ב''ה

Cheder Daycare/Toddler Enrollment Information
Family Name:_________________________
Child’s Full Name___________________________ Birth Date_______________ M _____F ______
Father’s Name_________________________ Hebrew Name _______________________________
Address _________________________ City, State, Zip Code _______________________________
Home Phone __________________________ Cell Phone __________________________________
Father’s Business Place _____________________ Business Phone ___________________________
Business Address ___________________________________ Work Hours ____________________
Mother’s Name ______________________ Hebrew Name__________________________________
Address __________________________City, State, Zip Code _______________________________
Home Phone ____________________________ Cell Phone ________________________________
Mother’s Business Place _____________________ Business Phone __________________________
Business Address ___________________________________ Work Hours ____________________
Father’s Email ________________________ Mother’s Email _______________________________
Conversions in Family? Please circle:

Yes

No

In Case of Emergency Please Contact: Name ____________________________________________
Address _________________________________________________________________________
Telephone (Day)_______________________________(Eve) _______________________________
Name ___________________________________________________________________________
Address _________________________________________________________________________
Telephone (Day)_______________________________(Eve) _______________________________
Parents are responsible to notify office if there are any changes in address, telephone or pickup information.

Primary Person or persons authorized to pick up child:
Name ________________________________ Telephone ___________________________________
Address ___________________________________________________________________________
Name ________________________________ Telephone ___________________________________
Address ___________________________________________________________________________
Contingency list of Person or persons authorized to pick up child occasionally:
Name ________________________________ Telephone ___________________________________
Address ___________________________________________________________________________
Conditions for release if applicable _____________________________________________________
Name ________________________________ Telephone ___________________________________
Address ___________________________________________________________________________
Conditions for release if applicable _____________________________________________________
Attendance
Time: From _____ to______ Mon-Fri.

Enrollment ___/___/___ Discharge ___/___/___

Person responsible for tuition: ___________________________________
Carpool Late Policy: Dismissal begins at 12:55pm and ends at 1:05pm. At 1:05 the remaining children will
be brought to the front office and charged $5 fee. A parent arriving after 1:10 will be charged $1 per
minute. Parents will pay upfront when taking their carpool. On Friday dismissal is at 12:30pm. The above
policy will apply after 12:40pm. If you have an emergency, please call the office no later than 12:30pm.
•
•
•

A child who appears ill upon arrival shall not be admitted to the Cheder
When a child becomes ill when in school, the parents shall be contacted and arrangements made for
the child to be picked up immediately. This determination will be made by the director.
The school may require a written permission slip before reentry to the school is permissible.

At the time of registration, the parents should authorize the child’s physician to accept all calls from the
daycare for emergency medical care.
I read the attached DCFS Licensing Standards Booklet and I understand the guidelines within the manual.
Parent Signature __________________________________ Date _______________

Emergency Authorization Form
Child’s Name_________________________ Home Phone ______________________
Birth Date _______________ Home Address__________________________________
Weight ____________
Mother’s Name _____________________ Father’s Name _______________________
Employed At _______________________ Employed At _________________________
Business Phone ____________________ Business Phone _____________________
Mother’s Cell _______________________ Father’s Cell _________________________
Insurance Company ________________________ Last Tetanus Shot _____________
Medications taken on a daily basis __________________________________________
Allergies ______________________________________________________________
Name of friends or relatives who can pick up child in case of emergency:
1. __________________________

Phone

_______________or

_______________

2. __________________________ Phone _______________or _______________
Names of people who cannot pick up child for any reason:
1. ________________________________ 2. _______________________________
Physician/Dentist to be called in an emergency:
1. ___________________________

Phone

______________or_______________

2. ___________________________ Phone ______________or_______________
Hospital Preference ___________________________
I hereby grant permission for the director or supervisory staff person to take whatever steps may be necessary
to obtain emergency medical care if warranted. These steps may include:
1. Attempt to contact a parent or guardian.
2. Attempt to contact the child’s physician.
3. Attempt to contact you through any of the persons listed on the emergency information form you
completed for us.
4. If we cannot contact you or your child’s physician, we will do any or all of the following: (a) Call another
physician or paramedic, (b) call an ambulance, (c) have the child taken to an emergency hospital in the
company of a staff member.
5. The child's family will pay any expenses under 4 above.
Parent Signature________________________________

Date ___________________

Toddler Information Sheet
(if your child is between 16-36 months)
Family and Social History
Child’s Name ______________________________ Date of Birth _________________
Mother (Guardian) ______________________Hebrew Name_____________________
Father (Guardian) ______________________Hebrew Name_____________________
Marital Status of Parents: __ Married __ Divorced __ Separated __ Single Parent __
Custody/Visiting Arrangements ____________________________________________
Brothers and Sisters of Child: (Use back side for additional children)
Name __________________________________ Birth Date ________________
Name __________________________________ Birth Date ________________
Name __________________________________ Birth Date ________________
Other Members of Household:
Name __________________________________ Age _______
Name __________________________________ Age _______
Napping
Does your child take naps? ______________(From __________TO__________)
Does your child have a special toy or blanket to sleep with? _______________________
Social Relationships
Do you feel your child will adjust easily to the preschool? _______________________
What makes your child angry or upset? _____________________________________
How does your child show his or her feelings? ________________________________
Is your child frightened by such things as: animals, rough children, loud noises, the dark, or storms?
_____________________________________________________________________
Favorite toys and activities at home: ________________________________________
Does your child like to be read to? ______________ Listen to music? _____________

Eating
Is your child usually hungry at meal times? __________ Between meals? ___________
What are some of your child’s favorite foods? __________________________________
Least Favorite? ___________________________________________
Does your child eat with a spoon? ______________ Hands? ____________________
Are there any dietary restrictions we should know about? ________________________
Toilet Habits
Does your child indicate his toilet wishes? ____________________________________
Does your child need help with toileting? ____________________________________
Does your child have accidents? ___________
How does your child react? ____________________________________

Parent Signature __________________________ Date ______________

From the desk of:
Morah Lakey Silber
Preschool Director, Cheder Lubavitch Hebrew Day School
April, 2018
Dear Toddler Parents,
Welcome to the toddler class at Cheder Lubavitch preschool. In order to ensure that the toddler classes
run smoothly, please be aware of the following policies:
1.

Transitions and separations for toddlers are delicate. Achieving a comfortable separation from home for
both parents and child is one of the key goals during the preschool years. Mastering separation frees a
child to use energies and achieve potentials in many areas of learning and socialization. If parents feel
the need to stay with their toddlers at the beginning of the year, they may do so. If the goodbyes take a
while, the children become anxious. Our preschool teachers are well-trained in taking the necessary
sensitive steps to allow the child to adjust and acclimate to their new surroundings. If the teachers feel
that you should leave, they will tell you. After a while, we ask that parents not linger in the classroom;
please drop off your child and leave. In the rare event that a child is having a difficult time separating
from his or her parents, the Cheder preschool follows the Virginia Frank therapeutic nursery method. The
Virginia Frank method slowly weans the child from the parent in a sensitive and caring way. The director
and teachers guide the parents as this unique separation method is employed.

2. Children biting other children is one of the most common and most difficult behaviors in a toddler
classroom. It can occur without warning, is difficult to defend against, and provokes strong emotional
responses in the biter, the one bitten, the parents, and the caregivers involved. Children may bite because
of frustration, inadequate language skills, stress of change in their environments, feeling threatened, or to
feel a sense of power. We remove the biter immediately saying “biting is not okay, it hurts”. We focus
our attention on the child that was bitten, comfort the child and wash the bite. The biter is not allowed to
return to play for a while. We notify both parents about the incident. We document the occurrence. We
shadow the child who bit and teach non-biting responses to situations and reinforce appropriate behavior.
If the biting occurs on a daily basis or often to be a danger to other children, we will ask the parent to keep
their toddler home for at least one week and then introduce the child slowly back into the classroom. We
will then observe the child and see if the child can continue attending the toddler class.
3. Children scratching other children very hard, leaving strong marks is another challenging behavior in the
toddler classroom. It can occur without warning. Children may scratch hard because of frustration,
inadequate language skills, stress of change in their environments, feeling threatened, or to feel a sense of
power. We remove the child immediately saying “scratching is not okay, it hurts”. We focus our attention
on the child that was scratched, comfort the child and wash the scratch. The child who scratched is not
allowed to return to play for a while. We notify both parents about the incident. We document the
occurrence. We shadow the child and teach proper responses to situations and reinforce appropriate
behavior. If the scratching occurs on a daily basis or often to be a danger to other children, we will ask
the parent to keep their toddler home for at least one week and then introduce the child slowly back into
the classroom. We will then observe the child and see if the child can continue attending the toddler class.
4. The toddler children do not need to be toilet trained when they enter school. During the school year, many
children become toilet trained. If necessary, parents may need to keep their children home for a long
weekend or during vacation to toilet-train their child. A child must be trained to use a toilet to urinate and
for a bowel movement and then the teachers can follow up at school and take the child every half hour to

use the bathroom. If a child is having a few accidents a day either urinating or with bowel movements,
we will put on a diaper until the child is fully trained at home.
5. The toddler class is a first formal school setting for children. It is important for children to have a positive
and productive experience in their first formal school setting. Sometimes there are toddlers who are
overwhelmed in a large setting and/or due to their young age cannot handle the schedule from 8:45-1:00.
While the first two months of school is the formal trial period for each toddler that attends Cheder, the
nature of the toddler program often requires the director and teachers to observe the children throughout
the school year. If a child is having a difficult time, we will inform the parents and dismiss the child from
the toddler program until the following school year when the child will be older and ready for a positive
school experience.
We look forward to providing your child with a warm, caring and enjoyable environment. We hope that your
toddler will have a year, filled with meaningful learning and growing experience.

I read the policies and understand them.
Child’s name: _____________________________________________
Parent Signature: __________________________________________ Date: ________________

FOR USE IN DCFS LICENSED
CHILD CARE FACILITIES
CFS 600
Rev 11/2013

State of Illinois
Certificate of Child Health Examination
Student’s Name

Birth Date

Last

First

Address

Middle

Street

City

Sex

Race/Ethnicity

School /Grade Level/ID#

Month/Day/Year

Zip Code

Parent/Guardian

Telephone # Home

Work

IMMUNIZATIONS: To be completed by health care provider. Note the mo/da/yr for every dose administered. The day and month is required if you cannot
determine if the vaccine was given after the minimum interval or age. If a specific vaccine is medically contraindicated, a separate written statement must be
attached explaining the medical reason for the contraindication.
1
MO DA YR

2
MO DA YR

3
MO DA YR

4
MO DA YR

5
MO DA YR

TdapTdDT

TdapTdDT

TdapTdDT

TdapTdDT

TdapTdDT

TdapTdDT

 IPV  OPV

 IPV  OPV

 IPV  OPV

 IPV  OPV

 IPV  OPV

 IPV  OPV

Vaccine / Dose

6
MO DA YR

DTP or DTaP
Tdap; Td or Pediatric
DT (Check specific type)
Polio (Check specific
type)
Hib Haemophilus
influenza type b
Hepatitis B (HB)

COMMENTS:

Varicella
(Chickenpox)
MMR Combined

Measles Mumps. Rubella

Measles

Single Antigen
Vaccines

Rubella

Mumps

Pneumococcal
Conjugate
Other/Specify
Meningococcal,
Hepatitis A, HPV,
Influenza
Health care provider (MD, DO, APN, PA, school health professional, health official) verifying above immunization history must sign below. If adding dates
to the above immunization history section, put your initials by date(s) and sign here.)

Signature

Title

Date

Signature
ALTERNATIVE PROOF OF IMMUNITY

Title

Date

1. Clinical diagnosis is acceptable if verified by physician.

*(All measles cases diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence.)

Physician’s Signature
*MEASLES (Rubeola) MO DA YR MUMPS MO DA YR VARICELLA MO DA YR
2. History of varicella (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official.

Person signing below is verifying that the parent/guardian’s description of varicella disease history is indicative of past infection and is accepting such history as documentation of disease.
Date of Disease

Signature

3. Laboratory confirmation (check one) ¨ Measles
Lab Results
Date

Title

Mumps
MO

DA

Date

Hepatitis B

Rubella

YR

Varicella

(Attach copy of lab result)

VISION AND HEARING SCREENING BY IDPH CERTIFIED SCREENING TECHNICIAN
Date

Code:

Age/
Grade
R

L

R

L

R

L

R

L

R

L

R

L

Vision
Hearing

IL444-4737 (R-01-12)

(COMPLETE BOTH SIDES)

R

L

R

L

R

L

P = Pass
F = Fail
U = Unable to test
R = Referred
G/C =
Glasses/Contacts

Printed by Authority of the State of Illinois

First

HEALTH HISTORY
ALLERGIES

Sex

Birth Date

Student’s Name
Last

Middle

School

Grade Level/ ID #

Month/Day/ Year

TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
MEDICATION (List all prescribed or taken on a regular basis.)

(Food, drug, insect, other)

Diagnosis of asthma?
Child wakes during the night
?
Birthhidefects?

Yes
Yes

No
No

Loss of function of one of paired
organs? (eye/ear/kidney/testicle)

Yes

No

Yes

No

No

Developmental delay?

No

Hospitalizations?
When? What for?

Yes

Yes

Blood disorders? Hemophilia,
Sickle Cell, Other? Explain.
Diabetes?

Yes

No

Yes

No

Yes

No

Surgery? (List all.)
When? What for?
Serious injury or illness?

Yes

No

Head injury/Concussion/Passed out?

Yes

No

TB skin test positive (past/present)?

Yes*

Seizures? What are they like?

Yes

No

TB disease (past or present)?

Yes*

No *If yes, refer to local health
department.
No

Heart problem/Shortness of breath?

Yes

No

Tobacco use (type, frequency)?

Yes

No

Heart murmur/High blood pressure?

Yes

No

Alcohol/Drug use?

Yes

No

Family history of sudden death
before age 50? (Cause?)

Yes

No

Yes
No
Dizziness or chest pain with
exercise?
Eye/Vision problems? _____ Glasses
Contacts
Last exam by eye doctor ______
Other concerns? (crossed eye, drooping lids, squinting, difficulty reading)
Ear/Hearing problems?
Yes
No

Bone/Joint problem/injury/scoliosis?

Yes

Braces

Bridge

Plate Other

Information may be shared with appropriate personnel for health and educational purposes.

Parent/Guardian
Signature

No

PHYSICAL EXAMINATION REQUIREMENTS
HEAD CIRCUMFERENCE

Dental

Date

Entire section below to be completed by MD/DO/APN/PA

HEIGHT

WEIGHT

BMI

B/P

DIABETES SCREENING (NOT REQUIRED FOR DAY CARE) BMI>85% age/sex Yes
No
And any two of the following: Family History Yes
No
Ethnic Minority Yes No
Signs of Insulin Resistance (hypertension, dyslipidemia, polycystic ovarian syndrome, acanthosis nigricans) Yes No
At Risk Yes
No
LEAD RISK QUESTIONNAIRE Required for children age 6 months through 6 years enrolled in licensed or public school operated day care, preschool, nursery school and/or kindergarten.
No
Blood Test Indicated? Yes
No
Blood Test Date
(Blood test required if resides in Chicago.)
Questionnaire Administered ? Yes
TB SKIN OR BLOOD TEST Recommended only for children in high-risk groups including children immunosuppressed due to HIV infection or other conditions, frequent travel to or born in
high prevalence countries or those exposed to adults in high-risk categories. See CDC guidelines.
No test needed
Test performed
Skin Test: Date Read
/
/
Result: Positive
Negative
mm ______________
Blood Test: Date Reported
/
/
Result: Positive
Negative
Value ______________
Date

LAB TESTS (Recommended)

Results

Date

Hemoglobin or Hematocrit
Urinalysis
SYSTEM REVIEW

Results

Sickle Cell (when indicated)
Developmental Screening Tool

Normal Comments/Follow-up/Needs

Normal Comments/Follow-up/Needs

Skin

Endocrine

Ears

Gastrointestinal

Eyes

Amblyopia Yes

No

Neurological

Throat

Musculoskeletal

Mouth/Dental

Spinal Exam

Cardiovascular/HTN

Nutritional status
Diagnosis of Asthma

Respiratory

Currently Prescribed Asthma Medication:
Quick-relief medication (e.g.Short Acting Beta Antagonist )
Controller medication (e.g. inhaled corticosteroid)
NEEDS/MODIFICATIONS required in the school setting

LMP

Genito-Urinary

Nose

Mental Health
Other
DIETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES e.g. safety glasses, glass eye, chest protector for arrhythmia, pacemaker, prosthetic device, dental bridge, false teeth, athletic support/cup
MENTAL HEALTH/OTHER

Is there anything else the school should know about this student?

If you would like to discuss this student’s health with school or school health personnel, check title:
Nurse
Teacher
Counselor
Principal
EMERGENCY ACTION needed while at school due to child’s health condition (e.g. ,seizures, asthma, insect sting, food, peanut allergy, bleeding problem, diabetes, heart problem)?

Yes

No
If yes, please describe.
On the basis of the examination on this day, I approve this child’s participation in

PHYSICAL EDUCATION
Print Name

Address

Yes

No

(If No or Modified,please attach explanation.)

Modified

INTERSCHOLASTIC SPORTS (for one year)

(MD,DO, APN, PA)

Signature

Phone

(Complete both sides)

Yes

No

Limited
Date

Health Records
(for parents to fill out)
Child’s Name _________________________________ Birth Date _________________
Parent’s Name ______________________________ Phone______________________
Address _______________________________________________________________
Physician’s Name __________________________ Phone_______________________
Address _______________________________________________________________
Dentist’s Name ____________________________ Phone_______________________
Address _______________________________________________________________
Does your child have a disease history of any of the following:
Disease History:

Date:

Operations:

Whooping Cough

Tonsillectomy

Rubella

Adenoidectomy

Chicken Pox

Appendectomy

Mumps

Mastoidectomy

Measles

Tubes in Ears

Other

Other

Date:

Any existing illness? Yes___ No___If yes, please explain.
______________________________________________________________________
Any previous illness or injuries? Yes___ No___ If yes, please explain.
______________________________________________________________________
Any hospitalization during the past 12 months? Yes___ No___ If yes, please explain.
______________________________________________________________________
Any medication that is long term continuous use? Yes___ No___ If yes, please list them.
______________________________________________________________________
Any restrictions on normal physical activities? Yes___ No___ If yes, please explain.
______________________________________________________________________

Any chronic medical condition necessitating dietary supplements or restrictions, medications, or
avoidance of allergies? Yes___ No___ If yes, please explain.
______________________________________________________________________
Please list any known allergies.
________________________________________________________________________

Does your child have a history of any of the following?
Vision Impairment

Yes _____

No _____

Hearing Impairment

Yes _____

No _____

Eye Infection

Yes _____

No _____

Ear Infection

Yes _____

No _____

Speech Problems

Yes _____

No _____

I certify that my child is enrolled in a regular medical program and has been examined by a
doctor within the last 12 months.
_______________________________
Signature of Parent or Guardian

_______________
Date

DIAPERING / TOPICAL OINTMENT
& CREAM PERMISSION FORM*

The following preparations may be used on my child as needed:
 Baby Wipes
Parents would provide
 A & D Ointment
 Desitin/Balmex
 Vaseline
 Sunblock
 Other ________________________
Date: _______ Parent Signature _________________________

This form is to be updated yearly:
Parent Initials:

Date:

Cheder Preschool Guidance and Discipline Policy
Dear Parents,
Please read the guidance and discipline policy that we have and sign your name at the bottom
of the page.

Guidance and Discipline
The staff strives to create an atmosphere of acceptance for and to enhance the self-esteem of each
child. When discipline is needed, we never use any type of physical punishment. The child will
typically be separated from the group for a short time-out. Time out corresponds to the child’s age. If
a child is bitten, we wash the bite with anti-bacterial soap. We notify the parents of the child who was
bitten and the parents of the biter.
We believe that:
1. All children need limits, which are consistently enforced.
2. Children need opportunities to learn to accept responsibility for the consequences of their
actions.
3. Positive behavior should be reinforced in order to redirect inappropriate behavior.
4. Punishment is not to be used in connection with rest, food, or toilet training.
When a specific behavioral problem has been identified, the Director (and the primary teacher) will
bring this to the attention of the child’s parent(s) or guardian(s).
I have read the Cheder Lubavitch Preschool Guidance and discipline policy.
Parent’s printed name: __________________________________
Parent’s signature: __________________________________
Date: ____________________________

ILLINOIS STATE BOARD OF EDUCATION

Annual Enrollment Form

Child and Adult Care Food Program
This form is required for Child Care Centers, Pre-K, Head Start, Even Start, and Licensed Outside School Hours Programs.
This form is NOT required for At-Risk After-School, License-exempt Outside School Hours, or Emergency Shelters.
Parents/Centers: This institution participates in the Child and Adult Care Food Program (CACFP) and receives reimbursement to provide more nutritious
meals for your child(ren). Federal CACFP regulations require all parents or guardians to complete or review a CACFP Annual Enrollment Form when enrolling
their child(ren) and every year thereafter. This information will help ensure all children receive appropriate meals during their care. The parent or center may
complete Sections 1 through 4. The parent must review to ensure accuracy; then complete Section 5, sign and date Section 6. If parent does not complete
Section 5, center staff should complete to the best of their ability (by observation) and initial the section. The center will review completed enrollment form.

1

FULL NAME OF ENROLLED CHILD
(Include Birth Date/Age)

2

DAYS OF WEEK
IN ATTENDANCE

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

First Child
Name
Birth Date
Age

3

TIME IN
AM

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

Name
Birth Date
Age

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

Name
Birth Date
Age

TIME

TIME OUT
AM

PM

TIME

TIMES CHILD ATTENDS
SCHOOL
Leaves
Center

Returns To
Center

No I work multiple shifts and child(ren) may be in care
different days/hours

Same Times as Child Above
TIME IN
AM

PM

Yes

Same Days as
Above

Third Child

PM

Yes

Same Days as
Above

Second Child

4

TIMES CHILD NORMALLY ATTENDS DURING WEEK

TIME

PM

TIME

TIMES CHILD ATTENDS
SCHOOL
Leaves
Center

Returns To
Center

No I work multiple shifts and child(ren) may be in care
different days/hours

Same Times as Child Above
TIME IN
AM

PM

Yes

TIME

PM

Early Morning Snack
Breakfast
A.M. Snack
Lunch
P.M. Snack
Supper
Evening Snack
Same Meals as Above

TIME OUT
AM

Early Morning Snack
Breakfast
A.M. Snack
Lunch
P.M. Snack
Supper
Evening Snack
Same Meals as Above

TIME OUT
AM

MEALS RECEIVED

TIME

TIMES CHILD ATTENDS
SCHOOL
Leaves
Center

Returns To
Center

No I work multiple shifts and child(ren) may be in care
different days/hours

Early Morning Snack
Breakfast
A.M. Snack
Lunch
P.M. Snack
Supper
Evening Snack

Please answer both questions. This information is voluntary.

5

6

ETHNIC/RACIAL
CATEGORIES—

A. Ethnic data of child(ren) —
Mark only one.

Hispanic or Latino

Not Hispanic or Latino

B. Racial data of child(ren) —
Mark one or more that
apply.

Asian

Black or African American

White

SIGNATURE
I certify the information ___________________________________________________
above is correct.
Signature of Parent or Guardian

American Indian or
Alaska Native
___________________________
Date

Native Hawaiian or Other
Pacific Islander

_________________________________
Telephone Number of Parent or Guardian

CHILD CARE REPRESENTATIVE USE ONLY
Effective Date of this enrollment form: _____________________________________
The effective date may be made retroactive back to the first day the child participates in the CACFP as long as it occurs in the same month in which this form is received.

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: (1) mail: U.S. Department of Agriculture Office of the Assistant Secretary
for Civil Rights 1400 Independence Avenue, SW Washington, D.C. 20250-9410; (2) fax: (202) 690-7442; or (3) email: program.intake@usda.gov. This institution
is an equal opportunity provider.
ISBE 67-98 (4/17) Effective July 1, 2017

HOUSEHOLD ELIGIBILITY APPLICATION FOR CHILD CARE CENTERS
CHILD AND ADULT CARE FOOD PROGRAM
1.

All Household Members

2.

NAMES OF ALL HOUSEHOLD MEMBERS

Ages of Children
at Center

First, Middle Initial, Last

4.

Foster children are a legal responsibility
of DCFS or court. If all are foster children,
skip to #6.

SNAP OR TANF CASE NUMBER Skip to Part 6 if you list a SNAP or
TANF case number. At least one SNAP/TANF must be provided below.

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

Homeless, Migrant, or Runaway
Homeless

5.

3.
FOSTER CHILD

Migrant

Runaway

______________________________________________________________________
Signature of School Homeless Liaison or Migrant Coordinator

__________________
Date

Total Household Gross Income (before deductions) You must tell us how much and how often.
GROSS INCOME AND HOW OFTEN IT WAS RECEIVED (Example: $100/month; $100 /twice a month; $100/every other week; $100/week)

NAMES
(LIST ALL HOUSEHOLD MEMBERS
WITH INCOME)

Earnings From Work
(Before Deductions)
Amount

Welfare, Child
Support, Alimony

How often?

Amount

Pensions, Retirement,
Social Security

How often?

Amount

Worker’s Comp., Unemployment, SSI, etc. (All other income)

How often?

Amount

i.

$

$

$

$

ii.

$

$

$

$

iii.

$

$

$

$

iv.

$

$

$

$

v.

$

$

$

$

6.

Signature and Social Security Number (Adult must sign)

An adult household member must sign the application. If Part 5 is completed or if zero income is
listed, the adult signing the form must also list the last four digits his or her social security number
or mark the I do not have a social security number box.

x __
x __
x - __
x __
x - __ __ __ __
__
Social Security Number

How often?

I do not have a social
security number.

I certify all information on this application is true and all income is reported. I understand the center will get federal funds based on the information I give. I understand the institution, Illinois
State Board of Education, or Office of Inspector General, may verify this information on the application. Deliberate misrepresentation of the information may subject me to prosecution under
applicable state and federal laws.
_________________________
Date

7.

_________________________________________
Printed Name of Adult Household Member

Contact Information (Optional)

________________________________________
Work Telephone Number (Include Area Code)

8.

_________________________________________________________
Signature of Adult Household Member

______________________________________ ________________________________________________________________
Home Telephone Number (Include Area Code)
Home Address (Number, Street, City, State, Zip Code)

Optional – Sharing Information With All Kids Insurance Program

May we share your information on this application with the All Kids Insurance Program, the complete health insurance program for every child in Illinois? If yes, do not sign below.
No, I do not want my information from this application shared with the All Kids Insurance Program.
Date: _______________________________

Sign here: ___________________________________________________________

PRIVACY ACT STATEMENT: 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, we
cannot approve your child for free or reduced-price meals. You must include the last four digits of the social security number of the adult household member who signs the application. 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 if your child is eligible for free or reduced-price meals, and for administration and
enforcement of the Child and Adult Care Food Program. 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.
CHILD CARE REPRESENTATIVE USE ONLY—ELIGIBILITY DETERMINATION - COMPLETE SECTIONS A, B and C BELOW
Follow the Instructions for Institutions to Process Household Eligibility Applications available at http://www.isbe/net/nutritionandwellness.

SECTION A

Annual Income Conversion Weekly X 52

TOTAL
INCOME $ ____________________ Per:

Free based on:

foster child
SNAP or TANF
homeless

SECTION B
SECTION C

Week

migrant
runaway
household’s income

Every 2 Weeks X 26

Every 2 Weeks

Reduced based on:

Twice a Month X 24

Twice a Month

household’s income

Once a Month X 12

Month

Year

Convert income only if different
frequencies of pay are reported.

NUMBER IN HOUSEHOLD: ______

Denied—Reason:

income too high
incomplete application
Non-qualifying SNAP/TANF

Signature of Determining Official ___________________________________________________________ Date _____________________________________
Effective Date of this application: _____________________________________
The effective date may be made retroactive back to the first day the child participates in the CACFP as long as it occurs in the same month in which the child’s eligibility
is certified.
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PARENT INSTRUCTIONS
HOUSEHOLD ELIGIBILITY APPLICATION
Follow These Instructions and Return the Completed form to your Center. Once approved for meal benefits, a child’s Household Eligibility Application is
effective for 12 months.
FOSTER CHILD(REN)
A foster child remains the legal responsibility of the State through a foster care agency or the court. If you submit documentation from the state or local
agency that the child is in foster care, that documentation replaces completing a household eligibility application.
1) If all children in your household (who attend this center) are foster children that are the legal responsibility of a foster care agency or court,
provide the following:
•
Part 1—List the name(s) and age(s) of your foster child(ren) attending this center.
•
Part 2—Check the box(es) indicating a foster child(ren).
•
Part 3—5 Skip
•
Part 6—Provide a signature of an adult household member and date the application.
•
Part 7-8 (OPTIONAL)
2) If you have some foster children that are the legal responsibility of a foster care agency or court along with other children attending this center,
please provide the following:
•
Part 1—List ALL household members, including the foster child(ren), and the age(s) of the child(ren) attending the center.
•
Part 2—Check the box(es) identifying the foster child(ren).
•
Part 3—Record a valid SNAP/TANF case number if applicable
•
Part 4—Skip
•
Complete Parts 5 and 6 if applicable. See the instructions for INCOME–HOUSEHOLDS REPORTING section.
•
Part 7-8 (OPTIONAL)
SNAP OR TANF BENEFITS - HOUSEHOLDS RECEIVING
If any member (child or adult) of your household receives SNAP or TANF benefits, provide the following:
•
Part 1—List ALL people in your household (including grandparents, other relatives, or friends who live with you) and the age(s) of the child(ren)
attending the center.
•
Part 2—Skip
•
Part 3—Record a valid SNAP or TANF case number for any member (child or adult) of this household. You will find your SNAP or TANF case
number on your letter of eligibility for benefits.
•
Part 4—5 Skip
•
Part 6—Provide a signature of an adult household member and date the application.
•
Part 7-8 (OPTIONAL)
HOMELESS, MIGRANT, OR RUNAWAY
If no one in your household receives SNAP or TANF benefits and if any child is homeless, a migrant or runaway, follow these instructions.
•
Part 1—List ALL household members, and the age(s) of the child(ren) attending the center.
•
Part 2—3 Skip
•
Part 4—If any child you are applying for is homeless, migrant, or a runaway, check the appropriate box and call your local school.
•
Part 5—Complete only if a child in your household isn’t eligible under Part 4. See instructions for INCOME–HOUSEHOLDS
REPORTING section below and complete Part 5 and 6.
•
Part 6—Provide a signature of an adult household member and date the application.
•
Part 7-8 (OPTIONAL)
INCOME - HOUSEHOLDS REPORTING
If no one in your household receives SNAP or TANF benefits, please report all household income. The Household Eligibility Application must include the
following information:
•
Part 1—List the names of ALL household members and the age(s) of the child(ren) attending the child care center.
•
Part 2—4 Skip
•
Part 5—List total gross income (before deductions), not take-home pay; and the frequency, how often the money is received, for
each household member for last month. If the income last month was not the usual amount you normally receive, you may provide
a projected amount that better represents your gross income.
o For ONLY the self-employed, list income after expenses. This is for your business, farm, or rental property.
o If you are in the Military Privatized Housing Initiative or get combat pay, do not include these allowances as income.
o If you have no income, list zero in the earnings from work column.
•
Part 6—Provide a signature of an adult household member and date the application. Also, provide the last four digits of the social
social security number for the adult signing the application. If you refuse to provide the last four digits of the social security number, the application
cannot be approved. If the adult does not have a social security number, mark the box, I do not have a social security number.
•
Part 7-8 (OPTIONAL)
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: (1)
mail: U.S. Department of Agriculture Office of the Assistant Secretary for Civil Rights 1400 Independence Avenue, SW Washington, D.C. 20250-9410;
(2) fax: (202) 690-7442; or (3) email: program.intake@usda.gov. This institution is an equal opportunity provider.
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Field Trip and Photograph Permission Information
Cheder Lubavitch schedules, from time to time, trips and excursions for enrolled
children.
Notice of all the field trips will be noted in the weekly newsletters and posted near the
front and back of the entrances to Cheder at least three (3) days in advance.
The undersigned parent or guardian give permission to the Cheder Lubavitch
Preschool to include his or her child in such field trips and excursions unless they
specifically advise the teacher or school in writing in the case of a particular proposed
trip.
The undersigned hereby gives permission to include his or her child on such trips and
excursions and hereby releases the teacher, teacher’s aides and school and/or
children’s center from any liability for any injury sustained or claim arising from such
trips.
Furthermore, the undersigned gives permission to the Cheder Lubavitch Preschool to
photograph his or her son or daughter and use the resulting photographs for any
purpose that the Cheder Lubavitch Preschool deems proper.
__________________________
Signature of Parent or Guardian

_____________________
Date

__________________________
Child’s Name

_____________________
Child’s Name

__________________________
Child’s Name
__________________________
Child’s Name

_____________________
Child’s Name
_____________________
Child’s Name

Consulting Waiver
A consulting social worker from the Virginia Frank Early Childhood Center visits all classes
weekly throughout the year. Consultation services include staff development, observation and discussion
of a child who may have difficulties adjusting to the classroom setting and some individual parent
meetings. If a child is having difficulty in the classroom setting, there are steps that we take to help that
child as follows:
1.

The teacher and director observe the child in the classroom and try appropriate interventions and
strategies to help the child in the classroom.

2.

We contact parents to get as much input from them to assist our efforts in the classroom. Periodic
follow-up contacts with parents will be made as well.

3.

Our Virginia Frank consultant observes the child to give guidance to the teachers. We discuss the
ideas given from the consultant with the parents. If parents want personal feedback from the
consultant, they are welcome to make an appointment with the consultant during the time that she
is at Cheder.

4.

When difficulty in the classroom persists, further interventions may be necessary. Parents will be
contacted to discuss referrals for appropriate evaluations. Referral examples include
social/emotional evaluation, speech and language evaluation, occupational therapy evaluation,
physical therapy evaluation, and psychological testing. We ask that parents sign a written release
with the therapists that will be working with their child in order to provide us with necessary input
for your child. We also discuss with the parents a plan of action to help the child in the classroom.

5.

In rare cases some children may need a shadow in the classroom or they may need to take a leave
of absence until the therapy is put into effect.

If you have any questions concerning our plan of action, please feel free to discuss it with me at
any time during the school year.
Morah Lakey Silber

I have read the contents of this letter and understand the various steps described herein which may be
followed to assist my child as he/she progresses through the school year.

_____________________
Date

______________________________________
Parent Signature

Arrival, Dismissal, and Car Pool Change Policy

Arrival: School begins at 8:45 every morning. Children are allowed to be dropped off at 8:35 in the
morning. It is important to note that there will be a teacher in the room, but the teacher is setting up
for the morning. Class time does not begin until 8:45.

Dismissal: Dismissal starts at 12:55 and ends at 1:05. Cheder preschool pick up on Monday through
Thursday is at 12:55 and on Friday at 12:30. We give a 10 minute grace period for pickup until 1:05
from Monday through Thursday and 12:40 on Friday. As the official policy in the Cheder handbook
states, after the grace period there is a late fee of $1 per minute. We will be enforcing this policy in
the following fashion to help avoid confusion. Each lateness will be recorded and submitted to the
office. At the end of each month an invoice will be sent to parents who incurred the late fee, including
the dates and times of the lateness, and the amount due. All payments of invoices should be submitted
directly to the Cheder office (Yocheved Sexner). It is our hope that everyone will do their outmost
to avoid incurring this fee.
We will call the parents and emergency contacts every 15 minutes until 4:15 p.m. After 4:15 p.m. we
will contact outside authorities such as DCFS, police, and so forth if we cannot reach the parents and
emergency contact after 4:15.
Car Pool Changes: Please make any changes in car pools the night before the change. Please write a
note to the teacher explaining who your child will go home with and with which driver. Please call
the car pool driver the night before the change, to make sure that she has room in her car and call the
car pool driver that your child normally goes home with to let her know that your child will not be
going home with her that day. We will not send a child in another car pool unless we have a note. In
case of an emergency where you have to change your car pool arrangements at the last minute, please
call the front office as soon as possible.

In addition, in order to help streamline dismissal and increase safety, staff and teachers will be
parking in the back two rows of the parking lot, leaving the first two rows available for parents at
dismissal time. Additional parking is available in the cul de sac, on Howard Street, and in the front of
the school on Laramie. Please note that entry to the parking lot is through Frontage Road only and
parents must exit the parking lot directly onto Howard. Parking is not allowed in the fire lanes under
any circumstances.

These policies were put into place for the benefit and safety of your children. Please also keep in mind
that children are very sensitive to change and become insecure when a parent is late, or when a child
does not know with whom he/she is going home.
Thank you for your cooperation.
Morah Lakey Silber

I read the late care pool dismissal policy and understand my obligations.
________________________________________ Parent’s signature

Toddler Supply List
1 package fat crayons
3 regular size glue bottles
3 fat glue sticks
1 large backpack
4 packages of wipes
2 boxes of tissues
2 packages of diapers
1 change of clothes - labeled – even socks!
6 rolls of pennies
2 pictures: 1 of the family and 1 individual picture of the child

