The Children’s Center & Administrative Offices (724) 625-2199
712 Warrendale Road, Gibsonia, PA 15044
laurenz @stepstonescc.org (Site Directors)
registration@stepstonescc.org (Registration)
familyaccounts@stepstonescc.org (Family Accounts Manager)

The Children’s Center

Extended Day Program
2020-2021

Please check off completed paperwork, sign, date, and email to
registration@stepstonescc.org or mail to above address:

O Registration Form and $50.00 Annual Registration Fee
(non-refundable)

O Emergency Contact/Parental Consent Form
(please fill in ALL spaces, sign and date)

O NEW ENROLLMENTS ONLY:
Child Health Report (Signed by a physician)

O Child Survey
Help your child’s Site Director and Stepping Stones staff to know your child by
completing this short survey.

O Assumption of the Risk and Waiver of Liability Relating to Coronavirus/COVID-19.

O Income eligibility form (even if not eligible)

O Agreement form signed and dated (to be distributed after the above forms are returned
to the Administrative Office).

O Child Care Food Program Sheet sign and date (to be distributed with Agreement Form)

| understand that my registration will not be complete and my child will not be
considered enrolled until all forms are completed, signed and submitted to
Stepping Stones Administrative Office and | have received a confirmation email

from Stepping Stones.

Parent or Legal Guardian Signature Date

Providing high quality education and child care in an environment that fosters positive relationships among our children, staff, families and community we serve.
Support Stepping Stones through United Way Contributor Choice Program (#285)



Extended Day Care Program
2020-2021 Tuition Schedule
Effective January 2021 - June 30, 2021

Discounted Tuition Rate

Regular Tuition Rate

Care Provided # Days/Week (If paid on/before the 15t of the month) (If paid after the 15 of the month)

Infant Care 2 $753.00 $792.00
Monthly Rates 3 $1,057.00 $1,114.00
(6 weeks — 14 months) 4 $1,326.00 $1,396.00
5 $1,541.00 $1,621.00

Extra Day of Care $94.00 $94.00

Toddler Care 2 $724.00 $762.00
Monthly Rates 3 $1,018.00 $1,073.00

(15 months — 35 months) 4 $1,265.00 $1,332.00
5 $1,470.00 $1,547.00

Extra Day of Care $90.00

Preschool Care 2 $619.00 $652.00

Monthly Rates 3 $879.00 $925.00
(36 months to start of Kdg) 4 $1,106.00 $1,163.00
5 $1,298.00 $1,366.00

Extra Day of Care $78.00

Discounts and Rates

The Discount Rate applies to tuition payments received on or before the 1st of the month.
The Regular Rate applies to tuition payments received between the 2nd and 10th of the month.
A late fee of $10.00 will be applied to all accounts not paid by the 10th of each month.
After the 10th of the month, if tuition has not been paid, childcare services may be withheld until payment is received or payment

arrangements are made.

Sibling Discount: A 10% off discount on tuition for older sibling(s) is valid for children enrolled in any Stepping Stones program, excluding School-Age

Summer Camp.

Program expenses for center programs are consistent even when your child misses time due to iliness, vacation, etc., therefore we cannot extend tuition
credit or reschedule missed days. To compensate for this fact, we build in a %2 day per month missed time factor by basing fees on a 4 week, 20 day
month. This means you are actually paying for 48 weeks of care, although your child is receiving 52 weeks of care.

How to Pay

Please make checks payable to Stepping Stones Children’s Center. Checks can be given to a staff member or mailed to:

Stepping Stones Children’s Center, 712 Warrendale Road, Gibsonia PA 15044

Pay online using MyProcare (directions on how to log on attached) monthly statements will be emailed out mid-month.
$5.00 credit care fee applies to all credit card transactions.
A $35.00 charge will be assessed for each check returned due to non-sufficient funds.

Tuition/Program Policies

Late Pick-Up: Stepping Stones closes at 6:30 PM. If picking your child up after 6:30 PM becomes the routine rather than the exception, a late fee of
$20.00 per half hour or fraction thereof, will be charged. This fee is to be paid before your child returns to the facility. (Please refer to the Parent
Handbook for complete Late Pick-Up Policy details).

Extra days of care are available, space permitting, with prior notification.
For the convenience of having a variable schedule, your tuition will reflect a rate one day higher than the number of days scheduled.
Children may be enrolled on a full-time basis, a minimum of two days per week.
Tuition includes breakfast and an afternoon snack.

A two-week notice of child withdrawal is required to suspend billing and receive a refund for any unused services.
The center is closed and care will not be provided on the following holidays:
Families are encouraged to seek information on the Federal Child Care Tax Credit, ELRC childcare subsidy (Allegheny County 412-255-1603, Butler
County 724-285-9431) and Stepping Stones Recruitment Incentive Program by calling the Stepping Stones office at 724-625-2199.

The center is closed and care will not be provided on the following holidays:

Independence Day 7/3/120 New Year Holiday 1/1/21
Labor Day 9/7/120 *Martin Luther King Jr. 1/18/21
*Columbus Day 10/12/20 Spring Break 4/2/21
Thanksgiving 11/26/20 + 11/27/20 Memorial Day 5/31/21
Winter Break 12/24/20 + 12/25/20 *Professional Development Day

Providing high quality education and child care in an environment that fosters positive relationships among our children, staff, families and community we serve.
Support Stepping Stones through United Way Contributor Choice Program (#285)



The Children’s Center & Administrative Offices (724) 625-2199
712 Warrendale Road, Gibsonia, PA 15044
laurenz@stepstonescc.org (Site Directors)

registration@stepstonescc.org (Registration)
familyaccounts@stepstonescc.org (Family Accounts Manager)

Extended Day

Registration Form

2020-2021
Name of Child: Date of Birth:
Parent(s) Name(s):
Address:
Telephone: Email:
School District: Race
(For non-discrimination compliance reporting)
Languages other than English spoken at home Translator needed: Yes No
(Please Select One)

Date of Child’'s Admission AM PM

(For new enroliment) (Approximate arrival and departure times)

Please circle the days of the week that your child will need care:

Monday Tuesday  Wednesday  Thursday Friday

| give Stepping Stones permission to use my child’s image (no names) on the following: (check all that apply):

[ Website (www.stepstonescc.org) 0 Social Media I Class Dojo I Classroom

Administrative Staff ONLY- Parent or Legal Guardian Signature
Director Check #
. . $50.00 registration fee required with registration
Billing Subsidized paperwork.
Processing Received

Providing high quality education and child care in an environment that fosters positive relationships among our children, staff, families and community we serve.

Support Stepping Stones through United Way Contributor Choice Program (#285)



Assumption of the Risk and Waiver of Liability Relating to Coronavirus/COVID-19

The novel coronavirus, COVID-19, has been declared a worldwide pandemic by the World Health
Organization. COVID-19 is extremely contagious and is believed to spread mainly from person-to-person
contact. As a result, federal, state, and local governments and federal and state health agencies
recommend social distancing and have, in many locations, prohibited the congregation of groups of
people.

Stepping Stones Children’s Center (Stepping Stones) has put in place preventative measures to reduce
the spread of COVID-19; however, Stepping Stones cannot guarantee that you or your child(ren) will not
become infected with COVID-19. Further, attending Stepping Stones could increase your risk and your
child(ren)’s risk of contracting COVID-19.

By signing this agreement, | acknowledge the contagious nature of COVID-19 and voluntarily assume the
risk that my child(ren) and | may be exposed to or infected by COVID-19 by attending Stepping Stones
and that such exposure or infection may result in personal injury, illness, permanent disability, and
death. | understand that the risk of becoming exposed to or infected by COVID-19 at Stepping Stones
may result from the actions, omissions, or negligence of myself and others, including, but not limited to,
Stepping Stones’ employees, volunteers, and program participants and their families.

| voluntarily agree to assume all of the foregoing risks and accept sole responsibility for any injury to my
child(ren) or myself (including, but not limited to, personal injury, disability, and death), illness, damage,
loss, claim, liability, or expense, of any kind, that | or my child(ren) may experience or incur in
connection with my child(ren)’s attendance at Stepping Stones or participation in Stepping Stones
programming (“Claims”). On my behalf, and on behalf of my children, | hereby release, covenant not to
sue, discharge, and hold harmless Stepping Stones, its employees, agents, and representatives, of and
from the Claims, including all liabilities, claims, actions, damages, costs or expenses of any kind arising
out of or relating thereto. | understand and agree that this release includes any Claims based on the
actions, omissions, or negligence of Stepping Stones, its employees, agents, and representatives,
whether a COVID-19 infection occurs before, during, or after participation in any Stepping Stones
program.

Signature of Parent/Guardian Date

Print name of Parent/Guardian Child(ren’s) name(s)



EMERGENCY CONTACT / PARENTAL CONSENT FORM
55 PA CODE CHAPTERS 3270.124(a)(b), 3270.181 & 182; 3280.124 (a)(b), 3280.181 & 182; 3290.181 & 182

CHILD'S NAME BIRTHDATE
ADDRESS

PARENT/LEGAL GUARDIAN HOME TELEPHONE NUMBER
ADDRESS CELL PHONE NUMBER
BUSINESS NAME BUSINESS TELEPHONE NUMBER
BUSINESS ADDRESS EMAIL ADDRESS

PARENT/LEGAL GUARDIAN HOME TELEPHONE NUMBER
ADDRESS CELL PHONE NUMBER
BUSINESS NAME BUSINESS TELEPHONE NUMBER
BUSINESS ADDRESS EMAIL ADDRESS

EMERGENCY CONTACT PERSON(S) TELEPHONE NUMBER WHEN CHILD IS IN CARE
PERSON(S) TO WHOM CHILD MAY BE RELEASED ADDRESS TELEPHONE NUMBER

NAME OF CHILD'S PHYSICIAN/MEDICAL CARE PROVIDER TELEPHONE NUMBER

ADDRESS

SPECIAL DISABILITIES (IF ANY) ALLERGIES (INCLUDING MEDICATION REACTION)
MEDICAL or DIETARY INFORMATION NECESSARY IN AN EMERGENCY SITUATION MEDICATION, SPECIAL CONDITIONS

ADDITIONAL INFORMATION ON SPECIAL NEEDS OF CHILD

HEALTH INSURANCE COVERAGE FOR CHILD or MEDICAL ASSISTANCE BENEFITS POLICY NUMBER (REQUIRED)

OBTAINING EMERGENCY MEDICAL CARE ADMINISTRATION OF MINOR FIRST - AID PROCEDURES

Including calling an ambulance Includes Bandages, Ice Packs, CPR, Hand Sanitizer

WALKS AND TRIPS SWIMMING

Includes going to the playground

TRANSPORTATION BY THE FACULTY WADING

Includes Field Trips/Emergency Evacuation

SIGNATURE OF PARENT OR GUARDIAN DATE

Periodic Review

SIGNATURE OF PARENT OR GUARDIAN DATE



Parent/Provider fill in this part.

Parents may write immunization dates; health professional should verify and complete all data.

CHILD HEALTH REPORT

(55 PA CODE §§3270.131, 3280.131 AND 3290.131)

CHILD’S NAME: (LAST) (FIRST) PARENT/GUARDIAN:

DATE OF BIRTH: HOME PHONE: ADDRESS:

CHILD CARE FACILITY NAME:

Stepping Stones Children's Center

FACILITY PHONE: COUNTY: WORK PHONE:

(724) 625-2199 - Administrative Office

O lauthorize the child care staff and my child’s health professional to communicate directly if needed to clarify information on this form about my child.

PARENT’S SIGNATURE:

DO NOT OMIT ANY INFORMATION
This form may be upd 1 by a health professional. Initial and date any new data. The child care facility needs a copy of the form.

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY): O NONE

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A CHILD RECEIVES SHOULD BE
DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY. O NONE

CHILD’S ALLERGIES (DESCRIBE, IF ANY): O NONE

LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO DESCRIBE THE PLAN FOR CARE THAT SHOULD
BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF, EQUIPMENT AND PROVISION FOR EMERGENCIES.
O NONE

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR COMMUNICABLE DISEASES?
O YES O NO IF NO, PLEASE EXPLAIN YOUR ANSWER:

HAS THE CHILD RECEVED ALL AGE APPROPRIATE SCREENINGS LSTED IN NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF THE SCREENING WAS ABNORMAL,
THE ROUTINE PREVENTMVE HEALTH CARE SERVICES CURRENTLY PROVIDE THE DATE THE SCREENING WAS COMPLETED AND INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS
RECOMMENDED BY THE AVIERCAN ACADEMY OF PEDIATRICS: RECOMMENDED FOR THE CHILD CARE FACILITY.
SCHEDULEATWWWAAPORG) (SEE
VISION (subjective until age 3)
OYESONO
HEARING (subjective until age 4)
LEAD
RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD’S IMMUNIZATION RECORD
IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS
HEP-B
ROTAVIRUS
DTAP/DTP/TD
HIB
PNEUMOCOCCAL
POLIO
INFLUENZA
MMR
VARICELLA
HEP-A
MENINGOCOCCAL
OTHER
MEDICAL CARE PROVIDER: SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN’S ASSISTANT
ADDRESS:
TITLE:
PHONE: LICENSE NUMBER: DATE FORM SIGNED:

CD 51 09/08




Child Background Information
2020-2021

Your child is an individual, with individual needs, habits, desires, and characteristics. In order for us to provide your child
with the best, most nurturing care and education, we’d like to learn more about him or her! Please complete only the
guestions that apply and attach additional pages, if needed. All of this information is kept confidential, and will be
used only to help your child adjust and feel more comfortable at Stepping Stones Children's Center. Thank you!

Child’'s Name Nickname
Birth Date Sex M F Family E-mail
Address Zip
Parent / Guardian Name Home Telephone
Occupation Cell Number
E-Malil Work Number
Parent / Guardian Name Home Telephone
Occupation Cell Number
E-Mail Work Number

. FAMILY RELATIONSHIPS

A. Please list names and birth dates of siblings:

B. Are there other adults/children living in your home?
Name Relationship

C. Please give any pertinent information about pets in your home:

D. Is there any relevant information about your child’s home life?

E. If parents are separated or divorced, what are the children’s specific living and visitation arrangements?




F. If only one parent has custody of the child, does the non-custodial parent have permission to pick up the child at the
center? (Please check) YES NO (If no, court order must accompany)

G. Is child adopted? If so, how old was he/she at time of adoption?

Does child know he/she was adopted?

II. GENERAL DEVELOPMENTAL INFORMATION

A. Developmental (as applicable)

1. Does your child crawl! or walk?

2. Does your child babble or talk?

a. Can your child speak in complete sentences?

3. Is your child toilet trained?

a. Does your child need reminders at present?

4. Does your child separate from you easily?

5. Do you have any concerns about your child’s development?

If yes, please explain:

B. Current Sleep Habits

1. What time does your child wake up in the morning?

2. What time does your child go to bed?

3. Does your child take naps at home?

If yes, what time(s)?

4. Does your child go to sleep on his/her own?

C. Current Eating Habits

1. Favorite Foods

2. Food Dislikes

3. Food Allergies

4. Is your child on a special or restricted diet?

5. Are there any foods you would not like your child to have?

D. Social Development

1. What experience has your child had in being around other children?
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2. How does he/she relate to other adults?

3. When you have time, what things do you do with your child?

4. How do you typically limit or discipline your child?

5. How does your child act when you have to leave him/her? What do you find is best to say or do at these
times?

6. What are your child’s favorite activities?

Indoor:

Outdoor:

. Emotional Development

1. Is there anything which causes your child to react in a particularly intense, angry, or fearful way (e.g., water,
loud noises, animals, unfamiliar people, unfamiliar places etc.)?

2. Has your child experienced any significant events in his/her past (e.g., death, illness, hospitalization, accidents,
relocation, extended separations, etc.)?

3. How does your child show he/she is unhappy, frightened, upset, or needs comforting? How do you handle
these times?

. HEALTH INFORMATION

. Does your child have any special health problems? (Please elaborate)

. Has your child had any serious illnesses or operations? (Please elaborate)

. Does your child have tubes in his/her ears? If so, what procedures are necessary before water play? (This information
is especially important during the summer.)

. Is your child allergic to anything in the environment?

IV. EAMILY CULTURE & TRADITIONS

. Languages other than English spoken at home:
(If other languages are spoken, please complete language survey on last page)

. Family’s ethnic and religious background:

. Please describe any holidays or family traditions your family celebrates:




D. Alternative Care

1. What type of alternative child care has your child experienced to date (e.g., private caregiver, day care home,
group day care, preschool, etc.)?

3. What plans have you made for the days your child is not well enough to attend school?

VI. CURRICULUM

A. We use the Creative Curriculum so that teachers can incorporate children’s interests into the lessons. Is there
anything you would like us to add to the curriculum this year? (a dinosaur theme, a Hanukkah theme, siblings/new baby
theme, etc.)

B. Is there anything about your family/culture/traditions that you would like to see incorporated into our lessons?

VIl. COMMENTS, CONCERNS

A. Are there any specific concerns you have about your child, and the time he/she will be spending at the Center?

B. Is there any other information about your child — special likes and dislikes or ways you give care — that would be helpful
for caregivers to know in order to take better care of your child?

C. What are goals for your child as they spend time at Stepping Stones Children’s Center?

Thank you very much for your cooperation in providing this background information.

Completed by Date




Language Survey (Please complete if your child speaks a language other than English)

1. Child’'s Name

2. Child’s home language(s) (the language(s) usually spoken at home by their parents/guardians
to the child).

3. Isthe child fluent in English? Yes No
4. If the child is not fluent in English, does he speak a sufficient amount of English to
communicate in the classroom?

5. Is the child fluent in his home language? Yes  No__
6. Are the child’s parents fluent in English? Yes  No_
7. Do you feel you are able to communicate with the child’s teachers clearly? Yes  No

Give details below if needed:

8. Does the child communicate with his family members in English?

9. Does the child read/write in his home language? Yes No N/A
10.Does the child read/write in English? Yes  No_ N/A
11.Do you want your child to speak only English at school?

12.Do you speak English at home? Yes ~ No_
13.Please provide any other pertinent information concerning your child’s language:




CACFP Meal Benefit Income Eligibility (Child Care) APPLY ONLINE:

Complete one application per household. Please use a pen (not a pencil). Insert URL Here

STEP 1 List ALL children in day care (if more spaces are required for additional names, attach another sheet of paper)

Child’s First Name Mi Child’s Last Name Foster Child Migrant Runaway Homeless Head Start

HEEE HEEE JE=Ipi=ii=ii=igy=

HEEERERENRNS HEEEREREEEE
HEEEEREEEEEEEN N NN r=ir=i==Igl=]
HEEEEEENERENEN N EEEEEEEEEE NN
HEEEEEEEEEENEN N EEEEEEEEEEEEEE NN
HEEEEEEEEEENEN N EEEEEEEEEEEEEEEEN

Definition of H
Member: “Anyone who is ‘
living with you and shares
income and expenses, ‘
even if not related.”

Children in Foster

care and children who
meet the definition of
Homeless, Migrant or
Runaway are eligible for
free meals.

o [o/a/glo
o [o/a/glo
sipishsijisigfs]

Check all that apply

STEP 2 Do any household members (including you) currently participate in one or more of the following assistance programs: SNAP, TANF, or FDPIR?

IFNO > Goto STEP 3 IFYES> Write case number here and proceed to STEP 4 (do not complete STEP 3) ‘ CASE NUMBER: ‘

Write only one case number in this space.

STEP 3 Report Income for ALL Household Members (Skip this step if you answered ‘Yes’ to STEP 2)

) How often?
A gh'ld :'ncomeh'ld i the household o oL nclud Child Income Weekly | Bi-Weekly| Monthly |B-Monthy
ometimes children in the household earn or receive income. Please include
Are you unsure what the TOTAL income received by all Household Members listed in STEP 1 here. 5‘ ‘ ‘ ‘ ‘ O O O O
income to include here?
Flip the page and review B. All Adult Household Members (Including yourself)
the charts titled “Sources List all Household Members not listed in STEP 1 (including yourself) even if they do not receive income. For each Household Member listed, if they do receive income, report total gross income (before taxes)
of Income” for more for each source in whole dollars (no cents) only. If they do not receive income from any source, write ‘0" If you enter ‘0’ or leave any fields blank, you are certifying (promising) that there is no income to report.
information. Pensions/Retirement/
. How often? Welfare/Child How often? Social Security/SSI/ How often?

Name of Adult Household Members (First and last) Earnings from Work | weekly | Bi-weekly| Monthly | 2xMonth Support/Alimony Weekly | Bi-Weekly| Monthly | 2xMonth VA Benefits Weekly | Bi-Weekly| Monthly | 2¢Month
The “Sources of Income ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
o Cotarens o o $ O O O O s O O O O | O O O O

help you with the Child

Income seeton | d[[[Joooo]s][|[|loooo]sf][]][]ooo o
| sd[[[loocoolf  [[[oooo|sf[[[[o00 O]

The “Sources of Income

fehauer wrll | [ [[J[oooolf[[[[oooo]s[[[[ooo0 O]

help you with All Adult

H hold Memb

ot | f[[[Jooocolf[[[[loooofsf[[][]ooo o]
Total Household Members (Children and Adults) D] ;iiz:;;\lljaig:z::rsl::?::ti(;urr%mrknl’lfs;foslz‘ﬁ:mber ‘ X ‘ X ‘ X ‘ ‘ X ‘ X ‘ ‘ ‘ ‘ ‘ ‘ Check if no SSN E]

STEP 4  Contact information and adult signature. MAIL COMPLETED FORM TO YOUR SCHOOL AT:

“| certify (promise) that all information on this application is true and that all income is reported. | understand that this information is given in connection with the receipt of Federal funds, and that CACFP officials
may verify (check) the information. | am aware that if | purposely give false information, the participant/center may lose meal benefits, and | may be prosecuted under applicable State and Federal laws.”

Print Name of Adult Signing the Form Signature of Adult Today's Date

Address City State Zip Phone/Email
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Source of Income for Children

Source of Income for Adults

Sources of Child Income Examples

Earnings from Work

« Achild has a regular full or part-time job where they earn

Earnings from work
a salary or wages

Public Assistance/Alimony/
Child Support

Pensions/Retirement/
All other sources of income

« Salary, wages, cash bonuses

Social Security .
- Disability Payments .
- Survivors Benefits

A child is blind or disabled and receives Social Security benefits
A parent is disabled, retired, or deceased, and their child receives
Social Security benefits

« Netincome from self-employment
(farm or business)

If you are in the U.S. Military:

« Basic pay and cash bonuses (do NOT

« Afriend or extended family member reguarly gives

Income from person outside of household N N
a child spending money

include combat pay, FSSA, or privatized
housing allowances)

« Allowances for off-base housing, food,
and clothing

« A child receives regular income from a private pension fund,

Income from any other source .
annuity, or trust

OPTIONAL

Children’s Ethnic and Racial Identities (Optional)

Unemployment benefits

Workers compensation
Supplemental Security Income (SSI)
Cash assistance from State or local
government

Alimony payments

Child support payments

Veterans benefits

Strike benefits

« Social Security (including railroad
retirement and black lung benefits)
Private Pensions or disability benefits
Income from trusts or estates
Annuities

Investment income

Earned interest

Rental income

Regular cash payments from

outside household

We are required to ask for information about your children’s race and ethnicity. This information is important and helps to make sure we are fully serving our community. Responding to this section is optional

and does not affect your children’s eligibility for receiving meals during care.

|:| Not Hispanic or Latino

|:| Asian

Ethnicity (check one): |_| Hispanic or Latino

Race (check one or more): |:| American Indian or Alaskan Native

|:| Black or African American

|:| Native Hawaiian or Other Pacific Islander

[ white

The Richard B. Russell National School Lunch Act requires the information on this
application. You do not have to give the information, but if you do not, the funds your child
care center/provider receives may be impacted. You must include the last four digits of
the social security number of the adult household member who signs the application. The
last four digits of the social security number is not required when you apply on behalf of
a foster child or you list a Supplemental Nutrition Assistance Program (SNAP), Temporary
Assistance for Needy Families (TANF) Program or Food Distribution Program on Indian
Reservations (FDPIR) case number or other FDPIR identifier for your child or when you
indicate that the adult household member signing the application does not have a social
security number. We will use your information to determine the meal reimbursement for
your child care center/provider. We MAY share your eligibility information with education,
health, and nutrition programs to help them evaluate, fund, or determine benefits for their
programs, auditors for program reviews, and law enforcement officials to help them look
into violations of program rules.

MAIL*:
Office of
1400 Ind

U.S. Department of Agriculture

FAX:
the Assistant Secretary for Civil Rights EMAIL:

ependence Avenue, SW

Washington, D.C. 20250-9410

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its Agencies, offices, and
employees, and institutions participating in or administering USDA programs are prohibited from discriminating based on race, color, national origin, sex,
disability, age, or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA. Persons with disabilities who
require alternative means of communication for program information (e.g. Braille, large print, audiotape, American Sign Language, etc.), should contact the
Agency (State or local) where they applied for benefits. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the
Federal Relay Service at (800) 877-8339. Additionally, program information may be made available in languages other than English.

To file a program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at: http://www.ascr.usda.
gov/complaint_filing_cust.html, and at any USDA office, or write a letter addressed to USDA and provide in the letter all of the information requested in the
form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to USDA by:

(202) 690-7442; or
program.intake@usda.gov.

This institution is an equal opportunity provider.

*Only use this address if
you are filing a complaint
of discrimination.

DO NOT FILL OUT | For official use only

Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice a Month x 24, Monthly x 12

How often? X
Household size

Total Income
Weekly | Bi-Weekly| Monthly | 2xMonth

| | [O O O O]

Eligibility

Free ‘ Reduced| Denied

Categorial Eligibility |:|

O O O

Determining Official's Signature Date Confirming Official's Signature

Date

Follow-up Official's Signature

Date


mailto:program.intake@usda.gov
http://www.ascr.usda.gov/complaint_filing_cust.html

Dear parent/guardian,

Stepping Stones Children's Center is pleased to offer MyProcare, a free online portal for
you to access account information and easily pay tuition. MyProcare is safe, secure and
created with your convenience in mind.

Log in today!

1. Go to MyProcare.com.

2. Enter your email address provided on registration paperwork at time of registration
and choose Secure Login.

3. Enter the confirmation code sent to your email, choose a password, and press Submit.

4. Then you may:
a. View your child’s account information.
b. Use the Pay button to make a payment with your card.
c. Pay by credit card using the sign-in/out Kiosk. $5.00 fee
applies.

Please email Melanie Good at familyaccounts@stepstonescc.org with any questions
or concerns.

Thank you!
Stepping Stones Children's Center



Automated Payment Processing
Safe — Convenient — Easy

Express

We are excited to offer the safety, convenience and ease of Tuition Express®—a payment processing system that allows secure,
on-time tuition and fee payments to be made from either your bank account or credit card.

ELECTRONIC FUNDS TRANSFER AUTHORIZATION FOR BANK ACCOUNT and CREDIT CARD

| (we) hereby authorize Stepping Stones Children's Center to initiate credit card charges to the below-referenced credit card
account (Section A) OR, initiate debit entries to my (our) checking or savings account,indicated below (Section B). To properly
affect the cancellation of this agreement, | (we) are required to give 10 days written notice. Credit union members: please contact
your credit union to verify account and routing numbers for automatic payments. Stepping Stones Children's Center accepts
Master Card and Visa. There is a $5.00 fee for each credit card transaction.

COMPLETE ONE SECTION ONLY

SECTION A (Credit Card)

Cardholder Name Phone #
Cardholder Address City State Zip
Account Number Expiration Date
Cardholder Signature Date
SECTION B (Bank Account)
Your Name Phone #
Address City State Zip
Bank or Credit Union Name Bank or Credit Union Address City State Zip
Routing Transit Number (see sample below) Account Number (see sample below) [] Checking [] Savings
Authorized Signature Date
o ot Sarmioke BAMK BF THE WERT O0z226 .
For Official Use Only Mary Sample g b A service of
123 Hice Street °
Anytown, USA
Date Received " '
Peyiowe  Attach Voided Check Here
Employee Signature Deposit siips not accepied Daollars
SOFTWARE®

K1Z3456789n0 1800338 0226 -



Recruitment Incentive Program
2020-2021

Realizing that Stepping Stones families are our best advertisers, Stepping Stones Children’s Center
provides an incentive for referral of new families to our Extended Day Care Program,

Kindergarten Care Program and Before/After School-Age Program. A ten percent (10%) discount off
one month’s tuition will be credited to the account of a family who refers a new family to one of these
programs. The discount will be applied to the oldest child’s tuition if more than one child is enrolled in
our program. The new family must be enrolled for a minimum of three (3) Months for the credit to be
awarded. Please return this form to Stepping Stones Children’s Center Family Accounts Manager after
the new family has attended our program for (3) months to receive your discount.

Recruitment Incentive Program Form

Your Name

Your Phone Number

Name of Family Referred by You

Your Signature and Date

Electronic Signature Not Acceptable Must be Original

Office Use Only

Date of Child’s Enrollment

Program — Ext Day Kindergarten School-Age

Please return this form to Stepping Stones Office (712 Warrendale Road, Gibsonia, PA 15044),
After the new family has been enrolled for (3) months in our program.
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