] CLAWSON EARLY CHILDHOOD CENTER
UINSON
CLAWSON, M| 48017

PUBLIC SCHOOLS

WWW.CLAWSONSCHOOLS.ORG

2025-26 CLAWSON PRESCHOOL
3-YEAR OLD REGISTRATION PACKET

TO REGISTER:

1. COMPLETE ALL REGISTRATION FORMS
2. COMPLETE EMERGENCY CARD

3. BRING IN BIRTH CERTIFICATE

4. BRING IN THE REGISTRATION FEE

ALL OF THE ABOVE ITEMS
ARE NECESSARY TO REGISTER

WE CAN NOW INVOICE YOU THROUGH PAYPAL FOR ALL PAYMENTS.
WE ALSO ACCEPT CHECKS OR MONEY ORDERS PAYABLE TO CLAWSON
PUBLIC SCHOOLS. CASH PAYMENT IS NO LONGER ACCEPTED.

REGISTRATION BEGINS ON THURSDAY, MARCH 6™ 2025 AT THE
CLAWSON EARLY CHILDHOOD CENTER LOCATED AT 626 PHILLIPS
AVE. BY APPOINTMENT ONLY.

TO REGISTER AFTER JUNE 68, 2025
CALL CLAIRE PROST AT 248-655-4402

REGISTRATION IS ON A FIRST COME- FIRST SERVE BASIS

THE FIRST DAY OF THE 2025-2026 SCHOOL YEAR
WILL BE MONDAY, SEPTEMBER 8th, 2025



Dear Parents/Guardians:

Clawson Preschool is offering two 17-week semesters of preschool for children who will be
three vears of age by September 1, 2025. The program will begin on Monday, September 8th
at the Clawson Early Childhood Center located at 240 Nahma Ave., Clawson, Mi 48017 (please
note this will be our new address when school starts.)

Children may attend on Monday/Wednesday or Tuesday/Thursday mornings from 9:30-11:30 or
Monday/Wednesday or Tuesday/Thursday afternoon from 12:30-2:30. Parents will be required
to donate the treat, drink, cups and napkins for their child’s assigned snack days.

REGISTRATION

Please complete the enclosed registration forms. Registration for the 3-year old program will
take place on Thursday, March 6th by appointment only. There will be a sign-up genius link
posted on our website where you will sign up for a time to come up and register. This link will
be posted on Monday, March 3rd at 9 AM. Please note that registration is on a first come — first
serve basis. To register after June 6th, please call Claire Prost at 248-655-4402.

PARENT MEETING
There will be a parent meeting in the beginning of September but the exact date and time have
not yet been set. Parents/Guardians will be emailed this information.

IMMUNIZATIONS

When registering you child, the State of Michigan requires that you show proof of
immunizations. Please complete the enclosed immunization sheet and bring with you to
registration. To complete an immunization waiver form, please contact your child’s pediatrician
or the Oakland County Health Department.

HEALTH FORMS

The State of Michigan requires that any child entering school must have the enclosed health form
completed. The enclosed health form must be completed by you AND your child’s pediatrician.
This form is due no later than October 1st, 2025. Health forms are only valid for one year.

Clawson Public Schools also have programs and assessments available for children who live in
Clawson, birth to age 5 whose parents may have concerns about developmental delays in the
areas of speech and language, gross or fine motor, cognitive, and/or social emotional
development. Call Julie Carl at 248-655-4416.

Sincerely,

Claire Prost — Clawson Preschool Coordinator



3-YEAR-OLD REGISTRATION FORM
2025-26 SCHOOL YEAR

PLEAE PRINT:

NAME OF CHILD

M F BIRTH DATE:

PARENT/GUARDIAN NAMES

ADDRESS

CITY zp

PHONE (home) (work)

(cell)

1. Is your child’s native tongue a language other than English? Yes No

2. Is the primary language used in your home or environment a language other than
English? Yes No
If yes, what is the language?

FEES: $685 FOR 2 DAY PROGRAM PER 17 WEEK SEMESTER PLUS A $60 (3100 FOR MORE
THAN ONE CHILD) NON-REFUNDABLE ENROLLMENT FEE.

ADDITIONAL FEE OF $25 PER SEMESTER FOR FAMILIES WHO LIVE OUT OF
CLAWSON.

CLASS TIMES:

9:30-11:30 AM — MONDAY/WEDNESDAY
9:30-11:30 AM — TUESDAY/THURSDAY

12:30-2:30 PM - MONDAY/WEDNESDAY
12:30-2:30 PM — TUESDAY/THURSDAY

Tuition is due September 22nd, 2025. You can pay in full per semester, monthly from September
through May or you can also make 4 quarterly payments, Sept., Nov., Feb. and April. Please make
checks or money orders payable to Clawson Public Schools. We no longer accept cash payments.
You may also pay tuition via PayPal. If you choose PayPal please be sure to provide the email you
use for your account. Please note that all lines must be filled in on the emergency card.

REGISTRATION FE ENCLOSED: § RECEIPT #:

OR

INVOICE ME VIA PAYPAL, MY EMAIL IS:




IMMUNIZATION RECORD

CHILD’S NAME BIRTH DATE

PLEASE WRITE THE DATES YOUR CHILD HAS HAD THE FOLLOWING SHOTS:

DPT: POLIO:
1. 1.
2. 2.
3. 3.
4. 4.
5. :

HAEMOPHILUS INFLUENZAE TYPE B (HIB):
1.
2.
3.
4.

MMR:
1-
2.

PNEUMOCOCCAL CONJUGATE (PCV):
1.
2.
3.
4.

HEPATITIS B:
1.
2.
3.

VARICELLA (chicken pox vaccine)
1.
or If your child has had chickenpox; please list date and year:




’ ] I 4 HE1.dD AT AR S .
' A b DU D FOR 1.4 ¥ D
! HOO] H | I I
2-3 4-5 6-15 16-18 19 months— Bradhirs
months months months months 4 years yes
Diphtheria, Tetanus, 1 dose 2 doses
Pertussis (DTaP) DFaP DFaP 3 doses DTaP 4 doses OTaH
Pneumococcal e 24 3 doses o¥ 4 doses ox
: ose oses , None
Conjugate (PCV13) ﬁiﬁl;:’eﬁ?gé:?:: Age-appropriate complete series
H. influenzaetype b 1 dose at or after 15 months or
(Hib) e 1 dose 2 doses , : None
Age-appropriate complete series
Polio 1 dese 2 doses 3 doses
Measles, Mumps,
Rubella (MMR)* None 1 dose at or after 12 months
Hepatitis B* 1 dose 2 doses 3 doses
1 dose at or after 12 months or
Varicella . :
(Chickenpox)* None Current lab immunity or
History of varicella disease




When Do Children and Teens Need Vaccinations?

| DTaP/Tdap| Hib pPCV MMR | Vari- Hpv | MeN° | MenB
Age HepB RSV oiphtherin, | raemophiis | 1PV | preumo- | RV | Measles, | cella HepA | coviD-19 | Dengue |  rumen ACWY Influenza
Hepatitis 8| mAb tetanus, pertussis | Influenzae Polie coceal Rotavirus mumps, Hepatitis A papillomavirus Flu
(whooping cough) type b conjugate rubella Chickenpox Meningococcal
at Birth v V2
(0-7 mos)
2 months v v v v v v
4 months V¢! V4 (4 v 4 v
6 months 1 :
8 months (6-18 (6-18
mos) mos) (& mos and
older)
12 months V2
(8-19 (4 v vV | V w /
mos) (12-15 (12-15 (12-15 | (12-15 |(2 doses given One dose each fall or
15 months (V4 mos) poa ] mos) & months winter. Some children
{15-18 mos) apart routinely younger than age 9 years
18 months atage 12-23 |/4 need 2 doses; ask your
months) COVID-19 child's healthcare provider
= vaccine is if your child needs more
19-23 months HepA vaccine | recommended than 1 dose.
: (2 doses) for everyone \
-6 years is also age 6 months
v v v v recommended |  and older Influenza
_ for children vaccine s
7-10 years and teens not recommend-
previously VvV W ed every year
11-12 years o (Tdap) vaccinated Dquue_ ' v for everyone
vaccine 15 ’ age 6 months
) recommende: and older
13-15 years for certain
children
16-18 years v ‘/“
89,10

NOTES 1 Your child may not need this dose depending on the brand of vaccine that
your healthcare provider uses.
2 Infants whase mother did not receive an RSV vaccination during pregnancy
and who are younger than 8 months 0 days should receive RSV preventive
antibody (RSV-mAb) before or during the RSV season (typically October
through March). Certain high-risk children (8 through19 months) will need
RSV-mAb before theiir second RSV seasen.
3 This dose of DTaP may be given as early as age 12 months if it has been
6 months since the previous dose.

@ Immunize.org

4 Children age 5 years or alder generally need anly one dose. The number

of doses for children age 6 months through 4 years is determined by the
vaccine brand.
5 Children ages 9 through 16 years who live in Puerto Rico, American Samoa,

LLS. Virg
and the Republic of Palau, and have lab-col

in lslands, Federated States of Micronesia, Republic of Marshall lstands,
nfirmed previous dengue infection are

recommended to recelve a 3-dose serles of dengue vaccine.
6 HPV vaccine is routine at age 11 or 12 years but may be started at age 9.

FOR PROFESSIONALS Www.immunize.org / FORTHEPUBLIC www.vaccineinformation.org

adolescents with certain health conditions.
9 Your teen may need an additional dose depending on your
healthcare provider's recommendation.

combination vaccine may be used.

www.immunize.org/catg.d/p4050.pdf I g
ltem #P4050 (12/18/2023) [B]

7 Children with certain medical conditions will need a third dose.
8 This vaccine may be given to healthy teens. It is also recommended for

10 When MenACWY and MenB vaccines are both needed, a MenABCWY

Scan for PDF



o CHILD INFORMATION RECORD
State of Michigan - Department of Licensing and Regulatory Affairs - Child Care Licensing Bureau

‘I'nstructiorls: l{nlessuqtherwise ir_1dicated, all requested information must be provided. If the information is not known or does not apply,
unknown” or “none” is the required response. A blank field, a line through a field or "N/A” are not acceptable responses.

For Provider Date of Admission: Date of Discharge
Use Only;
Name fCh'Id (Last, First, Middle Ini
of Child (Last, First, Mi i i "
e Initial) Child's Date of Birth
Address (Number and Street, Building/Apartment Number) City State Zip Code
Parent/Legal Guardian’s Name Primary Phone |F'arent!l.egal Guardian’s Name (Optional) Primary Phone
( ) ( )
Home Address (if not child's address) 129 Phone (if applicable) Ir-iame Address (if not child’s address) 2nd Phone (if applicable)
( ) ( )
City State Zip Code ":ily Staie Zip Code
Email Address (optional) IiEmaiI Address (optional)
Employer Name Work Phone Employer Name Work Phone
( ) ( )

Name of Child's Physician or Health Clinic

( )

Physician's or Health Clinic's Phone Number

Hospital Preferred for Emergency Treatment (optional)

Illergies, Special Needs and/or Special Instructions? Yes O No O If yes, explain:
(Attach additional sheets, if necessary.)

CCL-3731 (Rev. 3/17/2022) Previous editlons 7-18 & 4-21 may be used

Seo Reverse Slde

Emergency Contact & Release of Child: List all individuals,
possible, Include at least one person other than the parents/legal guardians to
second phohe number column can be left biank. (If more individuals, attach additional sheets.)

including parents/legal guardians, in order of preference, to be contacted in an emergency. If
be contacted in an emergency and to whom the child can be released. The

1. () ()

2, () « )

3. () « )

Release of Chlld Only: List all individuals, other than the parents/legal guardians, to whom the child may be released. (If more individuals, attach additional sheets.)
1, ( ) 2, ( )

3, () 4. ()

Parent/Legal Guardian Initials:

| give permission to C.\Q-UD Son P(' &5C.'\'\OQL licensed by the Department of Licensing and Regulatory Affairs 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 Parent or Legal Date Card Parent or Legal Date Card Parent or Legal Datg Card Parent or L?gal
Reviewed Guardian Initials Reviewed Guardian Initials Reviewed Guardian |nitials Raviewed Guardian Initials

LARA is an equal opportunity employer/program.

IAUTHORITY: 1973 PA 116
COMPLETION: Required

PENALTY: Rule Violation Citation.

CCL-3731 (Rev. 3/17/2022) Previous aditions 7-18 & 4-21 may be used




CLAWSON PUBLIC SCHOOLS Student# _ Yearof Grad,
STUDENT DATA FORM (please print) Entry Date Schaols of Choice _
Resident District
School to attend: Entering Grade:
Student’s Legal Name: Gender: UMale U Female
(As shown on birth certificate)  Last First Middle Name
Birth date: Birth Place: Country of Birth:
Month / Day / Yerr City or Township
Address:
Number Street Apt. # City Zlp Code
Primary Phone Number

Etlnicity/Race Information (coflected for statistical puposes onlp)

Part A. Is this student Hispanic/Latino? (Choose only one)
Q  No, not Hispanic/Latino

O Yes, Hispanic/Latino (A petson of Cuban, Mexican, Puerto Rican, Cuban, South or Central American, or other Spanish culture or origin
regardless of race)

The above question is about ethnicity, not race. No matter what you selected above, please continue to answer the following by marking one
or more boxes to indicate what you consider your student’s race o be.

Part B. What is the student’s race? (Check all that apply)
1 American Indian/Alaska Native O Asian O Blaclk/African American O Native Hawsiian/Other Pacific [slandet Q White

MEDICAL CONDITIONS/PROBLEMS: check all that apply
#If checked a medical plan must be on file in your child’s school office

U] ADD/ADHD 0 Headaches Q Seizure disorder #

U Asthma # L} Heart Condition O Other Allergy:

O Bee Sting Allergy # O Nose bleeds @ Other Medical Conditions:
{J Diubetes# O Peanut Allergy #

O *Takes medication regulatly? Please indicate medication and how often taken

*1f taken during school hours, please contact school and obtain an Authorization for Medication form to be completed by the student’s
physician and parent or guardian.’

LAST SCHOOL ATTENDED:

School Name Grade
Address Date Entered DateLeft
City State & Zip____ Phone Number

SERVICES YOUR CHILD RECEIVED AT PRIOR SCHOOL:

Does yout child have a 504 plan?  Yes No (Plecse provide a copy of the 504 plan)

ovide i ¢ 1 MET,
Does your child have an IEP (Individual Education Plan) Yes No____ (Pleaseprovide u copy of the {EP and MET)
Eligibility (if known)

02/11/2020
Page 1 0l'2



Information about Parents / Guardians:

Male Parent/Guardian in Household

Name:

Relationship
to child:

Cell Phone:

Work Phone:

Email:

On Full-time [ Yes [ No 1 Yes [0 Neo [ Yes 1 No
Active Military
Duty?

Parent Living Elsewhere Address:

(Should this person receive mailings?) QYes O Ne Are custody papers on file with Clawson Public Schools Qves QOWNo

Clawson Public Schaols cannot enforce custody restrictions without a court
order on file.

Emergency Contact Information:

When parent/guardian s unavailable, please list four adults to whom the child can be released from school due to illness and/or provide
transportation, Adults may be asked to present identification. List in order of preference. PLEASE PRINT LEGIBLY

NAME ___RELATIONSHIP TO CHILD __PHONE: ( )
NAME RELATIONSHIP TO CHILD - PHONE: ( ) .. _ . —
NAME, RELATIONSHIP TO CHILD PHONE: [\
NAMY, NELATIONSHIP TO CHILD PHONE: ()
Other children that reside in the home:
Child’s Name Birth Date Relationship Grade

Please note any problems or concerns, which would agsist the school in working with your child:

I affirm that as the parent/legal guardian, all information provided above is true and accurate, and that my ch.ild and I reside at the
listed address. 1 understand any false information provided by me, may subject me to legal penalties for perjury.

Parent/Legal Guardian signature Date

02/11/2020
Page 20f2



CLAWSON PUBLIC SCHOOLS
HOME LANGUAGE SURVEY
The Clawson Public Schools district is collecting information regarding the language background of each of its students.

This Information will be used by the district to determine the number of children who should be provided bilingual
{nstruction according to Sectlons 380.1152-380.1157 of the School Code of 1995, Michigan’s Billngual Education Law.

Today's Date School

Name of student

First Middle Last
Student birth date: Grade Country of birth
1. Is your child’s native tongue a language other than English? O Yes O No

(The child's native tongue/language Is the language most often spoken by tho.studont.)
if yes, what Is that language?

2. Is the primary language used in your child’s home or environment a language other than English?
(The primary language Is the dominent language used at hoie regardiess of the language spoken by the student.)
O Yes I No

If yes, what Is that language?

3. DId your child attend school in another country? O Yes ONo
If yes: How many years? Which country?
4, Has your child been enrolled In a school In the United States? [ Yes O No
If yes, when did your child first enroll In that school? Month Year

5. What language {or languages) does your chlild read?

6. What language (or languages} does your child wrlite?

7. Has your child ever been in a bilingual or English as a Second Language program?

8. If so, what was the last grade in which he/she was enrolled In that program?

| understand that my child, , will recelve English language proficlency

testing If he/she speaks a language other than English. { will be notified if my child qualifies for English as a Second
Language program services. |understand that at that time | have the right to refuse English as a Second Language

program services for my child, However, | can request services at a later date.

Parent or Guardlan slgnature Date

2-14-18



CLAWSON PRESCHOOL
PARENTAL RELEASE FORM

Dear Parent/Guardlan:

Occasionally, for educational purposes, pictures or videotaped recordings will be made in
classrooms and/or of students. in other schools programs. Some of the pictures or recordings
may be used in presentations or used on local cable or broadcast stations or in local

newspapers. Your chlld’s name may be mentioned with either a picture or in the videotaped
recordings.

PLEASE CIRCLE DO OR DO NOT IN THE FOLLOWING STATEMENTS:

| DO/DO NOT give permission for

_ . {Student’s Name)
to be included in any videotaped recordings.

| DO/DQ NOT give permission for

(Student’s Name)
to be photographed for the news media or special programs and/or
presentations.

| DO/DO NOT give permission for

(Student’s Name) ' |
photographs and/or videotaped recordings to be put on school related websites.

| understand my child’s name may be used in conjunction with any pictures(s)
used.

Parent/Guardian Sighature Date



MEDICATION PERMISSION AND INSTRUCTIONS
CHILD CARE HOMES AND CENTERS

Department of Licensing and Regulatory Affalrs

Bureau of Communily and Health Systems
Chlld Care.Licensing Divislon

If you are glving or applying any medication to a child In care, the followlng must be completed by the parent for sach
medication. An interruption In medication witl require a hew permission form,

TO BE COMPLETED BY PARENT

| give my permlzelon for to give or apply the medicallon
{Ghiregival, Fasiity]
y lo my child , a8 followa:
(Spudlly, preacilbsd madlzalion/avar 1he GoUNTer praguct) {CHIds Nama)
DIRECTIONS;
1. Data to Gatjin Siving Madlention 2, Dilar to Slop Modicolion
3, Timiga Medlicallan 15 1o bo Qhvon 4. Amount {dosaga) of Modiuallon Each Tina Glven

5. Slorage of Moilfoallin

B. Olhor Diracllons, If Any

'gl.iunnltlm of Faram Dnle

TO BE COMPLETED BY THE CAREGIVER GIVING THE MEDICATION!

DATE TIME AMOUNT OIVEN CAREGIVER'S NAME CAREGIVER'S SIGNATURE

It Is rocommanded thla farm be tevlswad with the parent ovary 3 moniha If the medioalion Is snolfg.

LARA is an equal opporiunity employer/program.

BCAL-1243 (Rev. 1-18) Prevlaus adiilon obsclete, MS Word 1



CHILD PLACEMENT CONTRACT
Note: This contract is required of all licensed child care centers by R400.5105b of the Michigan Administrative

Code. The Michigan Department of Consumer and Industry Services is required to Inspect the child care center and
enforce the contract based on the terms provided in this contract.

Clawson Public Schools agrees to provide child care services for the following named child:

(Printed Name of Child) {Date of Birth)

Poeli o Ttemfii et eb abe bt inaltane Glas ™t A s I.l;}b’f},‘-‘

The Clawson Public Schaols, as a licensed child eare facility, will provide the following provisions of
the Michigan Administrative Code as required by R 400.5105b:

R400.5102 Licensee,

Rule 102, (2) A licensce shall have the following administrative responsibilities regarding staff:

(b) Develop and lmplement a written screening policy for all staff and volunteers including parents
who have contact with chlldren,

R400.5106 Program.

Rule 106. (1) A center shall provide a program of daily activities and rclatlonships that offers opportunitics
for the developmental growth of each child in all of the followlng areas:

(a) Physical development, including large and small muscle.

(b) Social development, ineluding communication skills

(c) Emational develapment, including posttive self~concept.

(@) Tatellectual development
(2) A center shall permit parents to visit the program for the purpose of observing their children at all times.
(3) A center operating with chitdren in attendance for 5 or more hours per day shall provide for daily outdoor
play, unless prevented by inclement weather conditions, .
(4) A center shall provide child under school age In attendance for 5 or more continuous hours a day with an
opporthnity to rest.
(5) A center shall provide children less than 3 years of age with an opportunity to rest regardless of the
number of hours in care,

(6) A center shall permit children under 12 months of age to eat and sleep on demand.

[R 400.5205 and R 400.5209 apply only to children from birth to 2 ¥; years of age as
required In Part 2 of these rules.]

R 400.5205 Formula; milk;foods

Rule205. (1) The requirements of R 400.5110 apply to Infant formula and feeding in addition to the

requirements of subrules (2) to (11) and (13) of this rule.

(2) When a center provides formula for the child who ls ou the infant formula, commerclally prepared, pre-
hottled, ready-to-feed formula shall be provided. A center shall keep a list of formulas it offers and the
number of calories per ounce that each formula provides.

(3) A formula shall be Iron-fortified for a child who s less than 6 months of age, unless ﬂt.h_erwise )
recommended by the parent or a licensed physician for the individual child. !I’O}:]-fﬂ-ﬂflfled cereal if not
already provided the recommended by the parentor licensed physician for the individual child.

{4) Formula left in a bottle at the end ol'a feeding shall be discarded with the bottle.

(6) $pecial formula required for an individual child by the center in commerclally prepared, pre-bottled,
ready-to-feed unlts, unless provided by the parent as specified in subrule (12) of this rule.



(6) When formula is discontinued, all of the following provistons shall apply:

{(a) A center provide and use whole homogenized vitamin D-fortified cow's milk, unless otherwlse
directed by the parent or a licensed physician.

(b) Milk shall be poured into clean cups or bottles and have sanitized nipples. Excess milk leftin a
bottle or cup shall be discarded.

(c) Nipples shall be thoroughly cleaned and sanitized after each feeding and before being used
again. This sterilization shall be by bailing the nipples for not less than 5 minutes,

(7) This rule dees not preclude a mather form visiting the center in order to breast-feed her child or from

sending to the center expressed milk for the child.

(8) A child too young to sit in a highchalr or at a feeding table shall be held in a semi-sitting position or placed

in an infant seat while being fed.

(9) A child who Is unable to hold his or her bottle shall be held when the bottle is given,

(10) Solid foods shall be introduced to the individual child according the parent’s or a licensed physician’s
instructions.

(11) Commercial haby food containers that are opened, and foods prepared In the center which are stored,
shall be covered, dated, and laheled as to the contents and refrigerated. The contents shall be used or
discarded within a 36 hour period. A child shall not be fed directly from baby food containers if the
contents are to be fed to the child at more than 1 sitting or more than 1 child.

{12) When a parent chooses to provide formula or faod in accordance with R 400.5110(1)(b), the center shall
assure that the food, formula, bottles, nipples, and containers comply with all of the following
provisions:

{a) Formula shall be prepared at the child’s home and placed in an assembled bottle unit before
being brought to the center,

(b) Formula, milk, and perishable foods needing refrigeration shall be refrigerated. Formula shall not
be stored longer than 24 hours after opening, Foods shall be covered and labeled as to the
contents, date of opening, and the specific child for whom its use isintended. Foods other than
formula shall be used or discarded within a 36 hour period after opening.

(c) Each bottle and nipple supplied by a parent shall be used for a single feeding only and then
returned to the parent.

(d) Formula and mild left in a bottle at the end of a feeding shall be discarded.

(13) An exception to subrules (2) and (3) of this rule may be made when a center which provides formula s
lecated in an area where commercially prepared, pre-bottled , ready-to-feed formula is not available for
center use and the center Is in compliance with all of the following provisions:

(a) All formula shall be commerctally prepared ready-to-feed formula

(b} All formula shall be poured divectly from the opened can of formula into clean bottles with
dlsposable liners,

() All nipples shall comply with either of the following provisions:

(1) Be disposable nipples, each of which shall be for a single use only be an individual child

(11} and shall be discarded after use.

(111) Be reusable nipples, each of which is cleaned after each single use with hot detergent
water and rinsed theroughly. Each reusable nipple shall then he sterilized by boiling
fully for not less than S minutes in water before reuse.

(d) Each liner shall be for a single use only by an indlvidual child and shail be discarded after use
along with any remaining formula.

(€) Allliner, nipples, formula and other equipment used in bottle preparation shall be prepared,
handled, and stored in a sanitary and sterile manner as required to safeguard children.

() Prepared botties and opened cans of formula shall be refrigerated until used by the child.

(g) All opened formula which has not been used within the manufacturer’s stated use time after
opening shall be discarded. All bottles filled with formula and all opened cans of formula shall be
dated to show the date and time of the opening of the commerclally prepared formula and the
manufacturer’s stated use time of the formula, An {ndividual formula for an individual child shall
be labeled identifying the individual child for whom its use Is Intended. Bottles liners anc.l
disposable nipples of the unused bottles shall be discarded with the formula, Reusable nipples
shall be cleaned and sterilized as required tn subdivision (c) of this subrule before being used hya
child.



Rule 400,5209 Diapering; toilet training plan.

Rule 209. (1) Diapers shall be disposable or from a commercial diaper service, If a child's health condition

necessitates that dispusable diapers or diapers from a commercial service cannot be used, then an alternative

arrangement may he made according to the parent's er a licensed physician's instructions.

{2} Diapering shall be dune in the ehild's own crilior ina designated diapering area.

(3) Acenter shall maintain a diapeving area, and all supplies and equipment shall he maintained in a safe and
sanitary manner,

(4) The caregiver shall thoroughly wash his or her hands after each diapering, and after cleaning up bodily
Nuiels, using soap and runping water.

(5) Awashceloth-or towel, or both used in dlapering shall not be used subsequently on another part of the
body or for any ather purpose until laundered.

{6) Tollet training shall be planied couperatively hetween the child's primary caregiver and the parent so
that the tollel routine established I8 consistent between the center and the child’s home, and ata

minimum, shall inclule washing iands after toilet use. The center shall empty and santtize all training
devices immediately after each use,

(7) The caregiver shall change dlapers when soiled or wet.

feletie ARG RTIRCEIG i ks

Upon signing this agreement, the parent, iegal gnardlan or responsible adult and the child care facllity
agrees to abide by all of the provisions contained in the contract,

In witness wherof, the parties hereto have executed this contract as of the specified date:

Parent, Legal Guardian or Responsible Adult Clawson Public Schools
Clalta gProst
Signature Signature

Claire Prost

Printed Name Printed Name

Clawson Preschool Director

Relationship to Child Title

Date

(WORD.C.STATE LICENSING: CHILD PLACBMENT CONTRACT)



HEALTH APPRAISAL

Dear Parent or Guardian: The following information is requested so that t
of the child. Fill out the information requested in Section I. Section ill may
remaining sections are to be completed by a doctor, nurse and dentist. (BE SU!

be

he school can work with the parent to meet the physical, intellectual and emotional needs
certified by the transcription of information from the certificate of immunization. The
RE TO BRING YOUR CHILD’S IMMUNIZATION RECORDS TO THE EXAMINATION.)

PERSONAL
CHILD'S NAME {Last, First, Middle) DATE OF BIRTH (mm/dt/yy)
/ /
ADDRESS (Number & Street) (Gity) (ZIP Code) TODAY’S DATE (mm/dddyy)
Ml / /
PARENT/GUARDIAN (Last, First, Middle} HOME TELERHONE NUMBER
( )
ADDRESS (Number & Strest) (City) (ZIP Cods) WORK TELEPHONE NUMBER
MI ( )
SECTION | - HEALTH HISTORY
z

8 2 E # Isyour child having any of the problems listed below? Birth History:

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

0O 0O O 2 Hay Fever, Asthma, or Wheezing

O O O 3 Eczema or Frequent Skin Rashes

O O O 4 Convulsions/Seizures

0O O O 5 Heart Trouble

0O O O 6 Diabetes

O O O 7 Frequent Colds, Sore Throats, Earaches (4 or more per year) Are there any current or past diagnosis(es) 0O Yes O No

O O O 8 Trouble with Passing Urine or Bowel Movements If yes, please describe:

0O O O 9 Shoriness of Breath

O O O 10 Speech Problems

0O O O 11 Menstrual Problems

O O O 12 Dental Problems: Date of Last Exam / //

{1 O O Other (please describe):

0 ad Does your child take any medication(s) regularly? If yes, list medications:

Reason for Medication =

/ / Was the health history reviewed by a health professional?
Parent/Guardian Signature Date 0 Yes O No Examiner's Initials:

SECTION 11 - PHYSICAL EXAMINATION, INSPECTION, TESTS AND MEASUREMENTS
Required for Child Care and Head Start / Early Head Start

Tests and Measurements

@©
® 5
=| 8|8 5| B =
ElE|E| .| & HEE
£| Was child tested for: Test results: S| 2| 5| 2| 8| Was child tested for: Test results: 2l&|S
VISION Visual Acuity 0| O |HEIGHT & WEIGHT Height
O Muscle Imbalance Weight
Date: ! / Other: ] O |Other: Other
HEARING Audiometer 0| O |HEMOGLOBIN / HEMATOCRIT I:>
Other:
o O | BLGOD PRESSURE Reading:
Date: 14 /
URINALYSIS Sugar TUBERGULIN Type:
O Albumin ol o
Date: / / Microscopic Date: f ! Neg.: O Pos: O mm
BLOOD LEAD LEVEL NOTE: Blood lead level required for all children enrolled in Medicaid must be tested
(=Y at one and two years of age, or once between three and six years of age if not
) Level ug/dl praviously tested. All children undler age six living in high-risk areas should be tested
Date: / f at the same intervals as listad above.

Examinations and/or Inspections

tial Findings Deviating from Normal:

_ExamDate: ___/ /
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SECTION Il - IMMUNIZATIONS
Statements such as “UP-TO-DATE” or *“COMPLETE” will not be accepted. Admission to school may be denied on the basis of this information.”

. DATE ADMINISTERED . DATE ADMINISTERED
VACCINES (Circle Type) MM/DDAYYY VACCINES (Circle Type) MM/DDAYYYY
Hepatitis B 1 3 Hepatitis A (HepA) 1 2
(HepB) 2 i 1 3
Influenza (IIV/LAIV)
1 4 2 4
DTaP/DTP/DT/Td 2 5 Meningococcal (MCV4 / MPSV4) |1 2
3 6 Human Papillomavirus 1 3
Tdap 1 (HPVO/HPV4/HPV2) B
Haemophilus Influenzae 1 3 Type of Vaccine(s) Date of Vaccine(s)
type b (HIB) 2 4 OTHER Vaccines 1
Palio 1 3 Specify Date & Type 2
(IPW/QPV) 2 4 3
Pneumococcal Conjugate 1 3 Indicate and aftach physician diagnosis or laboratory evidence of immunity as applicable
(PCV7/PCVZ) 2 4 *NOTE: According to Publlc Act 368 of 1978, any child enrolling in a Michigan school for
Rotavirus (RV1/RV5) 1 3 the first time must be adequately immunized, vision tested and hearlng tested.
Exemptions to these requirements are granted for medical, religlous and ather
2 objections, provided that the waiver forms are properly prepared, slgned and
Measles,Mumps, Rubella (MMR) | 1 2 delivered to school administrators. Forms for these exemptions are available
Varicella (Ghi at your provider office for medical waiver forms and through your tocal health
aricella (Ghickenpox) 1 2 degartment for nonmedical walver {orins.
History of Chickenpox Disease? O Yes O No If yes, date: Parent/Guardian refused iImmunizatlons: O
| certlfy that the Immunlzation dates are true to the best of my knowledge
/ /
Health Professional’s Signature Title Date
SECTION IV - RECOMMENDATIONS
2 § (Required for Child Care and Head Start/Early Head Stari)
0| O] !sthereany defect of vision, hearing or other condition for which the school could help by seating or other actions? if yes, please explain:
olo Should the child's activity be restricted because of any physical defect or iliness?
\f yes, check and explain degree of ion{s) O Classroom [ Playground O Gymnasium O Swimming Poal O Competitive Sparts: O Other
Other Recommendations
SECTION V - DENTAL EXAMINATION AND RECOMMENDATIONS (OPTIONAL)
1 have examined 's teoth. As a result of this examination, my recommendation for treatment is:
chiid's name
Y S S—
Dentist's Signature Date
PHYSICIAN’'S SIGNATURE
{ /!
‘s Signature Date Examiner's Name (Print or Type) Degree or License
M { , M
Number & Street Clty ZIP Code Telephone

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 preventive and primary health care, including
medical, dental, and mental health. The schedule must incorporate the well-child care visit required by EPSDT and the latest irnmumzatJons 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.

e L

Developed in Cooperation with the Department of Health and Human Services, Education, Michigan American Assoclation of Pediatrics, E{arly
Childhood Investment Corporation, Child Care Licensing, Head Start, Michigan State Medical Society, Michigan Association of Osteopathic
Physicians and Surgeons.
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CLAWSON EARLY CHILDHOOD PARENT HANDBOOK
ACKNOWLEDGMENT LETTER

Child(ren)’s Name(s) (Last, First) [ Center Name

Clawson Early Childhood Center

A written information packet has been provided (online) at the time of enroliment. The packet included all
the following information:

Criteria for admission and withdrawal

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

Fee policy

Discipline policy

Food service policy

Program philosophy

Typical daily routine

Parent notification plan for accidents, injuries, incidents, ilinesses.
Exclusion policy for child ilinesses.

Notice of the availability of the center’s licensing notebook

The center does not keep a licensing notebook, but the internet is available onsite. Reports from
at least the last three years are available at www.michigan.gov/michiidcare.

Other

| certify that | received all of the above items.

Parent Signature Date

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

Auxiliary aids, services and other reasonable accommodations are available upon request to

LARA is an equal opportunity employer/program.

individuals with disabilities.

BCAL -4340 (12-15) MS Word



PARENT NOTIFICATION OF THE LICENSING NOTEBOOK
Child Care Organizations Act, 1973 Public Act 116
Michigan Department of Licensing and Regulatory Affairs
Child Care Licensing Bureau

CENTER MUST CHECK ONE

] The 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 parents/guardians during regular business
hours. Reports from at least the past three years are available at
www.michigan.gov/michildcare.

B The center does not keep a licensing notebook, but intemet is available onsite. Reports
from at least the last three years are available at www.michigan.gov/michildcare.

| have read the above statement issued by Clawson Early Childhood Center

Name of Child Care Center

Child(ren)'s
Name(s):

Parent Name

Parent Signature Date

LARA is an equal opportunity employer/program.

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




