BAck Up CARE APPLICATION

MONTECITO SCHOOL

1468 GRANT ROAD, LOS ALTOS, CA 94024
PHONE: (650) 968-5957; FAX: (650) 968-2052
E-MAIL: admin@montecitoschool.com; WEBSITE: www.montecitoschool.com

ENROLLEE PRIVACY INFORMATION — Place a check mark here if you DO NOT want the School to

release any of your contact information to other parents (This is only used on class lists for other parents to use for
play dates or birthdays).

CHILD’S/ENROLLEE’S FULL NAME:

NICKNAME(S) (if applicable): BIRTH DATE: GENDER:
HOME ADDRESS:

CITY, STATE: ZIP CODE:

HOME PHONE: Ethnicity (Optional):

DOES YOUR CHILD HAVE ANIEP? ¥___ N___ IF SO, PLEASE PROVIDE 4 COPY FOR YOUR CHILD"S FILE.
IS ENGLISH YOUR CHILD’S FIRST LANGUAGE? Y___ N___ IF NOT, PRIMARY LANGUAGE:

PARENT(S) CONTACT INFORMATION

Father's Name (if applicable): Home Phone:
Work Phone: Cell Phone:
Mother’s Name (if applicable): Home Phone:
Work Phone: Cell Phone:

E-mail address:

Please complete one (1) Application for Enrollment (“Application”) for each Enrollee/Child.

Parent(s) agree(s) to immediately notify School in writing of any changes to the contact information
contained in this Application.

I h‘ereby give permission for my child to be photographed at Montecito School and/or on schoo] field
trips. | understand that these pictures will only be used by and for Montecito for school projects
and/or advertising purposes.

Parent’s Signature: Date

| ONFIGE USE ONLY~ StatDater, . ClssCodet ____ RoomGoder .

- 1% Case ID#: , 2% Gage IO . . o, fl ohe 3R Gase o] AP R B e 4




GTATE OF CALIFORNA »HEALTH AND HUKAR SERVICES AGENCY CALIFORNIA DEPARTIET OF SHC0AL SERVICES

PERSONAL RIGHTS
Child Care Genters

Parsonal Rights, See Section 101223 for waiver conditiens applicable to Child Care Cepters.

(a) Child Care Centers. Each child receiving services from a Child Care Center shall have rights which include, but are
not limited to, the following:

(1) 76 be accorded dignity in Hisfher personal retationships with staff and other persons.

{2) To be accorded safe, healtihfut and comfortable accommodations, furnishings and equipment to meet hisfher
‘riceds.

(3) 7o be free from corporal or unusual punishment, inflictiori of paln, hutniliation, Intimidation, ridicule, coercion,
threat, mental abuse, 6f other actions of A plinitive nature, including but not limited to: interfefence with daily
living functions, indlnding eating, steeping, of toiléting: er withihdlding of shelter, clothing, medication or aids to
physical functioning.

{4) To'be Informed, and to have histher duthdrized representative, i any, informeéd by the licensee of the
provisions of law rgarding, coiriplainits ingluding, but not limited ta, the address and telephone number of the
corplaint réceiving unit of the licensing agéncy ahd of information regarding confidentiality.

(5) To be free to-attend religious services or activities of hisfher choice and to have visits fror the spiritual advisor
of hisfher choice. Attendance at religious services, -gither jn or outside the facility, shall be on & completely
voluntary basis: In Child Care Centers; decisions -concerhing attendance at religious services or visits from
spiritual advisors shall be made hy the parent(s) or guardiafi(s) of the child.

(6) Ngt to be lotkad in any radbim, building, or facility prémises by day or night.

(7) Notto be placad In any restraining device, except a supporiive restraint approved in advance by the licensing
agenuy.

THE REPRESENTATIVE/PARENT/GUARDIAN HAS THE RIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS, WHICH 1S;

RANE
Department of Sacial Services
ACORESS

2580 N. First Street, Suite 300 MS29-08

GiTY

2P CDE AREA CODESTELEPHIXE NUMIER

San Jose CA 408-324-2148

DETACH HERE e
TO: PARENT/GUARDIAN/CHILD OR AUTHORIZED REPRESENTATIVE: PLACE IN CHILD'S FILE

Upon salistactiry and full disclnsure of the personal rights as explained, complete the following acknowledgment:

ACKNOWLEDGMENT: 1/We have heen personally advised of, and have received a copy of the personal rights contained in the
Califomia Code of Ragulatians, Tille 22, al the time of admission ta.

(PRRNT TEE: NAME OF THE FACEITY) RINT THE ADDRESS OF THE FACILITY}
Montecitd Preschool 1468 Grant Road, Los Altos, CA 94024
(PRINT THE NAVEDF THE CHILD) .

TSIGRATURE OF 111 REPRESERTATNEIDARENTIGLARDIAN)

{WTLE OF THE REPRESENTATIVE/PARENTIGUARDIAN) (DATE])

L0 613A N85



STRTEDF CAUFORHA—HEMTH MHD HUMAH SERVCED MEERDY BRUFORHW DEPAATMENT OF QOGIAL SERICSY

GOMBALKITY CARELKIENEING DN

CHILD CARE CENTER .
NGTIFICATION OF PARENTS’ RIGHTS

PARENTS RIGHTS
As a ParentfAuthorized Representative, you have the right tor

1. Enter and inspect the dhild care center without advance notice whenewar children are in care,

2. Fife & complaint against the feensae with the livensing office and review the lcenses’s public file
kept by the lcensing office,

8, Review, at the chifd care center, reports of lisensing vistts and substantiated complaints against the
ficenses made during the last thres years.

4, Complain fo the lieensing offive andinspect the child care vemter without dissrimination or retalition
againsat you or your child,

B Request in writing that a parert not be allowed o visit yvour shild or take your ohild from the child
care center, pravided you have shover & oertified copy of a eourt onder.

6. Herelva from the lizensae the name, addrass and telephone numbet of the Joeal licensing office.
Linensing Office Name: Department of Bndial Barvices - Gommuniiy Sare Livensing
Licensing Offioe Address: 2580 N. First &1, Ste. 300 MS20-08, San Joss, 05139

Licensing Office Telephone ;4088243148

7. Ee informed by the loensee, upon raquest, of the name and fype of assosiation o the child care
center for any adult whe has been granted & erimingl record exemplion, and that the name of the
perser may alse be obtainad by sontscting the local lieensing office.

g, HRecelve, from the loenses, the Caregiver Bagkgraund Check Proness form,

NOTE: DALIRHINIA STATE LAW PROVIDES THAT THE LICENSEE MAY DERY ADCESS T THE CHILD CARE CENTER TOHA
PARENT/AUTHQORZER REPRESENTATIRE IF THE BEHAVIOR OF THE PARENTAUTHORIZED REPRESENTATIVE
POSES A HISK TOCHILDREN IN CARE,
For ths Oapariment of Justics “Ragiubs e Sex Offendaridafaiage, go ke e magamaliaw. s g

LI 205 \A0E) __ipelch Hare-Glva Lippar Foelion 1o Paranis)

ACKNOWLEDGEMENT OF NOTIFICATION OF PARENTS® RIGHTS
{FrrentAathorized Representative Signature Required})

1, the parentauthorized representative of hawe
reoeived & copy of the *CHILD CARE GENTER NOTIFICATION QF PARENTS RIGHTEY and the
CAREGIVER BACKGRQUND CHECK PRQCESS form from the licensze,

Montasitn Schrend
‘Nama ef Ghid Gare Genter

Sigrahure (ParenttAniiorized Heprecsnative Deta

NOTE:  This Ackmowledgement miurst ba kept &1 ohiid s filp and a copy of tha Nolification given o
pareniacthorized reprasenistive.

For the-Depariment of Jusiics “Hegisiared Sex Offendar-database go to wwixmegansfaw.cagov

 LI90S (R0R)



HERR CR EAUFORAVHEATH AL AN SERTET WABKCY EALBRRLA CEFANTUENF CF S50 SERVRER

iMPDF{TANT INFORMATION FQR PAEENTS

CAREGWER BABKGRIUND CHECK | 5
CALIFORNIA DEPARTMENT OF SOGlAL SERVIGES

The California Department of Soial Bawices works to protert the safely of childrar in child care by
licensing child care centers and family ¢hild care homes. Our highest priorly is to be sure that
hildren are in safe and healiny child care seifings. Califorria law requires & background theek for
any adult whe owns, lives in, or works in a licensed child care homs or fenter. Each of these adilts
nist submit Fngerprings 5o that a background cheek can be done fo see if they fave any History of
crime. 1F we find that & persen has besn convicted of & wime ofher than a minor traffie vioktion,
hatshe cannot work or live in the licensed child care home or center urdess approved by the
Depariment. This approval i called an exemplion.

A person eanvicled of a crime such as murder, rape, torture, kidnapping, wimes of sexusl viclence or
molestation against children zannot by law be given an exemplion that would gilow therm to own,
Tive i or work in & fcensed child carm home or center. If the oime was 2 felony or a serous
misdenesnor, the person must laave the facility white the request is biging reviewed. i the crime &
laes serions, hefshe may be aliowed to remain i the fcensed chiid care homa or center while fhe
axemption raquest is heing reviewed.

How the Exempiion Reguest is Reviewed

We request information Fom police depariments, the FBI and the courts shaut the parson's record.
We ronsider the type of erime, how many crimes there wera, how long 8go the orime happened and
whether ihe person has heen honest in what they fold us.

The person who nesds the exemption must provide information shout
= Tha crims

» What they have dene o change their e and chay the law
» Whether they are working, going te school, or receiving iraining
= Whether they have successfully compisted a counseling or rehahiitation DrOgeam

~ The person also gives us reference letters from peeple who aren'’t related to them who know ahout
their history and thair Iife now.

We lonk at 2ll these things veny éareﬁlliy in making our decision on axemplions. By taw this information
cannot be shared with the public. .

How fo Obtain Mare Information

As A parent or authorized representative of & child in licensed {:hil{i care, yau have the fighf o ask
the licensed child care home or center whether anyons working or living thete has an exempiion. If
you tequest this information, and there is a person with an exemplion, the child care home of center
must fell you the parsars name and kow he or she is involved with the home or center and give you
the name, address, and telephong numbsr of e local livensing ofiice. You may also gat the person’s
name by contacting the locaf foensing office. You may find the address and phone number on our
website. The wehsife address is http:ficcl.dss.cahwnet.gov/RegionalOf_1829.him

116 895 E {RUS)



. STATE OF CALIFORNIA CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

"HEALTH AND HUMAN SERVIGES AGENCY COMMUNITY CARE LICENSING
PHYSICIAN’'S REPORT—CHILD CARE CENTERS . o
(CHILD'S PRE-ADMISSION HEALTH EVALUATION) FAX: 650~96%-205D_

PART A ~ PARENT'S CONSENT (170 BE COMPLETED BY PARENT)
, , born is being studied for readiness to enter
(NAME OF CHILD) (BIRTH DATE) .

. This Child Care Center/School provides a program which extends from :

{NAME OF CHILD GARE CENTER/SCHOOL)

a.m./p.m.to am./p.m., days a week,

Please provide a report on above-niamed child using the form below. | hereby authorize release of medical information contained in this
repot! to the above-named Child Gare Center.

{SIGNATURE OF FARENT, GUARDIAN, OR GHILD'S AUTHORIZED REPHESENTATIVE] TODAY'S DATE)

PART B — PHYSICIAN’S REPORT (TO BE COMPLETED BY PHYSICIAN)

Problems of which you should be aware:

Hearing: Allergles:medicine:
Visior: insect stings:
Davalopmental: Food:
Lapguage/Spesch: Asthrha:

Dental:

Other {Include behavieral concerns):

Comments/Explanations:

MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTIONS FOR THIS CHILD:

IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.)

ACOINE — DATE EACH DOSE WAS GIVEN
st 2nd 3rd 4th 5th
POLIO (OPV OR IPV) /] / I, /] / /
(DIRHTRERIA, TETANUS AND
DTP/DTaP/ s
DT/Td D DI TSFIR Ny OF TETANLS /| /] J / / /
MMR {MEASLES, MUMPS, AND RUBELLA) / / / /
(HEQUIRED FOR CHILD GARE ONLY) ;
HIB MENINGITIS  (HAEMOPHILUS B) /] !/ / /!
HEPATITIS B /] /] /]
VARICELLA  (CHICKENPOY) / !/

SCREENING OF TB RISK FACTORS (listing on reverse side)
[ Risk factors not present; TB skin test nat required.

[_] Risk factors present; Mantoux TB skin test performed (unless

previous positive skin test documented).
___Communicable TB disease not present.

| have [] have not ] reviewed the above information with the parent/guardian,
Physician: ' . Date of Physical Exam:
Address: Date This Form Completed:
Telephone: . Signature

B Physician 7l Physician’s Assistant [0 Nurse Practitioner




MEeEDICAL AND EMERGENCY INFORMATION

MONTECITO SCHOOL

1468 GRANT RD, Los ALTos, CA 24024
PHONE: (650) 288-5957; FAX: (650) 968-2052
EMAIL: admin@montecitopreschool.com; WEBSITE: www.montecitopreschool.com

CHILD’S/ENROLLEE’S FULL NAME:

EMERGENCY & MEDICAL INFORMATION:

PHYSICIAN’S NAME: PHONE(S):

DENTIST’S NAME: PHONE(S):

As the parent, agency representative or legal guardian, | hereby give consent to Montecito School to
provide all emergency dental or medical care prescribed by a duly licensed physician or dentist

for (child’s name). This care may be given under whatever conditions are
necessary to preserve the life, limb or well being of dependent/enrollee/child.

SIGNATURE: DATE:

CHILD’S/ENROLLEE’S ALLERGIES (IF APPLICABLE):
Food(s):

Other Allergies:

SEVERITY: Mild? Severe? Life Threatening?

Please describe on the Teacher Information Sheet what a typical allergic reaction has been in the past
and discuss allergies with your child’s teachers.

Does the child require medication to be with him/her? Y N

If yes, please see the Office for Medication Release Form & Allergy Action Plan io be compleied by you
and your child’s physician & returned to School with the medication.

EMERGENCY CONTACT & PICK-UP INFORMATION:

Please list four (4) local contacts/people who may be contacted in case of an emergency AND the
name(s) of person(s), other than parent{s) or guardian(s) listed above, authorized to pick up child/Enrollee

from Montecito Preschool. Ghildren WILL NOT be allowed to leave with any other person without written
authorization from parent or guardian.

NAME: CITY: PHONE(s): RELATIONSHIP:




Please provide e P
Room Code
a photo (Teacher to complete)

from

shoulders up

CHILD'S NAME:
CHILD'S ADDRESS:

HOME TELEPHONE:

OUT OF STATE EMERGENCY CONTACT PERSON
This number will only be used if the child is injured or
has not been picked up within 4 hours.

NAME:
NUMBER:

Please return this card to your teacher.

{M0nTECITO PRESCHOOL
DISASTER INFORMATION CARD

(please print clearly)

(Father's name, Work phone, Cell phone)

(Mother's name, Work phone, Cell phone)

(Physician's name, Work address & Work phone)
ALLERGIES:

Under Emergency Conditions, the following local people may take my child from
Montecito Preschool:

iz 3.
(Name, phone and cell phone) (Name, phone and cell phone)
2. 4.
(Name, phone and cell phone) (Name, phone and cell phone)

In the event of an emergency, Montecito Preschool has my permisslon to provide
all dental or medical care prescribed by a duly licensed physician or dentist for

Child's name

This care may be given under whatever conditions are necessary to preserve life,
limb or well belng of my dependant,

Parent's Signature



‘Montecito School

TEACHER INFORMATION SHEET

CHILD’S NAMIE:

CHILD'S CLASS: BIRTHDATE:
MOTHER’S NAME: OCCUPATION:
FATHER’S NAVIE: OCCUPATION:

HEALTH & DEVELOPMENT INFORMATION:

Does child have any food or other allergies? If so, please list the foods/alletgens:

Please describe what a typical allergic reaction has been in the past.

Dietary testtictions (vegetarian? religious/cultural preferences?):

What other illness(es), operation(s). injury(ies), ox coridiﬁ‘on(s) has child had?

Was your child born prematurely? If so, how premature?

Please desctibe your child’s typical sleep & napping patterns:

(Mos./wks.)
At what age did child begin walking? mos.; talking? mos.

Please describe your child’s typical eating patterns & preferences:

CHILD’S QUESTIONNAIRE:

Has child ever attended a nussery school? If so, for how long?

Have caregi{rers other than parent(s) or guardian(s) cared for child?

Will your child be in the care of someone else befote ot after school? If so, please elaborate.

Will yout child attend another: school in conjunction with Montecito? If so, please elaborate,

Who is the child living with?

What is the primaty language spoken at home?

Does yout child have any speech delays?



Child’s Name

Please list the other members of your household including parents, grandparents, other childten in the
famnily, the children’s ages and any extended family membex(s) and roommates. Pets are family too!

Have there been any events in your child’s life that have affected him/her such as divorce, death, illness or a move?
If so, please elaborate.

How does your child get along with his/he sistets and brothets?

How does your child get along with his/her peers?

How does yout child handle sepatation?

Does your child need help with: Dressing himself/hetself?
Going to the bathroom?

Any special words or gestures used to describe going to the bathtoom?

What do you find most effective in redirecting and disciplining your child?

How would you desctibe/ evaluate your child’s personality?

Describe your child’s strengths and weaknesses.

Please share any special customs of traditions your family honots ot celebrates.’

What do you hope your child will leatn during their preschool yeat?

Additional comments

Thank you for completing this form. This questionnaire will be given to your child’s teacher and also put in

his/her office file. This information is only used by the teacher in order to better understand your child’s needs
and personality.




w Allergy Action Plan/Anaphylactic Reaction Emergency
Montecito School  Procedure Form

STUDENT NAME DOB CLASSROOM
ALLERGY TO
ASTHMATIC [1Ygs* [MNo *HIGHER RISK FOR SEVERE REACTION

SIGNS OF AN ALLERGIC REACTION INCLUDE THE FOLLOWING SYMPTOMS:
PLEASE CHECK THE SYMPTOMS THAT MAY APPLY TO YOUR CHILD

Movuts []ltching [1 Tingling 71 Swelling of Lips, Tongue or Mouth

Sxiy [ Hives [1tchy Rash [T Swelling of face or extremities

StomACH [INausea [l Abdominal Cramps [[1 Vomiting [ Diarthea

THROAT™ [ Tightening of Throat 1 Hoarseness 1 Hacking Cough

Lung* []Shortness of Breath 1 Repetitive Coughing [1 Wheezing

Heart¥ []Weak or thready pulse [ Low blood pressure [1Fainting [ Pale skin [_1Blueness
OTHER*

* Potentially life-threatening.
The severity of symptoms can guickly change. All of the above symptoms can potentially progress to a life-threatening sitvation.

PROCEDURE TO FOLLOW:
If child has been stung or has a severe allergic reaction, Staff will immediately administer:
Epinephrine: inject intramuscularly [1EpiPen® [ EpiPen® Jr [ Twinject® 0.3mg 1

Twinject® 0.15mg

Antihistamine: give

redication/dose/route

Other: give
medication/dose/route
Asthma Inhaler:
medication/dose/route
Give both the EpiPen® and the medication simultaneously. [Yes [INo
Give medication and observe for minutes, However, if anaphylactic symptoms (above) occur give the
EpiPen®

Important: Asthma inhalers and/or antihistamines cannot be depended on to replace epinephrine in anaphylaxis.

Ir AN EPIPEN® HAS TO BE ADMINISTERED:
1. Call911. Notify them that the child has been given epinephrine for a possible anaphylactic reaction.
2. Call Parents.
3. GetEmergency Card.
4. Keep child lying down with feet elevated. Keep warm. Ensure adequate airway. Child may become drowsy following medication.
5. If breathing stops at any time during procedure, initiate rescue breathing immediately. If breathing and pulse stops, initiate CPR immediately.
6.  Stay with child until Parents or Paramedics arrive. If Parents are unavailable, a staff member will accompany child to hospital with a copy of the
Emergency Card.
Parent must provide all medication that will not expire during the current school year
on or before the first day of attendance.
Parent Name Ph 1: Ph 2:
Parent Name Ph1: Ph2:
Parent Signature (requiréd) X Date:
Physician Name: Ph:

Physician Signature (required) X Date:




