Lincoln School of Early Learning

Child Development Center

1366 N. Gould Street, Coquille, OR 97423
Lincoln Office: 541-396-2181 ext. 2214
Daycare Office: 541-396-6322
Sharon Nelson, Director
Morgan Eley, CDC Coordinator

Dear Parents,

Welcome to Lincoln School's Child Development Center. We are delighted you chose us to be a very
important part of your child's learning and growing experiences. Our goal is to provide a high quality,
nurturing and safe learning environment for your child. We take this role and responsibility very
seriously and consider it a privilege fo have this opportunity. We are committed to providing dedicated
and trained qualified staff members who are devoted to the care and well-being of the children and
families we serve.

We will support children’s early learning and exploration through engaging, developmentally age-
appropriate materials and indoor/outdoor play activities. Early literacy starts with reading books and
telling favorite stories will give children a love of books even before they start reading. Pre-writing
skills start with finger-painting and are enhanced by opportunities fo experiment with writing activities.
Children learn valuable lessons in sharing and cooperation while interacting together in the classroom and
on the playground. Meals and rest times are also an integral part of the daily schedule. |

As a partner in your child's development, we value your trust in us caring for your child. You are welcome
to visit and/or participate in our program anytime. We look forward to your involvement as we join
together in teamwork for the continued success and growth of your child.

Sincerely,
Sharon Nelson, Director



Lincoln School of Early Learning
_Child Development Center

Getting your child registered with usl

Scan through this packet first so you know what you will need to complete it.

Complete the forms. We recommend always keeping a copy for yourself since some
of the forms are required to be completed annually.

Make sure to complete the Schedule Preference Form. You must call before
dropping your child of f on a non-scheduled day/time. We cannot guarantee drop in
service will be available on a day you are not scheduled to attend due a capacity
issue on that particular day.

Mail or drop off your completed packet to:

+ Morgan Eley, CDC Coordinator

« Lincoln School of Early Learning - CDC
* 1366 N. Gould 5.

+ Coquille, OR 97423

+ CDC office phone: 541-396-6322

Wait for a telephone call from the CDC coordinator. We will review your packet to
make sure it is complete and call you for an intake appointment. Intake
appointments will take approximately 30 minutes and please bring your child with

- youl

Please note that our rosters fluctuate with the academic year. Our goal is to serve
every family who needs care for their children. It may take up o several weeks
before we are-able to place you on our roster, We will call you with an update
within a week after receiving your packet.



Coquille School District #8

Building individual success for all children

Welcome to Lincoln School of Early Learning Child Development Center

“Wwith owr community partners, providing an educational environsment that promotes and builds
individual success for all children.”

Thank you for your interest in Lincoln School's Child Development Center. The accounting office is
dedicated to providing you with great customer service. For any questions having to do with your
account status, please do not hesitate to contact us at 541-396-2181.

For questions, please contact Lincoln School office at 541-396-2811. Ext. 2214 or Coordinator Morgan

Eley in the Child Development Center at 541-396-6322. All registration packets should be submitted to
Lincoln.

Hours of Operation

Child care services are provided from 7:00 AM to 5:30 PM, Monday through Friday. If you
cannot be here by 5:30, please make arrangements for your child to be picked up. PLEASE DO

NOT BE LATE.

Holidays
We are closed for 10 holidays during the year:
New Year's Day MLK Jr. Day President’s Day Memorial Day
4% of July Labor Day Veteran's Day Christmas Day
Thanksgiving Day Day after Thanksgiving

Please also note that the day before Thanksgiving, Christmas and New Year's Eve, the daycare will
close at 2 PML



Registration

Children ages 30 months through 9 years old are eligible for child care. When a child turns 10
they will age out of our program. Children 10 and over will need to be cared for by someone
other than at the child care facility.

An Intake meeting and ALL registration forms must be completed prior to your child's first day
of attendance. Children are admitted without regard to race, culture, sex, religion, national
origin or disability based on space availability

Monthly Fees

L3

Hourly rate of $3.60 per hour {billed on % hour increments)

10% discount additional siblings (ask for details)

DHS qualified, provider # BNOOOO15. Please note that failure to sign your paperwork each month
will result in your responsibility for the entire payment.

Payment/Late Fee Charges

Time sheets will be processed after the last day of the month. Payment is due upon receipt
and subject to late fees of $10.00 EACH DAY after the 10" of the month.

If your account has not been paid in full within 5 business days, your child may be suspended
or discharged from the program.

Returned Checks/Reiected Transaction Charges

All returned checks or rejected credit card transactions will be charged a fee of $25.00. This
charge may be collected electronically. A returned check or rejected transactions will result in
your account being placed on a "cash only” status.

I/We the undersigned have read and agree with the above statements. The child or children
that | would like to enroll in Lincoln School of Early Learning's Child Development Center
is/are:

Name (Please print) Age
Name {Please print) Age
Name {Please print) Age

Name (Please print} Age



Please be sure to sign this form.

The section below / on next page is for use by the accounting office.

i am paying by Cash Check Credit Card
DHS Eligible Letter Attached
Parent/Guardian Date Print Name

Parent/Guardian Date Print Name



g
Lincoin School of Early Learning

. . Child Development Center

Schedule Preference Form

Date:
Name of Child:
Date of Birth:

Please check which session(s) you would like your child to attend
below, and CIRCLE the days you will be attending.

Before school: 7:00 - 7:50 am

M T W Th F

After school: 2:15 - 5:45 pm

M T W Th F

During School (Pre-school) 8:00 am — 2:15 pm

M T W Th F



Lincoln School of Early Learning
- Child Development Center

Getting to know youl

Child's Name: DOB:

1. What name will your child use during the day if different than above?
2. Has your child ever attended a preschool or daycare setting?
3. Does your child have any dllergies? If so, what do we need to be aware of?

4. How does your child look or what does he/she sound like when they are about to get
tired, angry, or sick?

5. How is your child best comforted when upset or sad?
6. What is your child's favorite song? Favorite book?

7. What is your child's preferred napping schedule or routine? Do they have a blanket,
stuffed animal? Do they need help falling asleep with quiet lullaby music, white noise,
rocking?

8. Tell us about your family's celebrations.

9. Isvyour child potty trained? If not, what approaches are you using to train your child?



10. Tell us something special about your child. What do they like? Do they have special
skills (social, art, sports, music, reading, puzzies, math games, etc)?

11. May we take and use your child's photo for classroom use only? It will be used only
for our educational purposes in the class setting. A picture with you and your child?
Again, this is for classroom / educational use only.

12. Are there any special experiences, events, or concerns in your child's life that you

want to share (births, deaths, change of residence, efc.)?

13. Who will usually be the person dropping of f and picking up your child? Who might be
the other person who will occasionally do it?

14, What is the best way to reach you?

15. Do you have any questions for us?

If your child is potty training, please provide the diapers/pull-ups your child wears in their
backpack. We do not supply diapers/pull-ups, so send several; we do not share with others.
We also recommend that you send in your child's backpack 2 changes of clothes marked with
their names. Accidents and mishaps do happen!



EARLY LEARNING

To: Parents

Sunscreen Applied Permission Form

T , give Lincoln's Child
Development Center permission to administer and apply sunscreen for
my child during the program hours.

** Please bring in your own bottle of sunscreen. Label your child's name
on the bottle and give it to the caregivers for safe keeping.™*

Parent/Guardian’s Signature
Date

NOTE: Please return this form to Lincoln's Child Development Center
when completed. |



Lincoln School of Early Learning
REGISTRATION FORM

Homeroom

STUDENT INFORMATION: (Please print) Grade: DOB:
| Gender

ame:
Flrst Middte

Last
Language Spoken in Home:

eqgal Name:

(FF different than sbove)
Ethnic Group

(Hispanic, Caucasian, Black, Asian, Native American}

HOUSEHOLD PARENT/GUARDIAN INFORMATION (Lives With)

[t Parent

Name: Primary Phone: Other Phone:

{Guardian - Contact)

Fmail Address:

Work Number:

Employer:

Circle Relationship: Mother  Father Guardian Step-Parent Grandparent Other:

City, State & Zip:

Mailing Address:
Physical Address: City, State & Zip:
{If different from maifing address}
2™ Parent -
Name: Primary Phone: Other Phone:

{Guardizn - Confact)

Fmail Address:

Work Nurnber:

Employer:

Mother  Father Guardian Step-Parent Grandparent —Other:
ONLY IF DIFFERENT THAN ABOVE)

Circle Relationship:

- {Address:
NON-RESIDENT PARENT INFORMATION
1 - Name: Primary Phone: Other Phone:
{Parent{Guardian}
Circle Relationship: Mother Father Guardian Step-Parent Other:
Email Address:
Mailing Address:
City. State Zips
7 - Name; Primary Phone: Cther Phone:

{Parent/Guanlian)

Circle Relationship: Mother  Father Guardian Step-Parent Other:

OVER — Please sign and date the back of this form.

fIndated A13B72820



MERGENCY CONTACTS: Please list in the order to be contacted inan e

mergency. These Contacts will also be
hie to pick up and drop off your student.

Hame nefationship primary Phone Dther Phone

Name Relationship Primary Phone Other Phone
e

Name Relationship Primary Phone Qther Phone

Military Connected Student -Isa parent or guardian currently an active member of the Armed
Forces or National Guard? YES orNO

Fducational Background

Has your student been identified for Special Education/IEP? - Yes Mo
Has your student attended Pre-K program? Where? Yes No
Has your student been identified for a 504 Plan? Yes No
Has your student been Homeschooted? Yes No
Has your student been identified for Talented and Gifted (TAG)? _ Yes No
Does your child take medication at school____athome____ Yes No
Does your child have a severe food allergy Yes No
My child has been seeing a counselor Yes No
My child has a behavior problemn , Yes No
My child has spedial needs Yes No
My child may be released to either parent Yes No
Are custody papers on file for your child? Yes No
My child needs to wear glasses Yes No
My child has a hearing problem : Yes No

Mark special services your child was receiving at previous school: ‘

~ _Speech ___ Specialreading __ IEP 504 __ Indian Education
___Englishasa Secgnd Language  __Other
parent/Guardian Signature Date

Updzted £/30/2020



2021/2022
HEALTH INFORMATION FORM
Lincoln School of Early Learning

STUDENT: DOB: Gx/Teacher:
Parent(s): Phone: (home) {work)
FEmergency Contact other than pazent: . Phone:

Physician’s Name and Phone Number:
**This information may be shared with appropriate school staff or health care provider™

Please check (V) any conditions, disorders, or history of other heaith problems that apply:

ASTHMA: Mild Persistent Severe
Will student need to have a rescue inhaler at school? Yes No
Asthma Triggers: -

___ ALLERGIES: .
___SEVERE: Bee Sting Peanuts Ofther:
Describe symptoms: _
Is an Bpi-Pen prescribed? Yes No
____¥OOD ALLERGIES: What food(s)/symptoms?

*%4n order from your health care provider is required for a food/drink substifution**
____MEDICATION ALLERGIES:
_____OTHER ALLERGIES:

DIABETES: **4 health care management plan must be in place before student attends school**

____SEIZURE DISORDER

___ Abdominal / Stormach ____ Concussions / Head injuries ___ Vision, Eye Problems/ Color Blind
___ADD/ADHD ____Emotional / Mental Health Issues

___ Auditory/ Hearing problems __ Hecadaches / Migraines Other

___Autism _ Ymune Disorder

___ Bladder / Kidney Problems ___Muscle/Bone / Joint disease / injury

____Bieeding Disorder ____Neurological Disorder

____Bowel Problems ____ Skin Disorder

___ Cardiae / Heart Problems _____ Thyroid Problems ____NONE OF THE ABOVE

Describe any concern noted above:

MEDICATIONS taken regularly at home/school:

*%4n MD order and/or written instructions from parent are required for administration of medication at school**

PERMISSION FOR VISION, SPEECH, DENTAL AND HEARING SCREENING

Yes  No Igive permission for my child to participate in the school’s annual vision, speech, dertal and hearing screenings.

PERMISSION FOR EMERGENCY TREATMENT

If 1 cannot be located, in case of an emergency, school officials are authorized to call an ambulance and/or transport my child to a

medical facility to be treated by the doctor on duty. The doctor on duty is authorized to give consent for any procedure of hospital
care deemed advisable.

Parent Signature: Date:

Undated 03/17/21 _ Aculty Level




Coquille School District
Student Race and Ethnicity Reporting

Studenf Narme:

Date Form Compleied:
Date of Birth: G Male 0O Female
Parson Completing This Form 0 Parent/Guardian O Smdent 0O Ofher

The U.S. Depariment of Education has implemented new standards for school districts to report student race and ethricity.

YVour answers to the following will be held strictly confidential and data will be used orty in the aggregate.
1. Is your child of Hispanic, Lating, of Spanish ethnicity: ) 0 Yes it No
i Includes persons of Cuban, Mexican, Puerio Rican, Soutly or Certral Amesican, or other Spanish culfure or otigin.

If you answered “Yes® o question ¥1, you may also check one or more of the racial categories in qués’fion 0. ff you
answered “No”, please check one of more of the following racial categories.

2. Racial Categories:

0O American indian or Alaska Native
Origins in any of the original peoples of North, Central, and South America who rnaintain a tribal
affifiafion or community attachment.

O Asian ‘
Origins in any of the original peaples of the Far East, Southeast Asia, or the indian subcortinent for

example Cambodia, China, India, Japan, Korea, Malaysia, pakdistan, Philippine Islands, Thailand, and
Vieinam.

01 Black or African American
Drigins in any of the black racial groups of Africa

0O Native Hawaiian or Other Pacific islandér
Origins in any of the original peoples of Hawail, Guam, Samoa, or ofher Pacific Islands.

{1 White
Origins in any of the original peoples of Europe, the Widdie East, or North Africa.

Please complete the enfire forrn and refum {in:

e Phone Number

Address: City: Stafe: Zin:
_" ' ‘::.h ;: .-. e N . . _Dm@;qsg_pm

03/02 - TUS

£ 2008 TransACT Commumications, Inc.
865399



| Spanish

Bdmlkacnaud'ﬁzhnicity
Coquille School District s
informe sobre fa raza y origen éinico de los esiudianies
Nombre del estudiante: o Fecha en que se fflend el formulario;
Fecha de nacimisntor 0 Masculino O Femenino

Persona que llena oste formulario: 0 Padre de familiaftutor legal O Estudiante 0O Obo

{ a4 Secretaria de Educacion de Estados Unidos ha implementado nuevos estdndares para que los dislritos escolares
informen sobre la raza y origen &inico de los estudiantes. Sus respuestas a lo siguiente se mantendran esirictamente
confidenciales y los dafos se utilizaran dnicamente en conjunta. _

1. Es st hijo de origen émico hispanc, lafing o espahol: ‘ ) O s G Ne

inciuye personas de origen cubane, mexicano, puertorriquefio, sudamericana O Centroamencans u oira cuttura
L
espanola.

Si respdncﬁé “Si* a la pregunta i, también puede marcar una o mAs de las categorfas raciales de la pregunta 2. Si
respondié “No”, marque una o més de las siguienies categorias raciales.

5 Categordas raclales:

0 indio americano o Nativo de Alaska

Se origina de cualquiera de los grupos otiginales de personas de Norte, Centro y Sudamérdca quienes
manfienen una aifiacion con esas tribus o conexion con la comunidad.

0 Asidfico .
Sa origing en cualguiera da los grupos originales de personas del | ejano Oriente, Sudeste asiaiico o

¢} subcontinente indic, por ejemplo, Camboya, China, India, Japdn, Corea, Malasia, Pakistin,
Filipinas, Tallandia y Vienam.

Q Negro o afro americano )
Se prigina en cualquiera de los grupos raciales negros de Africa

00 Nativo de Hawal v ofra isla del Pacifico

Se prigina en cuzlquiers. de los grupos originales de personas de Hawai, Guam, Samaea u olras islas
det Pacffico. :

0 Blanco

Sé origina en cuslquiera de Jos grupos originales de personas de Eurcpa, Oriente Médio o
Norie de Affica.

Por favor liene el formulario completo Y devuélvaio a2

- Nombre: ___ : Himer de teléfonal
Direccibr: ) Ciudar: Estado: Cédigo postat:
@I08- TS © 2004 Transh CT Communicafions, Foc.

BES3D9
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collectad on behalf of

. Toquest of the Antherity. Please

Oregon Certificate of Immuﬂizaﬁon Status
Oregon Health Anthority,

QOregon law.requires proof of sromunnization be provided-or 25 exemption be signed priot fo-a
child's aftendsnce atschool, preschool, child cate of home day care.
the Oregon Health Anfhodty,
4 the Anthority or the Jocal public fealth department by the sehool ox children's fasility upon.

Tmmunization Program

This fnformation is being
moumization Program zod may bereleascd

fist iromumizations in the order they wers received.

Child's Last Name
Apellido

Pirst
Primer Nombre

WMiddle Initial
Segundo Nombre

Birthdale
Fecha de Nocimiento

Maziling Acdress City

Stale Zip Gode

Direccidn Chuedod Estado Codigo Postal

Bome Telephons MNomber

‘Parents’ or Cuardisns’ ‘Marnes-
7 Nianero de Teléfono

Nombre de los podres 0 grardian

" Dase 3
(mmlddiyy)

1 Pose 1
(men/ddfyy)

Vaccines

DiphtbﬁdachtanusfPermssis
(DTeF, Tdzp, Td)
Booster Dess Tdep |

Duose %
{ram/Sdlyy)

Dose 4
{rem/ddfyy)

Polio {IPV or OPV)

~nicrlla (Chickenpox) [VZV or VAR]
[ Check hero if child Bas bad chickenpox
Jisenss {roafddiyy)

Measles/Murmps/Rubella (MMR)
or

Miesles vaceine only

Mamps vaccine only

Rubella vaccins only

e

Heptitis B (Hep B)

Hepatitis A (Hep A)

Heemophiins Infinenzas Typo B (Hib)

(Only children less than 5 years)
1 cerfify that the above jnformation is

s

| 1 E -

um. acourate record of fhis child’s smmmmization history.

S o - For scheol/facility use only _l
Dato :
Update Signature 3 Sehool/facility Name )
1 Dafe
Updats Signatioe
P . Daie Student T Numbser

Update Signafmre . ]
Dato Chrade

*Pugent, guardian, cindent at least 15 years of age, medical provider or

pounty health department staff person may sign to verify vaccinations Conifnued On Reverse Side

received.




- .Oregon Certificate. of Irnmunization Status, Page %
Oregon Health Autherity, mmunization Program

Child’s Lagt Name ) Fast Middle Initial Birthdate
Apeliido ’ Primer Nombre Segundo Nombre Fecha de Nocimienio
@ Recommended Vaceines Desel | Dosel Dose 3 Dose 4 Dese 5
1.4 ' Pnenmococcal (PCV) -
& | (Oaly in children less than 5 years)
2
| Memingorsoeeal (MCV4, MPSV4)
o : .
) ’g Humsn Papiltoraa Vims (HE'Y) '
& | (9 yeams or older)
E Influenza (Flu)
02
[ | Other Vaccine
_Please specify: .
Orther Vacoine \
Plesse specify:
For medical exemptions: ] %‘Tﬁnm*ﬁﬁﬁlifgﬁmyﬁﬂm o e e ks o cretmizations, T
. < e xeo reeation regeading the benefits an fornunizations.
P‘msie : ub:ziii Jetter signed by  Hcensed ymdierstand fhat wey child way bo exclded from schost or ohild care attoadanos if there
physictan : & is 2 e Of tiscase fhat pould be provented by vacsine, Uhave attachod therequired |
» Child's neme - doouenent from (gheck onel:
= Birth date 3 Ahealth care practifioner

= Tist of vaccines confraindivated
» Appruzimate tme nofil condition resolves, i
applicable .
= Phyrician’s signatore and dato
"= Physician's contact information, incloding
phone pumber
“For bomimity Doowmentation {istry of discasear
poskive fiter): Please submit a Jetter sigpned by a
Hcensed physician stating:
»  Child’s name and birth dato
» Diagnnsie or lab report
* Physician’s signature and date

x Medical condifion that contramdicates vaceine

[1 "The vastins edueationsl modals spproved by the Oregon Health Aothority

Yandrrstand fhat [ may deckine ene or moro vacoiations formy child and request that iy,

| citd be exemnpted from the following required irpmizztions {checkall that applyh

3 Diphtherls/ Tetams/Perinssis 0" Hepafitis B
[ Polin O . Hepatitis A.
O- Vedeella . Hih
1 Messles/Momps/Rubelia
Sipantyre of Parent or Gnanfian Date

" | Optional:

1 ORE 433.267 shulos-that fiir duproontmey inchde tho reason for declintng the
mromizefion. Teemization is being declined bevause off
1 Religioos belief I3 Philosophical belief

0O Ofher

{ oortify fhat fhe sbove infopmation is ax accurate record of this child’s rmmrization history and sxemption status.

Sipnatnre
Drate
Update Signature
) Data
TUpdaie Sigpature
) Date
Update Signature
Date 53-05A (01/2014)
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How to claim a new nonmedical exemption to school/children’s facility
smmrnization requirements in-Ovegon, starting March 1,2014

1. Complete the required edncation from a health care practitioner or online vaccine education
modnde at www.healthoregon. org/vaccinecxempHon.

9. Geta Vaccine Bducation Certificate from the health.care practitioner or print a certificate
from the online vacoine education module. Torm the completed Vaccine Bducation:
Certificate info your child’s school ot clildcare with a conpleted Certificate of
Tramunization Status form.

3. (et a Certificate of Trarmmization Status from y@m-chﬂd;’s school or childeare, or at
www.1.nsa sovfOregonSchool, Fill out #he nonmedical exenyption portion of the Certificate
of Tmmmnization Statas, marking e yaocines for which you would Yike a nonmedical
exemption Tor your ehild. Tum the completed Cextificate.of Tmemnization Status mto your
child’s séhool or childcare with the completed- Vaccme Bdncation Certificate.

Helipfnl kints for claiming 2 ponmedical exemption:

» Some health care practitioners may not provide the Vaccine Fdncation Certificate.
Check withryour hezlth care practitioner fiest.

e Ifyon have multiple chitdren for-whom you'd like a nonmedical exemption, you need a
Vaceine Hducation Certificate for each-child.

« Kesp a copy of the Vaccine Education Certificate for your owil records.

o The date on-the Vaccine Edncation-Certificate and Certificals of Tmmumization Status
st be within 12 months of the date you entoll-yout child in schoot or childcare.

« Listing a vaccination history for yotur child does not affect your right fo & ponmedical

exemption. We enconrageyou 10 document any vaccinations your child has received 80
that their medical history is as complete as possible.

Allof us have. a stake in miking sure that children stay healthy and avoid illness.
In Oregon, all children attending school or childcare are required io have certain
' o munizaiions or-am appropriate-medical o nonmedical exemption.

Some people cannot be vaccinated because of medical conditions—md exposure-to a
yaccine-preventable disease could be fatal to them. If your child has been exposed 1o a
disease, intentionally or net, keep them home at the first sign of illness.

Responsibilities: Actively choosing not to immunize your child is a parent'sright; however,
it carvies with it a significarnt respo ibility: not exposing others o communicable disease.
Rights: No one condeny @ parent the right 1o claim anonmedical exer@tiom If you were

told that you cannot claim a nonmedical exemption, please report it io'the Oregon
| TImymunization Program at 971-673-0300. '




Documentation for
Nonmedical Exemptions to Immunization Requirenments

VACCINE EDUCATION CERTIFICATE.
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