON

:Ss3yaav

9¢/0€/6 UO Jeaj Aeqg ‘o SWEN 1Se7 pUe 15414

30V :31VvAaHLYIg ‘YN S, aTIHD

(yruow uad 09¢ =aam e shep ¢ ajdwexa) yyuow Jad Aep yoes 1oy 0es -
St:€-Sb:Z — 948D J9NV Ul pajsaLalul We |

(yruow 1ad 09g = y9am e shep ¢ a|dwexa) yiuow Jad Aep yoes 1oy 0es -
00:6-00:8 — 348D 310Jag Ul PaSaIAul We |

(yuow 13d gg$ =oam e shep ¢ s|dwexa) yyuow tad Aep yoes 10§ 0TS -

00:6-0€:8 — 218D 240J9g Ul PaISAI]UI WE |

2J1e) 19)jy/a10)9g

juswiyduug Aepsinyy ppe o3 ayi pijnom | £207 ||B4 uaiiesiapury Suipusiie aq o3 spasN
juawydiug Aepsany ppe 03 a1 pjnom | T s.S 4-Mm-WAegngy —
UBWPLUI Y1 /) PPR OIS PINOM | T 5,6 S S,€ d4-M-WAeqg|ny —

s, € -YL/L'Wv

JUBWIYOLUI 'Y Y1/ Ppe 03 31| pjnom | T

WdTTWYTeyiepidl s,g sy s,E -3-M-INAeg ¥

£202/920T W04 uoiesysiSay
[O0UISaid Uensuy) AEpPyoam

"€VTS-€76-0€€ 18 duoyd Aq 40 U0 [IEWF @IWNS|[EJS00qT 1€
[lewd Aq sx00.g Jajiuuar 10e3U00 asea|d ‘suonsanb Aue aAeY NoA §|

‘dweu

S,P1'Yy2 4noA yum adojaaus ue u uoiresisidas ui uiny 9se’d|d ‘¢
"uonjeJisigal je anp (uoniny s sndny)

uoning s, yauow isai4 PaY) 4o ysed.Aq Ajyruow Aeq ‘7
'£202 [4dy y3nouyl 920z 1sn8ny

unJ |lIm 1eyl wioj |eMeIpYUM 10241p B 3N0 |)i4 T

:uoniny £z/9z0z Aed 03 spoyisw mojaq ay3 o auo asooyd
NOA 1ey1 )Se am JUBW(|oJU 1Y 9707 ‘wET Adenuer sue3s uonesisigay

"uoineJ1sidal Jo dwil ay3 1e pasinbai si pIyd Yyoes Joj uoming
s daquiaidas pue 00"09S 4O 93} UONEL.ISISI B|gRPUNAI-UOU Y e
"PIOY3SNOY Bwies ay) wouy P3||0ua UBIP|IYd 7 10§ JUNOISIP %OT e

Yiuow e 00°0TTS - uswyoLu3 Aeq (Ind + 4-M-IN -
Yiuow e 00°00TS - IUSWYOLUT “IN'Y ¥ + 4-M-IN -

S.SAe@ g ul LON uaJpPYd 104 —uBWIYILUT YI-] e
"Yiuow e 0O'OTTS €41X2 ue 10j Aepsany ppe ue) -

00°06€S - S¥:2-00:6 —S,S Aeq@ I 4-M-IN e

Yluow e 00°06€S - S¥:2-00:6 —S,7 10 S,€ Ae@ [INd 4-M-IN o

Yiuow e 00°0ZTS - OE€:TT-00:6 UOISSSS "W'BS,E Yl-1 o

Yluow e 00°08TS - SP:Z-ST:ZT UoIssas ‘w'd s,G PUBS i ‘S,€ 4-M-IN o
Yluow e 00°08TS - 0E:TT-00:6 UOISS3S "W'B S,G PUBS,{ ‘S, 4-M-IN  ®

uolew.ojul uoiying pue sweigoud

"ymoud [en1as|a1ul pue [eaisAyd ‘euoiows

‘|e190s 413y) urysunou jiym pjiya yoea ur a8ewi-jjas aaiisod e 191504 0}

SI 9A1309[qo ulew INQ "palel|dey JBYIE] PUB P3| P(IYD SI JUSWUOIIAUD

- woousse|d yoeg Aejd pue A1an0dsip ySnoays adeid saye; Sutusey)

1843} 9A31[3q 9N\ "SIUBISISSE S, 19Ydea) pauleJ} pue siaydea) pea| passdap

UM pagiels pue pasuddl| aieis st wesdoud syl ‘970z ‘1wWO€ Jaquiairdas Aq

PIO sJesA G 1o ¢ ‘€ 3q |Im oym udap|iyd 1oy wesSoud Jooydsaud uensuyd
€ 51940 s|je4 edoyeAn) Jo yainyd ISIPOYIBIA PaHUN 35414 DY

£T0T/920¢ Uoilew.ou| uoljesisisay
[00Y3Sauq uensuy) Aepyoo




Ohio Departmentof Job and Family Services

CHILD MEDICAL STATEMENT FOR CHILD CARE

Child's Name (printortype) Date of Birth

Note: Sections A and B must be completed by the examining Health Care Practitioner
(Physician/Physician's Assistant/Advanced Practice Registered Nurse/Certified Nurse Practitioner):

Section A- EXAMINATION

\ The above named child has been examined.

v The above named child is in suitable condition for participation in group care (i.e. free of infectious disease,
mentally and physically fitto be in group care).

V The above named child does not have allergies OR is allergic to the following (please list in space below):

Check below, if applicable:
[ Additional information that will assist the child care program in providing appropriate child care for the above
named child (special health care and developmental considerations) accompanies this form.

Optional: Measurements and Recommended Assessments/Screenings

Height - Vision JYes [ No Lead OvYes [ONo
Weight Hearing (JYes [ No Hemoglobin O Yes [ONo
BMI Dental [JYes [No Other

Notes:

ir oxang Health Care Practitioner ‘ "I Date of Eamination

Name of Examining Health Care Practitioner Telephone Number

Street Address City, State and Zip Code

ATTACH A COPY OF THE CHILD'S IMMUNIZATION RECORD INCLUDING DATES
(MM/DD/YYYY FORMAT) OF DOSES OF ALL IMMUNIZATIONS.

IMMUNIZATION (Complete ONLY ONE SECTION below)

Section 5104.014 of the Ohio Revised Code requires immunizations against the following diseases:
Chicken pox, Diphtheria, Haemophilus influenzae type b, Hepatitis A, Hepatitis B, Influenza, Measles, Mumps, Pertussis,
Pneumococcal disease, Poliomyelitis, Rotavirus, Rubella and Tetanus.

Section B - To be completed by the EXAMINING HEALTH CARE | Initials of Examining Health Care Practitioner

PRACTITIONER:
[J The above named child has been immunized against the diseases

listed above.

If an immunization is medically contraindicated or not medically appropriate
for the child’s age, note any exceptions by listing the specific

immunization(s): Date

Section C - To be completed by the child's parent ONLY IF Signature of Parent

WAIVING AN IMMUNIZATION(S):

[J | have declined to have my child immunized for reasons of
conscience, including religious convictions against all of the
diseases listed above or against the following disease(s):

Date

JFS 01305 (Rev. 10/2021)



Help Us Get to Know Your Child

Child’s Name: Nickname: Birthdate:

People presently living in child’s home:

Father/Guardian: Mother/Guardian:

Brother’s Name/Age: Sister’s Name/Age:

Does your child have a parent living outside the home?

If yes, how often do they see them?

Father’s occupation: Mother’s occupation:

Does your child have any fears?

Are there any medical problems we should be aware of?

Any known allergies?

Favorite interests?

Favorite toys?

Favorite foods?




Ohio Department of Children and Youth
CHILD ENROLLMENT AND HEALTH INFORMATION
FOR CHILD CARE

This form shall be completed prior to the child's first day of attendance and updated annually and as needed.

Child’'s Name Date of Birth First Day at Program/Home
Home Address City

State Zip Code Home Telephone Number

Parent/Guardian Name #1 Relationship to Child

Home Address [] Same as Child's Home Telephone Number [] Same as Child's

City State Zip

Email Address (if applicable) Cell Phone (if applicable)

Parent's Work/School Name Parent's Work/School Telephone Number

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home requests contact information
for other parents/guardians.  [] Yes ] No
If you answered yes, please indicate which information above to include on the list [JWork# [JCell# [JHome# []Email

Where can you be reached while your child is in this program/home?

Parent/Guardian Name #2 Relationship to Child

Home Address [ ] Same as Child's Home Telephone Number [] Same as Child's

City State Zip
Email Address (if applicable) Cell Phone

Parent's Work/School Name Parent's Work/School Telephone Number

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home, requests contact information
for other parents/guardians.  [] Yes 1 No
If you answered yes, please indicate which information above to include on the list [] Work # COcCell# [dHome# [ Email

Where can you be reached while your child is in this program/home?

Emergency Contacts: Parents cannot be listed as emergency contacts. List the name of at least one person who can be contacted
in the event of an emergency or iliness if you cannot be reached. Any person listed should be able to assist in contacting you. At least
one person listed must be able to take responsibility for the child in case the parent/guardian cannot be contacted and should be at least
18 years of age.

Name Name

City State City State
Telephone Number Relationship to Child Telephone Number Relationship to Child
Other numbers where emergency contact can be reached (if Other numbers where emergency contact can be reached (if
applicable) applicable)

Name of Physician or Clinic/Hospital

Street Address

City State Telephone Number

MNAN, AANANA ID~.. OIANAEC MmNt



Child’s Name

Allergies, Special Health or Medical Conditions, and Medical Foods

Fill in this section accurately and completely. Please note that if your child has a current health or medical condition requiring child care
staff to perform child specific care, such as: to monitor the condition, provide treatment, care, or to give medication, the DCY 01236
"Child Medical/Physical Care Plan for Child Care" must be completed and be kept on file at the program/home.

Does your child have any food, medication or environmental allergies? (check all that apply)

[INo
[ Yes - check all that apply [] Food  [] Medication [] Environmental Please list and explain:

Does your child’s allergy/allergies require child care staff to monitor your child for symptoms to take action if a reaction occurs, or give
emergency medication to your child? (check one)

[INo

[J Yes - a DCY 01236 "Child Medical/Physical Care Plan for Child Care" must be completed.

Does your child have a developmental delay or special health or medical condition? (check one)

] No

[] Yes - please explain

Does the special health or medical condition require child care staff to perform a procedure, or perform child specific care such as: to
monitor your child for symptoms or administer medication during child care hours? (check one)

[INo '

[] Yes - a DCY 01236 "Child Medical/Physical Care Plan for Child Care" must be completed.

Is your child currently using any medication or medical food? (check one)

[INo

[ Yes - please explain

If yes, does this medication or medical food need to be administered at the child care program/home?

[INo

[] Yes - a DCY 01217 "Request for Administration of Medication" must be completed and kept on file for each medication and a DCY
01236 "Child Medical/Physical Care Plan for Child Care" must be completed for the medical food.

Does your child have any dietary restrictions, including those for medical, religious or cultural reasons? (check one)

[ No

[ Yes - please explain

Does this dietary restriction require a modified diet that eliminates all types of fluid milk or an entire food group?
[INo

[] Yes - written instructions from the child's health care provider must be on file.

[C] N/A - program does not provide meals or snacks to the child.

DCY 01234 (Rev. 8/2025) Page 2 of 4



Child's Name

List any history of hospitalization, outpatient surgery, or previous health concerns that would be needed to assist the staff or medical
personnel in an emergency situation.

[] Not applicable

List any additional information about your child that would be useful for staff to know, such as fears or ways that your child prefers to
be comforted.

[] Not applicable

List any additional information about your child that would be useful for staff to know, such as eating or sleeping habits.

[] Not applicable
List any additional information about your child that would be useful for staff to know, such as special routines, or behavior needs.

[] Not applicable

DCY 01234 (Rev. 8/2025) Page 3 of 4



Child's Name

Diapering Statement

Is your child toilet trained? [] Yes (If yes, skip to Emergency Transportation Authorization section)

] No (If no, fill out the following:)
The program's policy is to check diapers every hours. Please indicate if you want your child's diaper checked according to the
program's policy or another:

] 1 agree with the program's schedule [] 1do not agree, please check my child's diaper every hours.

Emergency Transportation Authorization

Give Permission to Transport Do Not Give Permission to Transport
Program or Home Name Program or Home Name
has permission to secure emergency transportation for OR does not have permission to secure emergency
my child in the event of an illness or injury which requires transportation for my child in the event of an illness or injury
emergency treatment. The emergency transportation Do which requires emergency treatment. | wish for the following
service will determine the facility to which my child will be not | action to be taken:
sign
transported. both
Parent's Signature Date Parent's Signature Date

Acknowledgement of Policies and Procedures
I have reviewed and received a copy of the program's or home's policies and procedures/handbook. [JYes [INo (check one)

This form, after being completed and signed by the parent/guardian, must be reviewed for completeness and signed by the
administrator/designee prior to the child receiving care.

Parent/Guardian Signature(s) Date

Administrator/Designee Signature Date

The form is to be initialed and dated, at least annually, after it has been reviewed by the parent/guardian. This is to indicate all
information has stayed the same or changes have been noted. If significant changes are needed, please complete a new form.

Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review

Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review

Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
Note:

This is a prescribed form which must be used by child care providers to meet the requirements to rules 5180:2-12-15, 5180:2-13-15, and 5180:2-14-04.

This form must be on file at the program or home on or before the child's first day of attendance and thereafter while the child is enrolled.

Reset Form

NCY 019224 (Rav RIP2N2RK) Page 4 of 4



Parent Review

Child’s Name;

| have received a copy of

Parent or Guardian’s name (Please Print)

the preschool’s Parent Handbook (can be found on the school
website).

- The Parent Handbook has been reviewed with me by
the administrator of the preschool.

(parent/guardian’s initials)

- lunderstand the policies and procedures to of the
parent/guardian’s handbook and will abide by its’
content.

(parent/guardian’s initials)

Parent/Guardian’s Signature Date




Weekday Christian Preschool
Of

First United Methodist Church

Child’s Name:

Please list the names/relationship below of those people who have your
permission to pick up you child. We ask that you please either call or send a
note in notifying the permission. Individuals on this list will need a valid picture
ID in order to verify their identity. We can only release children to individuals

age 16 and up.

Parent/Guardian’s Name:

Parent/Guardian’s Name:

Name/Relationship:

Name/Relationship:

Name/Relationship:

Name/Relationship:

Name/Relationship:

Name/Relationship:

Name/Relationship:




Weekday Christian Preschool

of
First United Methodist Church
Permissions
Child’s Name
Purell

| give my permission for the Weekday Christian Preschool to use Purell
and/or other Hand Sanitizers occasionally with my child.

| understand that this does not take the place of all hand washing and will
only be dispensed by the teachers.

Signature

Property Use
| give my permission for my child to participate in school related activities on
the whole of the First United Methodist Church property. Ex/ Chapel,
Asbury Hall, Wesley Hall)

Signature

Photo

Yes--- | give my permission for the use of my child’s photo on materials to be
used outside of the Preschool for the purpose of sharing information about our
program. (Ex/ at a Preschool Fair at the Library, Facebook, preschool website....)

No--- | do not want my child’s photo used outside of the school or on any
social media sites.

Signature




