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Hello! Thank you in your interest in Little Eagle’s Before and After Program! This page is for some information you may have questions about in regards of registration dates and schools that will have Pre-K. We are located inside each location in the cafeteria or gym if applicable. We will only be accepting packets via email, that email is: Ruthielittleeagle@gmail.com.  Space is limited. We will begin accepting packets at 6:30 am on the first day of registration.

2022 Registration Dates:

· Pre-K Registration Dates: March 23rd-April 29th 

· Open Registration for Elementary Dates: July 12th-July 22nd 

Schools WITH Pre-K That We Service:

· Inwood Primary
· Valley View Elementary
· Opequon Elementary
· Spring Mills Primary 
· Marlowe Elementary
Schools We Service:

· Inwood Primary, Mill Creek and Mountain Ridge Intermediate is transferred to us by BCS.

· Valley View Elementary, Mill Creek and Mountain Ridge Intermediate is transferred to us by BCS.

· Berkeley Heights Elementary, Orchard View is transferred to us by BCS. 

· Rosemont Elementary, Orchard view is transferred to us by BCS.

· Opequon Elementary, Eagle School is transferred to us by BCS.

· Hedgesville Elementary, Tomahawk Intermediate is transferred to us by BCS. 

· Potomack Intermediate, Bedington Elementary is transferred to us by BCS.

· Spring Mills Primary

· Marlowe Elementary 

Little Eagle Child Care Center
Before and After Care Rates 
Effective August 1, 2022
Registration Fee…………... $30.00  
Before & After……………. $92.63/week 

Before OR After …………. $46.32/week
Part Time (3 or less days a week)
$12.24 Per Session
*Drop-in Care is NOT available*
Hours of Operation: AM Session 6:30 am – 9:00 am



   PM Session 1:30 pm – 5:30 pm (with Pre-K)

                                 PM Session 2:30 pm – 5:30 pm (without Pre-K)

Early Dismissal Days Scheduled into the County Calendar Hours of Operation:

  AM Session: 6:30 am – 9:00 am

                         PM Session: 12:00 pm – 4:30 pm (with Pre-K)

                           PM Session 1:30 pm – 4:30 pm (without Pre-K)

 **Afternoon care includes snack **
**Breakfast is served on 2-hour delay days*                                                      
Little Eagle Child Care Center 
250 Murall Dr. Kearneysville, WV 25430 (p) 304-264-7132 (f) 304-264-7017 

*** Please follow these steps if you are interested in enrolling your 
child: 

1. Fill out all the paperwork enclosed. 

2. Send or drop off the paperwork at Little Eagle Child Care along with your 
registration fee of $30.00. 

3. If you receive Mountain heart, please provide LECCC with a copy of your certificate. 

If you have a monthly co-pay, LECCC will provide you a bill at the end of the 
month. 

4. The first day of school you will be directed to the location of the Before and After 
school program and to sign in and out book. A list of reminders will be provided and 
a phone number of your child's Little Eagle teacher and supervisor will be given to 
you. 

5. LECCC teacher will accept your tuition payment and provide you with a receipt of 
payment. 

Emergency Information

Child’s Name: _______________________________________________ Gender _____
Child’s Birthday: _________________________

Home Address: ___________________________________________________________

Mother’s Name: _________________________ Home Phone: _____________________
Mother’s Employer & Address_______________________________________________
Work #: ____________________________ Cell #: ______________________________
Hours of Work _______________________ Days Off: ___________________________ 
Father’s Name: ___________________________ Home Phone: ____________________
Father’s Employer/ & Address_______________________________________________

Work #: _____________________________ Cell #: _____________________________
Hours of Work: _______________________   Days Off: _________________________

People Authorized to Pick Up Child (Daily)

Name: ____________________________________ Relationship: _________________________

Address_______________________________________________________________________

Phone: ___________________________________ Cell: ________________________________

Name: ____________________________________ Relationship: _________________________

Address __________________________________ Cell: ________________________________
When Parents Cannot Be Reached; List Person(s) To Pick Up Child in An Emergency?
Name: ___________________________________ Phone: _______________________________

Cell: ______________________________ Address: ____________________________________

Name: ___________________________________ Phone: _______________________________

Cell: ______________________________ Address: ____________________________________

Name of Child’s Physician: ______________________________ Phone: ___________________

Address: ______________________________________________________________________

List all allergies/medical conditions_________________________________________________
Preferred Hospital for Emergency Care: _____________________________________________
**** For those EMERGENCIES requiring immediate medical attention, your child will be taken to the nearest hospital emergency room.

________________________________________________    ______________________
                                              Signature                                                          Date
Emergency Form / Medical Authorization

Name of Child: ________________________________ Date of Birth: ______________

Address: ______________________________________Phone: ____________________

Mothers Name: _________________________ Home Phone: ______________________

Home Address: ___________________________________________________________
Mother’s Employer & Address_______________________________________________

Business Phone: _________________ Hours of Work: ____________ Days off: _______

Father’s Name: __________________________ Home Phone: _____________________

Home Address ___________________________________________________________

Father’s Employer & Address _______________________________________________

Business Phone: _______________ Hours of Work:  _______________Days off: ______

Medical Insurance Company: _______________________________________________

Group #: ________________________________ Subscriber’s Name: _______________

Subscriber’s SS#: ______-_________-______

Other Relatives to be contacted if unable to reach parents:
Name/Relationship: _____________________________ Phone: ___________________

Address________________________________________________________________

Name/Relationship: _____________________________ Phone: ___________________

Address ________________________________________________________________

Child’s Physician: ______________________________ Phone: ____________________

Address: ________________________________________________________________

Child’s Dentist: ________________________________ Phone: ____________________

Address_________________________________________________________________

List all special dietary or other needs due to medical or other reasons: ________________________________________________________________________

________________________________________________________________________

I hereby grant permission for my child, the above name minor, to use all the play equipment and participate in all the activities of the school, and to leave the premises under the supervision of a staff member for neighborhood walks or for field trips in authorized vehicles.

I hereby grant permission for the Director or Acting Director to take whatever steps may be necessary to obtain emergency medical care.  These steps may include, but are not limited to the following:

1. Attempt to contact a parent or guardian, the child’s physician, or the person listed on the emergency information form.

2. If we cannot contact you or your child’s physician, we will do one of both of the following:

a. calls another physician or paramedic

b. has the child taken to an emergency hospital in the company or of a staff member.

3. Any expenses incurred under item #2 will be done by the child’s family

4. The school will not be responsible for anything that may happen as a result of false information give at the time of enrollment.

5. The child care center WILL NOT assume responsibility for a child who has not been signed in upon arrival for the day.

The undersigned, who are parents or guardians having legal custody of the above-named minor, herby authorize Little Eagle Child Care Center, Inc., In whose care the above-named minor has been entrusted to rendered to said minor under the general or special supervision and upon the advice of a physician or surgeon licensed under the provision’s surgical diagnosis or treatment, and hospital care to be rendered to said minor by a dentist licensed under the provisions of the Dental Practice Act.

The undersigned further authorize the Little Eagle Child Care Center, Inc., to have the above-named minor released into the custody of his/her representatives should hospital care no longer be required.

This for is to be used ONLY in an emergency, when said parents and guardians cannot be or are unavailable to contact.
_________________________________________               _______________________

      Signature of Mother or Legal Guardian                                         Date

_________________________________________               _______________________

      Signature of Father or Legal Guardian                                           Date
                                            Allergies / Child Care

Dear Parents / Guardians

Little Eagle Child Care Center is concerned about the safety of your child while in our care.  Some children have food allergies and/or are allergic to certain medications or products.  Please help protect your child’s health by completing the following form.  This form will be posted for staff in your child’s classroom.  If your child moves to another room, this form will be transferred to that room.

Child’s Full Name________________________________________________________

Parents Name: ___________________________________________________________

Emergency Contact # _____________________________________________________

                                  # _____________________________________________________

Physician Name: _________________________________________________________

                                   # _____________________________________________________

If your child has food allergies, please List below:

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

If your child is allergic to certain medications, please List below:

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

If your child is allergic to certain soaps, lotions, detergents, softeners, Latex, please list below:

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

List all other allergies such as hay fever, animal hair, etc.:
1. _______________________________________________________________________

2. _______________________________________________________________________

     ____________________________________________                   _________________        

                               Parents Signature                                                               Date

Admission Agreement

Little Eagle Child Care Center, Inc., a non-profit developmental child care program is licensed by the State of West Virginia.

A. Basic Services

  The center shall provide the following basic services for:

     _____________________________________________________________________

                             Name                                                                             DOB

________________________________________________________________________ 

                             Name                                                                            DOB

________________________________________________________________________

                             Name                                                                            DOB

Whose parent or guardian is?
________________________________________________________________________

1. Snacks are served in accordance with the USDA Child Care Food Program.  All families will receive a copy of the snacks offered in the evening.  Children will have the option to choose the snack or provide their own.

2. All child(ren) will receive a copy of the daily activities offered.  All activities are subject to change.

3. The center will assume responsibility for the child after the child has been signed in by the parent, guardian, or designated representative.  The center shall retain responsibility until the child is signed out by a parent, guardian, or designated representative.

4. Little Eagle Child Care Center will not administer nonprescription medication at any time.

5. The center shall give appropriate first aid to a hurt child.  A parent or guardian shall be contacted if it is the judgment of the center staff that immediate medical care is necessary.  If the injury is of an emergency nature, paramedics maybe called to the center and a parent or guardian shall be contacted.

6. The center shall make every effort to safeguard personal belongings brought by the child(ren), but shall not be responsible for lost or broken items.

7. The Director or any other staff members shall report, as required by law, any suspicion of child abuse, sexual or otherwise, neglect, or endangerment of which they may become aware.

8. When Berkeley County schools are closed, there will be no before or after school care offered.  If Berkeley County operates on a delayed opening, LECCC will continue to open at the regular schedule.   If Berkeley County closes late due to weather, LECCC will not provide evening care.  If schools are closed early due to regularly scheduled closings, LECCC will provide care until regular hours in the evening.

9. If parents need care on snow days and regularly scheduled school closing, please inform the Director of Little Eagle.  There is a program offered at the VA Center for children enrolled with the program.

B.  Payment Provisions
1. A non-refundable registration fee shall be paid upon enrollment.
2. Tuition fees shall be paid in accordance with the appropriate payment schedule of Bi-weekly payments.  These payments are always made in advance of services.
3. Refunds of unused tuition shall be given upon two weeks’ notice of withdrawal from the program as stated in Section “D” of this agreement.
4. No credit shall be given for days the center is officially closed.  Tuition is the same each week.  Parents are responsible for payment of regular tuition whether the child attends or not, and as long as the child is enrolled in the program.
C. Obligations of Parents or Guardians

1. A parent or guardian shall furnish requested medical information prior to the first day of attendance and update physical forms.  
2. Parents are to accompany their child(ren) into the school upon arrival and sign the appropriate register.  Teachers are unable to sign children in or out in the evenings.
3. A parent, guardian or designated representative shall sign the child(ren) out on the appropriate register, before taking the child(ren) from the premises.
4. The parent or guardian shall notify Little Eagle if someone other than the usual person will be picking up their child.  This alternate person must be listed on the authorized pick-up list or child(ren) will be permitted to leave the premises.
5. The parents or guardian shall give two weeks written notice or forfeit two weeks’ tuition in case of withdrawal from the program.
6. The parents or guardians shall abide by the center parking rules.
7. The parents or guardians shall notify the center when the child(ren) will be present for more than their normal contracted hours.  Additional fees may incur.
8. The parents or guardians shall respect the non-religious nature of the program.
9. Parents are to pick up sick children immediately upon notification by center staff.
D. Termination of the Agreement
This agreement shall be terminated if any one or more of the following occur:

1. The session year has come to an end.

2. Serious illness of the child, preventing school attendance.

3. The parents or guardians of the child who allow their account to become delinquent.

4. Failure of the parents or guardians to honor the obligations listed in this agreement or in any rules, regulations, or manuals promulgated or provided to meet the needs of the child.

5. The center in its sole discretion determined that it is not in the best interest of the center or the other children enrolled at the center to have the child in attendance.

6. Failure of the child’s parents or guardians to cooperate with the center, in which the center determines in its sole discretion, is serious enough to warrant termination.

7. The number of children needing before and after school care falls below the required amount. (12 children per school)

Procedure
          
In exercising its discretion under numbers 4, 5, and 6 above, the center may require the child and /or the child’s parents or guardians to attend conference(s) with center personnel regarding the matters that potentially warrant termination of the agreement.  The Board of Directors shall have the sole right and responsibility to determine any disputed factual matters regarding termination of this agreement.

E. Modification Clause


This agreement may be modified whenever any of the circumstances covered by this agreement change.   Such modifications may only be made in writing, and must be signed and dated by the parties involved in order to be binding and effective.  Oral modifications are not binding under this agreement and shall not be enforceable under any condition.

F. Other

This provides that:

The parties to this agreement are aware of the Department of Human Services’ rights to interview the children and staff, and to inspect and audit all records maintained by the center, without securing the prior consent of anyone.  The parties are also aware of the licensing agencies right to observe the physical condition of the child, including conditions indicating abuse or neglect.

Signatures to Agreement

For services listed in this Agreement, and in accordance with the terms of this Agreement, I agree to pay Little Eagle Child Care Center, Inc., the weekly sum of:

Tuition
Child # 1: __________________________________________

Child # 2: __________________________________________

Child # 3: __________________________________________

Child # 4: __________________________________________

 Total Tuition $______________
Admission Agreement

 I further agree to pay the registration fee of $30.00 for full/part time child.


I agree to cooperate with the general policies of the center, to perform the obligations of the parents or guardians set forth in this agreement, and to abide by the rules, regulations, and manuals promulgated and provided by the center in the future.  It further indicates that all my questions concerning this agreement have been satisfactorily answered.

Parent or Guardian_______________________________ Date _____________________

Parent or Guardian _______________________________ Date ____________________

Director __________________________________ Date __________________________

Tuition Agreement

Tuition Payment Procedures:

All payments are to be made in advance by Friday PRIOR to child care services rendered for the following week. The Bi-Weekly payment plan is the only plan available to parents. Checks and cash may not be turned into our schools, you must bring them to our main location. Please refer to our parent handbook. Your payment for tuition must always be made in advance.  For example: the bi-weekly plan, your payment must be received on Brightwheel or in the payment box at our main location Friday before the following two weeks.
Tuition costs are as follows:

     1.  Before and After Care


$92.63
     2.  Before or After Care


$46.32
     3.  Part Time (3 or less days a week)
$12.24 Per Session

Please choose one of the following plans

1. ______ Bi-Weekly     

   $ ________ Tuition
Tuition Agreement

REGISTRATION FEE: A registration fee of $30.00 is due at the time of enrollment.  If you withdraw and then re-enroll your child, you will be charged another $30.00 fee.

*** There will be a $30.00 charge for each non-sufficient fund check returned to LECCC in addition to the original amount of the check.  This is due immediately upon notice or child care services will be denied.  Only money orders will be accepted at that point.  Any account that has a balance past due will receive a reminder for payment.  If payment has not been received according to the date given in the reminder, child care services will be terminated immediately.

If you are past 5:30pm picking up your child, you will be charged based on a prorated amount.  Authorities will be notified if the teacher has not heard from you.  Consistent lateness will be cause to ask you to withdraw your child from the center.

Tuition Agreement.
CHILD CARE HEALTH FORM AND IMUNIZATIONS:


Upon enrollment you must submit to LECCC a child care health form signed by a physician.  Immunizations are to be updated as they occur.  Children will not be accepted for enrollment without these.      

WITHDRAWL:

 
Two weeks prior written notice, or two week’s tuition is payable upon child’s withdrawal from the program.  There are instances when group care is not in the best interest for all children.  Either party may give a two week notice to cancel care at any time.  The pay arrangements still apply.


I hereby agree to comply with all rules and regulations of Little Eagle Child Care Center regarding fees. Attendance, health, parking and to all other items specified in the “Parents Handbook” received at the time of my child’s enrollment.  

Child’s Name ____________________________________   DOB: _________________

Home Address: ___________________________________________________________


City: ____________________________ State: _______________ Zip Code: _________

Parent’s Name: ___________________________________________________________

Parent’s Employer: ________________________________________________________

Work #: _____________________________ Home #: ___________________________
 Parent’s SS#: _______________________ Date of Enrollment: ____________________      

Parent’s Signature: ________________________________   Date _________________

                               ________________________________    Date _________________

Director of LECCC Signature _____________________________ Date_____________
Enrollment Form
PLEASE COMPLETE ALL INFORMATION 

Name: __________________________________________________________________

                      Last                                                                      First                                                                                     Middle

Name Child is usually called: _______________________________________________

Child’s Address: __________________________________________________________

________________________________________________________________________

              City                                                                   State                                                                                           Zip Code

Phone: ____________________________________                     Age: _______________           

Sex: ________ Male _________ Female       

Are Both Parents Living at Home? ____ Yes   ____ No

If No, are parents:  ____ separated    ____ divorced    ____ other

Are there any legal custody restrictions?  ____ Yes    ____ No    If yes, attach court order.

Mother or Guardian _______________________________________________________

                                          Last                                             First                                                                     Middle

Home Address: ___________________________________________________________

________________________________________________________________________

                       City                                                                   State                                                                           Zip Code

Home Phone: ________________________   Work Phone: _______________________
Employer’s Name and Address: _____________________________________________

________________________________________________________________________

Occupation & Dept. _______________________________________________________

Father or Guardian ________________________________________________________

                                     Last                                                  First                                                             Middle

Home Address: ___________________________________________________________
________________________________________________________________________
                               City                                                                                      State                                                        Zip Code

Home Phone: ________________________ Work Phone: ________________________

Employer’s Name & Address: _______________________________________________
________________________________________________________________________

Occupation & Dept.: ______________________________________________________

Please indicate the school your child attends and the days you will need care.  If your schedule changes, please let the supervisor know as soon as possible.

School____________________________________________    Grade: _____________
          Days

       Before


After                          B & A

	Monday
	
	
	

	Tuesday
	
	
	

	Wednesday
	
	
	

	Thursday
	
	
	

	Friday
	
	
	


Enrollment Form

Person(s) authorized to notify and pick up child daily and in case of emergency:

                        Name                           Phone                              Relationship to Child

1. __________________   ___________________   ____________________

2. __________________   ___________________   ____________________

3. __________________   ___________________   ____________________

4. __________________   ___________________   ____________________


5. __________________   ___________________   ____________________

Enrollment Form

Please list any and all allergies that your child may have.  NOTE: IF YOUR CHILD HAS FOOD ALLERGIES YOU MUST HAVE THE FORM THAT IS IN YOUR ENROLLMENT PACKET COMPLETED BY A PHYSCIAN.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Other special Medical Conditions (please specify): ______________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________


________________________________________________________________________

LECCC Photo Release Form

 

I, _______________________ give my permission for my child(ren), _______________________________to have their photos taken at this facility. I also give my permission for audio/video recordings of my child to be made. I understand that photos may be used for public relations materials produced by LECCC Inc. and/or IRS/ECC or media coverage for our center.
_____________________________         _______________________

    Parent/Guardian Signature



    Date
_____________________________         _______________________
       Director Signature                                           Date
 

       On Site Emergency Information

On this sheet you will find information about our procedures regarding emergencies. Relocation sites are used in the event of an emergency that overwhelms the meeting place that is used during fire drills.
Relocation Sites by School:

Potomack Intermediate                                                        Hedgesville     

Site #1   Fiesta Tapatia Restaurant                                                 Site #1 7-11 Store
               5681 Williamsport Pike                                                          4716 Hedgesville Road
               Martinsburg, WV 25404                                           

Hedgesville, WV 25427
Site #2 Wal Mart Super Center



Site #2 Hedgesville Middle School

5680 Hammonds Mill Road



101 Poplar Street


Martinsburg, WV 25404




Hedgesville, WV 25427
Spring Mills Primary                                                                                Valley View
Site # 1 Spring Mills Middle                                                                   Site # 1 7-11 Store #17703
               255 Campus Drive                                                                                   5677 Winchester Ave
Martinsburg, WV 25404
               Martinsburg, WV         Site # 2 365 Church Facility

Site # 2 Spring Mills High School                                                                     Berkeley Business Park

               499 Campus Dr.                                                                       
          Across Rte. 11 from school

               Martinsburg, WV 25404

Berkeley Heights 



         
              Opequon
 Site # 1 Martinsburg High School                              

Site # 1 North Middle School
               701 South Queen Street

                                        250 East Road
               Martinsburg, WV 25401

                                        Martinsburg, WV 25401

Site # 2 Calvary United Methodist Church                                      Site # 2 Berkeley 2000 Rec Center
               220 West Burke St.

                                                       273 Woodbury Avenue
               Martinsburg, WV 25401

                                         Martinsburg, WV 25404

Marlowe

                                                                 Rosemont
Site # 1 Ruritan Club


                                    Site # 1 Westview Baptist Church

3947 Williamsport Pike     


                      301 S Louisiana Ave
               Martinsburg, WV 25404             

                                    Martinsburg, WV 25401                                                                      
Site # 2 Harmony United Methodist Church



               9455 Williamsport Pike



           Inwood Primary
                Falling Waters, WV 25419



Site # 1 Inwood Auto Parts









7952 Winchester Ave
VA Site








Inwood, WV 25428
Site # 1 7-11 Store





Site # 2 Rite Aid
               2943 Charles Town Road




7916 Winchester Ave

               Kearneysville, WV 25430


                             Inwood, WV 25428

Signature: _______________________________________________Date: _________________
By signing, you acknowledge that you have read and understand the On-Site Emergency Information Sheet. A copy may be provided to you upon request.
Communications
	Describe how Program staff will be trained on disaster plan procedures.
	Supervisor will discuss with staff the specific disaster plan for the school they are working. 


	Describe how parents will be notified of the emergency or relocation. Include plans for reunifying parents and children.

(A copy of page 6 of this plan must be provided to parents annually.
	Emergency back pack will be taken to emergency location. All children and family numbers are located in the back pack. Staff will contact parents for pick up.


	Describe how the program will coordinate with local emergency management officials. 
	Provide emergency management officials with the current plan.


	Describe disaster plan procedures to address the needs of individual children, including children with special needs, infants, etc
	Disaster plan procedure accounts for children with special needs. 


	Date the Emergency plan was completed. Date the emergency plan will be reviewed and updated.
	September 2013

September 2015


Building for the Future


This day care facility participates in the Child and Adult Care Food Program (CACFP), a Federal program that provides healthy meals and snacks to children receiving day care.


Each day more than 2.6 million children participate in CACFP at day care homes and centers across the country.  Providers are reimbursed for serving nutritious meals, which meet USDA requirements.  The program plays a vital role in improving the quality of day care and making it more affordable for low-income families.

Meals:  CACFP homes and center follow meal requirements established by USDA.
	Breakfast
	Lunch/Supper
	Snack (two of the four groups)

	Milk

Fruit or Vegetables

Grains or Bread
	Milk

Meat or meat alternate

Grains or Bread

Two different servings of Fruits or Vegetables
	Milk

Meat or Meat alternate

Grains or Bread

Fruit or Vegetable


Participating Facilities: Many different homes and centers operate CACFP and share the common goal of bringing nutritious meals and snacks to participants.  Participating facilities include:

· Child Care Centers: Licensed or approved public or private nonprofit child care centers, Head Start programs, and some for-profit centers.

· Family Day Care Homes: Licensed or approved private homes.

· After-school Care Programs: Centers in low-income areas provide free snacks to school-age children and youth.

· Homeless Shelters: Emergency shelters provide food services to homeless children.

Eligibility: State agencies reimburse facilities that offer non-residential day care to the following children:

· Children age 12 and under

· Migrant children age 15 and younger, and

· Youths through age 18 in after-school care programs in needy areas.

Contact Information:  If you have questions about CACFP, please contact one of the following:
Sponsoring Organization / Center 

State Agency Director






  Richard J Goff, Executive Director







  WV Dept. of Education







  Office of Child Nutrition







  1900 Kanawah Boulevard, East R-248 B







  Charleston, West Virginia, 25305

USDA




  304-558-2708

USDA is an equal opportunity

Provider and employer

Little Eagle Child Care Center


                        Discrimination sheet


Little Eagle Child Care Center does not discriminate against individuals based on creed, color, or disability.


Every child is a unique individual in our eyes. You may see children with special needs in our population.  Inclusion for all children is our goal.

Please help your children to understand this concept by talking with them.


Children learn compassion and tolerance by exposure to these diverse situations.  We do our best to accommodate any unique situation, however are limited by our resources to how many cases we may be able to provide services.

Efforts are made to hire and maintain staff with the cultural and racial characteristics of the families we serve. We will make every effort to hire staff and or volunteers that speak the language of the children served and provide opportunities for interaction.

Communication link for Administrators and Parents via Email
We would like to establish communication between LECCC and parents by using email.  This can provide quicker responses, more current updates, and information on your statement and online payment.  Please provided your name, child’s name, school they attend, and an email address that we can use.  All email addresses will be kept private and only used for business related topics.
Thanks in advance!
NAME_______________________________________________________

CHILD’S NAME ______________________________________________
CHILD’S SCHOOL____________________________________________
EMAILS

(1) __________________________________________________________

(2) __________________________________________________________
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[image: image1.jpg]Free and Reduced-Price Household Application for 2019-2020 — West Virginia Dept. of Education
USE BLACK OR DARK BLUE INK, PRINT NEATLY, COMPLETE ONE APPLCIATION PER HOUSEHOLD

1. Names of ALL Children in School, Center, or Camp

Last Name First Name mi MMDD/YY | Foster | Grade School, Center, or Camp

I O

1l ’ O

Jes O

4 |

1 4 O

75T ! O T {
2. SNAP/TANF NUMBER SNAP  TANF
1f eny member of your household receivas SNAP or TANF, indicate which program end prowide the 10-digit case # D D

(i any, SKIP TO PART §)

3. HOMELESS, MIGRANT, RUNAWAY Homeless Migrant Runaway
if the child you are applying for is homeless, migrant, or runaway, check the appropriate box and calf your county contact at " [:] b ]:l

4. HOUSEHOLD MEMBERS AND GROSS INCOME FROM LAST MONTH

List each person in the household. For each person who receives income, write the amount received and fill in how often it is received.

Name (Last, First) Mam Emt;n‘l(nss | Monthly Welfare, M°'“"'¥'§;Ym'"" Other Monthly Check if
List everyone in the Household. 3 1 Chiid Support, Incoms no
Aftach a separate sheel if needed. {Before Deductions) Alimony P e ;:'t:l;::em. Income

$ $ $ $
$ $ $ $ L]
$ $ $ $ 0
$ $ $ $ |
i 8 $ |$ $ ]
8 13 5 $ O
Total Number of Persons in Household Total Monthly iIncome Before Deductions $

5. Signature and Social Security Number (Adult must sign.)

An adult household member must sign the application. If Part 4 is completed, the adult signing the form must also list the last 4 digits of his or her
Social Security Number or mark the “I do not have a Social Security Number” box. (See Privacy Act Statement on the back of this page)

1 certify (promise) that all information on this application is true and that all income is reported. | understand that the school system may get federal funds based on the information |
give. I understand that school officials may verify (check) the information. | understand that if | purposely give faise information, my child(ren) may lose meal benefits, and | may be

prosecuted. Today's Date Last 4 Digits of Social Security Number
E.l.l D I'do not have a Social Security Number

Signature

Printed Name Home Phone Number Work Phone N r
o e e
Mailing Address City State ZIP Code

6. Children’s Race and Ethnicity - (You do not have to complete this part to receive free and reduced price meals.)
Mark one or more racial identities from this group:

Asian American Indian or Alaska Native White
Black or African American Native Hawaiian or Other Pacific Islander

And mark one ethnic identity from this group:
Hispanic or Latino Not Hispanic or Latino

7. Other Benefits - (You do not have to complete this part to receive free and reduced price meals.}
Yes, school officials may use the information provided on this application to determine my child(ren)’s efigibility for free textbooks,
workbooks, and other school supplies.

Do not fill out this part. This is for sponsor's use only. Annual Income Conversion: Weekly X 52, Every 2 Weeks X 26, Twice A Month X 24, Monthly X 12

Categorically Eligivility: 1~ -0r-  Income Eligibitity: T Free Meals
Reduced Meals
Denied: Reason:

Signature/Stamp of Approving Official Date Approved Date Withdrawn
Verification: Confirming Official’s Signature Date
Follow-up Official’s Signature Date

WVDE-ADM-121 “Continue on Back” FY2020





[image: image2.jpg]. Medical Plan of Care for School/Site Food Service

Please read pages 1 and 2 before completing this form.

Child's Name ' Date of Birth Grade Level/Classroom

Name of School/Site WVEIS Number

: N
Name of Parent/Guardian Phone Number of Parent/Guardian
Signature of Parent/Guardian Date

1. Provide an explanation below of how the child’s physical or mental impairment restricts the child’s diet:

2. Describe the specific diet or necessary modifications prescribed by the state licensed medical authority to accommodate the
child’s needs:

3. List the food or foods fo be omitted (please be specific) and recommended alternatives, if appropriate.

Foods to be omitted:
1-
2-
Suggested substitutions:
1=
2-
3-

4. Indicate texture modifications, if applicable:
o Chopped/Cut into bite-sized pieces
o Diced
o  Finely Ground
o  Pureed
o  Other:
5. List anyrequired special adaptive equipment:

Name of Physician/Medical Authority & Title (Please Print) Provider Phone Number

Signature of Physician/Medical Authority Date

Signing the following section is opﬁohal, but may prevent delays by allowing the school/site to speak with the physician/medical authority.
Health insurance Portability and Accountability Act Waiver

In accordance with the provisions of the Health Insurance Portability and Accountability Act of 1996 and the Family Educational Rights and
Privacy Act, | hereby authorize __. (medical authority) to release such protected health
information of my child as is necessary for the specific purpose of Special Diet information to

(child nutrition program) and | consent to allow the physician/medical authority to freely
exchange the information listed on this form and in their records conceming my child with the school/site program as necessary. | understand
that 1 may refuse to sign this authorization without impact on the eligibility of my request for a special diet for my child. | understand that
permission to release this information may be rescinded at any time except when the information has aiready been released. My permission
to release this information will expire on (date). This information is to be released for the specific purpose of Special |
Diet information.

The undersigned certifies that he/she is the parent, guardian or representative of the person listed on this document and has the legal
authority to sign on behalf of that person. ’

Parent/Guardian Signature: Date:,

Revised May 2018
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CHILD HEALTH ASSESSMENT

Parent / Guardian

DoB /. / Home Phone,

Child Care Facility/School,

Child Care Facility/School Phone,

Address

Work Phone

Note: A copy of Heath Check exam report attached to a copy of the child's immunization record may be substituted for this form,

Health history and medical information pertinent to routine child care and emergencies:

Allergies to Food or medicine:

il

Length/Height

Head/Ears/Eyes/Nose/Throat
Teeth

Head Circumference
infcm

Blood Pressure
over

Normal Abnormal / Comments

Cardio respiratory

Abdomen / Gl

Genitalia / Breasts

Extremities

Skin/Lymph Nodes
Neurologic/Tone

Developmental (eeg
ddst)

Immunizations

DTP/DTaP

12-18

2 Month Month

4 Month 6 Month 4-6 years

Varicella
other (PCV7

Note: Ages and number of boosters may vary when immunizations start at older ages.

Screening Tests
(if completed)

Date Normal Abnormal / Comments

Lead __L

__1

Anemia (HGB/HCT)
Urinalysis (UA)

Tuberculosis (TB)

Hearing

Vision

Date of Last Dental Exam:

Note: Age appropriate health services and immunizations must follow the schedule recommended AAP

Health Problems or Special Needs

Medical Care Provider address, phone

Recommended Treatment/Medications/Special Care (Attach additional sheets if necessary

MD DO PA CRNP

Date Signature of Physician or CRNP



