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DAILY ROUTINES   (*For infants and preschool-age children only)


DEVELOPMENTAL HISTORY   (*For infants and preschool-age children only)


STATE OF CALIFORNIA–HEALTH AND HUMAN SERVICES AGENCY


CHILD’S NAME SEX BIRTH DATE


DOES FATHER/FATHER’S DOMESTIC PARTNER LIVE IN HOME WITH CHILD?


DOES MOTHER/MOTHER’S DOMESTIC PARTNER LIVE IN HOME WITH CHILD?


DATE OF LAST PHYSICAL/MEDICAL EXAMINATION


FATHER’S/FATHER’S DOMESTIC PARTNER’S NAME


MOTHER’S/MOTHER’S DOMESTIC PARTNER’S NAME


IS /HAS CHILD BEEN UNDER REGULAR SUPERVISION OF PHYSICIAN?


BEGAN TALKING AT*
MONTHS


TOILET TRAINING STARTED AT*
MONTHS


WALKED AT*
MONTHS


SPECIFY ANY OTHER SERIOUS OR SEVERE ILLNESSES OR ACCIDENTS


DOES CHILD HAVE FREQUENT COLDS? ■■ YES ■■ NO


WHAT TIME DOES CHILD GET UP?*


DOES CHILD SLEEP DURING THE DAY?*


DIET PATTERN:
(What does child usually
eat for these meals?)


ANY FOOD DISLIKES?


WORD USED FOR “BOWEL MOVEMENT”*
PARENT’S EVALUATION OF CHILD’S HEALTH


PARENT’S EVALUATION OF CHILD’S PERSONALITY


HOW DOES CHILD GET ALONG WITH PARENTS, BROTHERS, SISTERS AND OTHER CHILDREN?


HAS THE CHILD HAD GROUP PLAY EXPERIENCES?


DOES THE CHILD HAVE ANY SPECIAL PROBLEMS/FEARS/NEEDS? (EXPLAIN.)


WHAT IS THE PLAN FOR CARE WHEN THE CHILD IS ILL?


REASON FOR REQUESTING DAY CARE PLACEMENT


PARENT’S SIGNATURE DATE


LIC 702 (8/08) (CONFIDENTIAL)


WORD USED FOR URINATION*


IS CHILD TOILET TRAINED?*
■■ YES ■■ NO


IS CHILD PRESENTLY UNDER A DOCTOR’S CARE?


■■ YES ■■ NO


IF YES, NAME OF DOCTOR: DOES CHILD TAKE PRESCRIBED MEDICATION(S)?


■■ YES ■■ NO


IF YES, WHAT KIND AND ANY SIDE EFFECTS:


IF YES, AT WHAT STAGE:* ARE BOWEL MOVEMENTS REGULAR?*
■■ YES ■■ NO


ANY EATING PROBLEMS?


WHAT IS USUAL TIME?*


BREAKFAST


LUNCH


DINNER


WHEN?* HOW LONG?*


WHAT ARE USUAL EATING HOURS?


BREAKFAST ________________________


LUNCH_____________________________


DINNER


WHAT TIME DOES CHILD GO TO BED?* DOES CHILD SLEEP WELL?*


HOW MANY IN LAST YEAR? LIST ANY ALLERGIES STAFF SHOULD BE AWARE OF


PAST ILLNESSES — Check illnesses that child has had and specify approximate dates of illnesses:
DATES


■■ Chicken Pox


■■ Asthma


■■ Rheumatic Fever


■■ Hay Fever


■■ Diabetes


■■ Epilepsy


■■ Whooping cough


■■ Mumps


■■ Poliomyelitis


■■ Ten-Day Measles
(Rubeola)


■■ Three-Day Measles
(Rubella)


DATES DATES


CHILD’S PREADMISSION HEALTH HISTORY—PARENT’S REPORT


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 
COMMUNITY CARE LICENSING


DOES CHILD USE ANY SPECIAL DEVICE(S):


■■ YES ■■ NO


DOES CHILD USE ANY SPECIAL DEVICE(S) AT HOME?


■■ YES ■■ NO


IF YES, WHAT KIND: IF YES, WHAT KIND:
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Mt San Jacinto Community College 


Child Development and Education Lab Center 


N:\Divisions\Instructional Services\Career & Technical Education\Child Development Center\CDEC 


FORMS\ENROLLMENT\Enrollment forms\EMPLOYMENT VERIFICATION.doc 


 EMPLOYMENT VERIFICATION 


Required by California Department of Education Child Care and Development Regulations Section 18083 & 18084 


PARENT AUTHORIZATION (to be filled out by parent): 


I,     , hereby authorize you to provide the Child Development and Education 


Center with the following information. 


 ________________________  ________________________  _________________ 


 Parent’s Signature Social Security Number  Date 


TO WHOM IT MAY CONCERN (to be filled out by the employer): 


The Child Development and Education Program will provide child care services to the parent named above while she/he works. 


In order to document eligibility, we need the following information: 


This is to certify that          is employed by  
(Employee Name)  


 _________________________________.  Starting date of employment:  _________________________ 
(Company Name) 


How often is employee paid:   Weekly   Every two weeks   Twice a month   monthly 


Employee is:   A salaried employee:  $________ per month   An hourly employee:  $________ per hour 


Does employee receive:          Tips      Commission                      Overtime pay 


Does employee work overtime hours?   Yes   No  If yes, specify hours per week ___________ 


WORK SCHEDULE (to be filled out by the employer) 


SET SCHEDULE (if parent has fixed days and hours of employment): 


SUN: 


From: ______ 


To: ________ 


MON: 


From: ______ 


To: ________ 


TUE: 


From: ______ 


To: ________ 


WED: 


From: ______ 


To: ________ 


THU: 


From: ______ 


To: ________ 


FRI: 


From: ______ 


To: ________ 


SAT: 


From: _____ 


To: _______ 


VARIABLE SCHEDULE (if the parent’s days and hours of employment fluctuate): 


Minimum hours per week: _________________                    Maximum hours per week: _________________ 


Indicate days employee may be scheduled:  Sun: __   Mon:  __  Tues:  __ Wed: __  Thu:  __  Fri: ___  Sat:  ___ 


Employer/Supervisor Name: (please print) _________________________________________________________ 


Address:  ____________________________________________________________________________________ 


City, Sate, Zip:  _______________________________________________________________________________ 


Telephone:  __________________________________________________________________________________ 


Signature of Employer/Supervisor:  __________________________________, Date:  _______________________ 


FOR OFFICE USE ONLY:  Verified By:  _________  Date:  _________  Verified With:  ________________  Position:  ______________ 





		EMPLOYMENT VERIFICATION

		Required by California Department of Education Child Care and Development Regulations Section 18083 & 18084



		Social Security Number: 

		Date: 

		Starting date of employment: 

		From: 

		From_2: 

		From_3: 

		From_4: 

		From_5: 

		From_6: 

		From_7: 

		To: 

		To_2: 

		To_3: 

		To_4: 

		To_5: 

		To_6: 

		To_7: 

		Minimum hours per week: 

		Maximum hours per week: 

		EmployerSupervisor Name please print: 

		Address: 

		City Sate Zip: 

		Telephone: 

		Date_2: 

		Position: 

		parent name: 

		employee name: 

		company name: 

		salaried: Off

		every two weeks: Off

		twice a month: Off

		monthly: Off

		per month: 

		per hour: 

		weekly: Off

		commission: Off

		overtime pay: Off

		overtime hours: Off

		overtime hours per week: 

		tips: Off

		monday: Off

		tuesday: Off

		wednesday: Off

		thursday: Off

		friday: Off

		sunday: Off

		saturday: Off

		Verified With: 

		Verified By: 








State Department of Education To be completed by parent or guardian and 
Child Development Division updated at recertification and as changes occur 
Form CD-9607, (Rev 6/88) 
Rev MSJC CDEC 1/06 
 


Emergency and Identification Information 
  
I. Family Information 


Child’s name (Last, First, Middle):   Birthdate:   
Please list adults in order of contact in the event of an emergency: 
 


 Parent/Guardian One Name:  Cell  
 
 Parent/Guardian Two Name:  Cell  
 
 Child’s Home Address:  Phone:   
 
 Parent/Guardian One Business Address:   Phone:   
 
 Parent/Guardian Two Business Address:   Phone:   
 


II. Names of other local adults authorized to take child from the facility (All adults must have prior authorization to remove a 
child from the facility) 


 
 Name Telephone Relationship to Child 
 


  
 
 


  
 


III. Additional persons who may be called in an emergency to take child from the facility; please include at least one out of 
area contact for coordination in the event of a local emergency. 


 
 Name Address Telephone Relationship 
 


  
 
 


  
 


IV. Physician to Be Called in an Emergency 
 


Name   Telephone   
 
 


Address   
 
V. Medi-Cal Number      Medical Insurance   


 
Insurance Number   


 
VI. Allergies or Other Medical Limitations  _______________________________________________________________ 


 
Medications Taken:  


 
VII. Permission for Medical Treatment: Administrative procedures vary among medical personnel and medical facilities with 


regard to provision of medical care for a child in the absence of the parent. The exact procedure required by the 
physician or hospital to be used in emergencies should be verified in advance. 
In case of an accident or an emergency, I authorize a staff member of the child development agency to take my child to the above-
named physician or to the nearest emergency hospital for such emergency treatment and measures as are deemed necessary for 
the safety and protection of the child, at my expense. In the event of a major disaster all adults on this form are authorized to 
remove this child from the center. 


 
Signature    Date    
 Parent or Guardian 





		Emergency and Identification Information

		I. Family Information

		III. Additional persons who may be called in an emergency to take child from the facility; please include at least one out of area contact for coordination in the event of a local emergency.

		IV. Physician to Be Called in an Emergency

		V. Medi-Cal Number      Medical Insurance

		VI. Allergies or Other Medical Limitations  _______________________________________________________________

		VII. Permission for Medical Treatment: Administrative procedures vary among medical personnel and medical facilities with regard to provision of medical care for a child in the absence of the parent. The exact procedure required by the physician or ho...

		VII. Permission for Medical Treatment: Administrative procedures vary among medical personnel and medical facilities with regard to provision of medical care for a child in the absence of the parent. The exact procedure required by the physician or ho...







		Birthdate: 

		Childs Home Address: 

		ParentGuardian One Business Address: 

		Phone_2: 

		ParentGuardian Two Business Address: 

		Phone_3: 

		Name_3: 

		Telephone: 

		Address: 

		MediCal Number: 

		Medical Insurance: 

		Insurance Number: 

		Date: 

		Childs name Last First Middle: 

		Parent Name 1: 

		Parent Name 2: 

		Phone: 

		Cell 1: 

		Cell 2: 

		local adult 1: 

		local adult 2: 

		additional person 1: 

		additional person 2: 

		VI Allergies or Other Medical Limitations: 

		medications taken: 








Child Development and Education Center 


Family Agreement 
(All Families) 


I agree  


• To abide by the Child Development and Education Center Family Handbook. 


• To make payments, if required, according to guidelines listed in my contract. 


• To participate in teacher parent conferences twice per year. 


• To provide personal identification if asked to do so by the staff. 


 


and (please initial each box below) 


❑ I understand that physical punishment of children has no place here.  While on the premises, I will practice 
positive discipline techniques, as modeled in the classrooms. 


❑ In accordance with California State Licensing Regulations and the Student Code of Conduct at Mt. San 


Jacinto College, I understand that if my behavior, language, or demeanor threatens the safety of any person 


on the Center premises, I will be asked to leave the premises, and my family will be terminated from the 


program. 


❑ I understand that the CDE Center is not responsible for any child who is not signed in upon arrival. 


❑ I understand that the program will not be held responsible for incidents that may occur as a result of false 


information given at the time of enrollment (examples are failure to disclose income accurately and/or 


failure to disclose a child’s special needs). 


❑ In accordance with California Education Code-Section 8263(h), I understand that upon my Initial 


Certification or Recertification my family is eligible to receive services for no less than 12 months. 


❑ A family may at any time voluntarily report income or other changes.  This information shall be used, as 


applicable, to reduce the family fees, increase the family’s services, or extend the period of the family’s 


eligibility before recertification.  It is the Parent/Guardian responsibility to report changes within thirty 


days income that exceeds the 85% State Medium Income. 


Permission Agreement 


My child has my permission  


❑ To use all of the play equipment and participate in all of the activities at the Child Development and 
Education Center. 


❑ To play in the sand, mud, water, and in all activities which may result in their body, clothes, or shoes 


getting wet and/or soiled. 


❑ To take walks on the college campus under the supervision of the center teachers. 


❑ To be included in observations and hands-on assignments conducted by students in the Child Development 


and Education Program and other educational disciplines of the college; for these routine assignments, 


students will protect the identity and privacy of the children. 


❑ To be videotaped and/or photographed for teacher training purposes, student teacher professional 


portfolios, and to be photographed for center activities or college publications.  I understand that, prior to 


any photographs being taken for any other purpose, I will be given notification and the opportunity to 


decline. 


❑ No, I do NOT grant permission for my child to be videotaped and/or photographed. 


o Please sign here and arrange to meet with the Director or the Site Supervisor to discuss your 


concerns. 


 


 


______________________________         _________________________________         ____________ 


Child’s Name                                               Parent’s Signature                                              Date 





		Child Development and Education Center

		Family Agreement

		I agree

		Permission Agreement







		Childs Name: 

		Date: 

		sand mud water: Off

		walks on campus: Off

		observations: Off

		videotaped photographed: Off

		NO videotape or photographs: Off

		positive discipline: Off

		conduct: Off

		sign in: Off

		false information: Off

		eligible 12 months: Off

		play equipment: Off

		report changes: Off
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Mt. San Jacinto College 


Child Development and Education Lab Center 
 


Family Contract 
(For families receiving financial assistance for child care) 


 


My signature at the bottom of this contract indicates that I understand and agree to abide 
by the following: 
 
1. Family fees are based on (a.) gross income, including all wages or salaries, self-employment, 


alimony, child support, certain social security payments, unemployment compensation, veteran's 


benefits, etc., (b.) number of family members, and (c.) number of hours of child care needed.  


2. A family may at any time voluntarily report income or other changes.  This information shall be used, 


as applicable, to reduce the family fees, increase the family’s services, or extend the period of the 


family’s eligibility before recertification.  It is the Parent/Guardian responsibility to report changes 


within thirty days income that exceeds the 85% State Medium Income. 


3. In accordance with California Education Code-Section 8263(h), I understand that upon my Initial 
Certification or Recertification my family is eligible to receive services for no less than 12 months 


4. It is the family’s responsibility to notify the center within 5 working days of changes to family 


circumstances, including: (a) home or work address/phone numbers, (b) school changes in a 


graded program such as failing a class, withdrawing from a class, failing to maintain a 2.0 


grade point average, or (c) school changes in a non-graded program (pass/fail), such as failing 


to pass the program’s requirement of adequate progress at a 50% success rate. 


5. I will provide accurate information when asked to do so for review and recertification; failure to do so 


will result in termination from the program.  


6. If I am charged a Family Fee, I understand that payment is due in advance.  I agree to pay monthly on 


the first day of the month, after the 5th day of the month my account becomes delinquent.  If the first 


day of the month falls on a weekend or a holiday my fee will be due on the next business day.   


7. I have received a copy of the College Calendar.  I understand the Center is closed on college holidays, 


for two weeks in August, for two weeks in December, for two weeks in January, and one week for 


Spring Break.  During college breaks when the center is open, care is not provided for student parents 


who are not working. 


8. I (or my designated representative) will deliver/pick up my child to/from the center, on time, 


according to the times listed on the schedule and sign her/him IN AND OUT as described in the 


Family Handbook. When my child is absent, I will note the reason for the absence and sign the sign-


in sheet in the appropriate place. Falsification of information on my child's sign-in sheet is grounds 


for termination.  


9. If I decide to withdraw my child from the program, I will provide at least fourteen calendar days 


notice in writing.  


10. Consistent attendance is required; the center must be notified whenever a child is absent.  Failure to 


notify the center of absences of three consecutive days (or longer) may result in termination.  


11. As a student parent, I must provide eligibility documentation and a signed training verification form 


at the beginning of each semester.  All student parents are required to maintain enrollment in the 


number of units verified at the beginning of each semester; per state requirements, these units must 


directly apply to the stated career goal on the training verification form.  In addition, as a student 


parent in a graded program, a grade point average of 2.0 or above (per semester) is required of all 


student parents; as a student parent in a non-graded program (pass/fail), I must pass the program’s 


requirement of adequate progress at a 50% success rate. 


 
 


___________________________   __________________________ 


Parent Signature                               Date  


      
____________________________   ___________________________ 


Staff Signature                         Date     





		Child Development and Education Lab Center

		Family Contract

		___________________________   __________________________

		Parent Signature                               Date



		Date: 

		Date_2: 








STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES


PERSONAL RIGHTS
Child Care Centers


Personal Rights, See Section 101223 for waiver conditions applicable to Child Care Centers.
(a) Child Care Centers.  Each child receiving services from a Child Care Center shall have rights which include, but are


not limited to, the following:


(1) To be accorded dignity in his/her personal relationships with staff and other persons.


(2) To be accorded safe, healthful and comfortable accommodations, furnishings and equipment to meet his/her
needs.


(3) To be free from corporal or unusual punishment, infliction of pain, humiliation, intimidation, ridicule, coercion,
threat, mental abuse, or other actions of a punitive nature, including but not limited to:  interference with daily
living functions, including eating, sleeping, or toileting; or withholding of shelter, clothing, medication or aids to
physical functioning.


(4) To be informed, and to have his/her authorized representative, if any, informed by the licensee of the
provisions of law regarding complaints including, but not limited to, the address and telephone number of the
complaint receiving unit of the licensing agency and of information regarding confidentiality.


(5) To be free to attend religious services or activities of his/her choice and to have visits from the spiritual advisor
of his/her choice.  Attendance at religious services, either in or outside the facility, shall be on a completely
voluntary basis.  In Child Care Centers, decisions concerning attendance at religious services or visits from
spiritual advisors shall be made by the parent(s), or guardian(s) of the child.


(6) Not to be locked in any room, building, or facility premises by day or night.


(7) Not to be placed in any restraining device, except a supportive restraint approved in advance by the licensing
agency.


THE REPRESENTATIVE/PARENT/GUARDIAN HAS THE RIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS, WHICH IS:


NAME


(PRINT THE NAME OF THE FACILITY)


(PRINT THE NAME OF THE CHILD)


(SIGNATURE OF THE REPRESENTATIVE/PARENT/GUARDIAN)


(TITLE OF THE REPRESENTATIVE/PARENT/GUARDIAN) (DATE)


LIC 613A (8/08)


(PRINT THE ADDRESS OF THE FACILITY)


ADDRESS


CITY ZIP CODE AREA CODE/TELEPHONE NUMBER


DETACH HERE


TO:  PARENT/GUARDIAN/CHILD OR AUTHORIZED REPRESENTATIVE: PLACE IN CHILD'S FILE


Upon satisfactory and full disclosure of the personal rights as explained, complete the following acknowledgment:


ACKNOWLEDGMENT: I/We have been personally advised of, and have received a copy of the personal rights contained in the
California Code of Regulations, Title 22, at the time of admission to:





		line1: 

		name: Department of Social Services - Community Care Licensing

		address: 3737 MAIN ST. STE 700

		city: RIVERSIDE

		zip code: 92501

		area phone number: 951-782-4200

		print1: MSJC CHILD DEVELOPMENT & LAB CENTER

		print2: 1499 N STATE ST. SAN JACINTO CA 92583

		print3: 

		print4: 

		date: 








STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION


CHILD CARE CENTER
NOTIFICATION OF PARENTS’ RIGHTS


PARENTS’ RIGHTS
As a Parent/Authorized Representative, you have the right to:


1. Enter and inspect the child care center without advance notice whenever children are in care.


2. File a complaint against the licensee with the licensing office and review the licensee’s public file
kept by the licensing office.


3. Review, at the child care center, reports of licensing visits and substantiated complaints against the
licensee made during the last three years.


4. Complain to the licensing office and inspect the child care center without discrimination or retaliation
against you or your child.


5. Request in writing that a parent not be allowed to visit your child or take your child from the child
care center, provided you have shown a certified copy of a court order.


6. Receive from the licensee the name, address and telephone number of the local licensing office. 


Licensing Office Name: _________________________________________________


Licensing Office Address: _________________________________________________


Licensing Office Telephone #: _________________________________________________


7. Be informed by the licensee, upon request, of the name and type of association to the child care
center for any adult who has been granted a criminal record exemption, and that the name of the
person may also be obtained by contacting the local licensing office.


8. Receive, from the licensee, the Caregiver Background Check Process form.


NOTE: CALIFORNIA STATE LAW PROVIDES THAT THE LICENSEE MAY DENY ACCESS TO THE CHILD CARE CENTER TO A
PARENT/AUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE PARENT/AUTHORIZED REPRESENTATIVE
POSES A RISK TO CHILDREN IN CARE.


LIC 995 (9/08) (Detach Here - Give Upper Portion to Parents)


AC K N OW L E D G E M E N T  O F  N OT I F I C AT I O N  O F  PA R E N T S ’ R I G H T S    
(Parent/Authorized Representative Signature Required)


I, the parent/authorized representative of ________________________________________________, have
received a copy of the “CHILD CARE CENTER NOTIFICATION OF PARENTS’ RIGHTS” and the
CAREGIVER BACKGROUND CHECK PROCESS form from the licensee.


_____________________________________
Name of Child Care Center


______________________________________________ __________________
Signature (Parent/Authorized Representative) Date


NOTE: This Acknowledgement must be kept in child’s file and a copy of the Notification given to
parent/authorized representative.


LIC 995  (9/08)


For the Department of Justice “Registered Sex Offender”database, go to www.meganslaw.ca.gov


For the Department of Justice “Registered Sex Offender”database go to www.meganslaw.ca.gov





		1: Department of Social Services - Community Care Licensing

		2: 3737 Main St. Suite 700    Riverside CA 92501

		3: 951-782-4200

		4: 

		5: MSJC Child Development & Education Lab Center

		Text1: 








The California Department of Social Services works to protect the safety of children in child care by


licensing child care centers and family child care homes. Our highest priority is to be sure that


children are in safe and healthy child care settings. California law requires a background check for


any adult who owns, lives in, or works in a licensed child care home or center. Each of these adults


must submit fingerprints so that a background check can be done to see if they have any history of


crime. If we find that a person has been convicted of a crime other than a minor traffic violation or a


marijuana-related offense covered by the marijuana reform legislation codified at Health and Safety


Code sections 11361.5 and 11361.7, he/she cannot work or live in the licensed child care home or


center unless approved by the Department. This approval is called an exemption.


A person convicted of a crime such as murder, rape, torture, kidnapping, crimes of sexual violence or


molestation against children cannot by law be given an exemption that would allow them to own,


live in or work in a licensed child care home or center. If the crime was a felony or a serious


misdemeanor, the person must leave the facility while the request is being reviewed. If the crime is


less serious, he/she may be allowed to remain in the licensed child care home or center while the


exemption request is being reviewed.


How the Exemption Request is Reviewed 


We request information from police departments, the FBI and the courts about the person’s record.


We consider the type of crime, how many crimes there were, how long ago the crime happened and


whether the person has been honest in what they told us. 


The person who needs the exemption must provide information about:


• The crime


• What they have done to change their life and obey the law


• Whether they are working, going to school, or receiving training


• Whether they have successfully completed a counseling or rehabilitation program  


The person also gives us reference letters from people who aren’t related to them who know about


their history and their life now. 


We look at all these things very carefully in making our decision on exemptions. By law this information


cannot be shared with the public.


How to Obtain More Information 


As a parent or authorized representative of a child in licensed child care, you have the right to ask


the licensed child care home or center whether anyone working or living there has an exemption. If


you request this information, and there is a person with an exemption, the child care home or center


must tell you the person’s name and how he or she is involved with the home or center and give you


the name, address, and telephone number of the local licensing office. You may also get the person’s


name by contacting the local licensing office. You may find the address and phone number on our


website. The website address is http://ccld.ca.gov/contact.htm 


STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY


LIC 995 E (10/09)


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 


IMPORTANT INFORMATION FOR PARENTS 


CAREGIVER BACKGROUND CHECK PROCESS 


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES








I have ■■ have not ■■ reviewed the above information with the parent/guardian.


Physician:_______________________________________________ Date of Physical Exam: ___________________________________
Address:________________________________________________ Date This Form Completed: _______________________________
Telephone: ______________________________________________ Signature ______________________________________________


■■ Physician ■■ Physician’s Assistant    ■■ Nurse Practitioner


DATE EACH DOSE WAS GIVEN


/ /


/ /


IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.)


PHYSICIAN’S REPORT—CHILD CARE CENTERS
(CHILD’S PRE-ADMISSION HEALTH EVALUATION)


PART A – PARENT’S CONSENT (TO BE COMPLETED BY PARENT)


__________________________________________, born ________________________________ is being studied for readiness to enter
(NAME OF CHILD) (BIRTH DATE)


_________________________________________ .  This Child Care Center/School provides a program which extends from _____ : ____
(NAME OF CHILD CARE CENTER/SCHOOL)


a.m./p.m. to ______ a.m./p.m. , __________ days a week.   


Please provide a report on above-named child using the form below. I hereby authorize release of medical information contained in this
report to the above-named Child Care Center.


__________________________________________________________ _________________
(SIGNATURE OF PARENT, GUARDIAN, OR CHILD’S AUTHORIZED REPRESENTATIVE) (TODAY’S DATE)


PART B – PHYSICIAN’S REPORT (TO BE COMPLETED BY PHYSICIAN)


Problems of which you should be aware:


Hearing: Allergies:medicine:


Vision: Insect stings:


Developmental: Food:


Language/Speech: Asthma:


Dental:  


Other (Include behavioral concerns):


Comments/Explanations:


MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTIONS FOR THIS CHILD:


LIC 701 (8/08) (Confidential)


1st 2nd 3rd 4th 5th
VACCINE


POLIO (OPV OR IPV)


DTP/DTaP/
DT/Td


MMR 


HIB MENINGITIS


HEPATITIS B


VARICELLA


(DIPHTHERIA, TETANUS AND
[ACELLULAR] PERTUSSIS OR TETANUS
AND DIPHTHERIA ONLY)


(MEASLES, MUMPS, AND RUBELLA)


(REQUIRED FOR CHILD CARE ONLY)


(CHICKENPOX)


(HAEMOPHILUS B)


/ / / / / / / / / /


/ / / / / / / / / /
/ / / /


/ / / / / /


/ / / /
/ / / /


SCREENING OF TB RISK FACTORS (listing on reverse side)


■■ Risk factors not present; TB skin test not required.


■■ Risk factors present; Mantoux TB skin test performed (unless


previous positive skin test documented).
___ Communicable TB disease not present.


STATE OF CALIFORNIA
HEALTH AND HUMAN SERVICES AGENCY


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING


PAGE 1 OF 2







RISK FACTORS FOR TB IN CHILDREN:


* Have a family member or contacts with a history of confirmed or suspected TB.


* Are in foreign-born families and from high-prevalence countries (Asia, Africa, Central and South America).


* Live in out-of-home placements.


* Have, or are suspected to have, HIV infection.


* Live with an adult with HIV seropositivity.


* Live with an adult who has been incarcerated in the last five years.


* Live among, or are frequently exposed to, individuals who are homeless, migrant farm workers, users of street drugs, or residents in
nursing homes.


* Have abnormalities on chest X-ray suggestive of TB.


* Have clinical evidence of TB.


Consult with your local health department’s TB control program on any aspects of TB prevention and treatment.
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		ChildName: 

		Birthdate: 

		CenterName: MSJC CDE Lab Center

		Hour1:  5.30

		NoDays:                5

		TodaysDate: 

		Problems: 

		Hearing: 

		Allergies: 

		Visiion: 

		Stings: 

		Developmental: 

		Food: 

		Language: 

		Asthma: 

		Other1: 

		Behavior: 

		comments: 

		Prescribed: 

		Date1: 

		Date2: 

		Date3: 

		Date4: 

		Date5: 

		Date6: 

		Date7: 

		Date8: 

		Date9: 

		Date10: 

		Date11: 

		Date12: 

		Date13: 

		Date14: 

		Date15: 

		Date16: 

		Date17: 

		Date18: 

		Date19: 

		Date20: 

		Date21: 

		Date22: 

		Date23: 

		Date24: 

		Date25: 

		Date26: 

		Date27: 

		Date28: 

		Date29: 

		Date30: 

		Date31: 

		Date32: 

		Date33: 

		Date34: 

		Date35: 

		Date36: 

		Date37: 

		Date38: 

		Date39: 

		Date40: 

		Date41: 

		Date42: 

		Date43: 

		Date44: 

		Date45: 

		Date46: 

		Date47: 

		Date48: 

		Date49: 

		Date50: 

		Date51: 

		Date52: 

		Date53: 

		Date54: 

		Date55: 

		Date56: 

		Date57: 

		Date58: 

		Date59: 

		Date60: 

		Date61: 

		Date62: 

		Date63: 

		Check1: Off

		Check2: Off

		Check3: Off

		Check4: Off

		Doctor: 

		ExamDate: 

		AddressDr: 

		DrTelephone: 

		DateCompleted: 

		Check1a: Yes

		Check1b: Yes

		Check1C: Yes

		Check Box1: Off

		Hour:     7

		Minutes: 30

		Button1: 
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Child Development and  
Education Lab Center 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I DECLARE UNDER PENALTY OF PERJURY THAT THE CONTENTS OF THIS STATEMENT ARE TRUE AND 
CORRECT TO THE BEST OF MY KNOWLEDGE. 
 
 
_______________________________      ____________________ 
                     SIGNATURE                                                                                                            DATE 
 


1499 N. State Street 
San Jacinto CA 92583 


(951) 487-3605 





		DATE: 

		statement: 








 Child Development and Education Center 
 


Parent Consent Packet   


 


 


CONSENT TO PARTICIPATE IN THE EVALUATION OF QUALITY START – RIVERSIDE 
COUNTY AND AUTHORIZATION TO SHARE CONFIDENTIAL INFORMATION   


 
Completion of this document authorizes the disclosure and/or use of personally identifiable student information between your child’s Quality 
Start – Riverside County (QS-RC) participating site, Riverside County Office of Education and First Five 5 Riverside, as set forth below, 
consistent with California and Federal laws concerning the privacy of such information.  If you consent to disclosure of information as 
described herein, please fill out, sign and return this form to: Stephanie Weiss-Enrollment. 


 
 
USE AND DISCLOSURE INFORMATION RELATED TO:  


 
Student Name:             
   Last   First   MI                  Date of Birth 
 
I, the undersigned, do hereby authorize the above-named student’s QS-RC participating site, MSJC Child Development and Education Center, 
Riverside County Office of Education, and First Five 5 Riverside, to exchange information regarding the above-named student with the 
California Department of Education, First 5 California, and the County of Riverside.  The information is exchanged for program evaluation 
purposes and for QS-RC participating site, programming and service planning.  The exchange of information is a condition on which funding 
for the QS-RC program is provided to Riverside County Office of Education and First Five 5 Riverside.  The information will be exchanged 
between your child’s QS-RC participating site, Riverside County Office of Education and First Five 5 Riverside for providing safe, appropriate, 
and least restrictive education settings and quality preschool health services and programs. 
 
Requested information shall be limited to the following:  your child’s name, date of birth, gender, birth place, ethnicity, race, primary 
language, household income and size, results from child developmental assessment/observation tools, and health/developmental screening 
tools, and Special Needs/IEP/IFSP.   
 
DURATIONS 
This authorization shall become effective immediately and shall remain in effect until ten (10) years from the date on this form.   
                 
RESTRICTIONS ON RE-DISCLOSURE 
California law prohibits the requestor from making further or additional disclosure of private information to another third party unless the 
requestor obtains another authorization from you, or the disclosure is specifically required or permitted by law. 
 
YOUR RIGHTS 
You have the following rights with respect to this authorization, and affirm you understand them in signing this release form.  You may revoke 
this authorization at any time by submitting written revocation signed by you or your representative and delivered to the agency/persons 
listed above.  Your revocation will be effective upon receipt, but will not be effective to the extent that the requestor or others have acted in 
reliance on this authorization.  You have the right to receive a copy of this authorization.   
 
Signing this authorization may be required for this student to obtain appropriate/additional specialized support services in the educational 
setting.  
 
 
Approval:               
   Printed Name   Signature   Date 
 
              
                 Relationship to Student                             Area Code and Telephone Number 







Child Development and Education Center 


Parent Consent Packet  


AUTORIZACIÓN PARA EL USO Ó LA DIVULGACIÓN DE INFORMACIÓN DEL ESTUDIANTE 
PARA Y DEPARTE DE AGENCIAS PREESCOLARES 


El completar este documento autoriza la divulgación y/o el uso de información de estudiante personalmente identificable entre el preescolar 
de su hijo/a, la Oficina de Educación del Condado de Riverside y Primeros 5 de Riverside, como esta descrito abajo, consistente con California 
y las leyes Federales concerniente a la privacidad de dicha información. Si usted esta de acuerdo con la divulgación de información descrita 
en este documento, firme y regrese esta forma a: Stephanie Weiss-Enrollment. 


USO Y DIVULGACIÓN DE INFORMACION RELACIONADA CON: 


Nombre del estudiante: 


Apellido     Primer Nombre Inicial     Fecha de nacimiento 


Yo, el suscrito, por la presente autorizo al preescolar del estudiante nombrado arriba, MSJC Child Development and Education Center, la 
Oficina de Educación del Condado de Riverside y/o Primeros 5 de Riverside, para proveer información referente al estudiante nombrado 
arriba con Departamento de Educación de California Primeros 5 de California. La información es intercambiada para el propósito de la 
evaluación del programa y del preescolar, programación y planeamiento de servicios. El intercambio de información es una condición para 
que el financiamiento del programa preescolar sea provisto a la Oficina de Educación del Condado de Riverside y/o Primeros 5 de Riverside. 
La información será intercambiada entre el preescolar de su hijo/a, la Oficina de Educación del Condado de Riverside y Primeros 5 de Riverside 
con el propósito de proveer un ambiente educativo seguro, apropiado, y menos restrictivo y apoyo de salud como parte del preescolar de 
calidad. 


La información requerida está limitada a lo siguiente: El origen étnico, idioma primario y los resultados de encuestas de desarrollo de su 
hijo/a tales como: el ASQ-3 y ASQ-SE / la Evaluación del desarrollo: DRDP-PS / Necesidades Especiales (IEP). 


VENCIMIENTO 
Esta autorización será efectiva inmediatamente y se mantendrá en efecto hasta elInstert language. 


RESTRICCIONES EN RE-DIVULGACIÓN  
La ley de California prohíbe al solicitante divulgar la información mas allá de lo acordado o la divulgación adicional de información privada a 
un tercer partido a menos que el solicitante obtenga otra forma de autorización de su parte o a menos que dicha divulgación sea 
específicamente requerida o permitida por la ley.  


SUS DERECHOS 
Usted tiene los siguientes derechos con respecto a esta autorización y afirma entenderlos al firmar esta forma de consentimiento. Usted 
puede revocar esta autorización en cualquier momento sometiendo una revocación por escrito, firmada por usted o por su representante, y 
enviada a la agencia(s)/personal mencionados arriba. Su revocación entrará en efecto en cuanto sea recibida pero no aplicará a la información 
que ya se ha dado a conocer en respuesta a esta autorización. Usted tiene derecho a recibir una copia de esta autorización. 


Es necesario firmar esta autorización para que el estudiante pueda recibir servicios apropiados/especializados adicionales en el ambiente 
educativo.  


Aprobación: 


Nombre en letra de molde Firma Fecha 


Relación de parentesco con el estudiante Área y número de teléfono 





		Last: 

		First: 

		MI: 

		Date of Birth: 

		Printed Name: 

		Date: 

		Relationship to Student: 

		Area Code and Telephone Number: 

		Apellido: 

		Primer Nombre: 

		Inicial: 

		Fecha de nacimiento: 

		Nombre en letra de molde: 

		Fecha: 

		Relación de parentesco con el estudiante: 

		Área y número de teléfono: 
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Mt San Jacinto Community College  


Child Development and Education Center 
 


 


 


RECEIPT OF FAMILY HANDBOOK 


 


 
As part of the enrollment and orientation process, I have received a copy of the Family 


Handbook and understand that I must comply with State and Agency policies in order to 


participate in the Child Care and Education Program provided by  MSJC Child 


Development and Education Center.                                                                                                       


                                                                    


  


 


Parent(s) Signature:     


 


                                                                                                            


 


                                                   


                                   (Print name) 


                                                                                         


  


  


                                                                          


                                                                             (Date) 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


 





		RECEIPT OF FAMILY HANDBOOK



		print name: 

		date: 
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Mt. San Jacinto College 


Child Development and Education Center 
 


 


Release of Information 


 


 


 


I give my permission for MSJC Child Development and Education Center to verify any 


information utilized to determine my family eligibility during the time that I am enrolled 


in the subsidized child care program. 


 


I authorize the sharing of information between agencies to verify my income, eligibility 


and need for child care and/or support services.  Agencies that may be contacted include, 


but are not limited to, the Department of Public Social Services, training sites/schools, 


social services agencies, referring physicians, emergency shelters, and employers. 


 


I give my permission for MSJC Child Development and Education Center to request 


from and/or provide to other publicly funded agencies any eligibility information needed 


to ensure proper use of State/Federal funds. 


 


I understand that if my family is found to be ineligible for child development services, or 


if the information provided during the time my family is enrolled is found to be 


inaccurate, I will be responsible for repayment to MSJC Child Development and 


Education Center, for child care services provided. 


 


 


 


___________                  ___________________            ___________________ 


Date                    Signature        Relationship to Child 


 


 


 


 


                                                     __________________________ 


                                                                    Print Name 


 


 


 


 


 


 


 


 


 


 





		Release of Information

		Date                    Signature        Relationship to Child





		Date: 

		Relationship to Child: 

		Print Name: 








Mt. San Jacinto College 


Child Development and Education Lab Center 


Vocational Training Agreement 


Parent Name (Please Print): Child’s Name (Please Print): 
 
 


Vocational Goal: Educational Goal: 
 
 


Training Institution: 
 
 


Additional Training Institution, if applicable: 


Statement on Limitations for Vocational Training (Title V, 18087) 
 
As a student parent, I understand that as of June 27, 2008, child care services for Vocational Training is limited to one of the following, 
whichever occurs first: 


- Six (6) years from the initiation of services for vocational training – from the start date of child care services for vocational training:  
this 6-year time limit does not change if a parent/guardian starts and stops services for this need; or 


- 24 units following the attainment of a Bachelor’s Degree. 
 
Continuation of services is contingent upon making adequate progress.  I understand that I must show progress each semester by: 


- In a graded program, earning a 2.0 grade point average; or 
- In a non-graded program, passing the program’s requirements in at least 50% of the classes or meet the training institution’s 


standard for making adequate progress. 
 
If I fail to show adequate progress, I may continue to receive services for one additional quarter, semester, or training period, as 
applicable, to improve my progress.  If, at the end of this additional period, I have not made adequate progress, child care services will be 
terminated and child care services will not be available to me until 6 months after the date of termination. 
 
To demonstrate adequate progress, I will need to provide MSJC CDEC with a copy of my official progress report.  This can be accomplished 
by either delivering a copy of a progress report to the Center Enrollment Specialist, or by providing a release, enabling the Center to verify 
my progress within 10 calendar days after the release of the institution’s progress reports. 
 


Office Use Only 
 
Your child’s start date is ___________________________________________.  Therefore, child care services for Vocational Training will  
 
no longer be available to you as of ________________________________________________. 
 


I have read, understand and agree to abide by the above regulations. 
 
 
 
                                           Parent Signature                                                                          Date 


Office Use 
Initials: 


 


 





		Parent Name Please Print: 

		Childs Name Please Print: 

		Vocational Goal: 

		Educational Goal: 

		Training Institution: 

		Additional Training Institution if applicable: 

		Office Use Initials: 

		start date: 

		no longer available as of: 

		date: 








State Department of Education To be completed by parent or guardian and 
Child Development Division updated at recertification and as changes occur 
Form CD-9607, (Rev 6/88) 
Rev MSJC CDEC 1/07 
 


 
 
 
 
 
 


Consent to Treat Emergency Form 


This form will be placed in the classroom backpack for use in an emergency that separates the child from the 


front desk emergency information. The person performing first aid will need to have a signed consent form and 


information about any allergies or medical limitations. Please sign in Blue Ink. 


This form should be updated every six months.  
  
I. Identification: 


Child’s name (Last, First, Middle):   Birthdate:   
 


II.  
  
Medi-Cal Number      Medical Insurance   


 
Insurance Number   


 
V. Allergies or Other Medical Limitations  _______________________________________________________________ 


 
Medications Taken:  


 
VI. Permission for Medical Treatment: Administrative procedures vary among medical personnel and medical facilities with 


regard to provision of medical care for a child in the absence of the parent. The exact procedure required by the 
physician or hospital to be used in emergencies should be verified in advance. 
In case of an accident or an emergency, I authorize a staff member of the child development agency to take my child to the above-
named physician or to the nearest emergency hospital for such emergency treatment and measures as are deemed necessary for 
the safety and protection of the child, at my expense. In the event of a major disaster all adults on this form are authorized to 
remove this child from the center. 


 
Signature    Date    
 Parent or Guardian 





		Consent to Treat Emergency Form

		I. Identification:

		II.

		Medi-Cal Number      Medical Insurance

		V. Allergies or Other Medical Limitations  _______________________________________________________________

		VI. Permission for Medical Treatment: Administrative procedures vary among medical personnel and medical facilities with regard to provision of medical care for a child in the absence of the parent. The exact procedure required by the physician or hos...

		VI. Permission for Medical Treatment: Administrative procedures vary among medical personnel and medical facilities with regard to provision of medical care for a child in the absence of the parent. The exact procedure required by the physician or hos...







		Childs name Last First Middle: 

		Birthdate: 

		MediCal Number: 

		Medical Insurance: 

		Insurance Number: 

		Date: 

		Allergies or Other Medical Limitations: 

		medications taken: 








 
CALIFORNIA DEPARTMENT OF EDUCATION  NOTE: When applicable, this form is to be completed 
CHILD DEVELOPMENT DIVISION and used with form, CD-9600. 
Form CD-9605, (Revised: 02/04) 
 


 TRAINING VERIFICATION - Please print or type information. 


  PARENT OR CARETAKER ATTENDING 
  SCHOOL OR RECEIVING TRAINING 
  


DATE 
 


 
INSTRUCTIONS 


 


Determining eligibility for child development services requires that the parent or caretaker do the following: 
 


1. Complete all information requested. 
 
2. When completed, take this form to the school or 


organization where the training or education will be 
received.  


3. Request that the registrar (or his/her designee) verify 
the training plan as described by signing and stamping 
this form. 


 
4. Return this form within two weeks to the agency that  
       will provide the child development services. 


 
AGENCY 


MSJC CHILD DEVELOPMENT AND EDUCATION LAB CENTER 
 
PARENT OR CARETAKER'S NAME (last, first, middle)       TELEPHONE NO. 
 


            
 
STREET ADDRESS          CITY             ZIP CODE 
 
 
 
 


TRAINING/EDUCATION INFORMATION 
 
NAME OF SCHOOL OR ORGANIZATION WHERE TRAINING/EDUCATION IS RECEIVED     TELEPHONE NO. 


MSJC SAN JACINTO CAMPUS                                              951-487-3605           


STREET ADDRESS          CITY             ZIP CODE 
 


1499 N. STATE ST.                                        SAN JACINTO  92583 
 
DATE THIS TERM BEGAN            DATE THIS TERM ENDS    ANTICIPATED COMPLETION DATE FOR TRAINING/EDUCATION 
 
 
 
PROFESSIONAL OR VOCATIONAL GOALS (Specific Occupation NOT Degree) 
 
 
 
 


CLASS SCHEDULE (if applicable) 


 DAY TIME ROOM NO. COURSE NAME UNITS 


1.      
2.      
3.      
4.      
5.      
6.      
7.      
8.      


SIGNATURE OF PARENT OR CARETAKER         DATE 
 
 
 
 
SIGNATURE AND STAMP OF REGISTRAR OF SCHOOL/ORGANIZATION       DATE 
 
 
 
 





		Determining eligibility for child development services requires that the parent or caretaker do the following:



		DATE: 

		TELEPHONE NO: 

		DATE THIS TERM BEGAN: 

		DATE THIS TERM ENDS: 

		ANTICIPATED COMPLETION DATE FOR TRAININGEDUCATION: 

		DAY1: 

		TIME1: 

		ROOM NO1: 

		COURSE NAME1: 

		UNITS1: 

		DAY2: 

		TIME2: 

		ROOM NO2: 

		COURSE NAME2: 

		UNITS2: 

		DAY3: 

		TIME3: 

		ROOM NO3: 

		COURSE NAME3: 

		UNITS3: 

		DAY4: 

		TIME4: 

		ROOM NO4: 

		COURSE NAME4: 

		UNITS4: 

		DAY5: 

		TIME5: 

		ROOM NO5: 

		COURSE NAME5: 

		UNITS5: 

		DAY6: 

		TIME6: 

		ROOM NO6: 

		COURSE NAME6: 

		UNITS6: 

		DAY7: 

		TIME7: 

		ROOM NO7: 

		COURSE NAME7: 

		UNITS7: 

		DAY8: 

		TIME8: 

		ROOM NO8: 

		COURSE NAME8: 

		UNITS8: 

		PARENT OR CARETAKERS NAME last first middle: 

		city: 

		street address: 

		zip code: 

		date1: 

		date2: 








       Child Development and Education Center 


 


New Child Profile 


Please help us to better know your child by completing this form. All the information will be 


confidential and used only by our teaching staff to meet your child’s needs. 


 


Child’s name (nickname) __________________________________________________ 


Date of birth______________________ Place of birth___________________________ 


Was your child premature? Were there any health problems at birth? 


________________________________________________________________________ 


________________________________________________________________________ 


Does your child live with one or both parents? ________________________________ 


Names and ages of siblings_________________________________________________ 


________________________________________________________________________ 


How would you describe your child’s temperament? ___________________________ 


________________________________________________________________________ 


In what way is your child unique? ___________________________________________ 


________________________________________________________________________ 


Has your child had the opportunity to play with other children on a regular basis? 


_________________________________________________________________________ 


What does your child enjoy doing with family? ________________________________ 


_________________________________________________________________________ 


How does your child react to being separated from parents?  


_________________________________________________________________________ 


_________________________________________________________________________ 


 







Are you able to spend time interacting with your child one on one? 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


Do you have any specific area of concern or difficulty with any of your child’s behavior?  


______________________________________________________________________________ 


______________________________________________________________________________ 


What is your method of discipline? _______________________________________________ 


______________________________________________________________________________ 


Does your child have any specific fears or nervous habits? ___________________________ 


______________________________________________________________________________ 


What time does your child usually nap and for how long? 


______________________________________________________________________________ 


Is any language other than English spoken at home? 


______________________________________________________________________________ 


Does your child have any allergies? 


______________________________________________________________________________ 


What goals do you have for your child this year? ___________________________________ 


______________________________________________________________________________ 


Do you have any skills, hobbies or interests to share with our class? ___________________ 


______________________________________________________________________________ 


Is there anything else you would like us to know about your child? ____________________ 


______________________________________________________________________________ 


______________________________________________________________________________ 


______________________________________________________________________________ 


______________________________________________________________________________ 


 


Enrollment File/Revised 5/2019 





		Place of birth: 

		Was your child premature Were there any health problems at birth 1: 

		Was your child premature Were there any health problems at birth 2: 

		Has your child had the opportunity to play with other children on a regular basis: 

		How does your child react to being separated from parents 1: 

		How does your child react to being separated from parents 2: 

		Are you able to spend time interacting with your child one on one 1: 

		Are you able to spend time interacting with your child one on one 2: 

		Do you have any specific area of concern or difficulty with any of your childs behavior 1: 

		Do you have any specific area of concern or difficulty with any of your childs behavior 2: 

		What time does your child usually nap and for how long: 

		Is any language other than English spoken at home: 

		Does your child have any allergies: 

		Is there anything else you would like us to know about your child 2: 

		Is there anything else you would like us to know about your child 3: 

		Is there anything else you would like us to know about your child 4: 

		Childs name nickname: 

		Date of birth: 

		Does your child live with one or both parents: 

		Names and ages of siblings 1: 

		Names and ages of siblings 2: 

		How would you describe your childs temperament 1: 

		How would you describe your childs temperament 2: 

		In what way is your child unique 1: 

		In what way is your child unique 2: 

		What does your child enjoy doing with family 1: 

		What does your child enjoy doing with family 2: 

		What is your method of discipline 1: 

		What is your method of discipline 2: 

		Does your child have any specific fears or nervous habits 1: 

		Does your child have any specific fears or nervous habits 2: 

		What goals do you have for your child this year 1: 

		What goals do you have for your child this year 2: 

		Do you have any skills hobbies or interests to share with our class 1: 

		Do you have any skills hobbies or interests to share with our class 2: 

		Is there anything else you would like us to know about your child 1: 

		Is there anything else you would like us to know about your child 0: 








Agency Name:  
Family Identification/Case No.:  
Initial Subsidized Service Date:  
Type of Application: (Check one)     Initial           Recertification 


Confidential Application for Child Development 
Services and Certification of Eligibility 
Form EESD 9600, Page 1, (REV. 9/17)    


Note: State regulations require a formal application and certification for child development services.  You will receive written notice of your eligibility no later 
than 30 days from the date of your signature on this form. This form must be completed by an agency representative in consultation with the family. The 
agency must verify and certify family eligibility prior to beginning services.  Refer to the attached instructions for the completion of this form. 


Section I. Family Identification. If you are a single parent/caretaker, check this box: See Instructions, Section I. 


Name of parent/caretaker (full name, including middle initial) 
A. 


Phone no. (cell or home) Phone no. (work/school) 


Name of parent/caretaker (full name, including middle initial) 
B. 


Phone no. (cell or home) Phone no. (work/school) 


Street address City State Zip FIPS code 


Section II. Family Eligibility and Reason for Needing Service 


A. Family Eligibility Status (Check as many as apply.)


Protective Services Current Aid Recipient Income Eligible Homeless Programs for the severely handicapped 


B. Reason for Needing Service.  Indicate all the reasons for needing care for each adult listed above.  Enter “A” or “B” referring to parent/caretaker listed


above. Attach documentation.  (This section does not apply to part-day state preschool programs or programs for severely handicapped.)
Parent/ 


Caretaker 
Reason for Needing Service 


Parent/ 
Caretaker Reason for Needing Service


Parent/ 
Caretaker Stages 1, 2, and 3 CalWORKs recipients only 


Homeless Education or training CalWORKs activities Date parent  became 
ineligible for aid: 


Date: ____________ 
Working Actively seeking employment Diversion 


Child referred for protective services because of neglect, 
abuse, exploitation, or At-Risk thereof 


Seeking permanent housing Record date of entry into each stage: 
Stage 1:_______ Stage 2:_______ Stage 3:________ 


Parent/caretaker incapacitated because of medical or 
psychiatric special needs 


C. Employment/Training Information. Must be completed for each adult listed in Section I above to document need on the basis of employment or
training. (Attach documentation.)


Parent/ 
Caretaker Employer/School Street Address City Zip 


A 


A 


Days and working/ 
training hours: 


From: 


To:


Mon. Tues. Wed. Thurs. Fri. Sat. Sun. 


Parent/ 
Caretaker


Employer/School Street Address City Zip 


B 


B 


Days and working/ 
training hours: 


From: 


To:


Mon. Tues. Wed. Thurs. Fri. Sat. Sun. 


 Section III.  Family Adjusted Gross Monthly Income and Size 


A. Family monthly income. The family's adjusted monthly income from all sources (Attach verification and documentation.): $_______________
B. Family income sources (Check all that apply. Do not count the gray shaded areas in Section III. A above.) Black shaded boxes for CalWORKs recipients only.


NOTE: Section III B is for federal data collection purposes only.


Employment, including self-employment Other federal cash income programs (such as SSI) 


Child support Housing voucher or cash assistance 


Cash or other assistance under Title IV of the Social Security Act (TANF) Assistance under the Food Stamps Act of 1977 


State-only alien and two-parent programs for CalWORKs recipients Other 


C. Family size (See “Funding Terms and Conditions” for instructions on calculating family size.): _________________
D. Parent(s) currently on active duty (i.e. serving full-time) in the U.S. Military?  YES ___   NO ___


A. Parent(s) a current member of a National Guard or Military Reserve Unit?     YES ___    NO ___
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 Section IV. Data on Children. List ALL children residing in the home and counted in the family size. 


Complete for all children residing in the home 
Complete only for children 


 served by your agency 


For children enrolled in more than one program or site, 
use additional lines as needed 


(1) 


Full Name of Child  


Including Middle 


Initial 


(2) 


Gender 


(3) 


Birth Date 


(4) 


Adjustmen
t 


 Factor 
Code 


(5) (6) (7) 


Native 
Language 


(8) 


Program 
Code 


(9) 


Type of 
Care 
Code 


(10) 


Hours of Care per Day 


M F 


MM/DD/YYYY 


E
th


ni
ci


ty
 


R
ac


e 
 


Language 
Code 


Child is English 
Learner? 


(School age 
ONLY) M T W T F S S 


S 


Provider/site name: 


V 


S 


Provider/site name: 


V 


S 


Provider/site name: 
V 


S 


Provider/site name: 


V 


S 


Provider/site name: 
V 


Section V.  Certification and Signature of Parent/Caretaker. 


1. I understand that I am self-certifying single parent status under penalty of
perjury in Section 1 of this document when the single parent/caretaker box has 
been checked.   Parent Initials: ____________


2. I understand that the information about my eligibility may be reviewed by
representatives of the State of California, the federal government, independent
auditors, or others as necessary for the administration of the program.


3. I understand that if the agency denies this application for services, I have
the right to appeal.


4. I understand that I will receive a notice of approval or disapproval of my
application within 30 days from the date I sign this form.


5. I understand that this certification is not complete until all
documentation is submitted and this form has been signed and dated by
me and reviewed, signed, and dated by an agency representative.


6. I certify that my family assets do not exceed $1,000,000; Child Care 
and Development Block Grant Act Section 658 p (4)(B).


7. I understand that I must renew my eligibility at least once a year. I
further understand that if I do not renew my eligibility, I will no longer
be eligible for subsidized child care services for my child.


I DECLARE UNER PENALTY OF PERJURY THAT THE ABOVE INFORMAITON IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE. 
Signature    Date Relationship to Child: Parent      Grandparent     Guardian 


 Foster Parent     Other: Please describe _________________ 


Signature    Date Relationship to Child: Parent      Grandparent     Guardian 
 Foster Parent     Other: Please describe _________________ 


Section VI.  Family Fee (Refer to the current CDE Family Fee Schedule). 


Type of Fee Flat Monthly Fee Rate (See the instructions for Section VI.) 


 Full-time 


130 hours or more per month 


Flat Monthly Rate: Specifics: 


 Part-time 


Under 130 hours per month


Flat Monthly Rate: Specifics: 


Section VII.  For Office Use Only. (Certification is not complete until eligibility is reviewed, signed, and dated by an agency representative.) 


Eligibility Status:  Accepted   Denied 
Date Notice of Action Sent  
(Attach copy) 


Date Notice of Action Given 
(Attach copy) 


First date of subsidized service Last date of enrollment 


Signature of Authorized Agency Representative Title  Telephone number Date 


Signature of Supervisor (Optional) Title Telephone number Date 


$


$ 
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TERMINATION OF SERVICES 


 
(Services are terminated for any changes which make the family ineligible for services according to Federal 


Regulations, State Regulations, Funding Terms and Conditions or Board Approved Agency Policies.) 


Please check each box after reading and sign that you have read and understand each reason. 


A family may be terminated for any of the following reasons: 


❑ Absence of three (3) consecutive days without notification or prior approval or three (3) 


unexcused absences during the fiscal year (July 1 - June 30). 


 


❑ Failure to keep contracted hours (e.g. late pick-ups) or misuse of contract days and hours. 


 


❑ Failure to submit all completed eligibility forms, or other required documentation immediately 


upon enrollment or medical information or subsequent recertification forms by the required date. 


 


❑ Providing inaccurate or false information on eligibility forms or sign-in cards. 


 


❑ Failure to maintain accurate sign-in cards on a daily basis. 


 


❑ Failure to abide by Parent Contract, program rules and/or policies. 


 


❑ Failure to make payment of family fees for child care services.  If the previous month’s fees have 


not been received by the first day of service in the second month you will receive a termination 


notice.   


 


❑ For parents/guardians who attend school, non-compliance in the following will result in termination 


of services: (a) failure to maintain enrollment in the number of units verified at the beginning of 


each semester; per state requirements, these units must directly apply to the stated career goal on 


the training verification form (b) student parent’s in a graded program, a grade point average of 2.0 


or above (per semester) is required of all student parents (c) student parent’s in a non-graded 


program (pass/fail) must pass the program’s requirement of adequate progress at a 50% success 


rate. 


 


❑ Insulting or threatening behavior towards staff, students, or any person on the center premises. 


 


❑ The inability of a child to adjust to large group care in a center-based program.  In consultation 


with the Director or the Site Supervisor and with other professionals, a family may be terminated 


if it is deemed to be in the best interest of the child or when the child’s behavior may cause harm 


to him or herself or others.  


 


 


 


 


_____________________________________                     _________________ 


Parent’s Signature                                                                  Date 
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