
Farent Provlder fi entract

A" Thc fsllof,,ing csntrsct is bdwwn
and Scrlbbiiss and Giggtrer Datr, Sa,*e e effier,, t"L0. laeated at ,!&&S

Hamlften Rd" {sr it.:e ehildren lie&d belou:

Chllde Name Eale of Birfi
Date 6f Blr&Childs ${€tne

Chit€b tdarno rcsf girth

&te of BirhChildg Name

E. Standard R.atsa and Fa$rmcnt Folieiee:
1 A dep&sii arf $150.00 psr ehild is require<i,

2. Tte fee wifl b€ as tulia\rc:
30-39 hour$ - $1?5 per week
4'049 hours - $2i5 per week
5$r hourc - ffi30 rer wcek

3. Days of hur 6nd eare provided will be 6:00a*-10:ffipm, ffion#ri,
Eaturuiay 6:08 am ta 7:00 pm

4. Paymert is to be given weddy or msnfilly prier io drop of.
5. The child care proviSer wiil pmvide BreakfaEt, Lunch, pM srtack,

Dinner, &nd nigt.t $nack
8. The paren{e}guardian{s} wiil provide the tollowing: Char4e cf

cJoftes; infafit formula or breaetni{k diapers ard wipes-

e. Ratee $or holidayo" a&€ecne€6, yecessm, over$me:
1. Tfle provlekr will be notlfied by ?ar* lf tle r,trild{:en) will be aiysent for

ihe d3y.
?" Palicy for paymant d ab$erces b all schedul€d days musX k paic
3. Fees and policies for providss vacation i€ nore.
4" Fe€6 6nd polieies fc:: psrefiUsuardian's vacation S ufipaid absgnt

daye udth prior nctir:e.
5. h'ttTe provider is unable te provide eare beeause of iilness or

emergenry, fuition is dr€



6. !f the paen(slguardian{s) drqs ofifr€ child earli€r or pid<s uD tG
fhan the tim€s spocified above, th6 fulk !flirE overtime rde will be
charyed: $1,00 p6r rnla{me or porfion &ereof.

ADamrpc
The polkry oil damage caused by the child{ren) srfiib in il}e prorider's

carc unl6 caisod by ncgift}ence of the provider is rcimbursenrent fior
agty ex6nslve d*$ag€6.

E" Tgemklrton
Thh contract begins on the followirXt dab _._ .-* _, and may be

te?minatad by e*Eler pat€nt&r.rarden or provi+rer ry gMrXS 2 UIGGI!'urltten
nditr6. Th6 prDvider may terDnin8rta tho oontacf without nolics if the
parent(elguardkn is over l weks Isb modce laffir lchdsld
rymenta Parenb/guardia6 may $erminate the contracn w*hout nodce ff
the gwkler doc rd comfly with if, ohlld eare regulafonsllarss,
Cfw6€s b fie conhac( deired by eih€f provider or parenUguardian,
mLlst b6 made in ipliHng and ac,mod€dged in writhg by ths other partiso at
ied 2 ureck$ h€6ore tho desird dtange Ekes efiect. A n€w confact may
be signed at the time to ref,4t the cfianges.

F, Slgnatumc
By signir€ thb contract" all the parties agrce io aS of {he above brms

ard policiee. including financial recponeibility for cfiild car* provided. The
prsrid€r k re6prlBible ior prorHing all parties a copy ol tlre signed
€ bact.

providerssigndun fienfifuEttftf.r* Date:

Legal Guardien Signahtr€:

k:
Address of Legal Guardian:

Phone Number



Scribbles and Giggles Day Care Center, LLC

t, Parent or guardian of

Have read and understand that my payment is due prior to
the care of my children. lf my payment is not current my
children will not be able to attend the center until the
payment is current. This payment will include the current and
past amount due. You will be turned away at the door if
necessary. There are no exceptions to this rule.

Signature:

Printed Name:

Date:



MDHHS-3305, HEALTH APPMISAL
Michigan Department of Health and Human Services (MDHHS)

(Revised 7-24)

Dear Parent or Guardian: The following information is requested so that the school can work with the
parent to meet the physical, intellectual, and emotional needs of the child. Fill out the information
requested in Section 1- Sectlon 4 may be certilied by lhe transcriplion of information from the certificate of
immunization. The remaining sections are to be conrpleted by a doctor, nurse, dentist, denlal therapist,
and dental hygienist-

(BE SURE TO BRING YOUR CHtLp'S |MMUNIZATION RECORDS TO THE EXAMTN.A,TION).

SECTION 1 - PERSONAL

Child's Name (Last, First, M!ddle) Date of Birth (mrn/dd/yy)

Address (Number, Street, City, Zip Code) Today's Date (mm/dd/yy)

ParenVGuardian (Last, First, Middle) Homelcell Phone Number

Address (Number, Street. City, Zip Code) Work Phone Number

SECTION 2 _ HEALTH HISTORY

ls your chitd having any of the problems listed belovv?

1. Allergies or Reactions (for example, food, medication or
other)

3. Does your child take any medication(s) regutar(y?

4. Hay Fever. Asthma, or Wheezing

5. Eczema or Frequent Skin Rashes

L Frequent Colds, Sore Throats, Earaches (4 or more per year)

10. Trouble with Passing Urine or Bowel Movements

Birth History

{{ yes, list medications

Are there any current or
es)

MOHHS-3305 (Rev. 7-24) Previous edition obsolete.

lf yes, describe
No

6. ConvulsionslSeizures



1 1 . Shortness of Breath

Reason for Medication

12. Speech Problems

13. Menstrual Problems

14. Dental Problems
Date of Last Exam
Date of Last Assessment

15. Olher (describe)

Concussion History

Parentcuardian Signature

Was the health history reviewed by a health professional?
lYes []ruo

Examiner's lnitials

SECTION 3 - PHYSICAL EXAII'INATION, INSPECTION, TESTS AND MEASUREMENTS
Required for Child Care and Head Start / Early Head Sta(
Test and Measurements

Was child test for

MDHH5-3305 (Rev. 7-24) Previous edition obsolete.



Note: All children in Medicaid need to be tested at 1 and 2 years ofage, or once between 3 and 6 years
of age if not previously tested. All children, regardless of Medicaid status, should be tested at those same

lead

Complete pediatric tuberculosis risk assessment available at:
lrltps Jlvlww. nrichigafi . gGVldocumen tsi,xdhhs/4.,_i\,4, _Frediatric_TB
feel free to use the attached QR code instead ofthe full link text.

_Risk_Assessmeat_661 537_7.pdf OR

if they live in an area where lead risk is h

l tr Height & Weight Heighl D tr tr
Weight l D n

1] T Other Other D t1
n T Hemoglobin/l-lematocrit n n f
u I.l Blood Pressure Reading L] D l

Examinations and/or lnspections
Essential Findings Deviating frorn Normal Exam Date

SECTION 4 - IMMUNIZATIONS
Statements such as "UP-TO-DATE" oT "COMPLETE" will not be accepted. Admission to school may be
denied based on this information.*

Vaccines (Select Type) Date Administered (mmidd/yy)

type b (HlB)

Polio

(rPV/OPV)

Pneumococcal Conjugate

(PCV)

Rotavirus (RV1/RVs)

Measles. Mumps, Rubella
(MMR/MMRV)

Varicella (Chickenpox), (Var, MMRV)

Hepatitis A

Hepatitis B

(HepB)

1. 3.
4.

DTaP/DTP/DT,Td 1- 2. 3.
4. 5. 6.

Tdap 1_

Haemophilus lnlluenzae 1- 2. 3.

MDHHS-3305 (Rev. 7-24) Previous edii'on obsolete.



lnlluenza

(ilvrLAlv)

1. 2. 3.

4.

Meningococcal
(MCV4, MenABCWY )

1. 2. 3.

Meningococcal B
(Bexsero, Trumenba, MenABCWY)

1. 2. 3.

Human Papillomavirus {HPV) 1. 2. 3.

2.
2

Additional Vaccines S Dale & Type

Type of Vaccine(s; Date of Vaccine(s)

1.

lndicate and attach physician diagnosis oI laboratory evidence of immunity as applicable.

*Note: According to Public Act 368 of 1978, any child enrolling in a Michigan school for the first time must
be adequately immunized, vision tested and hearing tested. Exemptions to these requirements are
granted for medical, religious, and other objections, provided that the waiver forms are properly prepared,
signed and delivered to school administrators. Forms lor these exemptions are available at your provider
office for medical waiver forms and through your local health department for nonmedical waiver forms.

History of Chickenpox Drsease?
fl Yes I tto

If yes, daie

ParenUGuardian refused recommended immunizations at visii,

I certify that the immunization dates are true to the best o{ my knowledge

Health Professional Signature Title

SECTION 5 - RECOMMENDATIONS (Required for Child Care and Head StarVEarly Head Start)

ls there any defect of vision, hearing, or other condition for which the school could help by seating or
other actions?
ff Yes D No

if yes, expiain

Should the child's activity be restricted because ofany physical defect or illness?
I Yes D tto
Check all that apply
I classroom
D Swimming Pool

I Playground
D Competitive Sports

I Gymnasium
tr other

lf yes, explain degree of restriclion(s)

Other Recommendations

MDHHS-33O5 (Rev. 7-24) Previous edition obsolete.



SECTION 6. DENTAL EXAM OR REGOMMENDATIONS
's Name Typ_e of Service

L Dental Exam I Dentel Assessmenl
Findings (Check all that apply)
[] No findings _! rrq",4 lg.?y X Untreated Decay

Recommendations (Check onel
I Routine Care
I Referral for dental treatment

I Refenal for urgeBl dental care
Provider Signature

Check one
[] Dentist I Dental Therapist [-] Dental Hygienrst

SECTION 7 . PHYSICIAN'S SIGNATURE

Examiner's Name (Prini) Degree or License Te{ephone

Examiner's Sionatu.e Date

Address Zip Code

lnformation required for:
Early On - Hea ng and Vision Slatus; Diagnosis: Healtb status
Child Care Licensing - Physical Exam, Restrictions, lmmunizations
Head StaruEarly Head Start - Deiermination that child is up{o-date on a schedule of age-appropriate
preventative and primary health caie, including medical, dental, and menial health, The schedule musl
incorporate the well-childcare visil required by EPSDT and the latest immunizations schedule
recommended by the Centers for Disease Control and Prevention, State, tribal, and local authorities. An
EPSDT well-child exam includes height, weight, and blood tests for ancmia at rcgular intervals based on
age.
Develooed in Cooperation with the Departnrent of Health and Human Service$, Educatior-r, Michigan
American Association of Pediatrics, Early Childhood lnveslment Corporation, Child Care Licensing, Head
Start, Michigan State Medical Society, Michigan Association of Osteopathic Physicians and Surgeons.

The Michigan Deparlnient of Health and Human Services (MDHHS) dces not discriminate against any
individual or group on the bas's cf race, nalional origin, color. sex, disability. religion, age, height, weight,
familial status, paftisan consideralions, or genetic in[ormalion. Sex-based discrimination inctudes, but is
not limiled to, Ciscrimination based on sexual orientation, gender identity, gender expression, sex
characlerist,cs. and

City State
MI

MDHHS-3305 (Re! 7-24) Previoirs edilion obsolete.

Date



CHILD INFORMATION RECORD
State of Michigan - Department of Lifelong Education, Learning, and Potentjal - Child Care Licensing

lnstructions: Unless otherwise indicated, all requested information must be provided. lf the information is not known or does not apply,
"unknown" or'none" is the required response. A blank fleld, a line through a field or "N/A" are not acceptable responses.

CCL-37 31 lRev. 617 12024) PrevioLrs editions 7-18, 4-21 & 3-22 may be used

_l give permission to licensod by the Department of Lifelonq Education, Advancemenl. and

Potential. to secure emergency rnedic€l treatment for the above named minor child while in care.

For Providar
Use Only:

Dat6 of Discharge

Name of Child (Lasl, First, Middle lnitial) Date of Birth

Address (Number and Street, Building/Apartment Number) lity Itate Code

rarenVLegal Guardian's Name Primary Phone

()
rarenvlegal Guardian's Name (Optional) Phone

)

ilome Address (if not child's address) 2d Phone (if applicable)

t)
rlome Address (if not child's address) 2d Phone (if applicable)

t)
Sity State Zip Code )ity State Zip Code

Address (optional)
=mail 

Address (optional)

:mployer Name r'Vork Phone

t) =mpioyer 
Name y'York Phone

l)
\ame of Child's Physician or Health Clinic 's or Health Clinic's Phone Number

)

Hospital Preferred for Emergency Treatment (optional)

ies, Speciat Needs and/or Speeial lnstuctions? No G Yes B lf yes, explain:
additional sheets, if n€cossary.)

Emergency Contact & Rslease of Childi List al, individuals, includlng parents/legal guardians, n order of proference, lo be contacted in an emergency- lf
possible, include at least one person olher than the p€rents,4egal guardians to be oontacted in an emergency and to whom the child can be released. The
second phone number column can be lell blank. (lf more individuals, attach addifonal sheets.)

1. ( ) ( )

2. () ( )

3. ( ) ( )

Release of Child Only: Ust all indMduals, other than the parentslegal guardlans, to vrhom the cllld rnay be released. (tf more indMduals, attach addilional sheets.)

) 2. )

) 4. )

5. ) 6. )

Guardian lnitials:

{ 
I certify that I accurately completed this lorm and it anything changes, I will notify the provider by updating this folm.

I

1 _signature oJPai€nt or Guardian Date Siglql

oaie Card Parent o. Legal
GrJ3rdian lnilials

Date Card Parent or Legal
Guardien lnitials

Dale Card Parent or Legal
Guardian lnilials

Date Card Parent or Legal
Guardien lnitials

CCL-3731 (Rev. 6/7/2024) Previous edlljons 7'18, 4'21, & 3-22 may be used

'1.



Name of child:

Tell me more about your child

Prefers to be called

Age_ AllergiesBirthday:

Health Concerns:

What is your primary language?

How is your child's temperament?

How does your child sleep? Do they need anything to nap? Do they take naps?

How are your child's eating habits? Likes or dislikes?

ls your child toilet trained or potty training?

Does your child play well with others?

Who does your child live with? Siblings? Pets?

My child's interests are.

Comments? Anything else we should know?



WRITTEN INFORMATION PACKET DOCUMENTATION
Michigan Departmeni of Licensing and Regulatory Affairs

Child Care Licensing Bureau

A written information packet has been provided at the time of enrollment. The packet included all the following
information F a00.8146 (1-2)):

. Criteria for admission and withdrawal.

. Schedule of operation, denoting hours, days, and holidays during which the center is open, and services are
provaded.

. Fee policy.

. Discipline policy.

. Food service program.

. Program philosophy,

. Typical daily routine

. Parent notification plan for accidents, injuries, incidents, and illnesses.

. Transportation policy, if applicable.

. Medication policy.

. Exclusion policy for child illnesses.

. Notice of the availability of the center's licensing notebook.

I The center keeps a licensing notebook containing a summary sheet, all licensing inspections and special
investigation reports, and related corrective action plans for the last 5 years. The licensing notebook is
available to parents/guardians during regular business hours. Reports from at least the past lhree years are
available at www. mich ioan.oov/michildcare.

X The center does not keep a licensing notebook, but internet is available onsite. Reports from at least the
last three years are available at www. michioan.qov/michildcare.

. Other

I certify that I received all of the above items.

ParenUGuardian Signature

Note: A single CCL-4340 form may be used for all children in the same family.

LARA is an equal opportunity employer/program.

CCL43/0 (Rev. 7 11 412022) Previous editions obsolete.

Date



PARENT NOTIFICATION OF THE LICENSING NOTEBOOK
Child Care Organizations Act, 1973 Public Act 1 16

Michigan Department of Licensing and Regulatory Affairs
Child Care Licensing Bureau

n fne center keeps a licensing notebook containing a summary sheet, all licensing
inspections and special investigations, and related corrective action plans for the last 5
years. The licensing notebook is available to parentslguardians during regular business
hours. Reports from at least the past three years are available al
www.michigan.qov/michildcare.

X The center does not keep a licensing notebook, but internet is available onsite. Reports
fromatleastthelastthreeyearsareavailableat@,

I have read the above statement issued by Scribbles and Giggles Day Care Center, LLC

Name of Child Care Center

Child(ren)'s
Name(s):

Parent Name

Parent Signature Date

tAM is an equal opportunity employer/program.

CCL-5053 (Rev. 7/1412022) Previous editions obsolete.



Scribbles and Giggles Day Gare Center, LLC
STATEMENT OF VOLUNTARY CONSENT. GENERAL RELEASE OF LIABILITY.

WAIVER OF CLAIMS. EXPRESS ASSUMPTION OF RISKS. AND HOLD HARMLESS
AGREEMENT

I, hereby, agree as follows:

for myself and my minor child, and my estate, heirs,
administrators. executors and assigns, hereby release, discharge and hold harmless Scribbles
and Giggles Day Care Center, LLC, including their respective officers, directors, employees,
representatives, agents, and volunteers, fo1 from and against any and all liability and
responsibility, whatsoever, for any loss, personal injury or death, arising out of any injury or
accident suslained by my child which was not a result of Scribbles and Giggles Day Care
Center, LLC negligence, including, but not limited to, any injury such as food allergy, health
issue, disability, or other matter was disclosed to Scribbles and Giggles Day Care Center, LLC in
the "registration forms",

ln signing this agreement, I acknowledge and represent thai I have read and understand this
agreement; that I sign it voluntarily and for full and adequate consideraiion, fully intending to be
bound by the same; that I am at least eighteen (18) years of age and fully competent; and that I

am the legal guardian of minor child participant registered under my family name.

RELEASOR/PARTICIPANT/LEGAL GUARDIAN OF MINOR PARTICIPANT:

SIGNATURE:

DATE:

PRINT NAME:

wlTNESSES:

SIGNATURE: PRINT NAME:



Scribbles and Giggles Day Gare
Media/Photography: Consent and

Centet LLC
Release Form

To be photographed during special events or normal day to day activities
organized by Scribbles and Giggles Day Care Genter, LLG.
As a parent of child(ren), I agree to the following:

-l understand that my child(ren) whose name(s) are listed below may be
photographed while attending Scribbles and Giggles Day Care, LLC during
normal center hours, field trips, or activities.

-l understand that these photographs may be used in center newsletters or
uploaded to the Scribbles and Giggles website, Facebook, and
KangarooTime.

-l give permission for my child(ren) to be photographed, or their images
recorded to be uploaded to above sites.

Yes, I confirm that I have read and understand, and that I agree to
have my child(ren) be photographed and uploaded to the above sites.

No, I do not want my child(ren) to be photographed and/or photo
uploaded to any site listed above.

Signature:

Name(Please print):

Date:

l,_,allow my child(ren)-



frp C.ode:

BrllirU CYcle:

First

Last

Phone

Home



As a parllclpanl ln lhs CACFp, we must oller to s!pply all inlanl rnealfood componsnB, 69 dov€lopmonlally appropnaio, to alltnlants ln oljr care.
We willsupply tho lollorrihg lioms toyour intsnt:

. lron-forlili€d infrnl formula

. Irofl-forllflod infant cer66l
, tnlaot loods 5nd/or tabl6 foods in lhe approprbto toxllre for lho ags ofyour Infan!.

Please check your preferencas below for each meal pattom requirsment.

will

Formu!E Oltored by Orjr Center

Par€nt/Guardlan ch€ck your br€asl mill(,formula prEleronoa:

tr I wsnt lhe cenler to ?rovids iormula to my Infanl

tr I will frm6 lo lha conler lo broaBt f6od my lnfani

(Sid. btuIn' -6@1, irnb

El will bring ircn-fortj0gd formula for my lnfant

nl wll brlng 6xp.ess€d bree$ milk lor./1y infent

lron-FoniflBd lniant Car€al sflered by our c€nter;

Enla E B"n"y El!1E.r Bo"r EMur c€D

PsrenucuaidLan check your infBnt csrsal prcfigleneo I

nl waol lhs corle, to provido irofl forlified inlsnl ceraal for my inlant

El will bdng i.on rortifled infant careallor my infanl

Food oflerod by oll c€n16ri

E Slorg-boughl inrao! loods

ETable {ood6 al tho approprlals con6isLoncy for the developm€nt ol your lntant

Paronrcuerdian ch€ck your inlant tood pr6f6rcncei

[t wait tle cenler to provide developfi€nlally apPropriale lood$,or rny intant

Dlwill bring lbods lor ory inlanr

iiparent/guardianisSupplyinganybrsaslmilkformula,oIinfantfoodsiSpecifyWhatwemayfeedyorirrnErrtifGeyaEsi
day:

hrfaot Name: Birth Date:

Date Signed:Pa.ent/Guardian Signatu[e:

Non'Discriminatlon-Stst€m€rjt



Householrj lncome Eligibility $tatement - Child Care lnstiluticns

Pad I - Households Receiving Food Assistance Program (FAp), Fafiily lndeperdence pro0ram (Flp), or Food
Oastributian Program on lrldian Rsservations (FDPIR) if any momber of your household receivor FAp, itp, or FDptR,
p.ovld€ th€ name and case numbor for the person \^r]o receivos the benefils,

NBrne :

First and Last Names of
All Household Members,
R0lalad and LJnrblatdd

Case Nul-l]ber

from Work (belore
doductions)

of Welfare,
Ohild Support, or

Alimony

! cedily that all inromation on this ,orm is tru€ and that all income rs Ieported- I unde.stand thaithe center or oiyiare home wili .eceive federal tunds based on
the inlormation Igive lunderstand that.cAcFP officials may verify the information. Iunderstand that if I purposely give false informaiion, ihe participanl receiving
meals may los€ the meal beneits, and I rnay be prosecuted.

Pan 3 - All Hous€holds: Signatlro and L6st Fou. (,1) Oigits of Aduli Sodat Socurtty Nlmber

Signaturi: lirint f,lamei

Last four d,gits of Social Security Number: 
XXX

For lnsitution Use 0nly:

(Adult houaohold fiernt's MUST stgn and datg)

Lii"r ln i

- XX - -_. I iJo not have a Socia! S8curity Numbar

For lnsilution Use Only

T0ta, llousshold Memh6rs :
-_ Annually _- Eiwoekty

Total Income: S -** [ronthly 
-_ 

Woek]y

*?xMonlh

APEROVED CATEGORY

Categorlcsl Eligibility Foster FIP FAP FDPI

Other Househald Free Reduced Paid
lnstitulion offlcial Srgnature:

Approv6l Date:

This forfi is volid for 12 months fronr the date of institution signature. npefiGi Uate anO institrxion



Return this completed form lo: Scribbles and Giggles Day Care Center,
LLC

_ " * Participant Enrollment Form
1-Llsl tull nahg of pEnk p&1t en.clled in lare
z.Circlgtre lmicdl days a6.h p8ficipe,ll is in cs.e
3.Lirl tmos earh par{cipard is rn ,3.e
 .Circle the meals and sn€ds oact\ psrtrqpenl typically receues 1.'lrih in carq

5.S6lec1lhe elhnidty of o.ch pa(iclFanl irihg the followioo oodss: H ; Hlspbrlic ar Latho, N : Nol lllspanlc or Lrllno'
6.Sol€cl o.lE or mors racial deslgnstlons of each pdaiaipanl uslng the fotowing .od6 M . Arnorlcrn lndlan or AlastaoNai,tvi. A = A€13n,

B : Bleci( o. Aliicon tunedcao. lllFl = Nslivo Hawoihn or Faci,lc lsl8ndor, W = Whlt€'
7. siign ang {,a16 the torm and roturr lo yoLr cero Bon&r

Normal

Ethnlc ldeotity^
(selecl one)

Tils iniDrmaiion ts volunlary. This wlll sslsl us in 38slring th€ Ch{d and Adull CalB Food Program ls admlnistBrcd in a nondlscdminalory ma|lner

Racial ldentity^
(select all that

tnddpcndence Avo. re. SW Washington O.C. 20250-9410i or tar: (633) 256- 1665 c. (202) 690.7442: or ema{l. Program.lnlate@lsda,gov

*6ffiEi6a--

fl&mri Date of Binh ypical Days in Csre llarurs
l/ieal$/Sriacks Ae0revod (Oprionai) applyX(:)piionall

Mon Tues Wed Thtrs Fr Sa! Sun

BleekLsl AM Sn€* Lunch

PM Sflack Supper Evo Snacl

O Hispanlc or
Lalim

O Nol Hispanle

or Afrlaen Alnsrlcan
can lndian or AJss*a Nalive
) Hswalish 0r Othdr Paciiir

Mon Tues Wed Thur$ Fd Sat Sun

Broaldast AM Snack Lunch

PM Snack Suppor &e Sm.Jr

Cl Hispanic or
La{no

fl Not Hispanic
or La{ho

.nn lndiro o, Alaska Nativa
I l{awairon or Othiv Pacfrr l

Mon Tues Wed Thurs Frl Sat Suo

Breakfasl AM Snac.k LunNh

Pld Snack Snpper Eve Snack

BHisFn,c (,
Lrllno

0 Nol HBpanic can hdian or Aleska Natvs
.l"iawa[an or Oiher P,lolic

Mon Tue6 Wed Thurs Fd Sat SuR

6reak ast AM Snack Lunch

PM Snack Supp€r Eve Snack

E lli6panlc ar

B Not lllspanic
or Lalido

or Africsn Am6llcan
can lnd6n or A66ks Nslive
) Hawaion or Other Padfc I



r*aireAp
e,s.},.*d6ll.@
siesrljlJ! rrelldrd ke

Enrollment Agreement - Child Developrnent and Care {CDC} Progrann

!11 addition tc an efirollmentagr€emeiri llre ns€d providers are rcquirpd to keep daily time and attendance records that
documenteach childs octua, daily care begin and end time and indude a daily pareot certifkation {slgnature er initials}.
se€ the cllild Developmentand Care H?ndbookforiime and attendaoce requiremenag at w\fi{.michBan.gov/.chlldcare .

Provlder or Program Nfl !}e :

Childr larre;

Fmvide.lD

Total t{umber at Au$oriled Hosrs frpm COC . FoIm Ofl$I!}E (lf lsroxtr] : ___
e lfthe child has more than one provider, CDa subsidypayment cannot exceed maximum authorized hoors for all

providers.

Effediv" Date od{ris fui"rle:
Child's €n rollment (the days and times agreed upon between the parent and providerl- Use both boxes per day if ttrere
are muhiple da y lnlout tirnes such a: before and after schooi-

DEYs Sunday Monday Tuesday Wednesday Thursday Fri&y Saturday
8e6in Tirte
AM/PM
End Time

AM/PM

AEreed total enrolled hourE for thi' pru,lden

I expect to haee rnore thall olte #oyider arsl8n€d to my crlild: Yes

Parent AcknowledgBmefits:
r the above enrolled schedule is corr€ct and if the enrolled schedule changes, a new Enrglnrent Agreement

should be completed.
. lf inore than cne provider is assigned to a chiH, one or both providers may not receive full payment. it is also

posslble that cse p.ovld€r willreceive oo pavment and the parent may tre responsible ,or payment.
. I may be responsible for any child care charges not paid by the Department.
. A new Enrollment Agrcement must t e completed if an enrolled sdredule change €xt€nds bevond twoweeks.

Nc

Comments (i.e., Expbin if yarying schedule5 are needed):

Patenvsutsutlrte Pdent Signdute

Rev 12l2o23


