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S. N. A. C. S.  Preschool

13880 Stead Blvd.

Reno, Nevada 89506

Phone: 775-677-4500
Fax: 775-677-4441

SIERRA NEVADA ACADEMY CHARTER SCHOOL &
SNACS Preschool
Bringing the Small School Community Back to the Neighborhood!

Kimberly Regan Schoenfeldt, Executive Director     Victor Schoenfeldt, Education Director
______________________________________________________________________________

13880 Stead Blvd.





                                                                       

Telephone  (775)  677-4500 
Reno, NV 89506





            
                          

                Facsimile   (775)  677-4441
June 30, 2010
Dear Parent:

Welcome to the SNACS Preschool.  We are glad to have you and your child join us.

Please complete and return the attached application form to the office at least 48 hours prior to your child’s first day of enrollment.  State regulations require that we must have your child’s immunization records on file at the time of enrollment.  If you opt not to have your child immunized please include a letter from your physician or from you explaining your reason from abstaining from immunizing your child.  Also, attached is a Medical Form which is to be filled out by your child’s physician within 30 days of enrollment.
Thank you for choosing SNACS Preschool for your childcare needs.  We consider it a privilege to be your partner in the care and education of your child.

If you have any questions, call or come by our office.

Thank You.

FULL-TIME CHILDCARE APPLICATION

CHILD AND PARENT INFORMATION:
Date of Enrollment





CHILD’S NAME




 ETHNICITY (optional)







BIRTH DATE



CURRENT AGE


BIRTHPLACE




ADDRESS







 HOW LONG AT THIS ADDRESS?




STREET

CITY, STATE

ZIP

LEGAL
GUARDIAN #1






RELATIONSHIP





ADDRESS





CITY


STATE

ZIP


HOME PHONE




 WORK PHONE








CELL PHONE




 EMAIL ADDRESS






LEGAL
GUARDIAN #2






RELATIONSHIP





ADDRESS





CITY


STATE

ZIP



HOME PHONE





 WORK PHONE







CELL PHONE




 EMAIL ADDRESS







ARE PARENT/GUARDIANS:  LIVING TOGETHER ⁯  DIVORCED  ⁯  SEPERATED  ⁯  OTHER  ⁯

IF PARENT/GUARDIANS ARE DIVORCED, WHAT IS THE CUSTODY AGREEMENT?


















IF PARENT/GUARDIANS ARE DIVORCED AND REMARRIED IS THERE A:

STEPMOTHER ⁯

STEPFATHER  ⁯

CAN CHILD LEGALLY BE RELEASED TO EITHER PARENT/GUARDIAN?  YES ⁯ 
NO ⁯

Please note:  If there are custody issues SNACS Preschool must have documentation on file.
SIBLINGS AND EXTENDED FAMILY MEMBERS:


[image: image2.emf]

NAME RELATIONSHIP AGE (IF SIBLING) GRADE  IN SCHOOL (IF SIBLING)


HEALTH HISTORY:
WERE THERE ANY DIFFICULTIES WITH PREGNANCY OR BIRTH OF THE CHILD?  IF YES, PLEASE EXPLAIN:

IF ANY OF THE FOLLOWING ARE NOT APPLICABLE OR IF THE CHILD HAS NOT REACHED THE APPROPRIATE DEVELOPMENTAL LEVEL, PLEASE MARK “N/A”.

AGE AT WHICH CHILD:


SLEPT THROUGH NIGHT

  
CREPT ON HANDS & KNEES

  

SAT ALONE




WALKED ALONE





NAMED SIMPLE OBJECTS




IF APPLICABLE:

HAS CHILD HAD ANY RECURRING HEALTH PROBLEMS? (EAR INFECTIONS, STOMACH ACHES, ETC.)

WHAT ARE YOUR CHILD’S ALLEGIES, IF ANY?







HOW DOES THE ALLERGY USUALLY MANIFEST?  ASTHMA  ⁯   RUNNY NOSE  ⁯   HIVES   
     ⁯   OTHER













HAS THE CHILD HAD ANY? 

ACCIDENTS  ⁯   SURGERIES  ⁯   BEEN HOSPITALIZED  ⁯    ONGOING MEDICATIONS  ⁯
PLEASE EXPLAIN:






















































PARENT/GUARDIAN SIGNATURE



DATE

EMERGENCY CONTACT INFORMATION

IMPORTANT!! PLEASE PLACE “n/a” IN ANY OF THE SPACES BELOW, IF YOU WISH TO LEAVE THEM BLANK.
Child’s Name:





Date of Birth




__
Address:_________________________________City/Zip:__________________Home Phone:__________
Guardian #1 :___________________ Work Phone: ____________Hm Ph:__________ Cell Ph:________

Address:_________________________________________________City/Zip:______________________

Guardian #2:____________________ Work Phone:_____________Hm Ph:__________Cell Ph:________

Address:_________________________________________________City/Zip:______________________

NAME OF OTHER INDIVIDUALS TO BE CONTACTED IN CASE OF EMERGENCY:
Name:______________________ Relationship to Child:_________________ Phone:_________________

Address:______________________________________City/Zip__________________________________

Name:______________________ Relationship to Child:_________________ Phone:_________________

Address:______________________________________City/Zip__________________________________
Name:______________________ Relationship to Child:_________________ Phone:_________________

Address:______________________________________City/Zip__________________________________
PHYSICIAN TO BE CALLED IN AN EMERGENCY:

Name:___________________________________________________Phone:_________________________

Address:__________________________________________________City/Zip:______________________

HOSPITAL TO BE CALLED IN AN EMERGENCY:
Name:___________________________________________________Phone:_________________________

Address:__________________________________________________City/Zip:______________________

I, THE UNDERSIGNED, AUTHORIZE THE STAFF OF SNACS PRESCHOOL TO TAKE WHAT EMERGENCY MEDICAL MEASURES ARE DEEMED NECESSARY FOR THE CARE AND PROTECTION OF MY CHILD ENROLLED IN THE PROGRAM AT SNACS.
SIGNATURE OF PARENT/GUARDIAN_______________________________ DATE______________
RATE NOTIFICATION

Parent’s Name_________________________________


Date_________________

Child’s Name_________________________________


Date_________________

Weekly Rates








Rates
__________  Infants (6wks.- 6 months)




$220.00

__________  Infants (6mo.-18 months)




$210.00


_________   Infants (6 mo.-18months)
MWF*



$153.00

_________   Infants (6 mo.-18months) TR*




$148.00

             __________ Toddlers (18 – 48 months)*  




$170.00


             __________ PT Toddlers (18-48 months)  MWF*



$125.00

__________ PT Toddlers (18-48 months)  TR*



$110.00

         
__________ Preschool (4-5 years) *




$150.00

__________ PT Preschool (3-5 years) MWF
*



$115.00

__________ PT Preschool (3-5 years) TR*




$105.00

__________ Kindergarten Enhancement




$135.00

__________ PT Kindergarten Enhancement 




$100.00



Hours 8- 2:45 before/after kinder during school hours only

__________ Other arrangements (by Director approval only)  ___________. 

** Students who turn 48 months but have not transitioned to the still pay the toddler room price until they officially transition to the preschool.  Other care arrangements may be made through the Office of the Director.  Drop in rates available upon  request.
Weekly Rate for your child is $_________________.  Effective:______________________.

The policy in our handbook states that tuition fees are due the Friday in advance.  A 5% late fee

Will be charged to your account, in the event that you fall behind on tuition by two weeks. You will be denied admittance in the program on Tuesday if your tuition is not paid.  A one week vacation is allowed without pay after 1 full year of enrollment.  Vacation requests must be put in writing two weeks in advance.  Accounts must be current and payments consistently maintained to use any accrued vacation days.   All other weeks will be charged at the regular rate regardless of whether or not your child attends.  Children may not enroll and dis-enroll to accommodate for vacation time. Enhancement charges increase to the preschool rate during times of school breaks due to increased costs.  If your child does not attend during the school breaks you will still incur a regular week charge.  Enhancement students are charged based on a full-week rate if they are in attendance and regular week charge if not attending. The cost of the program is prorated throughout the year.   
Registration fee is $____________.
There will be a $50.00 annual registration renewal fee, billed each July 1st, pro-rated for all other months). In addition the first and last week of tuition is expected at the time of enrollment.  Changes in your child’s full-time schedule (i.e. vacations) must be approved in advance and have a signed authorization on file. Parents are responsible for their entire bill if Children’s Cabinet doesn’t reimburse for days within the contract.  Changes in days attending (by day or in number) must be in writing with a two week notice and be approved prior to attendance or tuition change.  Your account is not credited for days when your child is sick or during holidays and snow days.  See your parent handbook for more information.  
I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION:

_______________________________________


____________________



Parent Signature





Date

_______________________________________


_____________________

 

SNACS Preschool Staff Signature



Date

IMPORTANT NOTICE:

IN THE EVENT YOUR ACCOUNT BECOMES DELINQUENT AND THERE IS ANY DEFAULT WITH ANY PAYMENT AGREEMENTS MADE, YOUR ACCOUNT WILL BE TURNED OVER TO COLLECTIONS AND THE DEFAULTING PARTY WILL BE RESPONSIBLE FOR ALL COLLECTION FEES.  IF THE DEFAULTING PARTY IS A STUDENT A HOLD WILL BE PLACED ON ENROLLMENT AT WNC PRIOR TO NOTICE OF COLLECTIONS.  PLEASE SUPPLY THE FOLLOWING INFORMATION:

PRIMARY GUARDIAN SOCIAL SECURITY NUMBER:_________________________________

PRIMARY GUARDIAN DRIVER’S LICENSE NUMBER:_________________________________

PLEASE ALSO BE AWARE THIS INFORMATION WILL ONLY BE USED IN THE EVENT 
YOUR ACCOUNT IS TURNED OVER TO COLLECTIONS.
REQUIREMENTS FOR ENROLLMENT

I




, parent of




, accept the following requirements of enrollment to the SNACS Preschool (please read and initial each area below):


I understand that my child care fees are due on the Friday prior to the first day of service for each week.  I may request to make alternate payments as long as the payments are still made prior to service.  I understand that if I fail to make two (2) consecutive payments, that my child can be terminated from the program immediately, without further notice.  I also understand that a 5% late fee will be incurred on charges of more than two weeks.
I agree to give two weeks notices upon leaving the program.  If I fail to give notice of two weeks, I understand that my child’s account can be charged for up to two weeks at his/her regular fee.  I understand that if my child care fees are not paid in full upon leaving the program that my account may be turned over to a collection agency and/or other steps may be taken to collect the unpaid balance. In the event my account is turned over to collections I understand that my balance will also include all collection charges.
Upon the first day of enrollment, I will provide an up-to-date immunization record for the child which is to be enrolled in the program.  If at any time it is determined that my child’s immunization record is not up-to-date I will have the required immunization(s) completed within 30 days of notification and provide this information to the center for my child’s file.

I understand that within 30 days of enrollment my child must have a completed medical form signed by a physician on file with the center.  If not completed within this time, my child can be terminated from the program immediately without further notice.
I understand that I am responsible for 30 hours a year of “Parent Hours”.  This can be earned in actual time in classrooms, help with classroom preperation,  helping with planning  events, or by making a $150 annual donation to SNACS Preschool, a non-profit organization.  
I understand that compliance with the above requests is required for enrollment of my child.
Parent Signature




Date
PERMISSION FORM
I hereby give permission for SNACS Preschool  to include my child  




 in the following activities:






(Child’s Name)
Please Note:  SNACS Preschool is a training school and many of the following activities are a requirement either for Accreditation purposes or for practicum. 
Pictures taken of my child to be used for educational purposes, teacher training, observation documentation for child portfolios, accreditation evidence of curriculum for classroom and child portfolios, publications and promotional events, and other school uses.  My child’s full name will be used only with permission.  
Distribution of my address, email address, and/or phone number to other parents of a child enrolled in the school.  (Addresses will not be given out for any commercial purposes.)

Observations of my child may be conducted by college students and other observers as approved by the Director.  I understand that only my child’s first name and information such as age, number of siblings, and other non-identifying information will be provided to observers.

Examination of my child’s enrollment and health information by representatives of Nevada State Licensing, Heath and other state or local agencies having a legitimate need to examine such records.
Signature of Parent/Guardian




Date

SNACS Preschool
Family Traditions Survey

We would like to invite you to share your time and talents.  Please fill out the short survey below and tell us how you may be able to contribute to your child’s and the center’s experiences and enrichment.

Guardian 1:  Name





What is your occupation?












Do you speak another language at home other than English?  If yes what is it?






What are some of your hobbies or special interests?






















Do you have any special skills that you would like to share with us?





















Are there any special events or cultural experiences in your life or community that you want us to be aware of or that you would like to share with your child’s class?

What activities do you most like to share with your child?





















How do you feel about attending parent education meetings and other center events?

Guardian 2:  Name





What is your occupation?












What are some of your hobbies or special interests?






















Do you have any special skills that you would like to share with us?





















Are there any special events or cultural experiences in your life or community that you want us to be aware of or that you would like to share with your child’s class?

What activities do you most like to share with your child?





















How do you feel about attending parent education meetings and other center events?

***Are there other members of your extended family who may like to share anything with us as well, if so please let us know?
         SNACS PRESCHOOL
MEDICAL FORM

PHONE (775) 445-4262     FAX (775) 445-3303

(This Medical form is to be completed by a doctor and returned within 30 days after your child's enrollment - please print).

Child's Name: 












Birth Date: _____________________  Height: _______________ Weight: 




Growth:  Normal :



 Other: __________________________________________

Eyes:     With Glasses: ______________________  Without Glasses: 




Ears :    Hearing Loss: ____________________ Other Defects: 





Heart: _______________________________ Lungs: 







Skin:






 Speech: 






Tonsils: 





Nutrition: 






Glands: 















(Cervical)


    (Thyroid) 


Other (Specify)

Orthopedic  - -  Structural Defects _________________________ Posture 



Scoliosis _________ Feet __________ Hernia _________ Blood Pressure 



Symptoms of Nervous Disorder 









Operations 












Serious Injuries 












Allergies













Recent Immunizations 











Is there any condition which would limit participation in the physical education program?



























Additional remarks that may be of value to the school 



















Name of Physician: 











Address of Physician:











Physician's Phone: ______________________________ Fax #: 






Signature of Physician: _____________________________  Date: 





ILLNESS POLICY
Caring for Our Children: Standard 3.065

Inclusion/ Exclusion/Dismissal of Children
The Parent, legal guardian, or other person the parent authorizes shall be notified immediately when a child has any sign or symptom that requires exclusion form the facility. The facility shall ask the parents to consult with the child’s health care provider.  The child care provider shall ask the parents to inform them of the advice received form the health care provider.  The advice of the child’s health care provider shall be followed by the child care facility.

With exception of head lice for which exclusion at the end of the day is appropriate, a facility shall temporarily exclude a child or send the child home as soon as possible if one or more of the following conditions exist:

a) The illness prevents the child from participating comfortably in activities as determined by the child care provider;

b) The illness results in a greater need for care than the child care staff can provide without compromising the health and safety of the other children as determined by the child care provider;
c) The child has any of the following conditions:

1) Fever, accompanied by behavior changes or other signs or symptoms of illness until medical professional evaluation finds the child able to be included at the facility;

2) Symptoms and signs of possible severe illness until medical professional evaluation finds the child able to be
included at the facility.  Symptoms and signs of possible severe illness shall include

· Lethargy that is more than expected tiredness,

· Uncontrolled coughing,

· Inexplicable irritability or persistent crying,

· Difficult breathing,

· Wheezing, or

· Other unusual signs for the child;

3) Diarrhea, defined by more watery stools, decreased form of stool that is not associated with changes of diet, and increased frequency of passing stool, that is not contained by the child’s ability to use the toilet.  Children with diarrheal illness of infectious origin generally may be allowed to return to child care once the diarrhea resolves, except for children with diarrhea caused by Salmonella typhi, 3 negative stool cultures are required.  For Shigella or E. coli 0157:H7, two negative
NAC432A.600

CHILDREN WITH A DAIRY/MILK ALLERGY MUST HAVE A WRITTEN DIAGNOSIS FROM THEIR PHYSICIAN FOR OUR FILES.

MILK MUST BE OFFERED TO ALL OTHER CHILDREN AS MANDATED BY THE NEVADA DEPARTMENT OF EDUCATION, NUTRITION EDUCATION PROGRAMS.
Topical Ointment (Non-prescription) Permission Form

Child’s name
:




Classroom




SUNSCREEN NAME:









DIAPER CREAM NAME:









LOTION NAME:









PARENT SIGNATURE





DATE




We request that you apply sunscreen to your child before or upon arrival.  We will reapply before the children go out in the afternoon.
***Please note when your child transitions to a new room or annually in the preschool rooms you will be required to re-submit this permission form.  You will also need to bring in a new sunscreen as it expires.

Oral Medications: Gas Drops, teething tablets, Orajel™ Permission Form
Child’s name
:




Classroom





GAS DROPS NAME:









NATURAL TEETHING TABLETS:







ORAJEL NAME: 









PARENT SIGNATURE





DATE
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