Parent/Provider Child Care Agreement
1880 Hamilton Road, Alpena, M1 49707
(989) 340-0006

Name(s):
Effective Date:

Child Name - - Date of Birth

Monday through Friday, 6:00 AM to 7:00 PM.

« 30-39 hours: $175/week
« 40-49 hours: $215/week
» 50+ hours: $230/week
» Drop-in care: $7 /hour

Tuition is due weekly prior to drop-off.

Tuition is enrollment-based, not attendance-based and reserves your child's space.

Each family receives one tuition-free vacation week per calendar year with advance
approval.

Scheduled closures are posted at the center and on the center website. Tuition remains due
during scheduled closures.

Breakfast, AM Snack, Lunch, PM Snack, and Dinner are provided through CACFP.

Parents provide:
« Change of clothes
« Formula and/or breast milk (if applicable)



* Diapers
¢ Wipes
* Any required medications with authorization forms

Parents/guardians are responsible for repair or replacement costs for intentional damage
or damage beyond normal wear and tear caused by their child.

Parents must provide a minimum of two (2) weeks written notice to terminate care. Tuition
remains due during the notice period.

The center reserves the right to terminate enrollment for non-payment, policy violations,
safety concerns, or other circumstances outlined in the Parent Handbook.

By signing below, I acknowledge that I have read and agree to the terms of this
Parent/Provider Child Care Agreement and the Parent Handbook.

Parent Signature: Date:

Director Signature: Date:



%d\bb €S Gﬂd (“99/65

Ddy (dre (enfer LL(

LIST OF ITEMS TO BRING:

Sleeve of Diapers

Wipes

Blanket for quiet time

Bottles prepared and labelled with name, date, time that you made it.
Toothbrush

Toothpaste

Change of clothing

Diaper cream

Sunscreen

bugspray



[, Parent or guardian of

Have read and understand that my payment is due prior to
the care of my children. If 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:
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Tell me more about your child

Name of child: Prefers to be called

Birthday: Age Allergies

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?

Is 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?




PARENT NOTIFICATION OF THE LICENSING NOTEBOOK
Child Care Organizations Act, 1873 Public Act 118
Michigan Department of Licensing and Regulatory Affairs

Child Care Licensing Bureau

L] The center keeps a licensing notebook containing a summary sheet, all licensing
inspections and special investigations, and related corrective action plans for the last ° D
years. The licensing notebook 1s available to parents/guardians during regular business
nours Reports from at least the past three years are available at
www.michigan.gov/michildcare.

04 The center does not keep a licensing notebook but mternet is available ons:te Reports
from at least the last three years are available at wwew michigan aov/michildeare,

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

"Name of Child Care Center

T ————

Child(ren)'s
Name(s):

Parent Name

Parent Signature ~ Date

LARA is an equal opportunity employer/program.

ety

CCL-5053 (Rev. 7/14/2022) Previous editions obsolete



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 Scribbies
and Giggles Day Care Center, LLC, including their respective officers, directors, employees,
representatives, agents, and volunteers, for, from and against any and all liability and
responsibility, whatsoever, for any loss, personal injury, or death, arising out of any injury or
accident sustained 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’,

In signing this agreement, | acknowledge and represent that | have read and understand this
agreement; that | sign it voluntarily and for full and adequate consideration, fully intending to be
bound by the same; that | am at least eighteen [18) years of age and fully competent; and that |
am the legal guardian of minor child participant registered under my family name.

RELEASOR/PARTICIPANT/LEGAL GUARDIAN OF MINOR PARTICIPANT.

SIGNATURE. PRINT NAME:
DATE:

WITNESSES:

SIGNATURE: PRINT NAME:

DATE:




MedialPhotography:Consent and Release Form

L, ,allow my child{ren)

To be photographed during special events or normal day to day activities
organized by Scribbles and Giggles Day Care Center, LLC.
As a parent of child(ren), | agree to the foliowing:

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

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

Signature:

Name(Please print):

Date:




First Name:

cast Name:___.

Email:

Phone Number:__ Y ‘

Home Address:

City:

Zip Code:

Billing Cycle:  Weekly or

Chiid(s) Name:

Birthday:




Chilet and Adult Care Food Program (CACFP) Formula/Food Sign-Off Statement '
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Enroliment Agreement ~ Child Development and Care (CDC) Program

in addition to an enroliment agreement, ficensed providers are required to keep daily time and attendance records that
document each child’s actual daily care begin and end time and include 2 daily parent certification {signature or initials).
See the Child Development and Care Handbook for time and attendance requirements at www.michigan.gov/chiidcare.

Provideror Program Name: . Providertn

Child’s Name:

Total Number of Authorized Hours from CDC - Form DHS5-198 {if known} .
= [{the child has mere than one provider, CDC subsidy pavment cannat excead maximum authorized hours for alt

providers,

Effective Date of thisSchedwde:

Child’s Enroliment {the days and times agreed upon between the parent and provider). Use both boxes per day if there
are muitiple dafly in/out times such as before and afrer school.

. Days Sunday Monday Tuesday | Wednesday ! Thursday Friday Saturday
! Begin Time ' J

| AM/PM

| nd Time
LAM/PM_

Agreed totaf enrolled hours forthisprovider:

Comments {i.e., Explain if varying schedules are needed}):

i expect to have more than one provider assigned to my child: Yes _____No

Parent Acknowledgements:
* The above enrolled schedule is correct and if the enrolled schedule changes, a new Enroliment Agreement

should be completed.
# If more than ane provider s assigned te a child, one or both providers may not receive fuli payment. it is also

possible that one provider will receive no payment and the parent may be responsible for payment.

s i may be respansible for any child care charges not paid by the Department.
s Anew Enrollment Agreement must be completed if an enrofted schedule change extends beyond two weeks.

Parent/Substitute Parent Signature ... Date ..

Rev 12/2023



Individual Child Allergy Quick Reference Chart

Child’s Name:
DOB:

Parent/Guardian Contact:

Section Details Staff Notes / Quick Reference

Allergy Type

Symptoms to I Rash / Hives 1 Swelling O
Watch For Vomiting O Difficulty Breathing [C

Other:
Emergency Name:
Medication Dose:
Route:
When.
Medication
Location
Emergency 1. Recognize symptoms
Steps 2. Administer medication
3. Call 911 if severe or epinephrine
used
4. Notify parent/guardian immediately
Prevention Avoid allergen foods
Measures No food sharing
Allergy posted in classroom Y/N
Staff trained
Parent/Guardian Signature: Date:

Director/Staff Signature: Date:




MDHHS-3305, HEALTH APPRAISAL

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. Section 4 may be certified by the transcription of information from the certificate of
immunization. The remaining sections are to be completed by a doctor, nurse, dentist, dental therapist,
and dental hygienist.

(BE SURE TO BRING YOUR CHILD'S IMMUNIZATION RECORDS TO THE EXAMINATION).

SECTION 1 - PERSONAL

Child's Name (Last, First, Middle)

Date of Birth (mm/dd/yy)

Address (Number, Street, City, Zip Code)

Today’s Date (mm/dd/yy)

Parent/Guardian (Last, First, Middle)

Home/Cell Phone Number

Address (Number, Street, City, Zip Code)

Work Phone Number

SECTION 2 - HEALTH HISTORY

o
@
2
o
3 ol &
>| Z| ! Is your child having any of the problems listed below? Birth History
(11 | 31 1. Allergies or Reactions (for example, food, medication or
other)
(11 1] 1| 2. Anaphylaxis
(11| 1| 3. Does your child take any medication(s) regularly? If yes, list medications
U1 L1 (1] 4. Hay Fever, Asthma, or Wheezing
L1 L] 5. Eczema or Frequent Skin Rashes
1| 1| (1| 6. Convulsions/Seizures
111 ] 7. Heart Trouble
([} 8. Diabetes
I | 9. Frequent Colds, Sore Throats, Earaches (4 or more per year) | Are there any current or
past diagnosis(es)
[]Yes [ ] No
111 11 10. Trouble with Passing Urine or Bowel Movements If yes, describe

MDHHS-3305 (Rev. 7-24) Previous edition obsolete. 1



11. Shortness of Breath

12. Speech Problems

13. Menstrual Problems

O 0O 0 O

O
[
O
U

O O 0O O

14. Dental Problems
Date of Last Exam

Date of Last Assessment

LI ] 15. Other (describe)

Reason for Medication

Concussion History

Parent/Guardian Signature

Date

Was the health history reviewed by a health professional?

[ Yes ] No

Examiner's Initials

SECTION 3 - PHYSICAL EXAMINATION, INSPECTION, TESTS AND MEASUREMENTS

Required for Child Care and Head Start / Early Head Start

Test and Measurements

-
s | 3|9
8 | o S| 8| ¢
> < | Was child test for Tests and results Z o >
[1 | [ | Vision Visual Acuity 0O O O
Date Muscle Imbalance ] ] ]
Other 010
] (1 | Hearing [] Audiometer  (R= Right, L=Left)
Date [ ] OAE (R= Right, L=Left)
[] Other (R= Right, L=Left)
] (1 | Urinalysis Sugar ] (] ]
Albumin L] 1] O
Microscopic 0] O O
OJ (] | Blood Lead Level Level ug/dl ] L] L]
Date

MDHHS-3305 (Rev. 7-24) Previous edition obsolete. 2



Note: All children in Medicaid need to be tested at 1 and 2 years of age, or once between 3 and 6 years
of age if not previously tested. All children, regardiess of Medicaid status, should be tested at those same
ages if they live in an area where lead risk is high.

[0 | [0 | Height & Weight Height O O O

Weight ] ] ]

(0 | O |Other Other O O O

] [] | Hemoglobin/Hematocrit m— O] O] 0

L] [ | Blood Pressure Reading O ] ]
Comp!ete pedlatnc tubercu!os;s risk assessment ava)iable at:

1a A TR Ricle \ccaocemant RAR1R27 7 nof
jan.gov/documents/mdhhs/4._MI_Pediatric TB_Risk_Assessment 661537 7.pdf OR

feel free to use the attached QR code mstead of the full link text.

Examinations and/or Inspections

Essential Findings Deviating from Normal Exam Date

SECTION 4 - IMMUNIZATIONS

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

Vaccines (Select Type) Date Administered (mm/dd/yy)
Hepatitis B 1. 2. 3.
(HepB) 4.
DTaP/DTP/DT/Td 1. 3.
4. 6.
Tdap 1.
Haemophilus Influenzae 1. 2 3.
type b (HIB) 4.
Polio 1. 2. 3.
(IPV/IOPV) 4. 5.
Pneumococcal Conjugate : A 2 3,
(PCV) 4.
Rotavirus (RV1/RV5) 1. 2. 3
Measles, Mumps, Rubella 1. 2 3
(MMR/MMRYV)
Varicella (Chickenpox), (Var, MMRV) | 1. ;
Hepatitis A (HepA) 1. 2. 3.

MDHHS-3305 (Rev. 7-24) Previous edition obsolete. 3



Influenza 1. 2. 3.
(HV/LAIV) 4.
Meningococcal 1. 2. 3.
(MCV4, MenABCWY )
Meningococcal B p 2, B
(Bexsero, Trumenba, MenABCWY)
Human Papillomavirus (HPV) ] 1. 2. 3.
Additional Vaccines Specify Date & Type
Type of Vaccine(s) Date of Vaccine(s)
1.
2.
3.

Indicate and attach physician diagnosis or 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 for 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 Disease? If yes, date

] Yes I No

[] Parent/Guardian refused recommended immunizations at visit.

| certify that the immunization dates are true to the best of my knowledge

Health Professional Signature Title Date

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

Is there any defect of vision, hearing, or other condition for which the school could help by seating or
other actions?

[ Yes ] No

If yes, explain

Should the child's activity be restricted because of any physical defect or iliness?

[] Yes [1No

Check all that apply
[] Classroom [} Playground [ ] Gymnasium
] Swimming Pool [} Competitive Sports [ ] Other

If yes, explain degree of restriction(s)

Other Recommendations

MDHHS-3305 (Rev. 7-24) Previous edition obsolete. 4



SECTION 6 - DENTAL EXAM OR ASSESSMENT RECOMMENDATIONS

Child’s Name Type of Service
[ ] Dental Exam [ ] Dental Assessment

Findings (Check all that apply)
[] No findings | Treated Decay (| Untreated Decay

Recommendations (Check one)
] Routine Care

(] Referral for dental treatment
] Referral for urgent dental care

Provider Signature Date

Check one

] Dentist [ ] Dental Therapist [_] Dental Hygienist
SECTION 7 - PHYSICIAN'S SIGNATURE

Examiner's Name (Print) Degree or License Telephone Number
Examiner’s Signature Date

Address City State Zip Code

MI

Information required for:
Early On — Hearing and Vision Status; Diagnosis; Health status
Child Care Licensing — Physical Exam, Restrictions, Immunizations

Head Start/Early Head Start — Determination that child is up-to-date on a schedule of age-appropriate
preventative and primary health care, including medical, dental, and mental health. The schedule must
incorporate the well-childcare visit 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 anemia at regular intervals based on
age.

Developed in Cooperation with the Department of Health and Human Services, Education, Michigan
American Association of Pediatrics, Early Childhood Investment Corporation, Child Care Licensing, Head
Start, Michigan State Medical Society, Michigan Association of Osteopathic Physicians and Surgeons.

The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any
individual or group on the basis of race, national origin, color, sex, disability, religion, age, height, weight,
familial status, partisan considerations, or genetic information. Sex-based discrimination includes, but is
not limited to, discrimination based on sexual orientation, gender identity, gender expression, sex
characteristics, and pregnancy.

MDHHS-3305 (Rev. 7-24) Previous edition obsolete. 5



WRITTEN INFORMATION PACKET DOCUMENTATION
Michigan Department of Licensing and Regulatory Affairs
Child Care Licensing Bureau

Child{ren)'s Name(s) {Last, First) ! Facility’s Name and License Number

‘ DC 040414788
5
|

A written information packet has been provided at the time of enroliment. The packet included all the following
information (R 400.8146 (1-2)}:

Criteria for admission and withdrawa)

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

Fee policy

Discipline policy.

Food service program.

Program philosopny.

Typical daily routine

Parent notification plan for accidents, injuries, incidents. and ilinesses
Transportation poficy, if applicable

Medication policy

Exclusion policy for child ilinesses

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

{1 The center keeps a ticensing notebook containing a summary sheet, all licensing inspections and special
investigation reports, and related corrective action plans for the last § years. The licensing notebook is
available to parents/guardians dunng regu!ar business hours. Reports from at least the past three years are
available at .

& The center does not keep a rcensmg notebook but mtemet is available onsite. Reports from at least the
last three years are available at ‘

Other

| certify that | received all of the above items

Parent/Guardian Signature ‘ Date

Note: A single CCL-4340 form may be used for aff chiidren in the same famiiy.

LARA is an equal opportunity employer/program. }

CCL-4340 (Rev. 771472022 Previous editions obsolete



CHILD INFORMATION RECORD

State of Michigan
Department of Lifelong Education, Advancement, and Potential — Child Care Licensing

Instructions: Unless otherwise indicated, all requested
apply, “unknown” or “none” is the required response. A

information must be provided. If the information is not known or does n¢
blank field, a strikethrough, or “N/A” are not acceptable responses.

For Provider Use Only: Date of Admission: Date of Discharge:

CHILD INFORMATION

Name of Child (Last, First, Middlie Initial)

Child’s Date of Birth

Address {Number ] Street Name, Building /
Apartment Number)

City

State

| Zip Code

iPARENTS/LEGAL GUARDIANS INFORMATION

Name of Parent / Legal Guardian

!

Primary Phone

Secondary Phone (if applicable)

Home Address (if not same as child’s)

City

State

Zip Code

Email Address {optional)

Employer Name

Work Phone

Name of Parent / Legal Guardian (optional)

Primary Phone

Secondary Phone (if applicable)

Home Address {if not same as child’s)

City

State

Zip Code

Email Address (optional)

Employer Name

Work Phone

CHILD’S PHYSICIAN INFORMATION

Name of Child’s Physician or Health Clinic

Phone Number

Preferred Hospital for Emergency Treatment
{optional)

Allergies, Disabilities and/or Special

' Instructions? Attach additional sheets if
| necessary {Respond with “none” if not
{ applicable).

CCL-3731 (Rev. 05/28/2026). Previous editions obsolete.



EMERGENCY CONTACT AND RELEASE OF CHILD

List all individuals, including parents/legal guardians, in order of preference, to be contacted in an emergency. If possible, includ
at least one person other than the parents/legal guardians to be contacted in an emergency and to whom the child can b
released. The second phone number column can be left blank (if more individuals, attach additional sheets).

18t Individual: Phone: 2" Phone: §
2" Individual: Phone: 2" Phone: |
3" Individual: | Phone: | ; 2" Phone:

RELEASE OF CHILD ONLY

List all individuals, other than the parents or legal guardians, {o whom the child may be released to (if more individuals, attaci
additional sheets).

1% Individual: | | Phone: |
2" Individual: | Phone:
| 3¢ Individual: | Phone:
4" Individual: } Phone:

PARENT/LEGAL GUARDIAN INITIALS:

I (initial here}, give permission to {child care provider), licensed by the Department
of Lifelong Education, Advancement, and Potential, to secure emergency medical treatment for the above named minor child
while in care.

| certify that | accurately completed this form and if anything changes, | will notify the provider by updating this form.

Signature of Parent or Guardian:

Date Signed:

Date Card Reviewed: Parent/Guardian initials:

Date Card Reviewed: Parent/Guardian Initials:

Date Card Reviewed: { Parent/Guardian Initials:

Date Card Reviewed: t Parent/Guardian initials: ‘

Coordinator to request an alternative format to these

materials. Please visit www.Michigan.qov/ADA for a list of
state ADA Coordinators.

MiLEAP is an equal opportunity employer/program.

g— individuals with disabilities may contact the MILEAP ADA
|

CCL-3731 (Rev. 05/28/2026). Previous editions obsolete.




MEDICATION PERMISSION AND INSTRUCTIONS
CHILD CARE HOMES AND CENTERS
State of Michigan
Department of Lifelong Education, Advancement, and Potential — Child Care Licensing

If you are giving or applying any medication to a child in care, the following must be completed by the parent for each
medication. An interruption in medication will require a new permission form.

TO BE COMPLETED BY PARENT OR GUARDIAN

I give my permission for

to give or apply the medication,

(Child Care Facility/Licensee)

(Specify prescribed medication/over-the-counter
product)

DIRECTIONS:

to my child as follows:

(Child’'s name)

1. Date to Begin Giving Medication

2. Date to Stop Giving Medication

3. Times Medication is to be Given

4. Amount (Dosage) of Medication
Each Time Given

5. Storage of Medication

6. Other Directions, if Any:

Signature of Parent

Date

Continue onto page 2 to detail the specific information of how, when, and by whom the medication was
administered.
It is recommended that this form be reviewed with the parent every 3 months if the medication is ongoing.

Individuals with disabilities may contact the MiLEAP

ADA Coordinator to request an alternative format to

these materials. Please visit www.Michigan.gov/ADA
for a list of state ADA Coordinators.

MILEAP is an equal opportunity employer/program.

CCL-1243 (Rev. 06/04/2026). Previous editions obsolete.




To be Completed by the Child Care Staff Member/Licensee Giving Medication:

DATE

TIME

AMOUNT GIVEN

CHILD CARE STAFF
MEMBER NAME

CHILD CARE STAFF
MEMBER SIGNATURE

CCL-1243 (Rev. 06/04/2026). Previous editions obsolete.




Scribbles and Giggles Day Care Center
Discipline Approach and Guiding Principles

At Scribbles and Giggles Day Care Center, we embrace a philosophy of nurturing growth

through positive interactions. Qur discipline approach is grounded in the following principles,
ensuring an environment that cultivates respect, empathy, and cooperation:

1.

Open Communication: We believe in fostering open dialogues with our families and
youngsters alike. By lending an ear to concerns and discussing consequences in language
that’s easy to comprehend, we establish a foundation of mutual respect and
understanding.

Embracing Logical Consequences: Our goal is to help children learn about the effects of
their actions. Through natural and logical consequences, children grasp the connections
between choices and outcomes, nurturing a sense of responsibility and accountability.
Connection: Each child deserves individual attention, especially in times of challenge.
We commit to spending quality time addressing misbehavior, using these moments to
bridge gaps, illuminate learning, and strengthen the bonds that nurture growth.
Redirecting: Steering young minds away from undesirable behaviors helps gracefully
guide attention towards more desirable ones, aiding them in building habits that
channel their energy constructively.

Celebration: Praise is our tool for sculpting positive behavior. By acknowledging and
celebrating positive conduct, we empower children to internalize their achievements
and seek to replicate them.

Leading by Example: As mentors, we know actions speak louder than words. We both
explicitly teach and demonstrate the conduct we wish to instill. We embody the values
we espouse, knowing our actions must mirror the behavior we hope to inspire. We
continually reinforce the following traits:

0 Self-Control: Our mission is to guide children to navigate the storms of their
emotions and impulses. We teach them the art of self-mastery, arming them
with skills that empower them to face life’s challenges.

o Self-Direction: We champion the spirit of autonomy. By allowing children to
make choices and bear the weight of their decisions, we nurture budding
individuals who are confident in their ability to chart their course.

o Self-Esteem: The foundation of success is a strong self-esteem. We employ
words of encouragement and actions that uplift, fashioning a sense of self-worth
that propels them towards their aspirations.

o Cooperation: Teamwork shapes character. Through collaborative projects and
shared experiences, we nurture children's aptitude to cooperate, fostering
friendships and social grace.



At Scribbles and Giggles Day Care Center we are devoted to crafting a sanctuary of safety and
growth. Thus, we wholeheartedly prohibit any action that would endanger our children’s sense
of wellbeing by adhering to the following principles:
1. Zero Tolerance for Corporal Punishment: Physical discipline has no place in our haven
2. Utmost Care for Little Mouths: Substances in children's mouths are strictly off-limits as
a form of discipline.
3. Freedom from Restraint: We reject any form of restrictive binding, ensuring our
charges’ freedom of movement.
4. Protecting Tender Hearts: Mental or emotional stress as a disciplinary tool is contrary to
our mission of nurturing.
5. Basic Needs are Sacred: Depriving children of meals, rest, or bathroom breaks is
inconceivable in our haven.
6. Spaces of Freedom: Confinement to enclosed spaces contradicts our commitment to
fostering a safe and open environment.
7. Respecting Tender Ages: Children under 2 shall never experience time-outs under our
care.
At Scribbles and Giggles Day Care Center, our discipline approach shapes a haven of growth
where children flourish, learn, and thrive. These principles guide us in cultivating the best in

each child while upholding a nurturing atmosphere that allows them {o embrace the world with
confidence and kindness.

Individuals with disabilities may contact the MiILEAP ADA Coordinator to request an alternative format to these
maternials. Please visit www.Michigan.qgov/ADA for a list of state ADA Coordinators.




