THE YMCA OF KLAMATH FALLS

]
' Fairview Site Today's Date
1017 Donald Street Start Date
th e Klamath Falls OR 97601
541-887-2512 ¥ Member_ Community__
f www . kfallsymca.org

YMCA PRESCHOOL Registration 2025-2026

Barth fided of this form are to be completed By @ legal parent or guardian.

Mame of Child DOB 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
Mame Relationship Phone
Name Relationship Phone
Name Relationship Phone

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

PRESCHOOL FULL DAY 7:00 am-5:30 pm PRESCHOOL HALF DAY 7:00 am-1:00 pm

¥ Member Community ¥ Member Community
__ Monday-Friday $930 $1,020 __Monday-Friday 5585 S642
__ Mon/Wed/Fri 5605 5665 —_ Mon/Wed/Fri S405 §575
__Tues/Thurs 5405 5460 __Tues/Thurs $260 290

Prices subject 1o change without motice




Preferred Language in the home

Mame of Family Physician Phone
Mame of Dentist/Orthodontist Phong
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,

1

10,

11,
12

13.

14.
15.

16.

17

My child has permission to participate in The YMCA of Klamath Falls Preschool and Childcare daily
activities, including walking field trips, religicus or cultwral events, such as activities related to holidays.
__lunderstand that tuition must be auto drafted. You can choose the 19, 8 107 or 15" of the maath
o draft, A $25.00 returned payment fee will be applied If draft falls. If payment Is not processed by the
15", suspension from the program may ocour if payment in full is not made by the 15% of the current
manth.

___No credit will be ghven for sick or missed days, We cannot trade days in arder to make up for “lost”
time.

__lunderstand that | must submit & two-wiek written notice to withdraw my child from this program. |
am responsible for all fees accrued in this two-week time period.

_lunderstand that according 1o state law, the YMCA is required to report suspected child abuse,

___l g permission to the YMCA for my child to go on supervised field trips in YRACA vehicles, Parents
will be notified of anything that requires us to leave YMCA property,

___lunderstand The YMCA of Klamath Falls programs are not covered by medical, dental, oF accident
insurance. Each participant must furnish his/her own coverage,

__Incase of sickness or accident, if unable to communicate with me, | hereby authorize the YMCA to
secure the iranspodtation and medical Sttention required for my child at my expense.

___To the best of my knowledge, my child is free of potential health problems that might restrict his/her
participation. | agree Lo notify the YMCA immediately if my child is exposed to any communicable
disease,

__lunderstand that the YMCA staff and volunteers are not allowed to transport or babysit my childeen
ot any time gutside of the YMOCA programs.

__V give my permission for YMCA staff to apply sunscreen ta my child prior to going outside,

Mt my child attends YMCA extracurricular activities (i.e., dance, swimming, yoga, Zumba, fitness-related
classes, sports, soccer, volleyball, etc.), | give permission for the YMCA staff to sign my child in/out of their
class. | understand that my child will be in a class not run by the Childcare Program and will not be under
the Childcare Division Licensing Rules, | understand that during the time my child is signed out of the
Childcare Prograrm, hefshe is under the rules and reguiations set forth by The YMCA of Klamath Falls. all
YMCA staff have undergone background checks.

___Ihereby grant The YMCA of Klamath Falls the right to use pictures/photographs/videos of my child for
display or advertising specifically for YMCA programs.

U have viewed, understand and agree to abide by the policies outlined in the YMCA Parent Handbook,
__lunderstand that my child needs to be picked up at the end of the day by 530, IT 1 cannot be there by
5:30 prm, | 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.

___I have viewed the Certificate of Approval from the Office of Childcare located on the parent boards
throughout the facility.

Mo refunds or credit will be given for unforeseen closures due to weather, llmess, etc.

signature of Parent/Guardian Date




OMER Roster Number

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

Th

f

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 afl children in care. Sign, date, and return to the center. Lise additional forms, as needed.
Parents/guardians of all infants must complete the Infant Formula Selection section

Mormal Hours in Care
Endar tha time | Ender the tima

Children's Names vourchild | your child Normal Meals and Normal Days in Care
| usually amives | usualy leaves
| eachday. each day.
| { Mormal Meals While In Care
Last: | Breakfast AM Snack Lunch PM Snack Supper Eve Snack
8 0O @ B O O
Tirmne Tirne Normal Days of the Week in Altendance
First Mon Tue Wed Thu Fri  Sal Sun
AN L] PM AM L] PM
Hormal Meals Whila In Care
Las Breakfasi AM Snack Lunch PM Snack Supper Eve Snack
_ | _ 0 B @& B 0 o
Time Time Maormal Days of the Week in Attendance
Firsl Man Tue Wed Thu Fri Sat Sun
EAM D M EAM D PM
Mormal Meals While In Care
Last Breakfast AM Snack Lunch PM Snack Supper Eve Snack
O O O o g g
Time Time Normal Days of the Week in Attendance
First Mon Tue Wed Thu Fr Sal Sun
— AN LY PR AN LY P
Mormal Meals While In Care
Last Breakfast AM Snack Lunch PM Snack Supper Eve Snack
_ _ ' U O
Tima Tima Mormal Days of the Week in Attendance
First Moow Tuwe Wed Thu Frid  Sal  Sun
Dampem | ClAM ] PM | S O 5 A e A O
Parent'Guardian Print Name: Data

Parent/Guardian Signature:

This center provides

INFANT FORMULA SELECTION: Complete if any child listed above is an infant under ane year of age

(lig1 beand) iron fortfied infant formuta

Check one

[ | accept the center provided formula

[ | decline the center provided kamika
| urebgrstand that by declining the canter provided formula, | agree fo provide breast mik or formula for my child,
If | prowide formiula € must be on the approved forrmuta list for the center bo be reimbursad for the meal

——

| The parent/guardian signing this farm cenifies that the enrallment information is correct. If information has

(annual at a miﬁl‘ﬂ?ﬂm} ﬂ"""ﬂ‘ﬂ 'M' Dﬂr!ﬂﬂ!il'-lﬂl'dﬁﬂ hﬂi ﬂmﬂnﬂapwnmaiu changes on the form and initialed the change.
First Lipdate Date

Sacond Update ParentGuardian Sigrature Dafe =

Third Lipdate Parent/Guardian Signature Date

Fourth Lipdade N ParentGuardian Signature Crate

This institution is an equal opperunity provider.

Child Frrnmaent Fnom — Caniprs



Dear ParantGuardian:

This letter is intended for parents or guardians of children enrolled at a child care cantar. The YMCA of Klamath Falls offes
haxablhy meals o all enrolled children as pant of our panicipation in the U.5. Departmeant of Agricultene’s (UWSDA]) Child and Adult
Care Food Program (CACFPL. The CACFP provides reimbursemants far healthy meals and snacks served 1o children enrolled
in child care. Please help us comply with the requirements of the CACFP by completing the attached Confidensal income
Statement In additon, by filling aut this form, we will be able i determine if your child{ren) guali®es for ree of reduced price
meaks.

14.

l:lu | need to Tl out a Cuﬂmﬂll lmm-l El.'-llll'l'lll'l:fll' nl:h-nl' my Ehl-hiln in d-qr cara’? 'Cﬂd'ﬂl}h’lﬂ and auhrnimu

I::Eﬂl'rnt appmlma f-u-m\ mat 45 nm mm m 5um o mead tha In-,-.u'u-t.-hnns ﬂl‘ﬂl’ullj nﬂ T:]I .:m1 ||.1| mqu |r1l|;|.at|u1
Return the completed form to: The YMCA of Klamath Falls, 1017 Donald Street, Klamath Falls, OR 97601.

Who & elighle for free meak without providing income informaion?  Childnen i households gefing  Supplemental Nutrition
Agsistance Program (SNAP), Temporary Assistance for Mesdy Families (TAMF), or Food Destribusion Program on indian
Feservations (FOPIR) are eligible for free meals, Foster ehildran and children enralled in Head Start based on income ane

alzo aliglible for free meals, Children in households participating in WIC may be aligible for free meals.

Who can get reduced price meals? Your dhidren can get ow-cost masals f your housshold income & witin Fe niduced pécs bmits on he
Federal Income Guidelines shown onthis applcaton, Chidrmn in househokds paricpating in WIC many boe ebgiths for reduced price maals.

May [ fill out aform if someone in my household is not a U.S. cilizen? Yes. You or your children do not have to ba U5,
citizéns 1o gualify for meal benefits offered at the canter or the day care home,

Who should | include as members of my household? You must incdlede all people in your househald (such as
grandparents, othar ralatvas, or friends who lee with you) who shares income and expanses_ You mustinclude yoursall and
a¥l children whi lve with you, You alse may inchude Toster children wha live with you,

How do | report income Infermaticn and changes In employment status? The income you report mustbe the otal gross
incoma listed by sounce faf each household mambes receivad lasimanth. ¥ lasl moaly'sincome does notacourately refled
your clfcumsiances, you may provide a projection of yous manthlyincomea. B no significant change has occurmd, you may
use lasi month's income as a basis o make this projection. I your househeld's income is equal o or bess than the amounis
indicatad for yaur household's size on the atached Faderal Income Guidelnes, the family day care home oF eenies will feosas
a highar leval of reimbursement Once properly approved for fres of reduced price benefits, whether throwgh income or
providing @ currend SNAP, TANF, FOPIR case number, you will mmain eligible for those benefits for a pariod not o exceed
12 menths, You showld, however, nolify us if you or semesns in your housshokd becomes unempleyed and the loss of income
during the parod of unemployment causes your housahold Income to be within e aligibility guidalines,

What ¥ my income I8 not alwvays the sama? List e amount that you nommally eam. For example, if you nommally eam
21000 aach month, but you missed some work |ast month and only eamed $300, put down that you eam 51000 per month,
if you normally earn overime, inchude i, but not if you only sarm | semetimes,

What if | have fester ehildran)? Foster childran that are under the begal responsibllity of a fester cane Bgensy of court am
aligible for free meals, Any fosier child in the household is aligitde for free meals regardiess ol income, Housaholds may
inchude foster childnan on the confidential Income Statement. butare not required ko include paymenis received for the foster
child &5 incoema. Households wishing 1o apply for such banalits for foster children should contact The YMCA of Klamath
Falts, 1017 Donald Street, Klamath Falls, OR 97601,

We are in the milltary; do we include cur housing and supplermental allowances as incomeT If your housing s pan ol
e Miditary Housing Privatization initiative and you receive the Family Subsistence Supplemental Allowance, do ol include
these allowances as income, Also, inregard o deployed sarvice members, anly that parion of a deployed sarvice mem bar's
intoma made avallable by tham or on their bahall o the housahold will be counted as Incoma to the househodd. Combal Pay,
including Deployment Extension Incentve Pay (DEIF) is also exchuded and will not be counted as incame jo the household,
All other allowances must be incleded in your gross income,

Centers charging for meals only (Pricing programs only), Will the information | provide be verified? Maybe, We may
askyou osand written proof io vesily tha information you submifed on the form. What if | disagree with the decision about
the infarmation | complete on this form? You should ik io your sponsoring organization. You may ask for a hoaring by
calling or writing fo: USDA (503)887-25112.

Ir ‘H"l_! ﬂggEHHﬂr‘l af child feading programs, no person will ba discrim nated against becavseof race, color, national cigin, sax, age
or disability.

If you have aother quesSons or nead help, call 541-887-2512.
Simeeraly,

The YMCA of Klamath Falls

This institution s an aqual opporunity provides.

Lesier o Household



OMER Roster Mumber
2025-2026 CONFIDENTIAL INCOME STATEMENT - Child Care Centers/Family Day Care Providers

INSTRUCTHOINS:
e [ your househobd recalved SMAF, TANF or FOPIRL complels pars 1-3, and 5; parl B is oplianal,
e  If you donot recaive these benefits and your Income |z palow the guidelines [back) complels paris 1, 2, 4, and §; part 8 is opSional,
= Hyouare applying for a FOSTER CHILD anldy, complate parts 1, 2, and 5, par 6 is aplional,
Any income falds el Slgnk will be counfod as zems. Please be canrfil that you meant o ieave income feids bamk.
El HOUSEHOLD INFORMATION

Print name of person compleling this application {Last namae, First nama) Haima Phana of Call Phane [Clicle Oine)
Mamw Print Wark Phona
Mailing Address - Apl # = Pumber kiving in this howsehold
[Write names of all howmshald members
Clly Stais Zig _on part 2 andior par 4 of this farm}
B CHILD INFORMATION - iE‘I_"IH of Your Children EE@E In Child Care) Check if Foster Child
Child's Mame (Legal Lasl name, First namsa) Eirth Date Aﬂe [placed by welfare agency or

cou) Il anky ol cars

4 child{ren] see instnacions above

Qa

2. (m)

3. O
n PUBLIC BENEFITS Indicate which benefits your housahold currently recaives, and list case number, i amy:

Hama: Case Numbaer.
O SHAP (Supplemental Nurition Assistance Program) (Ovegen Trad Card number nof accephabis)
O TAMF [Tempoarary Assistance lo Meedy Families) | Employmenl Ralalfed Day Care does molf qunify )
O EoPRe {Food Distribution on Indian Rassrvations)

“ HOUSEHOLD MEMBERS & GROSS MONTHLY INCOME — if not manthly, see back for conversions

Calumn 1 Cohemn 2 Column 3 Cobumn 4 Column 5 Codumn &

List all housshold membars, including MONTHLY MONTHLY CHELD MDNTHLY OTHER MOMTHLY  Chech if
childran not aending schod, and income.  INCOME SUPPORT, PENSIONS, INCOME -Inchuding Mo
Do not include children listed in parl 2, ({Tolal carnings & WELFARE, SOCIAL SEC., unampioyment and Incorme
unless ey recelve ragulas incoms wages before AL TN RETIREMEMNT, 55|, woarkers comg.
{Last name, fesd name) deductions) RECENED W

; a

2. . |

- o |

4, 0

S, == _— = 0

6. 3

[ o

[EN SIGNATURE, DATE and Last four numbers of SOCIAL SECURITY NUMBER (Adult must sign)

I carify that all infosmation on this form is rue and that all income is repomed, | understand thal fhie cenber or day care homa will ged
Fedaral funds based on the information | give. | understand that CACFP officials may verify the information, | understand that i |
purpasely give false information, the paricipant recaiving meals may lose tha meal banefits, and | may be prosacuted.

Signature of Adult Housshold Mambar Date Sigred Soclal Security Numbser O I da not have &
[See privacy stalemeni on back) Social Security
X Mo thid ayfyear OO - Humbar.

S —

“ RACIAL OR E‘I'I-IIIC G-HUI..I'F" {OPTIOMAL)
5 Hispanic or Lating % [ Black or African American

[ Mot Hispanic or Lating O American indlan & Alaskan Native O White
O Mative Hawailan of Other Pacific Blander 0 osar
SPONSOR USE OMHNLY - D0 HOT WRITE BELOW THIS LINE
Total incoma; Humbsar in Howsahold |
Cantarg EDCH

Eligibility : OFres DReduced Price OAbove Scale OTier1 OTier2
Eligibility basad on : OSNAP OTAMF OFDPIR OHousehold income O Foster Child
Molag:
Determining Official’s Signatune
Date_
Second Chack Signature: Date

DM REVERSE SIDE

ZEE IMPOETAMNT INFORMATIO

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




DETERMINING MONTHLY INCOME FOR EARNINGS & WAGES

Manthly incame for all household meambans must be reportad i Sectian 4 of this application. Incomea means any monay regularly
recalved Trom wark, child suppor, alimany, pensions, relirements, social security or any alher source. Exclude stedenlischo ol beans.
Mariy recaived fram a business or fam cwned by you should be reported as "net income®. Nef incoma /s defned as the fofal incoms
el after Business and farm operaling expenses are sublactad fom gross recaipls.

Homeless, migrant and runaway youth are calegorically eligible for free meals,
Household membes who are ngf paid menthly should change samings inte moenthly income by doing the following;

Household mambers who are pakd gvery week: Muliply total eamings and wages for one pay period, befpre deductions, by 52,
Than divide by 12. The resulting amownt s the total monthly income,

Household members who are paid every 2 weeks: Mulliply iotal eamings and wages for one pay periad, belore deductions, by 26,
Than divide by 12, The resulling amount is the total monthly income,

Household members who are pakd twice a month: Multiply toiad earnings and wages for one pay period, before deductons, by 24
then divide by 12. Tha resuling amount ks the tetal monthly income.

Household members who are seasonal workers or work less than 12 months - Project annual rate of income lo accuralely
raprasent achual crcumstances then divida by 12. The resuliing amount is the projacied monthiy Income.

FEDERAL INCOME GUIDELINES
Famcipants may qualify al least for reduced prce méeals if your housahoeld income falls within the Emits of this char,

Reduced Price Meals
Household Size Annual Manthly T":E_IE“ E"’,.:',‘EJ:“ Wekly
- 28,953 2,413 1,207 1,114 557
Z 39,128 3,261 1,631 1,508 753
3 45,303 4,109 2,055 1,897 649
<4 58,478 4,557 2479 2,288 1,144
5 69,653 5,805 ‘E’m 2678 | 1340
& 79,528 6,653 3,071 1,538
=7= 90,003 7,501 agg 3462 1,731
& 100,178 B, 348 4,175 3,853 1.927
For each additional family 10,175 845 424 352 196
mamber add

PRIVACY STATEMENT - SOCIAL SECURITY NUMBERS and OTHER INFORMATION

The Richard B, Russell Nabional School Lunch Act reqguines the information on this applicafion, You do not have 1o give the in formation
but if you do nob, we cannol approve your child for free or reduced price meals. You must incluede the last 4 digits of th e soclal security
mum er of the adult househobd meamber who signs the applicabion, The lasl 4 digis of the sodal security numiber is nal requir &d when
you apply on bahalf of a foster child or you list a Supplemental Nutriion Assistance Program (SMAP), Tem porary Assistance for Meady
Familias (TAMF) Program cass number of Food Distributon Pregram on Indian Reservations (FOPIR) identfier for your child or when
you indicate that the adult hausehold mambear signing he application doas nol have a social sacun ty num ber. We will use your
information b detarming i your child is eligible for free or reduced price maals and for administration and enfarcement of the lunch and
breakfast programs. We may share your aligibility information with education, health, and nutrition programs 1o halp them evaluate,
fund, or determina benefits for thelr programs; audibors for program reviews; and law enforcamant officials o help them ook inip
violations of program rulas. We may share the infarmation on his lorm with Medicaid, unless you el us nol o, The infarmation, il
digclosad, will 6 idengly eligi rlici K nroll in Madiciid,

NON-DISCRIMINATION STATEMENT
In accordance with federal civil nghis law and U.S. Departmeantof Agriculture (LUS0A) civil rights regulations and policias, this instution
Is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and seoual prientation),
disability, age, or repisal or retaliation for prior civil rights aclivity. Program informaBon may be m ade avallabie in languages othar than
English, Persons with disabdities who requine altamative means of communication to obtain program infermation (e.g., Braill a, large
print, audiotape, Amarican Sign Languags), should contact the responsibbe state of local agency bal adminisiers the program of
USDA's TARGET Center af [202) T20-2800 (voice and TTY) or contact USDA through the Federal Relay Service at (BOD) 877 -8338,To
file a program discriminaton complaing, a Cmﬂplnlmntﬂml{l mphha Fnrm -BDE? UsDA Pm-mmﬂ Discriminalion Complaint
Form which can be oblained onling at: [ i 0 3 ; son-complaink from any USDA
office, by calling (868} B32-9992, or by writing a lether ldd:'nmd h USDA. Th& H'Ihr I'l'luﬂ eontain M complainant's name, addrass,
tedephione numbar, and & writlen ﬁauam:}hn of the albeged discriminatory aclion In sufficlant datadl to inferm the Assistant Secretary for
Civil Rights (ASCH) about the natre and date of an slleged civil nights vielaton. The complewed AD-3027 form o letier must ba
submitiad s USDA by: 1, mail: U.S. Deparimant of Agriculiure Office of the Assistant Secretary for Civil Rights 1400 Independance
Avanua, SW Washington, D.C, 20250-9410; or fax: (B33) 256-1665 ar (202} G90-T442; or emall; program inlakeEusda gov. This
ingtiluion is an equal opporunity providar.

Farm S81-3T180-P (Rav. &24) Page £ of 2 [Caniers)



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

Child's Mamea Dateof Birth__ f_ [

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 neaded:

Other relevant information:

Signature(s) of the Parent(s): Date Signed:
S
fF_

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 financial institution te honar pré-authorized auto-drafts by The YMCA of Klamath Falls on my account for my
Childcare payments. It is understood that my Aute - il 1 submi

wmmmmwﬂmn notice may be given in l:he fnrrn nf an email nr1rﬂer {F at any time lhem Is

to be a change or cancellation of payment plan, written notice is to be submitted to The YMCA of Klamath Falls at Fairdew,
or emailed to the Billing Mirector one (1) calendar week prior to the day of the next auto-draft. Fallure to do so will make the

Pt choore siEbar the T3¢ Seh. 18
| must choose r the 1st, Sth, 10th, or 15th to be draft and this will continue until my account is at a 50,00 balance or
written notice i given, [Some banking institutions will run a pre-note trial on the first of the month in the amount of 500,00

ta werify that all the banking information is correct.)
| agree that if my auto-draft from a checking, savings of eredit card account i@ returned unpaid, for any reagon, the YMCA

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

|I:I'|In|:u or canceflations must by in writing.
A voided check from my checking account, complete savings account Information with both the routing number and
account number, or credit card account infermation is 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.

> 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




