
SScchhooooll  AAggee  SSeerrvviicceess  FFaammiillyy  HHaannddbbooookk                                                                                                        xxEEmmeerrggeennccyy  RReeggiissttrraattiioonn  IInnffoorrmmaattiioonn

Child’s Name Birth Date

Street Address City State Zip

Home Phone

To serve your child better in case of an accident or sudden illness, it is necessary that you furnish the following
information for emergencies.

Mother’s Name Work Phone Cell Phone

Father’s Name Work Phone Cell Phone

Please list two neighbors/relatives who will assume temporary care of your child if you can not be reached.
((PPlleeaassee  uuppddaattee  iiff  cciirrccuummssttaanncceess  sshhoouulldd  cchhaannggee))

Name Work Phone Cell Phone

Mother’s Name Work Phone Cell Phone

PPLLEEAASSEE  LLIISSTT  AANNYY  HHEEAALLTTHH  CCOONNDDIITTIIOONNSS  SSUUCCHH  AASS  HHEEAARRTT  CCOONNDDIITTIIOONNSS,,  DDIIAABBEETTEESS,,  SSEEVVEERREE  AALLLLEERRGGIIEESS,,  EEYYEE  OORR  EEAARR
PPRROOBBLLEEMMSS,,  OORR  AANNYY  CCHHRROONNIICC  CCOONNDDIITTIIOONN..

Child’s Physician Phone

Preferred Hospital  

I, the undersigned, do hereby authorize the personnel of Children, Inc. (SAS) to contact directly the persons named on this form,
and do authorize the named physician to render such treatment as deemed necessary in an emergency for the health of said
child.

In the event the physician or other persons named on this form cannot be contacted, The Site Director/Supervisor, are hereby
authorized to take whatever action is deemed necessary, in their judgement, for the health of the child.  I will not hold Children,
Inc. (SAS) financially responsible for the emergency care and/or transportation of said child.

Signature of Parent/Guardian Date



SScchhooooll  AAggee  SSeerrvviicceess  FFaammiillyy  HHaannddbbooookk                                                                                                        xxAAuutthhoorriizzaattiioonn  ttoo  RReelleeaassee  FFoorrmm

Child’s Name

I authorize the staff of Children, Inc. (SAS) to release my child/ren from the School Age program at 

to the following people over 18 years of age:

Name Relationship

Name Relationship

Name Relationship

Name Relationship

I understand that should it be necessary for anyone else to pick up my child from the 
program, I must send written authorization with my child.  I also understand that anyone else picking up
my child may be asked for identification to verify their authorization.

Signature of Parent/Guardian Date



KY Child and Adult Care Food Program Income Application 
2009-2010 Child Care Centers 

Complete this form in order for this center to qualify for reimbursement for meals served to your child(ren). 

1.  CHILD INFORMATION (print)  2. PROGRAM BENEFITS  If Foster Child, Kinship 
 Care check here and 

Name of Child   Birthdate Food Stamp# K-TAP#  give child’s income. 

1.  _______________________ _______________ _______________ _____________   _____________________

2.  _______________________ _______________ _______________ _____________ _____________________

3.  _______________________   _______________ _______________ _____________ _____________________

3.  HOUSEHOLD MEMBERS AND MONTHLY INCOME:  If you gave a food stamp or K-TAP case number, go to Part 4.
GROSS MONTHLY MONTHLY Income MONTHLY Income

 NAMES OF HOUSEHOLD MEMBERS  Income From Welfare  from Pensions Any Other 
 Including Children Not Listed Above  From Work  Payments, Child   Retirement MONTHLY 

  LAST     FIRST (Before Deductions)    Support, Alimony   Social Security    Income 

 1.  _______________________________________  $_________________         $_______________ $_______________  $_____________ 

 2.  _______________________________________      $_________________         $_______________ $_______________    $______________ 

 3.  _______________________________________  $_________________        $_______________ $_______________    $______________ 

 4.  _______________________________________  $_________________        $_______________ $_______________    $______________ 

 5.  _______________________________________  $_________________        $_______________ $_______________    $______________ 

4. SIGNATURE AND SOCIAL SECURITY NUMBER:  I certify that all of the above information is true and correct and that all 
 income is reported.  I understand that this information is being given for the receipt of federal funds and that deliberate    
 misrepresentation may subject me to prosecution under applicable state and federal laws. 

X___________________________________________________________  X_________________ X___________________________
Signature of Adult Household Member   Date    Social Security Number*

Home Telephone No.  ___________________Work Telephone No. __________________Printed Name _________________________

Street/Apt.No.___________________________________________City/State/Zip___________________________________________

5.  RACE:  Please check the racial or ethnic identity of the participant.  You are not required to complete this part. 
_____White, not Hispanic     _____Black, not Hispanic     _____Hispanic     _____Asian/Pacific Islander   _____American Indian/Alaskan Native

6.  OTHER BENEFITS:  Health Insurance:  Please check “Yes” _____if you agree to have information from this form released to KY.  
 Children’s Health Insurance Program (KCHIP) officials for use in the determination of your child’s eligibility for KCHIP. 

I certify that I am the parent/guardian of the child for whom application is made.  __________________________________________
Signature of Parent/Guardian Date

*Section 9 of the National School Lunch Act requires that, unless your child’s food stamp or K-TAP case number is provided, you must include the social security number of the household
member signing the statement or an indication that the household member signing the statement does not possess a social security number.  Provision of a social security number is not 
mandatory, but if a social security number is not provided or an indication is made that the adult household member signing the statements does not have one, the statement cannot be
approved.  The social security number may be used to identify the household member in carrying out efforts to verify the correctness of information on the statement.  These verification efforts 
may be carried out through program reviews, audits, and investigations and may include contacting employers to determine income, contacting the food stamp or welfare office to determine 
current certification for receipt of food stamps or K-TAP benefits, contacting the State employment security office to determine the amount of benefits received and checking the
documentation produced by the household member to prove the amount of income received.  These efforts may result in a loss or reduction of benefits, administrative claims, or legal actions if
incorrect information is reported. 

FOR SPONSOR USE ONLY.  DO NOT WRITE BELOW THIS LINE.

MONTHLY INCOME CONVERSION – WEEKLY X 52 EVERY 2 WEEKS X 26 TWICE A MONTH X 24

Food Stamp/K-TAP 
h ld

Income Household:
Total Household Monthly Income:  _____________

Household Size:  __________

Application approved for: Free Meals

Reduced Price Meals

Paid

Temporary approval for: Free Meals, Expires: ________

__________________________________________________
Signature of Determining Official

_______________________
Date 

_____________
W/D Date 

_____________
Re-enter Date 



SScchhooooll  AAggee  SSeerrvviicceess  FFaammiillyy  HHaannddbbooookk                                                                                                        xxPPaarreenntt//GGuuaarrddiiaann  HHaannddbbooookk  PPoolliiccyy  AAggrreeeemmeenntt

Please sign the following document and return it to the Site Director of the program your child attends
after thoroughly reading the Family Handbook.

My child is enrolled at

My children’s names are:

I, the undersigned, hereby _____consent  _____ do not consent to the reproduction, publication and other
use of photographs, or cinematic imagery or voice of myself and/or my child by Children, Inc. or affiliated
organizations in newspapers, TV stations, non-profit agencies or other organizations or businesses and
without monetary compensation.

PPlleeaassee  iinniittiiaall  tthhee  ffoolllloowwiinngg::

___ I have received a copy and have read and understand the School Age Services Family Handbook
and agree to abide by the policies.

___ I agree to keep School Age Services informed of any changes in phone numbers and contact
persons with the knowledge that this is for my child’s safety.

___ I understand that all paperwork: Authorization to Release, Emergency Registration Information and
a ccuurrrreenntt  IImmmmuunniizzaattiioonn  FFoorrmm, be completed and returned within 5 days of enrollment.  Failure to
return required paperwork will result in disenrollment of your child.  This paperwork is a licensing
mandate.

___ I understand that tuition is due on Monday of each week and agree to pay on time.

___ I understand that I pay for the number of days I register for, regardless of whether my child attends.
For exceptions see page 4.

___ I have read and understand the Inclement Weather Policy and understand that I am required to pay
for snow day closings and 1 hour delays.

___ I understand that Children, Inc. is inclusive of all children, regardless of race, religion, physical or
mental limitations, however, children enrolled must be able to cooperate in a group situation, per
922.KAR 2:120 Section 1, to ensure the safety of all children.

___ I understand that I should save all receipts for tuition payment as Children, Inc. does not issue
financial statements.

Signed Date




