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Office Notations:  
Date of Enrollment: 			 Start Date: 			
Verified By: 				Classroom: 			




 



CHILD INFORMATION
1) Enrolling Child’s Name: 							 	Date of Birth: 			
[bookmark: _Hlk483477379]Gender: Female 	   Male 		Child’s Social Security Number: 					
Does your child have a diagnosis? Yes	  No 	        If yes, what is the diagnosis? 																			
Does your child have an IEP or IFSP? Yes _____ No ____ (If yes please attach a copy)
If your child has a diagnosis, please complete the CHILD DEVELOPMENT INFORMATION form.
2) Enrolling Child’s Name: 							 	Date of Birth: 			
Gender: Female 	   Male 		Child’s Social Security Number: 					
Does your child have a diagnosis? Yes	  No 	        If yes, what is the diagnosis? 																			
Does your child have an IEP or IFSP? Yes _____ No ____ (If yes please attach a copy)
If your child has a diagnosis, please complete the CHILD DEVELOPMENT INFORMATION form.
3) Enrolling Child’s Name: 							 	Date of Birth: 			
Gender: Female 	   Male 		Child’s Social Security Number: 					
Does your child have a diagnosis? Yes	  No 	        If yes, what is the diagnosis? 																			
Does your child have an IEP or IFSP? Yes _____ No ____ (If yes please attach a copy)
If your child has a diagnosis, please complete the CHILD DEVELOPMENT INFORMATION form.
4) Enrolling Child’s Name: 							 	Date of Birth: 			
Gender: Female 	   Male 		Child’s Social Security Number: 					
Does your child have a diagnosis? Yes	  No 	        If yes, what is the diagnosis? 																			
Does your child have an IEP or IFSP? Yes _____ No ____ (If yes please attach a copy)
If your child has a diagnosis, please complete the CHILD DEVELOPMENT INFORMATION form.


Child(ren)’s Address: 												
								City		 	State		Zip  
Please attach copy of social security card for each child enrolled.
MOTHER/GUARDIAN INFORMATION (All information listed below must be completed)
Mother/Guardian’s Name: 												
If you are the guardian, please explain relationship: 									
Mother/Guardian Social Security Number: 					 
(Please attach a copy of Social Security Card and Driver’s License)
Mother/Guardian Home Address: 											
        City		 State		Zip  
Cell Phone: 						   Home Phone: 						
Can we text you if needed?  Yes______  No________	Email: 							
Do you work: Yes	  No 	  	Do you attend school: Yes	  No 		School: 			
Occupation & Place of Employment: 										
Work Address: 													 
City		 	State		Zip  
Days and Hours Worked: 							Work Phone: 				
Name of your school: 								Location: 				
FATHER/GUARDIAN INFORMATION
Father/Guardian’s Name: 												
If you are the guardian, please explain relationship: 									
Father/Guardian Social Security Number: 	
[bookmark: _Hlk16857831](Please attach a copy of Social Security Card and Driver’s License)
Father/Guardian Home Address: 											
        City		 State		Zip  
Cell Phone: 						   Home Phone: 						
Can we text you if needed?   Yes_______ No ________	Email: 							
Do you work: Yes	  No 	  	Do you attend school: Yes	  No 		School: 			
Occupation & Place of Employment: 										
Work Address: 													 
City			 State		Zip  
Days and Hours Worked: 							Work Phone: 				
Name of your school: 								Location: 				
FAMILY INFORMATION
Please list other members of the household, date of birth and gender below.
	Name
	Date of Birth
	Gender (circle)

	
	
	M        F

	
	
	M        F

	
	
	M        F

	
	
	M        F


Initial Here: 		
TELL US ABOUT YOUR FAMILY 	Child’s Name: 							

The information you supply below will assist the staff in providing the best care possible for your child.  Please note that this questionnaire is simply the first step in getting to know your family.  On-going, open communication with your child’s caregiver is vital to our ability to provide quality, individualized care.  If you have additional information you would like to share about your family, please feel free to write it down and share it with the staff.

1. Who is in your family? 																																							
2. What’s your favorite thing to do together as a family? 																																			
3. What’s your favorite family meal? 																							
4. What’s your favorite TV show or movie to watch together?																					
5. What was your favorite family vacation or where would you most like to go on a trip together? 																														
6. What’s your favorite holiday and how do you celebrate? 																																			
7. What’s the most relaxed time of day for your family?  What goes on then? 																																
8. Do you speak a language other than English at home?  	Yes 	    	No
9. If yes, which language or languages? 																							
10. Please mark one ethnic identity: 	    Hispanic or Latino		     Not Hispanic or Latino
11. Please mark one or more racial identities:	       Asian		    American Indian or Alaska Native
                   Caucasian		Native Hawaiian or Other Pacific Islander         
                   Black or African American
12. Other information you would like us to know about your family? 																				




TELL US ABOUT YOUR CHILD  	Child’s Name: 							

Please complete one form for each child you enroll.  If you need an additional form, please ask.

The information you supply below will assist the staff in providing the best care possible for your child.  If you are enrolling more than one child, please complete one form for each child.  Please note that this questionnaire is simply the first step in getting to know your child.  On-going, open communication with your child’s caregiver is vital to our ability to provide quality, individualized care.  If you have additional information you would like to share about your child, please feel free to write it down and share it with the staff.

1. What would you like us to know about your child to provide the best possible care?																															
2. Are there any special instructions for the care of your child? 																																		
3. Does your child have any special interests, favorite toys, or types of play? 																																	
4. Does your child have any fears?																																						
5. If your child is upset, how should we best help calm him/her? 																																		
6. How does your child adjust to new situations? 																																				
7. Is your child toilet trained? 	Yes 	    No	     Currently toilet training
8. If your child is toilet training, please share with us your expectations or special instructions for the time they are in our care. 																										
9. Is your child currently taking medication?    	Yes 	    No (All medication needing to be administered at the center must be prescription medications, must be in the original container, and have a complete prescription label on the container.  Over the counter medications, including diaper rash creams, can be given and must be accompanied by a doctor’s note before they can be administered).
10. If yes, what medication is your child taking? 							  	
Please refer to the Medication Administration Policy in the Family Packet/Handbook.
FIELD TRIP PERMISSION
I give my consent for my child to take part in any field trips planned for the early childhood program, including walks up to the gym on the second floor and sensory integration gym on the second floor of the church building.  Walking to area parks, recreational facilities, attractions, and community events is a regular part of the childcare program.  I understand that field trips may include public or private transportation as well as walking.  I understand that I will be informed of and asked to sign consent for each individual trip in which my child leaves the premises.  

Children will not be allowed to participate without written permission.  To participate in fieldtrip opportunities, children must arrive at Gateway before the class departs.  For safety reasons, children may not be dropped off with the class after they have already left the facility for the fieldtrip.  If another age-appropriate classroom is still in the building and can care for the child while maintaining state mandated child/staff ratios and group sizes, the child may remain at Gateway until the class returns from a fieldtrip.  If there is not an age-appropriate classroom still in the building and/or the class would not be able to maintain state mandated child/staff ratios and/or group size, the child may not be dropped off at Gateway until the class returns from the fieldtrip.
Initial Here: 		

BIG GYM/SENSORY GYM PERMISSION
I give my consent for my child to go to the big gym and/or sensory gym daily (Monday through Friday), with their designated classroom.  If my child is transitioning/visiting a different classroom during the time that classroom is scheduled to be in the big gym/sensory gym this form gives permission for my child to go with either classroom.  
Initial Here: 		

SUNSCREEN/INSECT REPELLANT PERMISSION
I give my consent for the staff to assist my child in applying sunscreen and/or insect repellant as needed.  I understand that as my child participates in the regular activities of the early childhood program being outside for extended periods of time may be necessary.  I understand that it is my responsibility to provide such sunscreen and insect repellant.
Initial Here: 		

PARENT/GUARDIAN/TEACHER CONFERENCES
I agree to participate in parent/guardian/teacher conferences which will be scheduled at least three times per year.  Parents/guardians or teachers may request a conference any time between scheduled conferences.  In addition, teachers are always available for on-going communication and parents/guardians are always welcome at any time to observe the early childhood program.
Initial Here: 		

SUSPENSION AND EXPULSION POLICY
Gateway Association, Inc. supports the right of every young child and his/her family to participate in all programs and activities.  This inclusive experience for children of all abilities reinforces our mission of helping children to reach their highest potential.  Gateway provides access to a variety of growth and learning opportunities.  We can modify environments to provide full access to the curriculum for every child.  Sometimes adaptive equipment and technology is provided by the family or Gateway to help children function in our inclusive environment.  Families are also an important part of inclusion and they have access to trainings and support through staff members.  If you have any concerns about your child’s development, please let your child’s teacher and the director know.  Gateway would be happy to work with you and your child to find resources that fit your needs.  Resources may include but are not limited to First Steps, Anderson Community Schools, Meridian Health Services, Aspire, etc.  For specific steps that must be followed when a child engages in challenging behaviors, please see the Suspension and Expulsion Policy in the Family Handbook.
Initial Here: 		



PHOTO/PUBLICITY AGREEMENT (Please be sure to initial if you GIVE or DO NOT GIVE consent)


															
Print Child/Children’s First and Last Name


I GIVE CONSENT for my child(ren)’s photo, name, or video of my child(ren) to be taken and utilized in publicity relating to program activities (newspaper, agency newsletter, displays, website, Facebook, etc.)  In giving this consent, I hereby give permission to Gateway Association, Inc. to use the personal story and/or photograph of my child(ren), 

in any responsible media of communication, in brochures, presentations, and in displays of Gateway Association, Inc.   I further grant permission for the copyright of such material and consent that they may be reproduced either partially or in full or in conjunction with other photographs in a discretionary manner.  I release Gateway Association, Inc. from any obligation or liability regarding the publication of photographs.  I have read the above statement and am familiar with its contents. 
Initial Here If You GIVE Consent: 	

I DO NOT GIVE my consent for my child(ren)’s photo, name, or video of my child(ren) to be utilized in publicity relating to program activities (newspaper, agency newsletter, displays, website, Facebook, etc.) I understand that photographs of my child(ren) may be used internally in the classroom or within the agency setting, but not released publicly.
Initial Here If You DO NOT GIVE Consent: 		

FAMILY HANDBOOK
I acknowledge that I have received a copy of the “Welcome to Gateway” Family Packet/Handbook.  I agree to read and follow the policies outlined in the handbook and understand that I may direct any question I have to the Director of Early Childhood Programs or the Executive Director.  I understand that Gateway Association, Inc. policies must be followed consistently and my failure to follow the policies may result in my child(ren) being withdrawn from the program.  I also understand that Gateway Association, Inc. may change or update policies and I agree to follow the policies after being notified of the changes. 
Initial Here: 		

BIRTH CERTIFICATE CONSENT
The state of Indiana requires licensed childcare centers to report the names and birth dates of all children enrolled in the program and maintain a copy of the child’s birth certificate on file.  By completing the section below and signing this document, I give permission for Gateway Association, Inc. to report the name and birth date of my child or children to the Division of Family and Children Pursuant to Indiana Code 12-17.2-2-1.5.

Name of Child: 								Date of Birth: 				
Name of Child: 								Date of Birth: 				
Name of Child: 								Date of Birth: 				
Name of Child: 								Date of Birth: 				

Please attach a copy of the Birth Certificate for each child enrolled.			Initial Here: 		


RELEASE OF CHILDREN
Children enrolled in our early childhood programs will only be released to individuals authorized by the enrolling parent(s)/guardian(s).  Individuals picking up children from our programs will be required to show a photo ID.  This list of authorized individuals may only be changed in writing by the enrolling parent(s)/guardian(s).  Children will not be released to anyone appearing to be intoxicated or under the influence of other controlled substances that may impair their sense of judgment.  Anyone picking up children must be at least 18 years of age and must be listed as authorized to pick up the child on the child’s enrollment forms as completed by the parent or guardian.  To deny authorization of a parent listed on the child’s birth certificate, a copy of relevant court orders that affect the child must be on file at Gateway Association, Inc.  All information must be filled in, including name, relationship, phone numbers, and address.  Parents/guardians are responsible for keeping emergency contact information current by completing the Information Update Form and turning it in to the Enrollment office.

EMERGENCY CONTACT/PICK-UP INFORMATION (phone numbers and addresses must be provided; state licensing requires them)
· Name: 						   Relationship: 		   Cell: 		   		
Address: 										   Phone: 			
· Name: 						   Relationship: 	               Cell: 				
Address: 										   Phone: 			
· Name: 						   Relationship: 		   Cell: 				
Address: 									  	   Phone: 			
· Name: 						   Relationship: 		   Cell: 				
Address: 										   Phone: 			
· [bookmark: _Hlk479937350]Name: 						   Relationship: 	               Cell: 				
Address: 										   Phone: 			
· Name: 						   Relationship: 		   Cell: 				
Address: 										   Phone: 			
· Name: 						   Relationship: 		   Cell: 				
Address: 										   Phone: 			
· Name: 						   Relationship: 		   Cell: 				
Address: 										   Phone: 			

INDIVIDUALS SPECIFICALLY DENIED AUTHORIZATION
To deny authorization of a parent listed on the child’s birth certificate, a copy of relevant court orders that affect the child must be on file at Gateway Association, Inc.

· Name: 						   Relationship: 	               Cell: 				
Address: 										   Phone: 			
· Name: 						   Relationship: 		   Cell: 				
Address: 										   Phone: 			
· Name: 						   Relationship: 		   Cell: 				
Address: 										   Phone: 			
Initial Here: 		
CHILD’S MEDICAL INFORMATION (Addresses and phone numbers must be provided)
Child’s Dentist: 						Phone Number: 					
Address: 														
        City		 	State		Zip  
Child’s Physician: 						Phone Number: 					
Address: 														
        City		 	State		Zip  
Known allergies, special needs, or health conditions: 								
Special instructions for staff: 																											
[bookmark: _Hlk478545784](All medication needing to be administered at the center must be prescription medications, must be in the original container and have a complete prescription label on the container.  Over the counter medications, including diaper rash creams, can be given and must be accompanied by a doctor’s note before they can be administered).
If your child has had a seizure, please complete the SEIZURE INFORMATION form.

HEALTH EXAMINATIONS
A health examination including current immunizations is required for each child within thirty (30) days after admission.  The child’s health record form must be signed by a physician or nurse practitioner no earlier than twelve (12) months prior to enrollment.  A current and complete record of your child’s immunization history showing the month, day, and year of each immunization is required.  Each time your child receives new immunizations a record of those immunizations must be given to Gateway Association, Inc. to be kept on file.  Until your child is 3 ½ years of age a yearly physical and updated immunization records are required to be given to Gateway Association, Inc. to be kept on file.  Gateway Association, Inc. will provide physical forms for use during the examination.  Child care services must be terminated if a health form is not returned within the above stated time period.
Initial Here: 		

EXCLUSION OF ILL CHILDREN
If your child becomes ill during the school day, we will do all that we can to make him/her comfortable until a caregiver can arrive.  For the health of all children and staff members, ill children will be excluded from the classroom if they display any of the following symptoms:
· Fever of 100 degrees or higher
· Chills
· Diarrhea
· Lethargy or fatigue
· Vomiting, nausea, or abdominal pain
· Inability to participate in classroom activities
· Rash that is spreading
· Headache
· Sore throat
· Muscle or body aches
· Cough or shortness of breath
· Congestion or runny nose
· New loss of taste or smell
When a child becomes sick, we will use one of the following options to isolate the child to the best of our ability.  If we have an extra staff member available, s/he will take the child to an unused classroom and stay there with the child until someone is able to pick the child up.  Taking the child to the office to remove them from the rest of the children is a second option.  Our third option is to create a separated space for the child in the classroom and work with the other children to give the sick child their space.

If a parent/guardian is called because of a child’s illness, s/he must arrange to have his/her child picked up as soon as possible by anyone on the approved pick-up list.  Amendments to this list must be made in person, in the Enrollment office.  If a child is sent home due to illness, s/he must be symptom free and medication free for 24 hours before returning to daycare or have a doctor’s note stating that s/he is not contagious and can return to school.  If we sent your child home, s/he will not be able to return to Gateway the next day unless they have been seen by a doctor and the doctor has written a note stating that s/he can return to daycare.

If, because of your child’s symptoms, we have any reason to believe s/he may have a communicable disease, rash, or other contagious illness or a doctor diagnoses your child with a communicable disease, rash, or other contagious illness we will require written verification from a doctor that the child is not contagious before s/he returns to the center.

If your child is displaying any of these symptoms at home, do not bring her/him to school.  Children MUST be symptom free for 24 hours without medication before returning to school.  Communicable diseases/contagious illnesses can spread very quickly in childcare settings.  You will be protecting your child’s health and the health of your family by keeping ill children out of the center.  If a doctor sees your child, please call Gateway at 765-649-1900 and let us know what s/he has been diagnosed with, so that we can take proper precautions and notify the rest of our families that their child has been in contact with someone that is ill.

Please stop by the office and check to make sure that everyone you may need to assist in dropping off or picking up your child/children are on their authorized pick-up list and that we have the correct contact information for everyone on the list.  Changes to the authorized pick-up list must be made in person by the enrolling parent/guardian.

If your child should need to take medication while at Gateway, check with your child’s classroom teacher to make sure that we have your child’s medication on hand.
Initial Here: 		

EMERGENCY HOSPITAL TREATMENT
I hereby consent to and authorize the medical personnel to examine and treat my child/children, 
															 
(Child/Children’s Names)
in the event of my absence, without the need of obtaining further specific consent for such examination or treatment from me.  I assume full responsibility for the treatment rendered and for the transportation to and from the hospital.  I understand that the consent and authorization herein granted does not include surgical procedures unless a life-threatening condition exists.
Initial Here: 		

HOLD HARMLESS AGREEMENT
I agree to hold harmless, Gateway Association, Inc.’s Gateway Developmental Learning Center, its employees, and agents, from any and all claims, demands, injuries, damages, actions or causes of actions which arise, regardless of whether such claims are based on negligence or other grounds.
Initial Here: 		
ASSIGNMENT OF INSURANCE BENEFITS
In the event of medical treatment, I assume full responsibility for the treatment rendered and for the transportation to and from the hospital.  I understand that the consent and authorization herein granted does not include surgical procedures unless a life-threatening condition exists.

Authorization Signature: 								Date: 				


CONSENT FOR EVALUATION/TREATMENT
Do you have any concerns about your child’s development: Yes     No	
If yes, please complete the CHILD DEVELOPMENT INFORMATION form and have your child’s physician complete the PHYSICIAN’S ORDERS form.

Gateway Association, Inc. staff will perform a brief developmental assessment for your child to determine his/her age and stage of developmental performance.  This usually occurs within 30 days of enrollment.  If your child has any developmental concerns, Gateway Association, Inc. has available a full range of referrals for developmental support services.  If during the initial assessment, any concerns are noted, you will be contacted for further information about your child’s development.

I authorize permission for the following evaluation procedures to assist in determining an appropriate developmental program and completion of an individual plan of care and/or family service plan.
Child’s Name: 									Date of Birth: 	 		
	  Communication Evaluation (ST)			  Fine Motor Evaluation (OT)
	  Developmental Assessment (DT)			  Gross Motor Evaluation (PT)
	  Sensory/Balance Assessment (PT)

I hereby release Gateway Association, Inc., supporting organizations and all persons associated therewith for personal injury or loss while my child is participating in Gateway Association, Inc. programs.

I understand these consents may be revoked and/or amended by my written request at any time except to the extent that action has already taken place.  If no written revocation is received, these consents will expire at the end of the child’s program participation.
Initial Here: 		


IFSP/IEP/BEHAVIORAL TREATMENT PLAN
So that the staff of Gateway Association, Inc. can best meet the needs of your child with a diagnosed special need, or a child that has a diagnosed behavioral need, we are required by state licensing regulations to have a copy of a current IFSP, IEP, and/or Behavioral Treatment Plan on file at Gateway Association, Inc.  Each time an IFSP, IEP, and/or Behavioral Treatment Plan is updated a new copy must be provided to Gateway Association, Inc. to be kept on file.  Teachers and/or administrators must also participate in case conference meetings and/or meet with the parents/guardians.  Please inform center staff in advance of case conference meetings days and times, so that arrangements for their attendance can be made. 
 Initial Here: 		






CONSENT FOR RELEASE OF INFORMATION
I authorize release of information between (to and from) the following agencies or individuals for the purpose of assisting in the development of appropriate goals and providing appropriate services: 

1. 														 
2. 														
3. 														
4. 														
Information Requested:
	 Medical records & recommendations		 Psychological records & recommendations
	 Social information & recommendations		 Neurological records & recommendations
	 Physical/Occupational therapy records 		 Educational records & recommendations
	 Speech and/or Hearing records			 Dental records & recommendations
	 Employment records					 Other (specify) 					
	
I understand this release may be revoked by my written request at any time except to the extent that release has already occurred.  If no written revocation is received, this release will expire sixty (60) days following the termination of services.									
 Initial Here: 		


CHILD & ADULT CARE FOOD PROGRAM (CACFP)
Gateway Developmental Learning Center participates in the Child & Adult Care Food Program (CACFP).  The CACFP plays a vital role in improving the quality of care for children by making care more affordable for many low-income families.  Through CACFP, nearly 3 million children receive nutritious meals and snacks each day as part of the care they receive.   The CACFP reimburses centers at free, reduced-price, or paid rates for eligible meals and snacks served to enrolled children, targeting benefits to those children most in need.  For Gateway to participate in the CACFP program, each family is required to fill out necessary paperwork during enrollment and annually thereafter.  Please be sure to complete the CACFP forms provided.
*The USDA is an equal opportunity provider and employer*
Initial Here: 		


MEAL TIMES
The following are set meal times.  Our meal times and portion sizes are set with the Child & Adult Care Food Program and with state licensing.  These are the only times we are permitted to serve meals/snack to children ages 1-12.  If you drop your child off after a meal has ended, please make sure that your child has eaten that meal as we are not permitted to go make them food outside of a designated meal time.  If you are running late and grabbed something for your child to eat/drink please make sure they have finished their food/drink before taking them into the classroom.  If your child is having a birthday and would like to bring in treats, please make sure treats are store bought and juice is 100% juice.  Please also be aware that these special treats are not permitted to be served during set meal times, which are listed below.  

	Meal
	Start Time
	End Time

	AM Snack
	6:30 am
	7:00 am

	Breakfast
	8:30 am
	9:00 am

	Lunch
	11:00 am
	11:30 am

	Rest Time
	12:00 pm
	2:30 pm

	PM Snack
	2:30 pm
	3:00 pm


Initial Here: 		

FINANCIAL RESPONSIBILITY CONTRACT
Enrollment Fees: The Developmental Learning Center has an enrollment fee of $40 for one child.  For families with more than one child enrolling at the same time the enrollment fee is $60 total.  A new enrollment fee will be assessed for any child returning to the program after being withdrawn, or for enrolling new children to the program.  Enrollment fees are nonrefundable and hold a child’s spot for up to one week.   
Initial Here: 		

The Developmental Learning Center is a not-for-profit, self-sufficient program, with its revenue originating through fees paid by participating families.   Each year a budget is prepared, estimating expenses needed to serve the projected student enrollment.  Subsequently, fees are calculated to meet expenses, based on projected enrollment and attendance.

Program Fees: Program fees are determined at enrollment based on your child’s age and whether you need daily, part-time or full-time services.   Fees are not reduced or suspended if your child does not attend for any reason or length of time.  Childcare fees are due on Friday for the next week of service and are late if not received by 5:30pm.   Gateway accepts payments through the Brightwheel App and payments made with cash, checks, and money orders in the Enrollment office.  All in person payments should be dropped into the cream payment box, which is located on the wall to the right, after entering the Enrollment office downstairs.  Cash payments need to be placed in an envelope, labeled with the child’s name before being dropped in the payment box.  Please make all checks and money orders payable to Gateway Association, Inc and put the child/children’s names on the memo line.  If a check is returned for insufficient funds a $25 fee will be assessed to your account, in addition to the fees we incur from the bank.  If an online payment through the Brightwheel App fails for any reason, a $5 fee will be assessed to your account.

Fees are paid one week in advance and are due by 5:30pm on Friday before the next week of service.  If fees remain unpaid for 2 weeks, the child will be suspended from the program.  The child will not be permitted to return until the fees are current or the parent /guardian has made satisfactory payment arrangements, and a spot is available in the classroom.  Should your child be suspended for lack of payment, no priority will be given for your child’s return to the classroom ahead of a child who has been on the waiting list.  If payment arrangements are being made, you will be asked to sign a Payment Arrangement confirming that you understand and agree to the arrangements that we have made to accommodate you in catching up on your late fees.  If multiple people are paying for child care fees a Financial Agreement will be created showing all persons responsible for fees and all responsible parties must sign the Financial Agreement.    

If your child is absent for two weeks with no communication from the family/guardian your child will be automatically withdrawn from the program.  You will be charged for the two weeks of no attendance. 

If your child leaves the program owing fees, without making and adhering to satisfactory payment arrangements, these fees will be reviewed for collection procedures.  In consideration of the services to be provided to the customer/client, I/we hereby guarantee payment in full of the customer’s account in accordance with the financial arrangements made at the time of service/purchase or, if no such arrangements are made, in event of default in payment, reasonable collection agency fees equal to thirty (30%) percent of the delinquent balance and reasonable attorney fees, shall be added to the amount due on the account, plus any applicable court costs.  You expressly consent and agree to Gateway Association, Inc. and their affiliates, agents and service providers may use written, electronic or verbal means to contact you.  This consent includes, but is not limited to, contact by manual methods, prerecorded or artificial voice messages, text messages, emails and/or automatic telephone dialing systems.  You agree that Gateway Association, Inc. and their affiliates, agents and service providers may use any email address or any telephone number you provide, now or in the future, including a number for a cellular phone or other wireless device, regardless of whether you incur charges as a result. 
Initial Here: 		

Sibling Discount: A 20% sibling discount is available.  After the first privately paid child, a discount of 20% will be given to each privately paid sibling.  Please see the Executive Director if you have any questions.   Program fees are nonrefundable.
Initial Here: 		

Two Week Notice:  Gateway Association, Inc. requires a two-week written notice to withdraw a child/children from the program.  This will allow maintaining the correct student/teacher ratio and for contacting families on the waiting list of availabilities.   An information update form needs to be completed and turned in to the Enrollment office.  If the information update form is not completed and returned to the office, you will be billed for two weeks of care, regardless of your child’s attendance.  
Initial Here: 		

LATE PICK-UP: Gateway closes at 5:30 p.m.  All children are expected to be picked up NO LATER than 5:30 p.m.  Please be prompt in picking up your child and leaving the premises by this time.  Also, please consider weather and traffic conditions when making your pick-up arrangements.

Beyond center closing time, 5:30 pm, unless notified otherwise, Gateway Association, Inc. staff shall assume that an emergency has arisen which prevents the child from being picked up by the parent/guardian.  Upon this determination, a staff member will attempt to contact the individual(s) indicated on the Emergency Contact/Pick-up list.  Failing to resolve the difficulty with individuals listed on the form, or the parent/guardian, will result in a staff member, then notifying the appropriate authorities to have the child safely removed from Gateway Association, Inc.  Parents/guardians are responsible for keeping emergency contact information current by completing the Information Update Form and turning it in to the Enrollment office.

We understand that emergencies do arise on occasion.  However, whether it is to go home after a long day, hold important meetings, or do some extra work, after school time needs to be preserved for our teachers and staff’s personal obligations.  We appreciate your cooperation and your understanding when we adhere to these policies.

[bookmark: _Hlk16853699]Individuals arriving after 5:30 pm or still in the building for any reason after 5:30 pm will be asked to sign a form confirming the late pick-up and recognizing that a late pick-up fee will be assessed.  Late pick-ups will be tracked from January-June and July-December.  More than three late pick-ups within the established six-month period will result in suspension or termination of your child’s enrollment in our program.
Late fees will be applied per child as follows:
1st Occurrence
$10 for 1-15 min.		$15 for 16-30 min.		$20 for 31-45 min.
2nd Occurrence
$15 for 1-15 min.		$20 for 16-30 min.		$25 for 31-45 min.
3rd Occurrence
$20 for 1-15 min.		$25 for 16-30 min.		$30 for 31-45 min.
Fees will continue to increase by $5 for every 15 minutes or portion thereof, per child.
Initial Here: 		

If your child leaves the program owing fees, without making and adhering to satisfactory payment arrangements, these fees will be reviewed for collection procedures.  In consideration of the services to be provided to the customer/client, I/we hereby guarantee payment in full of the customer’s account in accordance with the financial arrangements made at the time of service/purchase or, if no such arrangements are made, in event of default in payment, reasonable collection agency fees equal to thirty (30%) percent of the delinquent balance and reasonable attorney fees, shall be added to the amount due on the account, plus any applicable court costs.  You expressly consent and agree to Gateway Association, Inc. and their affiliates, agents and service providers may use written, electronic or verbal means to contact you.  This consent includes, but is not limited to, contact by manual methods, prerecorded or artificial voice messages, text messages, emails and/or automatic telephone dialing systems.  You agree that Gateway Association, Inc. and their affiliates, agents and service providers may use any email address or any telephone number you provide, now or in the future, including a number for a cellular phone or other wireless device, regardless of whether you incur charges as a result. 
Initial Here: 		

Mother/Guardian Signature: 									Date: 			

Father/Guardian Signature: 									Date: 			


CCDF AND/OR ON MY WAY PRE-K VOUHCER AGREEMENT

Gateway will maintain attendance records in the portal for all children receiving CCDF or OMW vouchers.  Children will be marked as Present for any day they are in attendance at Gateway, for any length of time.  Children will be marked as Absent for any days they are scheduled to attend and do not attend for any part of the day.  Children will be marked as Off Day for any days that Gateway is open and they are not regularly scheduled to attend.  
CCDF/OMW absences will be tracked against an excessive absence policy that states if a child reaches 40 absences withing an enrollment year or 20 consecutive absences across all providers they attend or, their vouchers will be terminated.  Families will have to wait 90 days to re-apply for a child that was terminated due to excessive absences.  Letters from CCDF/OMW will be issued to families and Gateway after children miss 10, 20, 30, and 40 days and information will be available in the provider and parent portals.  
It is important that you continue to sign your child in and out in the binders daily.  We use the sign in/out pages to enter attendance in the CCDF/OMW portal.  Please see the Executive Director for additional information.
Gateway Association, Inc’s policy is:
1. CCDF and OMW children will not be charged for enrollment fees.
2. Parent/Guardian need to set up a Parent Portal by going to https://access.in.gov/signin/ and sign in to Access Indiana.  (If you don’t have an Access Indiana account, you can create one at https://access.in.gov/signup/.) 
3. We are entitled to collect the weekly authorized copay and/or overages, regardless of actual weekly attendance. 
4. If you are behind on paying copays, overages, or fees not covered by CCDF/OMW Pre-K, your child/children will not be permitted to attend until all fees are paid in full or a payment arrangement has been set up. 
5. If your child is present at Gateway for any portion of the day, your child will be marked as present.
6. If your child is schedule to attend and does not attend for any portion of the day, your child will be marked as Absent.  
7. For days that your child is not regularly scheduled to attend on days that Gateway is open, your child will be marked as Off Day and will not count as an Absence. 
8. Copay and overage fees are due on Friday for the next week of service and are late if not received by 5:30pm Friday.

If your child leaves the program owing fees, without making and adhering to satisfactory payment arrangements, these fees will be reviewed for collection procedures.  In consideration of the services to be provided to the customer/client, I/we hereby guarantee payment in full of the customer’s account in accordance with the financial arrangements made at the time of service/purchase or, if no such arrangements are made, in event of default in payment, reasonable collection agency fees equal to thirty (30%) percent of the delinquent balance and reasonable attorney fees, shall be added to the amount due on the account, plus any applicable court costs.  You expressly consent and agree to Gateway Association, Inc. and their affiliates, agents and service providers may use written, electronic or verbal means to contact you.  This consent includes, but is not limited to, contact by manual methods, prerecorded or artificial voice messages, text messages, emails and/or automatic telephone dialing systems.  You agree that Gateway Association, Inc. and their affiliates, agents and service providers may use any email address or any telephone number you provide, now or in the future, including a number for a cellular phone or other wireless device, regardless of whether you incur charges as a result. 


Mother/Guardian Signature: 									Date: 			

Father/Guardian Signature: 									Date: 			


[image: ]Developmental Learning Center Fees
Days: Monday –Friday 		Times: 6:30 am- 5:30 pm	

Accepted Funding: Private pay, Child Care Vouchers, On My Way Pre-K Vouchers, NACCRRA (Military Funding).






		Regular Weekly Fees Effective 3/1/26

	Age Group
	Full Time
More than 25 hr./week
	Part Time
Less than 25 hr./week
	Daily Rate
1 or 2 days (upon availability of space)

	Infants
	$300/week
	$250/Week
	$85/day

	Toddler/Two’s
	$230/week
	$200/week
	$70/day

	Preschool 3, 4, 5
	$215/week
	$160/week
	$55/day

	School Age Break Care
	$200/week
	$160/week
	$45/day

	School Age Before & After School Care
	$120/week
	$78/week
	$27/day






	Sibling Discounted Weekly Fees Effective 3/1/26
After the first privately paid child, a discount is given to each privately paid sibling.  

	Age Group
	Full Time
More than 25 hr./week
	Part Time
Less than 25 hr./week
	Daily Rate
1 or 2 days (upon availability of space)

	Infant
	$240/week
	$200/week
	$68/day

	Toddler/Two’s
	$184/week
	$160/week
	$56/day

	Preschool 3, 4, 5
	$172/week
	$128/week
	$44/day

	School Age Break Care
	$160/week
	$128/week
	$36/day

	School Age Before & After School Care
	$96/week
	$63/week
	$22/day





REGISTRATION FEES INFORMATION

1st Child’s Name: 								Date of Birth: 				

Classroom: 									Start Date: 				
								
Full Time or Part Time or Daily		CCDF/OMW: Y/N  Date Paperwork Received: 		

Weekly Fee: 					CCDF/OMW Co-Payment: 			

Sibling Discount: Y/N					 

2nd Child’s Name: 								Date of Birth: 				

Classroom: 									Start Date: 				
								
Full Time or Part Time or Daily		CCDF/OMW: Y/N  Date Paperwork Received: 		

Weekly Fee: 					CCDF/OMW Co-Payment: 			

Sibling Discount: Y/N

3rd Child’s Name: 								Date of Birth: 				

Classroom: 									Start Date: 				
								
Full Time or Part Time or Daily		CCDF/OMW: Y/N  Date Paperwork Received: 		

Weekly Fee: 					CCDF/OMW Co-Payment: 			

Sibling Discount: Y/N

4th Child’s Name: 								Date of Birth: 				

Classroom: 									Start Date: 				
								
Full Time or Part Time or Daily		CCDF/OMW: Y/N  Date Paperwork Received: 		

Weekly Fee: 					CCDF/OMW Co-Payment: 			

Sibling Discount: Y/N

Enrollment Fee: 
$40.00 / $60.00 Enrollment Fee Date Paid:  			   	 
   
WHERE DID YOU HEAR ABOUT GATEWAY ASSOCIATION, INC.?
        Friend	     Physician           School System 	       CCR&R	           TV	      Facebook
        Flyer	     Website 	        Newspaper                 Other, please specify 					

												Initial Here: 		

SCHEDULE/ATTENDANCE POLICY
Knowing your child(ren)s schedule is extremely important for us here at the center.  We schedule our staff based on the children’s schedules; this helps us comply with state licensing child/staff ratios and group sizes.  It also helps us know how much food to prepare daily for each meal.  We ask that you provide us with the earliest time and the latest time your child will be dropped off and picked up daily.  If you need to change your schedule at any time a Schedule Update Form must be filled out and turned in (forms are available in the Enrollment office downstairs).  A  2-week notice of schedule changes is required so we can adjust staff schedules as needed.  Please do not give us a schedule of 6:30 am-5:30 pm unless you intend for your child to attend those hours.   For days that your child will not attend, please write “Off Day”.     

Child(ren) Name: 													

			Drop Off Time		Pick-up Time
Monday								
Tuesday								
Wednesday								
Thursday								
Friday									

Special schedule notes: 																																																																								

Please stick to the schedule you provide us for your child(ren).  If child(ren) are continually being dropped off earlier than their scheduled arrival time and/or picked up later than their scheduled pick-up time without communication to the center, your child/children may be withdrawn from the program.   
Initial Here: 		

COURTESY CALLING POLICY
[bookmark: _Hlk16858915]If your child will not be attending due to an illness, is having a day at home, or will be coming in later than their normal schedule please give the center a courtesy call by 9 am at (765) 649-1900 or send a message through Brightwheel.  Knowing your child’s schedule helps us better prepare staff schedules to comply with state licensing child/staff ratios, know how much food to prepare for meals without having large amounts of wasted food or not enough food prepared, and helps the classrooms daily routine flow more smoothly.  If we do not hear from you by 9:00am, we will assume your child will not be attending and will remove your child from our daily meal count.  If your child has been removed from the meal count, they will not be allowed to attend that day.  We greatly appreciate your prompt communication when your child’s schedule changes. 
Initial Here: 		



ACCESS SECURITY CONTRACT

This contract is entered into by and between ______________________________________________________
(Parents / Guardians Name(s))	
hereinafter “Parent/Guardian” and Gateway Association, Inc. herein after “Provider”, for the purpose of securing 

building access at 1215 Jackson Street for child care services for 
															
							(Child(ren)’s Name)
hereinafter “Child/ren”.


The Parent/Guardian Agrees:

1. To pay Gateway Association, Inc. $10 per fob, for security access into the building for child care services for their child/ren.

2.   To keep the fob in good working order.  If the fob becomes lost and/or damaged, parent/guardian will report damage to Gateway Association and the security deposit will not be returned.  

3. 	Not to allow anyone to “piggy back” entry into the building with their access.  For your child’s safety, we need to be aware of anyone entering the building.  If someone needs to enter the building, without security access, they must use the intercom and state their business, which may or may not allow them access into the building.


The Provider Agrees:

1. To return deposit for security fob when returned undamaged and in good working order, at the end of parent/guardian/child relationship with Gateway Association, Inc.

2. 	To provide a safe and fun learning environment for the child/ren.












Parent/Guardian Signature(s) 							 	Date			

Parent /Guardian Signature(s) 								Date			

Provider Signature 										Date			
[image: ]Gateway Association, Inc
P.O. Box 1182
1215 Jackson Street
Anderson, IN 46015-1182 
Phone: (765) 649-1900  Fax: (765) 649-4992
http://gatewayassociation.org
Facebook: Gateway Association, Inc


SEIZURE INFORMATION
Please complete this form only if your child has had a seizure.  If your child has never had a seizure, please write N/A at the top of the page.
Date: 			
Child’s Name: 								Date of Birth: 			    M/F
Physician: 								Phone Number: 				
Address: 														
Diagnosis: 														
Type of Seizure: 													
How frequently do seizures occur? 											
How long do they last? 												
Describe the child’s seizure: 																																										
Under what conditions is he/she subject to seizure? 																								
Does the child or family know when a seizure is going to occur?   Yes    No
Describe/explain: 																																											
What do you do when a seizure occurs? 																									
Does your child have a plan of action for seizures?    Yes    No
If yes, please provide a copy to Gateway Association, Inc.
Is your child on seizure medication?   Yes    No 
Medication: 						Dosage: 			Time Taken: 		
Medication: 						Dosage: 			Time Taken: 		
Medication: 						Dosage: 			Time Taken: 		



[image: A picture containing text, clipart

Description automatically generated]Gateway Association, Inc
P.O. Box 1182
1215 Jackson Street
Anderson, IN 46015-1182 
Phone: (765) 649-1900  Fax: (765) 649-4992
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       Facebook: Gateway Association, Inc

PHYSICIAN’S ORDERS
Please have your child’s doctor complete this form if there are any special instructions for your child.  If no special instructions are necessary, please write N/A at the top of the page.

Date: 			
Child’s Name: 								Date of Birth: 			    M/F
Parent/Guardian’s Name: 												
Address: 														
Physician’s Name: 								Phone Number: 			
Address: 														
Diagnosis: 														
Are the parents aware of the diagnosis?   Yes   No
Insurance/Medicaid Number: 												
Allergies: 														
Physical Therapy   Yes   No			Frequency: 								
Occupational Therapy   Yes   No 		Frequency: 								
Speech Therapy   Yes   No			Frequency: 								
Sensory Integration   Yes   No		Frequency: 								

Contraindications for therapy: 																										
Activity Restrictions: 																												
Recommandations/Comments: 																										

Physician’s Signature: 									Date: 			

CHILD DEVELOPMENT INFORMATION

Please complete one form for each child you enroll.  If you need an additional form, please ask.

Pregnancy History					Child’s Name: 						
Were there any complications during the pregnancy?   Yes   No   If yes, please explain: 																																		
Birth History
Was the child premature:   Yes   No	If yes, how many weeks? 				Birth Weight: 		
Has the child been hospitalized since birth?   Yes   No  	If yes, please fill in the information below.
Date: 			Where: 				For what reason?					
Date: 			Where: 				For what reason?					
Date: 			Where: 				For what reason?					
Has your child had any special tests or evaluations?  Yes   No  If yes, please fill in the information below.
Date: 			Where: 				For what reason?					
Date: 			Where: 				For what reason?					
Date: 			Where: 				For what reason?					
Yes/No	  Has your child’s vision been tested? Results? 							
Yes/No	  Has your child’s hearing been tested? Results? 							
Yes/No	  Does your child have recurring ear infections? Results? 						        Yes/No	  Does your child have asthma/allergies? Results? 							           
Yes/No	  Does your child have a history of seizures?  Results? 						
Yes/No	  Are there other health concerns? If yes, please explain: 																					
1.  At what age did your child begin walking? 									
2. Are there any concerns with your child’s walking, running, or jumping?   Yes   No   If yes, please explain: 																
3. Can your child say 20 words you can understand? 								
4. Does your child play well with other children? 									
5. Do you have any concerns about behavior issues? 								
6. Have you noticed any problems with picking up small objects or working with crayons/pencils? 																	
7. Does your child understand and comprehend what you say to him/her? 					
8. Is your child a picky eater? 											



[image: ]Gateway Association, Inc
P.O. Box 1182
1215 Jackson Street
Anderson, IN 46015-1182
Phone: (765) 649-1900  Fax: (765) 649-4992
http://gatewayassociation.org 
Facebook: Gateway Association, Inc

I have read and understand the statements included in this document.  I understand and agree to abide by the policies and procedures of Gateway Association, Inc. as outlined in this document and “Welcome to Gateway” supporting materials, including but not limited to:  


Page 20 of 24

· CHILD INFORMATION
· MOTHER/GUARDIAN INFORMATION
· FATHER/GUARDIAN INFORMATION
· FAMILY INFORMATION
· TELL US ABOUT YOUR FAMILY
· TELL US ABOUT YOUR CHILD
· FIELD TRIP PERMISSION
· BIG GYM/SENSORY GYM PERMISSION
· SUNSCREEN/INSECT REPELLANT PERMISSION
· PARENT/GUARDIAN/TEACHER CONFERENCES
· PHOTO/PUBLICITY AGREEMENT
· PROGRAM HANDBOOK
· RELEASE OF CHILDREN
· INDIVIDUALS SPECIFICALLY DENIED AUTHORIZATION
· LATE PICK-UP POLICY
· BIRTH CERTIFICATE CONSENT
· CHILD’S MEDICAL INFORMATION 
· HEALTH EXAMINATIONS
· EXCLUSION OF ILL CHILDREN
· EMERGENCY HOSPITAL TREATMENT
· HOLD HARMLESS AGREEMENT
· CHILD’S INSURANCE INFORMATION
· ASSIGNMENT OF INSURANCE BENEFITS
· CONSENT FOR EVALUATION/TREATMENT
· IFSP/IEP/BEHAVIORAL TREATMENT PLAN
· CONSENT FOR RELEASE OF INFORMATION
· CHILD & ADULT CARE FOOD PROGRAM (CACFP)
· MEAL TIMES
· FINANCIAL RESPONSIBILITY
· REGISTRATION FEE INFORMATION
· SCHEDULE/ATTENDANCE POLICY
· COURTESY CALLING POLICY
· CCDF (CHILD CARE DEVELOPMENT FUND) VOUCHER
· ACCESS SECURITY CONTRACT
· SEIZURE INFORMATION
· PHSYCIAN’S ORDERS
· CHILD DEVELOPMENT INFORMATION
· CHILD CARE HEALTH RECORD
· HISTORY OF IMMUNIZATIONS
· 

I/We have read and understand the policies and information included in this enrollment packet and agree to follow the policies and procedures of the Gateway Developmental Learning Center.  I/We understand that Gateway Association, Inc. reserves the right to implement or revise policies as deemed necessary providing I/We are notified in writing of such changes and agree to follow any policy revisions and/or additions that may be made in the future.  I/We understand that if I/We do not follow the policies and procedures, that my/our child(ren) may be withdrawn from the program.   


Mother/Guardian Signature: 									Date: 			

Father/Guardian Signature: 									Date: 			

Witness Signature: 									 	Date: 			



Early Childhood Development Center

CHILD CARE HEALTH RECORD
Indiana State Form 23923 (R2/7-03)


*All child(ren’s) physicals must be turned in no later than 30 days after their first day of enrollment.  Please complete the Emergency Health Information and Plan form also.

Child's Name ___________________________________________________________________                   Birth Date _______/_______/________
                                                (Last)                                    		  (First)                                         
Admission Date _______/_______/_________

Street Address ________________________________________________________ City ______________________________ Zip _____________

Child lives with ______________________ Name _____________________________________________ Phone ___________________________

MEDICAL HISTORY

	Communicable Disease
	Month/Year
	Condition (Explain if present)

	Measles
Rubella (German Measles)
Chickenpox (Varicella)
Mumps
Scarlet Fever
Whooping Cough
Hepatitis B
Other: _________________
	_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
	Allergies:      ______________________________
                     ______________________________
Physical       ______________________________
Limitations: ______________________________
                    ______________________________
Other: ___________________________________
________________________________________
________________________________________



PHYSICAL EXAMINATION

Date of Exam _______________________________ Age of Child _______________________

	Skin                  _________________________________________
Lymph nodes    _________________________________________
Eyes                  _________________________________________
Ears                  _________________________________________
Nasopharynx    _________________________________________
Teeth & Mouth _________________________________________
	Heart        ____________________________________________
Lungs       ____________________________________________
Abdomen ____________________________________________
Genitalia   ____________________________________________
Skeleton   ____________________________________________
Other        ____________________________________________



Note any unusual findings: 													

															

Does this child have any health condition that would be hazardous to him/herself or to other children in a group setting as a result of participation in normal activities (including sports)? No _______ Yes ______. If “Yes”, what modification of normal activities would be necessary to protect the child and his/her classmates? 
															

															

Have you prescribed any medications or special routines which should be included in the center's plans for this child's activities? 
No _______ Yes _______ Explain: 

															

															

(Over)









HISTORY OF IMMUNIZATIONS (Indicate month/day/year)

                                           1                      2                      3                      4                      5         
	DTaP/DT
	
	
	
	
	



		           1	                    2	            3                      4
	Hib
	
	
	
	



                                           1                      2                      3                      4                      5         
	IPV (Polio)
	
	
	
	
	



                                           1                      2                      3                      4                      5         
	Influenza (Flu)
	
	
	
	
	



 		           1                      2
	Measles Mumps Rubella (MMR)
	
	



		           1	                   2	            3 
	Rotavirus (RGE)
	
	
	



                                          1                      2		
	Varicella (Varivax)
	
	


	Or Chicken Pox Disease
	Month/Year


	



                                          1                       2                      3                     4 
	Pneumococcal (PCV) (Prevnar)
	
	
	
	



		          1	                   2	
	HEPA
	
	



		          1	                   2	            3  
	HBV (HEP B)
	
	
	




Name of Physician Completing Form: ______________________________________ Phone Number: _____________________
                                                                                        (Please Print)

Physician's Signature: ______________________________________________________

ADDITIONAL NOTES AND INSTRUCTIONS
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