Infant Sleep Permission Form

Frepared by ND Child Care Resource & Referral Health Consultant Team

The American Academy of Pediatrics recommends kee
blankets) out of the crib/playpen to reduce the risk of S

for infants under the age of 1 i C
have reported a praotective effect of pacifiers on the incidence of SIDS. The pacifier is not recommended
to be aftached to the infant’s clothing orto a stuffed animal/toy. The pacifi

before each use.

v 1, 2013, ND Child Care Licensing Regulations state:
provider may place one individual infant blanket

ftem that does not pose a risk of suffocation to
fe the infant is sleeping or preparing to sleep.

Effective Janua
With written parental permission, the
or sleep sack, a pacifier, and a security
the infant in the crib or portable crib whi

Parent/Guardian Authorization Mfc//m—(:am—[”mdd]@”m

" | have read the information on this form and give
Print Name of Provides/Program

. pefmission to use the foltowing checked item(s) when my infant
’ Prirt infant’s Name

 Is sleaping or preparing 16 sleep:

LT One infant blanket (a thin blanket is recommended)
g swaddled, the blanket should not come any higher than to the shoulders

* Ifinfant is bein
of the infant
+ Swaddiing shouid be discontinued once the infant shows signs of roiling over.
L1 Sleep sack ,
* Swaddle sleep sacks (with arm panels) can be used until the infant shows signs of rofling over,

Once the infant shows signs of roffing over, sleeveless sleep sacks should be used.

I Pacifier
O Security, [tzm $pecify ifem)
£t Crade. Boay

Name of Parent/Guardian (please print) ' _

Date:

Parent/guardian Signature

It is recommended to place a copy of this form in the infant's file

as well as past near the infants crib/playpen
(ogr ofinfants reacti} for pmviders/sfaﬁ’ o reference. _

Souvrces: .
Caping for Our Chitdreg National Haatth and Safety Petformance Standards: Guidaines for
Qut-of-Home Chief Carg, 3rdf Edition, 2071 .

ND Chilef Care Licensing Regutations

7eshnical Repont -8IDS ang Other Sieap-Ralated nfant bca:#s: Expansion of NORTH DAKOTA
ReLImmendsoons fors Ssfe Infang Sleeping Envionment, AAR Pediatrics 2071 ,
Policy wafemeant - SING any Other Sleap Related Infant Deaths: Expansion of ‘ ‘ R R

Recemmendations rep 3 Safe Infant Steoping Envirenment, ARR Pediatries 2011
CHIED CARE RESOURCE & REFERRAL

Revised 1712

Child Care Resource & Referral i 8 prograrm of Lutheran Sociat Services in western North Dakots
and Lakes and Prairizs Community Action Partnerchip in eastern North Dakota




AUTHORIZATION TO DISCLOSE INFORMATION

. UNITED TRIBES TECHNICAL COLLEGE

T Usaren Troges CHILD DEVELOPMENT CENTER

Tremxacal, CO%LEGE 3315 University Drive ¢ Bigmarck, NI 58504 « 701-255-3285

PRIVACY STA}TEMENT: Disclosure of the social security number is voluntary and is requested for the purpose of accurate identification. Failure
to disclose alé.ocial security number will not affect the disclosure of other information, The Department will not condition treatment of your agree-
ment to authc:ér?ze disciose of your health information. The Department may, however, require that you authorize disclosure of your health informa-
tion if needed to make a determination about your eligibility for benefits or enroliment in a Department heaith plan.

P
INSTHUCT!(?NS: (Please Print)

ParenUGuardféan: {Last, First, Middle Initial Social Securty Number Date of Birth
’ KXK-XXK-

Street Address City State Zip Code
i

i

PARENT RELEASE AND SIGNATURE

1. [ HerebyAuthorize:

Name of Person/Agenoy: - BURLEIGH / MORTON COUNTY SOCIAL SERVICES

Street Address City State Zip Code

2. To Reledse Information To:

Name of Persé:n/Agency to Receive Information:

; UNITED TRIBES TECHNICAL COLLEGE / CHILD DEVELOPMENT CENTER
Street Address City State Zip Code
i 3315 UNIVERSITY DRIVE BISMARCK ND 58504

3. The Foliawing information is Requested: (Be Speoiﬁc)
-Applica‘:io'h status, missing/neaded documentation, missing payment information.

H

4.  The lnfoffnation identified Above Wil Be Used For: (List Each Purpcse)

To determfine childcare assistance eligibility. To assist the parent in completing the application. To determine parent's childcare
usage eligibifity.

5. This Authorization to Disclose Information Expires Twelve (12) Montks ARer the Date Below.

OR: {Specific Event Terminating Cperation of Release)

PARENT CONSENT:

This authorization is voluntary and remains in effect until the above date or event, unloss specifically ravoked by written notice to the agency
or person. Refer to the Notice of Privacy Practices for further description of revocation rights.  Any information disclosed prior to written
revocation of this authorization shalf not be a breach of confidentiality. A photocopy of this authorization is as effective as the criginal. Unless

otherwise agreed in writing, information may be disclosed under this authorization in any form or medium, inctuding oral, written, or electronic
transmission.

Signature or‘%Parent / Guardian: Date
Signature of.Parent / Guardian: Date
Sigrature of .CDC! Date

O CHECKIF APPLICABLE - NOTICE TO WHOMEVER DISCLOSURE 'S MADE COMCERNING ADDICTION RECORDS
Thig in{orma_tion has been disciosed to you from records protected by Fedaral confidentiality rules 42 CFR Part 2. The Federal rules prohibit
you from making any further disciosure of this information unless further disclosure is expressly parmitted by the written authorization of the
person to whom it pertaing or as otherwise permitted by 42 CFR Part 2. A general suthorization for the disclosure of medicat or ather inferma-

tion is NOT sufficient for this purpose. The Federal rules restrict any use of the information ta criminally investigate or prosecute any alcoha(
or drug abuse patient,

NOTICE: Except for information subject to 42 CFA Part 2, information disclosed to another entity may potentiaily be redisclosed,
in which case it may not be protected by state ot federal law.
BISTRIBUTION: T Te person from whom infor-nation is sought
1 Reguesting Agency
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Unitep TRriBES

Tecnnica Coukce UTTC/Child Development Center
Registration Form

Person Completing Child Registration Form

Printed Name of Person Completing Form Relationship to Child

Signature of Person Completing Form Date

Child Information

Last Name First Middle

Preferred Name (if different than above)

Home Phone Gender 0 Male 00 Female

Date of Birth

Ethnicity (circie one): American Indian Caucasian African American
Hispanic Asian Pacific Islander

Is this child an enrolled member of federally recognized tribe? O Yes 0O No

Tribal Enroliment Number:

Address Information

Child Mailing Address City State Zip
Street Address (if different) City State Zip

Parent/Guardian Information

Father's Name Home Phone _ . CellPhone ___
Mother’s Name Home Phone _ . Cell Phone
Guardian’s Name Home Phone Cell Phone -

Living Arrangements

(Circle one)
Does this child live in a single-parent household? Yes No
Child currently lives with; Both Parents Mother Only
Father Cnly Other

{CVER ~ piease fill out back side of form)



Emergency Information

{(Indicate local contact persons other than parent - must live in Bismarck/Mandan/Lincoln)
Contact 1 Relationship __

Daytime Phone Type of Phone: Home Work  Celi
Contact 2 Relationship

Daytime Phone .. Type of Phone: Home Work Cell
Contact 3 .. Relationship .

Daytime Phone __ Type of Phone: Home Work  Cell

Medical Information

Doctor Phone
Dentist Phone
Allergies (list)
Medications (list type and purpose)
Health Conditions: (circle and describe any that apply)

Glasses Diabetes Seizures Frequent Ear Infections
Hearing Aids Ear Tubes Asthma Other

Describe:

Has any heaith condition resulted in an emergency? 0 Yes 0 No
Describe:

I give permission for the center to apply bug spray/sun screen to my child: [ Yes 0 No

Photo/Video Release Authorization
I give the Child Development Center Staff permission to take pictures/video of my child:

{Child’s Name) I Yes J No
Closed Facebook Page
I give the Child Development Center Staff permission to take photos/share daycare information:

(Child's Name) O Yes O No

This Section should be completed
By Child’s Legal Decision Maker
Has your child ever received service(s) for a disability? O Yes O No
If “yes” indicate which service(s)

Where were services provided? _ } e e e et et

In case of a medical emergency, and I cannot be reached, I give my child’s doctoer or any attending

physician permission to administer medical treatment. O Yes O No
Beginning Date your child will attending UTTC/Child Development Center.
{(Print Name) (Signature) {Date)

Updated 6/17



Infant Toddler Center (only)
Developmental History

Child’s Name: e Birthdater

Nicknames:

(Name you would prefer us to call your child)

Has your child been in a daycare setting before?  Yes / No

ok ok e ke s ok ok s ke e sk e ol o ok ok ok s ke ko ke ok o ok kR ok 3 K ok HOR R S OR KO Rk ok Ok ok o o ook b ok ke ko ok sk s ROR ROR R R R oK o ok ko ok sk o ok ok i o ook sk ok

Brand of Formula Used: {Center provides Enfamil/Simply Right (Sam’s Club)

Liquid Used with formula: (please circie) Tap Water / Nursery Water / Doesn’t matier

How many ounces does your baby drink per feeding:

If any of the above changes - please make sure that the daycare center knows immediately.
*While in the center, bottles will be used at mealtimes/naptimes, not given to a child 1o walk around with during activity times®

Type of Bottle/Nipple Used (be specific):

Bottle Temp: Room Temperature /  Warmed

Bottle/Feeding Schedule:

History of Colic:  Yes / No Child Full Term:  Yes / No  Birth Weight:

If premature, how early:

History of Asthma:  Yes / No
Chiid Currently Breastfed:  Yes / No
Does your child use a pacifier?  Yes / No Treatments Given:  Yes / No
*ITC does not administer breathing treatiments

Does your child suck a thumb?  Yes / No

Children ages 1-2 what type of milk? ***Center provides whole mitk/lactose (skim)
anything else parent must provide***

Suggestions for teachers when bottle feeding your child:

e e ok o o o ok e o 0% o 8 0%l sk ok o e ok ol ol i e ek o o ok o R ol ol o ok o Rl ok K R SR R R R OB R o B o SRR ol R R ok ok R ROk R ok o R K R R R R R R ok R o

Amounts & Kinds of solid foods given:
#* (1f not currently on solid foods - please make sure the dayearce knows when you begin to feed your baby solid foods
such as baby cereal, baby food, table food, e¢tc...)** Baby cereal. baby food, and table food is provided by the center.

St e s R ook R O R el il R o o o o e ol sl e o o o e R o o s od of o e e ol ot sk e ol e sl o ok o R R Rk ok ok e s e st o o o e e st b sl i of s R i o R SR R ok ol ok ok

Does your child have a histery of ear infections: Yes / No Does your child have tubes: Yes 7 Ne

(Over — please fill out back side of form)



Foods your child may be allergicto: ~ #[{pod allergies separate form must be completed*
Suggestions for teachers during mealtimes:
Bowel movements regular:  Yes / No How manyfday: .
Diarrhea / Constipation a problem? (Circle if applicable)

Baby's skin is highly sensitive:  Yes / No Frequent diaper rash:  Yes / No

Do you use: (Circle) Wipes Powder Lotion Omtment Other:

Attempting toilet training:  Yes / No

How would you like us 1o help you with this?

Suggestions for teachers while diapering/toilet training your child:

*After each diaper change a wipe is used 1o wipe your child***

Time my child wakes up in the morning: Time my child goes o bed at night:
Does your child: please circle  Sleep in their own bed/crib Steep with a parent Steep in a swing/carseat

Typical nap time(s) during the day:

How long is naptime:

What does your child take to bed with himvher:

Does your child like to be wrapped at naptime? Yes / No  Likes to lay on:(circle) tummy/back/side (older children)

Suggestions for teachers about your child’s naptime:

Suggestions 1o heip better serve vour child at ITC:

Please make sure that daycare knows at all times what your baby/child
eats and how much — thanks for your cooperation!

Updated 6/15



PARENT'S STATEMENT ON HEALTH OF CHILD

ND DEPARTMENT OF HUMAN SERVICESICFS
SFN 847 (Rev. 11.2008)

INSTRUCTIONS: This form must be completed annually for any ¢hild enrolled in a ficensed early childhood facility.
This form is completed by a parent or guardian of the child.

Full .Legal Name of Child:

Birth Date:

Encollment Date:

Please chack one: M ET [PT
[Dropin [ ]B/A School

Full Legal Name(s} of Parent ar Guardian:

Relationship:

Address:

City:

Stale: Z1P Code:

Home Telephone Number:

Work Telephone Number:

Farily Dentist:

Family Physician:

Clinic:

Telephone Number:

Hospital:

Telephone Number:

Last Visit to Doctor:

Chilg's Height:

Child's Weight:

Does The Child Have Any food, medication or

envircnmental allergies: [:] Yes [:I No

if Yes, List Allergies:

Describe Altergy Reaction;

Usual Treatment:

[Jasthma

D Diabetes
D Vision Impairment

Please Check f Any Of The Following Conditions Exist:
D Heart Condition

D Seizure Disorder

D Hearing Impairment
[ ] Frequent Earaches

[:} Behavioral Issues
D Other Conditions (please specify}:

Please Explain All Checked items:

is The Chitd Under Current Medical Treatment?

[:] Yes

[(Ine it yes. nlease list

Are There Any Medications That The Child Takes Daily? D Yes

[IMNe  1fyes, please list

Describe Any Limitation Your Child day Have For Participation in An Early Chitdhood Program:

Is there @ health care pian for your child? [ Yes

[] No  If yes, please sitach

INSURANCE:

Liabiiily insurance ig not a requirement for a license o provice family or group child care. Please review with your child care provider
the liability coverage that g presently in place.

CERTIFICATION:

I cerlify that the above information is true to the best of my knowledge.

Parent ar Guardian's Sigrature

E Date




CHILD INFORMATION SHEET
ND DEPARTMENT OF HUMAN SERVICES

CHILDREN AN D FAMILY SERVICES
SEN 845 (12-20613)

Every Early Childhood Program is required to have certain information on file. These requirements are set forth in the rules
and reguiations for Early Childhood Services as adopted by the North Dakota Department of Human Services. All information

requested hereir is required and shall be keplt cenfidential.

Child's Name Date Child Enrolied Preferred or Nickname of Child Date of Birth
Mother's Name Home Telephone Number Cell Phone Number Work Telephone Number
Home Address

Place of Employment Hours of Work

Father's Name Home Telephone Number Cell Phone Number Work Telephane Number
Home Address

Place of Emiployment FHours of Work
EMERGENCY AUTHORIZATION

in case of an emergency and parents cannot be reached, who should be contacted?

Name Relationship to Child Work Telephone Number Home Telephone Number
Name Relationship to Child Work Telephone Number Home Telephone Mumber

Physician te Call in an Emergency Clini¢ Telephone Number

Dentist ta Cali in an Emergency Clinic Telephone Number

| hereby authorize the Early Childhood Program to secure emergency medical treatment for my child under the fellowing conditions:
1. An emergency or unanficipated condition hecessilates immediate action for the preservalion of the life or health of the child, and
2. Reasonable attempts to contact me have failed.

Parent Signature Date Parent Signature Date

AUTHORIZATION TO RELEASE CHILD
Uniess otherwise authorized by you in writing, only the parent or legal guardian may pick up your child(ren) from the Early Chitdhood
Program. List below any others you wish to authorize for this purpose.

Name Refationship to Child Telephane Number
Name Relationship to Child Telaphone Number
Name Retationship to Child Telephone Number

These people are NOT atlowed to pick up my child,

Name Retationship to Child

Name Relfationship to Child

For Cperator Use Only:

The identification of this child has been verified. As proof of identification, the child's parent has produced.
[ Copy of Child's Birt: Certificate [[] Child's Passport [ Other

Sigrature of Operator
L
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TecnNicaL COLLEGE ’

AUTHORIZATION OF FEDERAL STUDENT AID FUNDS AND/OR OTHER STUDENT
AD PAYMENTS ALLOCATION
Initials

[ am authorizing United Tribes Technical Cotlege to apply any credit balance of
FFSA. Agency funding and/or scholarships to pay for prior year charges.

I am authorizing United Tribes Technical College to apply any credit balance of
FSA, Agency funding and/or scholarships to pay for childcare charges.

[ am authorizing United Tribes Technical College to apply any eredit balance of
FSA, Agency funding and/or scholarships to pay for miscellancous charges.
(ic. replacement key, replacement id, meal ticket)

[ am authorizing United Tribes Technical College to apply any credit balances of
FSA. Ageney funding and/or scholarships to pay for citation charges.

I am authorizing United Tribes Technical College to apply any credit balances of
FSA, Agency funding and/or scholarships to pay for overages of services.

I have the right to refuse authorization of any item on this statement. [ am aware that T am able
to cancel or modify this contract at any time. Any cancellation or modification will be in ctfect
on the day it is received at the UTTC Business Office.

Please print namc 1D #

Student Signature Date




INFORMATION FOR THE RECIPIENT OF THE CHILD CARE ASSISTANCE PROGRAM

0 NORTH DAKOTA DEPARTMENT OF HUMAN SERVICES
J SFN 598 (2-2018)

APPLICATION - PART 1

PURPOSE OF PROGRAM

Provide help with child care costs for families with low income while they are participating in work, job search or allowable
education or fraining or other allowable aclivities.

APPLICATION

¢ Read application carefully and answer each question completely. The more information you give us the easier it will be
to process your apglication.

® Agsistance will begin the first day of the month the application is received in the County Social Service Office if all factors
of eligibility are met. Eligibility can be determined for the month prior to the application month, if there is & need for
assistance in that month and if all other factors of eligibility are met,

ELIGIBILITY REQUIREMENTS

e An applicant must verify ALL ear 'sd, unearned and self-employment income for ALL membe: » of the household.

s Each person attending postsecondary education must complete and submit a Postsecondary Education Information
(8FN 113) form. Each person attending postsecondary education or training must provide a copy of their class schedule.

e Provide verification of the applicant’s identity and verification of the applicant's relationship/association to each child for
whom Child Care Assistance Program benefits are being requested.

¢ Provide verification of age for each child for whom Child Care Assistance Program benefits are being requested,

o |f you or ancther adult member of your household make court-ordered child support or court order spousal support
payments, attach verification of the monthly amount.

o To be considered for the program, you mus! be a resident of the state of North Dakota.

¢ You must have a qualified child care provider,

PROVIDER INFORMATION

& Your provider must be at least 18 years of age.

* Your provider must be licensed, self-declaration, tribal regisiered, or an approved relative. The approved relative must
be specifically approved for your child(ren).

*  Your provider must complete a W-8 Request for Taxpayer [dendification Number and Certification which must be
submifted to the Child Care Assistance Program state office before payment can be made to either provider or parent,

e If your provider moves or changes provider type, a new W-9 Request for Taxpayer [dentification Number and Certification
must be completed and sent to the Child Care Assistance Program state office.

* Your provider may choose to receive the payment or have the payment sent to you. The provider must submit a signed
and dated Provider's Reguest (o Pay Parent Directly (SFN 848) form to the County Social Service Office if the payment is
{0 be paid to you.

CERTIFICATE

e ‘When eligibility for the Child Care Assistance Program has been approved, a certificate will be issued for & prescribed
number of manths.
A copy of the certificate will be mailed to you and to each provider.
The certificate will state the Family Monthly Co-pay to be paid by you, the State Rate, the allowable activity you are
approved for, children who are approved for child care, the period of time the ceriificate is effective and the mandatory
reportable changes.

s The caretaker is responsible for any amount over the allowable maximum charge per child and any other costs not
covered by the Child Care Assistance Program.

CHILD CARE REQUEST FOR PAYMENT (SFN 616)

® This form must be used by child care providers to report hours of child care provided and the amount billed each
calendar month.

o |tis the provider's responsibility to complete the form each month with the actual hours of care provided and the amount
billed.

o After the care has been provided for the month, the completed form must be signed and dated by hoth you and your
provider.

*  Submit the Child Care Reguast for Paymant form to the County Social Service Office by 1he 5th of sach manil.



SEN 508 {2-2018}

CHILD CARE ASSISTANCE PROGRAM APPLICATION
NORTH DAKOTA DEPARTMENT OF HUMAN SERVICES

FOR OFFICE USE ONLY

Date Raceived:

APPLICATION - PART 2

Please print or type your answers, Read application carefully, answer each guestion completely. Attach another sheet if you
need more space to answer questions. Make sure to submit all the required verifications. Failure to answer each question and
provide required verifications may delay processing of your application. Make sure to date and sign the application. Applications
that are not signed and dated will be returned. Return completed application to your focal County Social Service Office. If you
have any questions about completing this application, contact your local County Social Service Office.

Tell us about you

First Name Middle Initial Last Name
Residential Address City State ZIP Code
Mailing Address City tate ZIP Code
Telephone Number Celi Phone Number Work Telephone Number
If you do not speak English, what is your preferred spoken or written language?
Have you ever received or applied for Child Care Assistance? If yes, when?

]:I Yes D No
Which city? County Staie What name did you use?
Do you need child care assistance for last month? |:| Yes D NO
Tell us about the people in your home - List all persons in your househoid starting with you.

Marital Race
Household Members (Enter Legal Name) | Social Security Number ) Relationship! | ys Gitizen Status
(First, Middle itial, Last] (optienai)* Birth Date Assoclation 1o You | ygs or No | S8 | (use codss below)
SELF

Marital Status Codes: MA-Married O1-Divorced NM-Never Married  WI-Widow

Race Codes;  Al-American IndiarvAlaska Native  AP-Asian  BL-Black

HP-Native Hawaitan/Pacific Island

WH-White

* - R : s : Cr . . . . . " .
The Frivacy Aci of 1674 reguires (he ‘ollowing information be srovided when individuals are requested o cisclose their sg
the soial sgour v osurber woveiaelary and 1S regusstad for iarication puposes. Falure o dsclase the micnmanon will aot affaot pan

PLROTEY

ir somal securily nu

bers. Tiaclosure of
f

iy Hus




SFN 598 (2-2018} Page 2

Tell us about the people in your home (continued)

List household members of Hispanic or Latino ethnicity (optional):

List other names used by household members (maiden name, prior married name or nickname):

Is any household member temporarily aut of the home? [:] Yes D No

Name of Absent Person

Relationship to Children Recelving Child Care

Reason for Absence

Date Expecled to Return

Are both parents in the home?

|s a parent currenily active duty in the U.5. Military?

Is your household currently experiencing hometessness?

[:lYes I:] No

Is a parent currently a member of the National Guard or a miltary unit? D Yes I___} No

DY@S [:] No

Tell us about your household's assets

Total Estimated Value of Your Househoid's Assets

Tell us about your household's earned income

employment for all household members,

Complete ihe next section for each person that is empioyed, List information about full-time, part-time, seasonal, or temporary

Household Gross Amount for Hours Salary/ Amount of How Day(s) of Dato of
Member's Name Employer Application Month §  Worked Hourly Tips! Cften Woek/Month Next
Par Weak Wage Commission Paid Pald Paycheck
. 5 If yes, who?
Has anyone's employment stopped” D Yes D No
l.ast Day Worked Date of Last Check

Do you or anyone in your household anticipate a D Yes
change in earned income this month or next month?

DNO

if yes, who?

Explair the Change (provide verification of the anticipated change

3

You must attach proof of income

> & 0 &

Paystubs received in the month of appiication up to the date the application is submitted.
All income for the month prior t¢ the application month.
Employer stalement for all new jobs or any changes in anticipated income.
If anyone in the household is self-employed, a complete copy of the mast recent income tax return, including all
schedules f current tax return 1s not available, provide income and expense ledgers).
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Tell us about your household's earned income (continued)

Is any household member self-employed? E] Yes D No

If Yes, Name of Business

Type of Business

Dees anyone in the household expect a change in self-employment income? D Yes [] No

If yes, what change is expected?

Tell us about your household's unearned income

This section must be completed for each househald person including ali children. Check each item yes or no. |f yes, show lhe
amount received, who received it, date received and provide proof of the income.

Income Yes No

Amount

Date Received

Who Receives

Alaska Dividend

BlASTribal General Assistance

Child Support

Contract or Contracts for Deed

CRP (Conservation Reserve Payment)

Dividends or Interest

Fund Raising Received Directly by Family

Incomne from Roomer/Boarder

individuatl Indian Monies Account

insurance/Lawsuit Settlement

Private Insurance or Disability Income

Mineral Lease

Money from Friends, Relatives, or Others

Cilivineral Rights/Royaifies

Railroad Benefits

Rental income

Social Security Benefits

Spousal Support

58I (Supplemental Security Income)

Trizal Gaming Distribution

Tribal Spirit Lake Soctal Impact Payment

Trust Income

Unemployment Benefits

Veteran's Benefits

Workforce Safety Insurance

Other

Do you of anyone in your household anticipate a change in unearned income this montnh or next month?

[] Yes D Na

if Yes, Who?

Expiain the Change {provide verifization of the anticipated change)
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Tell us about Court-Ordered Child Support and Court-Ordered Spousal Support

Do you or anyone in your household pay court-ordered child supporl andfor courf-ordered spousal support? D Yes D No
If Yes, Who? Court-Ordered Amour Amount Paid Monthly

Do you or anyone in your household anticipate a change in court-ordered child support and/or court D Yes D No
ordered spousal support this month or next month?

If Yes, Who? Explain the Change {provide verification of the antlicipated change)

You must attach proof of the court-ordered child support and courf-ordered spousat support.

* Verification of amount paid in the month of application up to the date the application is submilted.
e Verification of the amount paid in the month prior to the application month.

Telt us about your Pestsecondary Education/Training

What is your highest education completed?

Date Completed
[] None D High School D Certificate EI Associate Degree D Bachelor's Degree D Master's Degree

If there is a second parent/caretaker in your household, what is their highest education completed? Date Completed
D None E] High School D Certificate D Associate Degree D Bachelor's Degree D Master's Degree

Do you need help paying for child care in order for any household member to atlend postsecondary school or {raining? [:] Yes D Mo

You must complete a Postsecondary Education Information form (SFN 113) for each adult family member attending posisecondary education
and submit an official school schedule for each person attending postsecondary education or training.

Course of Education/

Student's Name Anticipated Degree Credit Hours Start Date End Date

Tell us about your child care needs

ACTIVITY SCHEDULE

Name of Parent/Caretaker Paricipating in Activity

Allowable Activity

[ ] Emptoyment [] High Schoot/GED [} Applied/Receiving Diversion
[:] Applied/Receiving Crossroads D Education or Training D Applied/Receiving TANF
[Joter - Specity:

Provide a schedule of when you participate in each activity -if additional space is needed, atiach a separate shest
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Name of Child Needing Care Time Child is: Does this | Grade & School Child | Name, Address, City, State, ZIP | Type of
. child attend s in Gode, and Telephone Number | Provider
(If child goes to more than one hoo! ) | Child Care Provider Use
provider during this activity, | Dropped | Picked | PTeschact, Tirme School Day of Lhild Lare Frovice {
complete a separate line foreach | offat | up from | Head Stan. 1 Starts and Ends , . codes
provider.) Provider | Provider | €lementary, License Number and Expiration below)
. . schaol, etc.? |Provide a copy of the Date of Provider
Complete a line for each child child's school year
needing care for this activity. schedule,
[Jes [[No
[Jyes [INo
[Oyes {INo
[yes TNo
AR - Approved Relative IN - in-Home NF - Non- Relative Family NG - Groug
RF - Relative Family 5D - Seif-Declaration TR - Tribal Registration CT - Center

the home}

ACTIVITY SCHEDULE - complete this section if participating in more than one activity or for a second parent/carelaler if both parents are in

Name of Parent/Caretaker Participating in Activity

Allowable Activity

|:] Employment

D Applied/Receiving Crossroads
|:| QOther - Specify:

[ }High School/GED
D Education or Training

[ AppliediReceiving Diversion
[ ] Applied/Receiving TANF

Provide a schedule of when you participate in each activity - if additional space is needed, attach a separate sheet

Name of Child Needing Care Time Child is: Does this | Grade & School Child ! Name, Address, City, State, ZIP | Type of
(i child goes to mare than one child attend s 1n Code, and Telephone Number Provider
orovider during this activity, | Dropped| Picked | Pre8h00l 1 Time Schaol Day of Chitd Care Provider (vee
complete a separate line for each | off at | up from | Head Star, Starts and Ends . . cooes
proviger.) Provider | Provider elementary, License Number and Expiration below}
. . school, efc.? |Provite a copy of the Date of Provider
Complete a line for each child child's school year
needing care for this activity. schedule,
[Jves [Ono
[Jves [INo
[res Ine
[Jyes [No
AR - Approved Relative IN - In-Home NF - Non- Relative Family NG - Group
RF - Reiative Family 8D - Self-Leciaration TR - Tribal Registration GT - Cenler
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RIGHT AND RESPONSIBILITIES

Please read each builet and sign at the botlom of the page.

* | declare under the penalties of perjury that the information on this application is true and correct.

¢ | undersiand that is my responsibility to provide proof of income and other requested information needed to determing eligibility for this
program and that faiiure to do so ¢an result in my application being denied.

¢ | understand that it is my responsibility to notify my Counly Social Service Office of changes within 10 days from the date the event
occurred.

s | understand that | am responsible for payment of any child care expenses not covered by the Child Care Assistance Program.

* | understand that if | receive assistance to which 1 am not entitied as a result of providing false information, | must repay the costs of
that assistance.

s | understand that | have the right to appeal any decision made by the Chilé Care Assistance Program and that the requesl must be
made within 30 days of the print date of my deniat or benefit notices.

« | understand | have the right to confidentiality concerning my circumstances except as they may relate directly to the administration: of
this program.

» [ understand that | have the right to file a writlen complaint if | believe that | or members of my family have been unfawlully
discriminated against by reason of race, color, religion, sex, national origin, age, political beliefs, handicap, or status with respect to
marriage or public assistance. | understand that { can contact my local County Social Service Office or the state office to file the
comgplaint.

| ungerstand that the amount of Child Care Assistance | receive will be based on the information § have provided on this form. | also
understand that the amount of Child Care Assistance may be changed without advance notice. | understand that the County Social Service
Office will verify the information | have provided, and that federal and state laws provide for fines or imprisonment of any person who
fraudulently receives, or aftempts to raceive public assistance to which he or she is not entitled. | understand that ! must report ail mandatory
reportable changes. | understand thau | am responsible for paying my Family Monthly Co-pay and any aduitional costs over the allowable
maximum not covered by the program.

Please read and sign the authorization to furnish or release informaticn for verification of wages, student status and child care costs. This
authorization must be signed and dated in order to process your application.

TO WHOM IT MAY CONCERN:

I hereby authorize any person, agency or institution to supply information, other than protected health information, concerning e or my famity
requested by County Social Service Office and to allow inspection and reproduction of records in their possession by any duly authorized
reprasentative of county social services. 1 further authorize County Sccial Service Office to release such information, other than protected
health information, to cooperating state or federal agencies. | authorize County Social Service Office to inform my provider(s] of my eligibitity
or ineligibitity of payment for child care. 1/We authorize Child Support to release any records of child support payments I/we have made or
received.

| release any person, agency, or institution from any and ail liability to me or my family for supplying such information, other than protected
health information.

This authorization is given only in connection with its use by county sociat service office in its administration of the Chitd Care Assistance
Program and for no other purpose.

Parent/Caretaker Signature Date

Other Signature (spouse, other parent/caretaker, or other adult) Date




UTTC Child Care Billing Contract

(eSS TOrE ST
| S
| Q 3315 University Drive

| Bismarck, ND 58504
il VsVttt Education Building

UnITeED TrIBES Phone: (701) 255-3285
Tecunical COLLEGE

This contract is made between the parent(s)/guardian(s) of:

(Please Print)

Child’s Name: Date of Birth: Age:

Sex: [ Female (O Male Child’s Social Security Number:

Permanent Address: City: _ State/Zip: ...
Parent(s)/Guardian{s) Name: and

Student’s Name:

Local Address: City: State/Zip:
Home Phone: Celt Phone: Email:
Parent(s)/Guardian(s) Social Security Number: and

The following documents must be provided prior to services being rendered:

0
]

o

Provide 2 copies of my Student Identification Card.

Provide 2 copies of my current class schedule. If changes are made to my schedule, it is
my responsibility to provide 2 revised/final copies within 5 days of the changes,

Complete the Child Care Assistance Application (SFN 598) which can be picked up at your
locat Social Services office.

Submit any additional documentation required by Burleigh County Social Services within 5
days of their request. If there is circumstances that will prevent the information from
getting submitted within the aliotted time, I will immediately notify the CDC Billing
Technician,

UTTC Childcare Billing Office responsibility:

Assist student/guardian with guestions related to childcare billing statements or childcare
reimbursement.

Deliver signed childcare billing statements to Burleigh County Social Services by the
mandated deadlines.

If & signed statement has not been received by the stated deadlines, it will not be
submitted to Burleigh County Social Services for reimbursement.

Notification of an unsigned billing statement or nonpayment will be sent to the
CDC on the 9" of each month or the previous Friday, if the 9" falls on a weekend.



Parent/Guardian’s responsibility:

Sign child in and out every day services are provided.
Review and sign the final billing statement by the 5 of each month at Student
Accounts. If the 5™ falls on a Saturday or Sunday, I have untii 4:00 pm on Monday to

submit my signed statement.
o IfI do not sign my billing statement by the 5" of each month, the CDC Billing office

will attempt up to a maximum of 2 times to contact me (via telephone, mail, emai,
final bill, and/or notice from daycare center} for a final signature.
o It is my responsibility to submit my final bill to Burleigh County Social Services if
my signature is not received by the CDC Billing Office by the 8 day of the month,
If the 8™ falls on a Saturday or Sunday, my final signed statement will need to be
received by the Friday prior to the 8 day of the month.
o CDC will suspend childcare services until my bill is signed and/or paid.
Payment for childcare services is my responsibility. I will be responsible for any and
all amounts not covered by the Child Care Assistance Program or other available funds.
I understand my childcare must be at a zero balance each semester in order to utilize
the childcare facilities at the start of the next term; if it is not, I understand I will be
denied services until it is paid.
In the event that I do not complete all of the necessary requirements to Burleigh County
Social Services for reimbursement consideration or 1 am denied, it is my responstbility to
pay all outstanding charges by the 10* of each month.
If I have questions or concerns regarding my billing statement, 1 will need to contact the
CDC Billing Office within ten (10) days of receipt of the bill.
To abide by the terms and conditions as stated in this contract. This authorization expires
twelve (12) months after the signed date below.
Child Care fee: $3/hour

By signing below, as the parent/guardian of the above stated child, I agree to the terms and
conditions herein:

Parent’s/Guardian Signature; Date:
Parent’s/Guardian Signature: Date:
Witness by:

CDC Staff Signature: Date:

Revised 07/14



Tylenol Consent Form
(Infant Toddler Center ONLY)

This is a Standing Order Form granting UTTC-CDC permission to administer Tylenol.

This Standing Order is only to be used under the discretion of the Director or other
authorized staff and under the conditions that the Child Development Center was
unable to reach the parents.

Conditions for the Standing Order are:
* Fever of 101 or higher
* Qbvious ain due to teething, earache, or injury
* Uncontrollable crying due to teething, earache, or injury

Dispersal of Tylenol: According to your child’s weight.
Please answer the following questions:
1. Does your child have any allergies to medicines? Yes No

2. If yes, which medicines:

W

. Is your child currently taking any medications? Yes No

4. If yes, Please list the medications:

Child’s Name:

I give my permission
(Name of Parent}

for the Child Development Center Director or Supervisor to administer my child Tyleno!
in the event that the center cannot contact me under the above conditions,

Date: et e e




Child’s Name:

MedicCine Record

Name of Medicine

Date

Time

Dosage

Given By

Comments
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