THE YMCA OF KLAMATH FALLS

" Fairview Site
1017 Donald Street

Klamath Falls OR 97601
A

the

541-887-2512
wwnw . kfallsymea.org

YMCA INFANT/TODDLER Registration 2025-2026

Today's Date
Start Date

¥ Member_ Community__

Both sides of this form are to be completed by a legal parent or guardian.

Name of Child DOE Age
Child Lives With: Both Parents _ Mother  Father Other
Parent/Guardian #1 DoB

Address City & Zip Code

Cell Phone Work Phone

Email Employer

Employer Address

Parent/Guardian #2 DOB
Address City & Zip Code

Cell Phone Work Phone

Email Employer

Employer Address

Emergency Contact and people authorized to pick up child

Name Relationship
Name Relationship
Name Relationship

A $25.00 registration fee applies to all programs. Due at time of registration

INFANT/TODDLER
6 WEEKS TO THROUGH 30 MONTHS
7:30 am-5:30 pm
Monday-Friday

¥ Member 51,150 Community 51,400

Prices subject to change withaut notice




Preferred Language in the home

Mame of Family Physician Fhone
Marme of Dentist/Orthodontist Phone
Medical Insurance Carrier Policy or Group #

Special Arrangements we need to be aware of [visitation, etc.)

Allergies
Dietary allergies

AGREEMENTS AND RELEASE - Please read & initial each numbered statement.

i

10,

11.

12.

13.

14.

15,

____My child has permission to participate in The YMCA of Klamath Falls Preschoo and Childcare daily
activities, including walking field trips, religious or cultural events such as activities related to holldays.
“TODDLER QMLY™

___lunderstand that tuition must be auto drafted. You can choose the 17, 5', 10™ or 15" of the month
to draft. A $25.00 returned payment fee will be applied if draft falls. I payment is not processed by the
15%, suspension fram the program may occur if payment in full is not made by the 155 of the current
manth,

Mo credit will be given for sick or missed days. \We cannol trade days, in arder to make up for "lost”
time.

___lunderstand that | must submit a teo-week writben notice to withdraw my child froem this program. |
am respansibbe for all fees accrued in this two-week time period.

___lunderstand that | must provide, formula, jarred baby food, diapers, and wipes,

___lunderstand that according to state law, the Y8ACA s required to report suspected child abuse.
___lunderstand The YMCA of Klamath Falls programs are not covered by medical, dental, or accident
insurance. Each participant mist furnish hisfher own coverage,

___In case of sickness or accident, if unable Lo communicate with me, | hereby authorize the YMCA to
sicure the transportation and medical attention required far my child at my expense,

___To the best of my knowledge, my child is free of potential health problems that might restrict hisfher
participation. | agree to notify the YMOA immediately If my child is exposed to any communicable
disease.

___lunderstand that the YMCOA staff and volunteers are not allowed 1o ransport o babnsit my childeen
at any e outside of thie YMCA programs,

___1give my permission for YMCA staff to apply sunscreen to my child prior bo going outside, “TODDLER
ONLY™

___hereby grant The YMCA of Elamath Falls the rght ta ute pictures/photographs/videos of my child for
display or advertising specifically for Y8CA programs.

___I have viewed, understand and agree to abide by the policies outlined in the YMCA Parent Handbook
& KFallsyYmca.org

____lunderstand that my child needs to ke picked up at the end of the day by 5:30. If | cannot be there by
5:30 pm, | understand that | must contact the office with alternative arrangements. A late pick-up fee of
520.00 will be charged for every 15 minutes, starting at 5:31 pm.

| have viewed the Certificate of Approval from the Office of Childcare located on the parent boards
throughowt the ehildeare Tacility,

16, ___ No refunds or credit will be given for unforeseen closures due to weather, illness, et

signature of Parent/Guardian Date




OMER Roster Number
Child and Adult Care Food Program CHILD ENROLLMENT FORM
Child Care Centers/Head Start Programs

The YMCA of Klamath Falls
CACFP Sponsor Name/Site Name

TO BE COMPLETED BY PARENT/GUARDIAN ONLY

The CACFP reimburses centers for serving nutritious, well-balanced meals and snacks to children in care.
Complete the following chart for all children in care. Sign, date, and return 1o the center, Use additional forms, a3 needed.
Parents/guardians of all infants must complete the Infant Formula Selection section

Mormal Hours in Care
Emder the time | Enler the time

Children's Names your child your child Normal Meals and Normal Days in Care
| usually arfves | usually leaves
eachday. | eachday.
Mormal Meals While In Care
Liasd: Breakfast AM Snack Lunch PMW Snack Supper Eve Snack
| = . E O 8 8 0 0O
Time Tirme Normal Days of the Week in Attendance
First Mon Tue Wed Thu Fi Sal  Sun

Normal Meals Whils In Cara

Lasi Breakfast AM Snack Lunch PM Snack Supper Eve Snack
B S ) O == S |
Time Tirma Mormal Days of the Week in Attendance
First Mon Tue Wed Thu Fri Sat  Sun
i EAM| |F-"M DAME PK
Hormal Meals While In Care
Last Breakfast AM Spack Lumch PM Snack Supper Eve Snack
. _ 1 ) (O 1 SO A 1 O
Time Time Mormal Days of the Week in Attendance
Firsd Mon Tue Wed Thu Fr Sat Sun
n AR n =T n YT E PM
—
MNormal Meals While In Care
Last Breakfast AM Snack Lunch PM Snack Supper Eve Snack
Bl B B O B O
Time Time Mormal Days of the Week in Attendance
Firat Mon Twe Wed Thu Fr Sal  Sun
OamJem | [Jam[JPM 8 A A o Al
Parent'Guardian Print Mamea: Date

FarentGuardian Signature:

INFANT FORMULA SELECTION: Complete if any child listed above s an Iinfant under one year of age
This canter provides (list brand) iron fortified infant farmula.

Check one: ] | accept the center provided formula
[ | decline the canter provided formiula
| understand that by declining the cenber provided formula, | agree fo provide breast milk or formula for my child,
It 1 provide formula it must be on the approved formula fist for the canber to ba reimbursead for the meal

| The parent’guardian signing tis form certifies that the enrolimen information is correct, [ information has

rmwm' ) uhangal:l ﬂm parent.fguarm:n ha: writlen lhl appm-pﬁm changas on the form and initialed the change.
Firsl Updale Dafe
Second Lipdate Dafe
Third Lipdale Dafa
Founth Uipdate Date

This institution is an equal spporunily provider,
Child Frrnlmant Farm = Canbers



Dear ParentGuardian:

This latier ks intended fos parents of guardians af children anrolled &l a child cate canter. The YMCA of Klamath Falls offers
healthymeals o all enrclled children as par of our participation in the U.3, Departmentof Agricultune™s (USDA) Child and Adul
Care Food Program (CACFP)L The CACFP provides relmbursements for healthy meals and snacks served 1o children enrolied
in child care. Pleasa halp us comply with e requirements of the CACFF by completing the atsched Confidental bhaome
51ﬂiull'h¢ﬂ!. In addibon, by filling cut this form, we will be able ko determing if your child{ren) qualifes for free or reduced price
maeals.

10.

I:m I need to ﬁl'l uul a ::urﬁdml:hr lr'n:n:m- Euhmrntfw “l:h-:l' my children In d-l!l' cu-? Eu-nplﬂt and whm\mn

cannak apnm'm a I'-u-rm mt Is nnt mmplma sn bﬂuuru i raad tha Inumu:unnn mmlully.I nr.l il uul Al raqulrud Ina'dm
Return the completed form to: The YMCA of Klamath Falls, 1017 Donald Street, Klamath Falls, OR 97601,

Who B elighle for free mesk withoul providing income information?  Children in households geling Supplemental Mulriton
Assislance Program (SMNAR), Temporary Assistance for Heedy Families (TANF), or Food Distribu$en Program on Indian
Reservations (FOPIR) are eligible forfree meals. Foster children and childran anrolled in Head Sfart basad on income ae
alzo edigibla for free meals. Children (n housaholds participating In WIC may be aligibbe for fres meals.

Who can get reduced price meals? Your chiidren can ged low-cost meals F your household income ks vwilhin he reduced pace i on he
Foderal income Guidelines shon ontis applicalon. Childen in houssholds parkcoaling in WG iy be gl for reduced price maaks

May | fill aut & ferm i someons i my household is not a U.5. efizen? Yes. You of yaurehildran do nat have tb be US.
citizens 1o qualify for meal banefits offered at the canter or the day care homae,

Who should | include as members of my household? You must include all peaple in your househald (such as
grandparents, ather relatives, or friends who live with you) who shares income and expenses. You mustinclude yourself and
all children who live with you. You alss may Indiede fostar children who live with you.

How do | report income information and changes in employment status? The income you report mustbe the olal gross
incomae Eistad by source for each household member recaived lastmonth, B last month's income does not accurataly refled
YOUr circumsiances, you may provide & projecion of your monthlyincome. W no significantchange has occumed, you may
usa last month's income as a basisio make his projection, If your househseld's incorme is equal 1o of less than the amounis
indicatad for your household's size on the afached Federal Income Guidelnes, the family day care home or center will recehe
a higher lavel of redémbursemant. Once propery approved for free or reduced price banafits, whether through income o
providing a curmanl SNAP, TANFE, FOPIR case number, you will rermain eligible for those benefits for a period nol lo excend
12 months, You should, kowever, nobify us if you or someone in your househokd becomes unemployed and he loss of income
during the pedod of unamployment causes your household income o be within the eligibility guidelines,

What if my income is not always the sameT List e amount that you nomally eam. For example, i you normally sam
$1000 ¢ach month, but you missed somework last month and only eamaed $500, put down that you eam $1000 par month,
H you normally eam overtime, incleds it but not If you only aam 1 somalimeas.

What if | have foster child[ran}? Fosler childran that are undar Be legal responsibility of a foster care agency or court am
aligible for free meals. Any foster child in the howsehold i alkgible for free meals regardiess of income, Households may
include foster children on the confidential income Statement, bul are not required o include payments recaived Tor fa fostor
child ag income, Househodds wishing 1o apply for such benafits for faster children should contact The YMCA of Klamath
Falls, 1017 Donald Street, Klamath Falls, OR 37801,

We are in the military; do we include cur housing and supplamantal allesances as incoma? I your housing |s pert of
the Military Houséng Privatization Initiative and you recalve the Famlily Subsistence Supplemental Allowance, da nod include
thise allowances 4s intom e, Alsa, in regard 1o deployed sendste members, only that padion of a deployed service mamber's
income made available by them cron fwir behalf o $he household will be cownled as income o Se househobd. Combat Pay,
including Daplayment Exension incentive Pay [DEIP) Is alse excluded and will not be counted as incomea o the household,
Al other allowances must be Incleded in your gross ncome,

Ceniers charging for meals only (Pricing programs only), Will the information | provide be verifled? Maybe. We may
agk you o sand writen proof o vedily tae inform ation you submitied on the form. What if | disagrees with the decksbon about
the [nformation | complete on this farm? You should talk o your sponsoring ofganization, You may ask for a heating by
calling of witing 1o; WSDA (S03)88T-2512.

In the aperation of ehild feading programs, no persan will be discrim inated against becauseof race, eolor, national ongin, sax, age
or disability,

If you have other quastions or need help, call 541.887.2542,
Sincaraly,

Tha YaECA of Klamakh Falls

This insStution is an equal epparunity provider.

Lamar o Household



OMER Roster Number
2025-2026 CONFIDENTIAL INCOME STATEMENT = Child Care Centers/Family Day Care Providers
INETRUCTIONS:
e |f your housahobd recelved SMAP, TANF of FOPIR, complets pans 1-3, and 5 parl B = oplional,
= I you donet recaive thase benafits and your Income is balgw the guidelines [back) complels parts 1, 2, 4, and 5 part B is opional,
I you are applying for a FOSTER CHILD anly, complete parts 1, 2, and 5: part 6 is opSonal,
Any income feids left blank will be counfed as reros. Please be careful that you meant fo leave income Selds blank.

Ell HOUSEHOLD INFORMATION
Print name of parson completing Bis application {Last name, First nama)

Hame Phone or Call Phone [Circle One)

Har Prnt Wark Phone
Mailing Address - Ap1# =% Mumber living In this household
{WWrite namas of all househald members
City State Zip on part 2 andior paet 4 of this fo
N CHILD INFORMATION - (Names of Your Chiidren are) Chesck if Foster Child
Child's Marme (Legal Last name, First nama) Birth Date Aga {nlaced by weltare agency or
court) If enly baster care
) child{mn] s | nstructions abre
; — a
2. Q
3. a
ﬂ PUBLIC BEMNEFITS Indicate which benefits your household currently receives, and list case number, if any:
Hama: Case Humber

O SHNAP {Supplemental Nutsition Assistance Pragram] (Ovegen Trad Cavd numbar nof accepiabh)
O TANF [Temparary Assistance o Meedy Familles) [ Employmond Rolalod Day Care does mol gualiy)
O FoRR [Food Distribution on indian Reservations)

3 MONTHLY INCOME - if not monthly, see back for conversions
Calumn 1 Column 2 Column 3 Cobumn 4 Column & Column &

Ulll-ﬂhﬂlﬂllhﬂ'lﬂ mpmbars, incloding MONTHLY MONTHLY CHILD MONTHLY OTHER MOMTHLY  Chech il
children not attending schod, and incoma.  INCOME SUPPORT, PENSIONS, COME -Inchudin Mo
Do notinclude children listed in parl 2, (Tolal earmings & WELFARE, S0OCIAL SEC., unomploymen| an nooms
unioss they recelve regular incoms wages balora ALBIONY RETIREMEMT, 381, workers comg.
{Last nama, firsd name) deductons) RECENED WA

1 a

2 _— g

3 a

4. a

5. ]

6. 3

[ 0

[l SIGNATURE, DATE and Las! four numbers of SOCIAL SECURITY NUMBER (Adult must sign)

I cenify that all Informaticn om this form is rue and that all income is repomed, | understand thal e canber aor day care home will get
Fadaral funds based on the information | give. | understand that CACFP officials may verily the informatan, | undarstand that if |
purposely give false information, the paricipant receiving meals may lose the meal benefits. and | may be prosecuted.

Signature Ihhra'-d

of Bdull Household Mambar Soctal Security Numbar 11 do not have a
[Ses prvacy stalement on back) Social Security
X Mo thid myfysar A0 = Muam bsar.

e e —— —

“ RACIAL OR ETHNIC GROUP (OPTIOMNAL)
E Hispanic or Lating 1 Askan 1 Black ar African American

O Mot Hispanic or Lating O Amencan indian & Alaskan Matve ) White
[] Mative Hawadian ar Other Pacific Istander O Othar
SPOMS0R USE OMLY - DO HOT WRITE BELOW THIS LIMNE
Total Incoama: Humbsar in Hewsehold |
Centars EDCH

Eligibility : OFree DReduced Price OAbove Scale OTier 1 OTiar 2
Eligitility based on: OSMAP OTANMF O FDPIR OHousehold income O Foster Child
Molas:
Detarmining Oificlal’s Signatere
Daile
Second Chock Signature: Date

Fasm 581-37180-P (Rev. 624) Page 1 of 2



DETERMINING MONTHLY INCOME FOR EARNINGS & WAGES

Maonthly Income for all household members must be reported in Secton 4 of this apphcabion. Income means any maney regularty
recalved Trom work, child support, alimony, pensions, reliraments, social security or any other sourcs, Exclude studentscho ol lsans.
Money received fram a business or farm cwnad by you should be reporied as “netincomae®. Nef Income s defned as the lofal incorme
ol after Business and farm oparating expansas are siblacted from gross receipls.

Hamalsss, migrant and runaway youth are categorically aligible far free meals,
Household membaers who are npl pakd manthly should change samings inte moenthly inceme by doing the following:

Household mambers who are pald gvary week: Muliply total marnings and wages for ane pay parod. before deductions, by 52,
Than divide by 12. The resulting amount s the totad monthly Income.

Househald members who are paid every 2 weeks: MulSply iotal samings and wages for one pay pedod, belore deductions, by 26,
Then divide by 12. The resuling amount is the otal menthly income,

Household members who are paid twice a month: Mulply iotal earnings and wages for one pay pariod, before deductions, by 24
than divide by 12, The resul®ng amount k= the todal moniby income,

Household members who are geasonal workers of work less than 12 menths: Project annual rale of income o accurabeky
represent actual circumstances then divide by 12, The resulSng amount is tha projacted monthly incema.

FEDERAL INCOME GUIDELINES
Passcipants may qualify at least for reduced price meals i yaur household income Talls within the limits of this char,

Reduced Price Meals
: Twdce Per Evary Two
Household Size Annual Manthly b WE’“ : Weekly
- 78,953 2,413 1,207 1.114 557
= 30,128 3,261 1.631 1.505 753
3 49,303 4,108 2 055 1,897 949
- 509 4ATE 4,957 2473 288 1,144
= e 25 X i) 150
& 79,828 8,653 3,397 3,071 538
- 90,003 7,501 3,751 3,462 1,731
5 100,178 8,340 4,175 3.853 1,827
For each additional family 10,175 48 474 302 196
mamber add

PRIVACY STATEMENT - SOCIAL SECURITY NUMBERS and OTHER INFORMATION

The Richard B, Russell National Schaod Lunch Act requings the information on this applicaion, You do not have 1o give the in formation
but if you do not, we cannot approve your child for free or reduced price meals. You must incude the last 4 digits of th e social security
num berof fe adull household mambear who signs the applicabiion. The [as14 digits of the sodial sécunty numbad s ol requir &d when
you apply on bahall of a foster child or you list a Supplemental Mulriien Assistance Program (SMAFP), Tem porary Assistancg for Neady
Families (TANF) Program case number or Food Distribution Program on Indian Reservations (FOPIR) idenifier for your child or when
you indicate that the adult hausehaold membear signing the applicaton doas nol have a sacial sacur by nudnBer. We will use your
information o determine if your child is eligible for fres or reduced price meals and for administration and enforcement of B lunch and
breakfasi programs. We may share your aligibility inform ation with education, health, and nutrition programs 1o halp shem avaluate,
fund, or datarmine banefits for thalr programs; swditors for program reviews; and law enforcem ant officlals o halp them look inte
violations of program rules. We may share the information on this form with Medicaid, unless you el us nod bo, The information, il
disclosad, will oaly be used 1o idengfy eligitle participants and seek 1o enroll them in Medicaid

HOMN-DISCRIMINATION STATEMENT

In accordance with federal civil aghts law and LS. Departmant of Agriculture (LS0A} clvil ights regulations and policies, this instiution
Is prohibited from discriminating on the basis of race, color, nasonal origin, sex including gender identity and sexual orentation],
dizability, age, or reprisal or rataliation for prior civil nghts activity. Program informagon may ba m ade availabla in languages othar than
English. Persons with disabilites wha reguire alternati+e means of communication to obtain program information (e.g., Braill a, large
print, audictape, American Sign Languags), should contact the responsible stabe or local agency tal adminishers e program of
USDA's TARGET Canler al (202) 720-2800 [voice and TTY) or contact USDA through the Federal Relay Service ai (BOD) 877 -8339,Ta
file & pregram discrimination complaind, & Emplamnnt ummld mmpleha Furrn A -HEIE? usoa F"mgmm l:lln:-rlmlnﬂﬂnn Complaint
Form which can be obtained online at hg A T { pafi=cormplaint. fram any USDA
olfice, by calling (B68) 632-9992, or by writing :I I'ﬂtlr lddmum ba UED#-. Tha H'Elr mull contain h-mnlahmr: narm e, address,
tedephone num ber, and a written du:al;ﬂpim of e alleged discriminaory aclion in sufficient detall to inform the Assistant Secretary for
Civil Rights (ASCR) about the nature and date of an allagad civil rights violation. The completed AD-3027T form or letier must ba
submitad o USDA by 1. mall: LS. Depariment of Agricublene Office of the Assistant Secratary for Civil Rights 1400 independenca
Avenua, SW Washinglon, D.C, 20250-8410; or faoc: (B33) 256-1660 or (202} 690-7442, or emall program ininkeiEugda gov. This

inslituSon is an equal opporunity provider.
Fefim S81-37 186-P (Rav. 8724) Page 2 of 2 [Centers)



YMCA Individual Plan of Care for a Child
With Special Health Care Needs or Disabilities

Child’s Mame Dateof Birth _ [/ /_

An individual plan of care is necessary when a child has a special health care need or

disability, and it is nacessary that special care be taken or provided while the child is at the
childcare program.

Special health care need or disability:

Special care needad:

Other relavant information:

Signature(s) of the Parent(s): Date Signed:
! i
| S |

4144-300-0040-(4)(h) requires any chronic health problems the child has, including
allergies.



Name: Membership #:

AUTO-DRAFT AUTHORIZATION FORM FOR CHILDCARE ONLY

THE YMCA OF KLAMATH FALLS
*READ AND INITIAL EACH SECTION BEFORE SIGNING*

| authorize my financlal institution to honar pre-autharized autwdrah: by The YMCA of Klamath Falls on my account for my
Childcare payments. It is understood that my As it il 0 {17 b , otice, When my
financial institution honors the draft by charging my .a-::cnunl; su::h draﬂ_i tnns»'tltute vy re-ceupt fﬂl payment

understand that the d " CEC : ;
Ih!_ﬂﬂﬂ!ﬂl_hﬂﬂ_ﬂ]ﬂ_ﬂﬂh._‘ﬁnﬂln notice may hu given in l:he f-nrrn uf an Er'rhiﬂ ar Irl.‘l:er If at any time the-re Is
ta be a change or cancellation of payment plan, written notice is to be submitted to The YMCA of Klamath Falls at Faindew,
ar emailid to the Billing Director one (1) calendar week prior to the day of the next auto-draft. Failure to do so will make the

subsequent dmﬂlﬁﬂm
| must choose either the 1st, 5th, 10th, or 15th to be draft and this will continee until my acoount i5 at a 50,00 balance or

written notice is given, [Some banking institutions will run a pre-note trial on the first of the month in the amount of 500,00

ta varify that all the banking information is correct.}
| agrea that if my auto-draft from a checking, savings or credit card account is returned wunpald, for amy reason, the YRICA

will automatically redraft the account for the balance due and also apply a $25.00 returned bank draft fee. Your signature
below is your agreement to these terms,
If the YMCA initlates an erroneous entry to my account, | shall have the right to a refund by dheck within 30 calendar days
following notification and proof of error,

|Changes or cancellations must by in writing.

& voided check from my checking account, complete savings account information with both the routing number and
{account number, or credit card account Information ks required to complete all auto-draft applications.

PREFERRED DATE OF AUTO-DRAFT (Please circle date here.) 1st 5th 10th 15th
Monthly DRAFT AMOUNT will be current monthly cost of childcare program.

5 _Beginning Date

By signing here, | agree to all of the above conditions and terms.
Signature of Account Holder Date

Attach voided check here

OR

Write complete checking or savings account information below.
Checking routing # Account #

Savings routing # Account #

OR

Write complete credit/debit card account information below.

Visa, MC, Etc. Card # Exp
Security code from back of card

Exact name on card




Infant and Toddler Additional Enrollment Information j*

This form should be used in addifion to the Child Enrellment Form (PR-0185) w i
[ Chi's Nome Mickname Birthdate Current oge
Mame of Parentis) Date filled out by parent
Individual Interests

Does your chid say any words? What do thay meon?

‘What ane child's fovadrta garmes, faye and 1hgs ba do?

Any mformation fhat might be importont o= halphd fo coregaers?

Ay pats inyour homa? F yes. fype of petis?

Typical Daily Schedule Sleep
00 Arry special sleaping routines?
B0
500 Does your Ecby e to be rocked?
Kx00
00 Is ywour baby afveays put on hafher bock te sleep
(1200
120 Whan does your bolby usualy deep?
200
300 How kong 15 o Typical seep period?
400
=00

Liquids Foods
O Cup OBottle OParent crvsite What does your child eal?

Mille [ Formua [JWhele Milk [Skim [0 Brecst O BabyFood [ TablefFinger Foods
Dm Types! furmount:
Brond:
Type [OPowder [JReody tofeed
Temperghure [ Heated [Reom Termp [ Cool
Amount!/Serving Size
M Dol Dok OPheopol
Ary other bouids?
Amount_____ Fregquency.___

Cragon Dapartrrant of Eorly Learning ond Core + Child Cone Licensing Division - www oregon govideic - FR-0084 rdded






