/wg\i\’%} Glassboro Child Development Centers

}\:ﬁﬁ%ﬁ;;}f 2026-2027 School Age Expanded Learning Program
R HORIZON at Bullock Registration Forms
Student’s Name:
Age: Grade: 1 2 Date of Birth:
Parent’s Name: Sex: ~ Male  Female
Primary Home Language: Hispanic Latino: [1 YES L1 NO
Email: Race:

Teacher’s Name:
Does your child have an [1 TEP, [J 504 plan or [] medications? *See below

*If yes, GCDC requires documentation for review prior to enrollment. GCDC may need additional time and
resources to develop reasonable accommodation for your student. This may delay enrollment and start date.

Select enrollment: AM only PM only AM/PM

Child Care Resources: [1 WFNJ L NJCK [0 DCP&P

Case Worker: Phone:
Late Pick-up

GCDC Programs end at 6:00pm, all students are expected to be picked up by 5:55pm. If you are late
picking up your child, there will be a cost of $1.00 per minute, which will be billed directly through the ProCare
account within the week. An invoice will be automatically generated and emailed. For more information
regarding our Late Pick-Up Policy in our Parent Handbook.

Fees and Costs

A nonrefundable registration fee of $50 per child and first week’s payment are due at the time of
enrollment. You are expected to create a ProCare account at the time of enrollment, and all fees are paid
through the app. Payments are automatically deducted every Sunday. Tuition assistance programs may help
cover some of these fees. Please see the back page.

PROCARE Enrollment and Communication App

All families are required to create a ProCare account at time of registration by downloading the ProCare
Parent app to their cellphone. Please note you are not fully registered until your ProCare account is
confirmed. This app is used for all communication, including attendance, payments, weekly/monthly calendars,
parent/staff communication and other news.

Reasonable Accommodations for Children with Special Needs

_____All applicable documentation is to be attached to assist in determining GCDC’s ability to reasonably
accommodate a child’s special need; the ISFP, IEP, or 504 documents serve as guidance. As a childcare
provider we meet ADA requirements; although our programs use the district buildings, please note GCDC is
not a public school.

Medication

If your child requires medication, it must be provided 2 days prior to the child’s start date, along with
medical forms that can be picked up at our main office.

All medications are to be in their original packaging with the pharmacy label with the child’s information

on it.
Continue to the next page >>



Program Requirements
Student are expected to attend at least 80% of the time enrolled.

Students and parents/guardians are expected to participate in surveys and forums that help with data
collection needed for grant reporting throughout the year.

Parents/guardians are expected to participate in family engagement activities at least three times per year.
Tuition Assistance

Childcare subsidy programs exist to help offset weekly tuition costs if eligible. The following describes
the options available:

« NJ State Tuition Assistance: income-based childcare subsidy that requires parents/guardians to work
30+ hours per week, enrolled in 12 semester credits in college or school, or a combination of both. To
apply visit www.mynjhelps.gov/home.

*Please keep in mind that you are responsible for making sure the subsidy contract is up to date and valid.

*You are responsible for any unpaid fees due to gaps in contract, any assigned mandatory copays, and overage
fees. Unpaid fees will result in immediate termination of services.

Child Release

I certify that the information I’ve provided about my child’s legal parents/guardians is accurate to the
best of my knowledge. I understand this will guide pickup authorization and parental communication unless
legal documentation is provided to the contrary.

Both legal parents have equal rights to pick up their child unless we are provided with a court
order stating otherwise. I only one parent is listed on the emergency contact form and no legal documentation
has been submitted, we are still obligated to release the child to the other legal parent.

In the absence of a court order, both parents are presumed to have equal rights to pick up or access
the child, regardless of who enrolled the child. If a parent wishes to restrict the other parent’s access, they must
provide the center with a valid, current court order. The center will retain a copy and enforce it accordingly.

____ GCDC does not collect or require proof of maternity or paternity at time of enrollment and will rely on
parental declarations and documented authorizations of either. Once verbal or written acknowledgement exists
of maternity or paternity, GCDC will recognize that individual as a legal parent until provided proof otherwise
or until a court document alters parent access.

Parent Acknowledgement
I understand that once all required documents have been submitted, an enrollment meeting may be

scheduled to review application details and finalize next steps before my child may begin.

By signing below, I confirm that the information provided in this GCDC application is complete and
accurate to the best of my knowledge.

Parent Name (Print):

Parent Signature:




ey EMERGENCY AND RELEASE INFORMATION

E‘U‘ i \f‘ﬂﬁ Child’s Name:
é‘%}\_%ﬁ%«f Date of Birth:
w"/f?%”;ﬂ%%s ¢ Address:
Phone:
SITE:
Parent 1 Contact Information ‘ Parent 2 Contact Information
Name: Name:
Address (if different): Address (if different):
Cell Phone: Cell Phone:
Email: Email:
Employer: Employer:
Work Phone: Work Phone:

Is there a courtorder (custody or res gt Iving this child? J Yes (I No
(If yes, we must have a copy, complete with judge/clerk 's signature and date)

*In the absence of a court order, both parents are presumed to have equal rights to pick up or access the
child, regardless of who enrolled the child. If a parent wishes to restrict the other parent’s access, they
must provide the center with a valid, current court order. The center will retain a copy and enforce it
accordingly.

IN THE EVENT OF AN EMERGENCY — PARENTS ARE CONTACTED FIRST.

IF PARENTS ARE NOT AVAILABLE, THE PERSONS LISTED BELOW WILL BE CONTACTED IN THE ORDER
THEY ARE LISTED. PLEASE NOTE: ONLY THE PERSONS LISTED ON THIS FORM ARE AUTHORIZED TO PICK

UP YOUR CHILD.

Authorized Pick-Up #1

Name: Relationship:
Phone #: Address:
Authorized Pick-Up #2

Name: Relationship:
Phone #: Address:
Authorized Pick-Up #3

Name: Relationship:
Phone #: Address:
Authorized Pick-Up #4

Name: Relationship:
Phone #: Address:
Authorized Pick-Up #5

Name: Relationship:
Phone #: Address:

7/2025



EMERGENCY MEDICAL CARE

This confidential health record will only be used o ensure the safety of the children in this program. This information will
not be shared ouiside of this Childcare program. Feel free to continue your noles on an attached separate sheet.

1. If my child requires emergency medical care and 1 cannot be reached, 1 give my consent to Glassboro Child . ‘
Development Centers to obtain the necessary medical care for my child. 1agree to pay all of the costs associated with
the emergency medical care that my child receives. Iunderstand that every effort will be made to contact me before

and after medical care is provided.

2. This information is strictly confidential and will not be shared with anyone without my written consent or in the case

of emergency medical care.

Child’s Doctor: Insurance Company:
Phone: Policy Holder’s 1D:
Last Tetanus: Child’s Social Security #:
Allergies: Religious Preference:
(optional)
Doctor’s Address
Please provide your child’s medical history.
CONDITION YES | NO ALLERGY YES | NO

Asthma

Penicitlin

Does your child use an inhalet?
Convulsions/Seizures

Insect Stings

Foods

Diabetes

Plants

Ear Infections

Chicken Pox

Measles

German Measles
Rheumatic Fever

Mumps

Corrective Device

(glasses, hearing aid, etc.)
Any significant illnesses or
surgeries?

FEIf “yes” to any of the above, please provide the
date or any further details.

Special Health Care Needs

**1f yes, the following forms are required prior to first date
of attendance: the Administration of Medication, Food
Allergy Action Plan, and/or Asthma Action Plan as needed.

Hay Fever

Topical ointments

Other

#*]f “yes” to any of the above, please describe
reaction.

Does your child have an EpiPen®? \ |

Does your child have any special needs that staff
should be aware of?

Child has behavioral /emotional challenges.
[ Yes [ No

Child has physical disabilities.
[1Yes L[] No

Child has IFSP, 1EP, or 504 Plan.

M Yes O No

Medical forms are available to pick up at our main office and must be completed and signed by a health care

physician.

I understand that this consent will be in effect as of the date of my signing and will continue the duration of my

child’s enroliment with GCDC programs.

Parent/Guardian Signature

7/2025

Date



Glassboro Child Development Centers
Photo Release Form

Please select site of attendance:

Preschool-Main HORIZON-Grades 1-5
Preschool-Ellis
RASKEL-Grades PK 3-K

Child’s Full Name:
Date of Birth:

Parent/Guardian Name:

I, the undersigned, hereby grant permission to Glassboro Child Development Centers to use photographs,
video, or other images of my child for the purposes listed below:

[J Social Media (e.g., Facebook, Instagram, Twitter)
U GCDC Website and E-newsletters
O Print Media (newsletters, brochures, flyers, newspapers, etc.)

These images may be used for informational, promotional, and educational purposes, and may be
published in print or digital formats. I understand that my child’s full name will not be used unless I give
specific written consent.

I understand that I may revoke this consent at any time in writing, but that revocation will not affect any
use already made prior to the revocation.

Consent Options (please check one):
01 give permission for my child’s image to be used as indicated above.
I do not give permission for my child’s image to be used.

Signature of Parent/Guardian: Date:

Parent/Guardian Contact Information:

Phone: Email:

Rev. 7/2026



PARENT HANDBOOK /POLICY
RECEIPT ACKNOWLEDGEMENT

Dear Parent:

In keeping with New Jersey's childcare center-licensing requirements we are obligated to provide you,
as the parent of a child enrolled at our center, with this statement as well as other policies attached.

Please read the policies and if you have any questions, feel free to contact us at 856-881-3331.

Sincerely,

Joan E. Dillon, Executive Director

Please complete and return this portion to the center. (Please print)

I,

, have received the following policies

for Glassboro Child Development Centers, outlmed in the parent handbook for my child’s program:

__ Administration of Medication
_ Breastfeeding (Preschool Only)
___ Communicable Diseases
____Completion of Assessment

__ Diapering

__ Fee Policies

___ Hand Washing Guidelines

_ Information to Parents
__Nutrition and Physical Activity
____ Parent Grievance

_Right to Refuse Services

___ Screen Time

___Supervision of Children
__Toilet Training

___ Visiting Consultants/Therapists

Attendance (Preschool Only)
Discipline/Expulsion
____ Communication/Notification

Dental Health (Preschool Only)

:Family Engagement
____Transportation

Inaccessibility to Toxic Substances

: Late Pick Up
___ Parent/Family Code of Conduct

Release of Children

W___ Safe Sleep (Preschool Only)
___Screening/Referral (Preschool Only)

Transition (Preschool Only)

: Use of Technology and Social Media

I agree to abide by the above policies AND other procedures contained in the parent handbook.

Parent/Guardian signature

Date

Agency Witness

Names of child/children:

** THIS PAGE MUST BE RETURNED BEFORE YOUR CHILD ENTERS OUR PROGRAM.

7/2024



2027 NEW JERSEY CHILD AND ADULT CARE FOOD PROGRAM

ELIGIBILITY APPLICATION
00 DU

NAME(S) & AGE(S) OF ENROLLED PARTICIPANT (S)

(Normzj {Age) (Nume) (g
OPTIONAL: RACIAL EIHNIC IDENTITY OF PARTRIPANT
CGhack one ETHNIC identity: ; Mark one or more RAGIAL identity (ies):
{ D Amerigan Indian or Alaska Native DAslan DBIack or African American
DHIspanic or Latine D NotHispanic or Lating H DNahve Hawaitan or Othar Pacific [slander D White
i

Enrollment Information

Check ( Peach day the above porticipant s arolled for cure, the hones of care each day, and the meal typeis) served

DAYS OF CARE: 3 Mov Ous Owo Clraks (W] Qsr Qs
HOURS OF CARE: ) _ T, PR, S, S
Swing / Rotating Shifis: (if Applienble) ___«___ —_r —_— e PR D e e e
MEAL TYPES SERVED: (OBREAKFAST [JA.M. SUPPLEMENT {JLUNCH OF.M. SUPPLEMENT (ODINNER

CHILD DAY CARE FOOD PROGRAM PARTICIPANTS ONLY

OPTION 1A:  BENEFICIARIES of Supplemental Nutrition Assistance Program (SNAP) (formerly Food Stamps), Temporary Assistance for Needy
Families (TANF), or Food Distribution Program on Indian Reservations (FDPIR)

[fyou are now receiving SNAP TANF or FDPIR for this chiid. plete one of the i b

9

SNAP CASE# OR TANF CASE # OR FDPIR CASE#

OPTION 1B: FOSTER CHILD

{fyou are applying for a foster child, check the bax and list any persenal incom e which has beenidentified by specific category such as ciothing, schaol fees, allowances, slc.:
FOSTER CGHILD INCOME §

ADULT DAY CARE FOOD PROGRAM PARTICIPANTS ONLY I

OPTION 2:  BENEFICIARIES of SNAP, FDPIR, 551 or Medicaid

Ifyou are now receiving SNAP, SSI, FDPIR or M i lete one of the foll

pl

SLGSNARR el ORFNPIRCASER . oo R SSLQASF&

Complete the following i fon. hold Members, Social Securiy Munbers and Income, .
THLY INCOME (Complete One Or More - Befive Debutony
NAMES OF ALL OTHER Wantily (Grass Earmings) WONTHLY SOCIAL WONTHLY GNEMPLOYME WORTHLY Nonthiy Ary Others
HOUSEHOLD MENBERS: WagesiSalary © T SECURITY - HTWORKER'S COBPENSA WELFARE Income
(Related and Unrelated) PENSIONS RE TioK CHILD SUPPORY
HREMENT ALIHONY
N 3 $ ) 5 5
- 3 3 5 5 5
" 3 3 $ 3 3
" $ § 5 5 3
s, $ $ $ 5 $
N § § 5 5 3
. 3 3 3 3 3
N 3 3 § 5 3
. 5 3 3 3 5
o 3 5 3 3 3
TOTAL NUMBER IN HOUSEHOLD (INCLUDE ENROLLED PARTICIPANT): $
T

ADULT HOUSEHOLD MEMBER SIGNATURE and LAST FOUR DIGITS of SOCIAL SECURITY NUMBER: (Ser Privicy Aut Statement helow)
An Aduft Household Member must sign and date this fom fist-the last four (4) digits of his or her. Social Security Number,
if you do net have a social security number, mark the box - ido not have a Sccial Security Numbee”.

PENALTIES FOR MISREPRESENTATION: | certify that all of he above information is tfe and correct and that the Food Stamp, TANF, SS1, or Medicaid Number of the enroled parcipant is correct, of that
income s reported, | understand that this information is being given for the receipt of Federal unds issued to the day care center based on the information 1 provide, | undesstand thal CACFP officials may venify
infosmation, and that defiberate misrepresentalion may resut in the partidpant losing meal benefits, and | may be ploseculed wnder the appicable State and Federdl laws. Anr Adwlt Honschold Menth
must complete the following:

Signature: Address;
Privt Name City. State: Zip Code:
Date: Phone Number,

Last four (4) digits of Social SecurityNumber: | - e DldomthaveaSocldSeaxitmeber

PRIVACY ACT STATENENT: The Natoral Scrodl Lureh Ad requies that, uriess the porciarts' Cano Manbsr s provided, you ik inehuoh the Socid Securly Skmber of e adut usehold iesnber sigring tha agoloation o idsire il the husehod e
dacs nct hava a Socal Seaurty Mumber, Pwvmxda&ulsunlrlymnhtsnamndlcfy;b\liaamﬂﬁMMbﬂkmwmamhMbnhmkmukﬂhclwsq

sexdused piced ments. The Seciel Secuily Numbors may e ued to dortlly you fof verfying (h caTectness of iomeion awonmawtm‘nm y txiude s, and

Foad Stanys or TANF offce 1o detenmine cuort cartficalion A recelt of Food Stamps o TANF berfts, cortacling e State Emplymoent. Secuty office fo detorning the: amonrt of be

vesly the ahourd of dcome cecewed.  Thase eflats may rel in & ks of 1eduction of bonefts, admistratve cla of gel s T incaitéct ifoation b repated. These acty kst bo ld 1o o houselold monbe whse Social Seotrky Numbas

Determination. Free Reduced Paid
Signature af Determining Official

TOTAL MONTHLY INCOME $
Conversion £l (o figure monhly: wome: W«:ekl

Date

CALFPIELG, App 8120248



2026-2027 CHILED AND ADULT CARE FOOD PROGRAMIETTER TO PARENT PARTICIPANT
Dear Payemt Parttoga

O agency depands oie Cludd and bt Care Food Progran finsls fo provide merls ot nar separate dharge o all pascants. Unplete infornaiion s pecessuy o onder o receiw
the wiasman fancds avikible tongh the Unitcd States Deputment of Agpicultnre. the inforsrion wall sorve as deatmentation that vur cnvolled puarticipams are digihle for the
Child umd St Ve Fuad Progronn, You away conplete aud sihmit one CACEP cligibility apphection for olf portcpans fiom the same houschold that ove awollzd for care willt omr
ageney.

Hinnchokd miashas ok eversome in vour Jumschold s as g ives, or frineds whe Tive wirk wwrt sion share income wnd expensea. Yo must nechle
vomracli and ol e o Ing widh s, Yor abso may inddh fioseer ikl who D sy wie Unee prepoiy i camizal dor free o redneed price benclits sweledher shrowgh
invome or by prenadig g cnrpent SNAP L FDPIR o0 TANE case rmber  (SNAP, FDPIR, SSEL er Medwand wose ownber for Aebdt {xey Croe Portjapunis). on will
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Dossehadd snrnre e e i thse diafine spandurds

atiedparants. other

The vttt spate rpent st he the tetaal gross oy rocenel by all manbers of yonr houschol!.

The “Ehihdliny beeane Seafe™ for sedweed-price mdls o welmded in tliis leter Jor your mforasiion. [f vour wcopie is by than or el tor these reducad- prived siondards,
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1
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s, office:
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TN 1

:
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New firey Deparipeent of Agrivaltare Child and Adalt Care Fovd Program Phone Nawber 609-984-1 2501
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LMM“—LW e ARE ARULLEARLICIEANIS, New Jersey Depurtment of Agricaiure Chitd and Adalt Care Food Program
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SLIGIBLLITY INCOME SCALE - Effective From July 1. 2026 to duns 36, 2027

[ REDUGER
HOUSEHOLD ;
b { ANNUAL MONTHLY WEEKLY

1 > h ' S1730-%2468 $ 400~ § 568
2 {28133 - hA0.034 $246 - %3, § 542 %770
3 217 - $50.542 % o684- % 972
4 42901 - $61.030 LORG. KEITS
5 L3 285 - $71.558 $ 008 - $13T77
a §57.069 - §82.066 $1H1u-50579
7 $63,031 - $92.574 $7.715 §1.232- %1781
8 §72437 - 5103082 3859 Stavd- $1.983

Each Additional «

Family Member ] #1,508 +§76 2603

CAT FPNofice to Farficinany Parent | etier/6/ e,




