Glassboro Child Development Centers
2026-2027 School Age Expanded Learning Program
JURASSIC Registration Forms

Student’s Name:

Age: Grade: Bullock 3 4 5 Date of Birth:
Bowe 6 7 8 Sex: ~~ Male _ Female
Parent’s Name: Hispanic Latino: [ YES LI NO
Primary Home Language: Race:
Email:

Teacher’s Name:
Does your child have an [J IEP, [ 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 accommodations for your student. This may delay enrollment and
start date.

Select enrollment: AM only PM only AM/PM Drop-in
Child Care Resources: [1 WFNJ 0 NJCK O DCP&P
Case Worker: Phone:

Late Pick-up

GCDC Programs end at 5:30pm, all students are expected to be picked up by 5:25pm. 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/21% Century Community Learning Center

The 21* Century Community Learning Center is a federally funded program supported by the New
Jersey Department of Education for out-of-school-time programs in New Jersey, which include those before
school, after school or in the summer.

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.

Continue to the next page >>



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.

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.
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. [ 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. If 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:




EMERGENCY AND RELEASE INFORMATION

j,/ "\%\.i‘:\‘ K
éé Y s’\\%‘\m Child’s Name:
20 /Zs‘;" Date of Birth:
é"o}o\’;’fjf*ﬁéj/ﬁ/ < 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-cou er dy or restraining orde g this child? [ Yes O 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 to ensure the safety of the children in this program. This information will
not be shared outside of this Childcare program. Feel free {o continue your noles on an attached separate sheel.

1. If my child requires emergency medical care and 1 cannot be reached, 1 give my consent Lo Glassboro Child
Development Centers to obtain the necessary medical care for my child. | agree to pay all of the costs associated with
the emergency medical care that my child receives. 1 understand 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 ID:
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 Penicillin
Does your child use an inhaler? Insect Stings
Convulsions/Seizures Foods
Diabetes Plants
Ear Infections Hay Fever
Chicken Pox Topical ointments
Measles Other

German Measles
Rheumatic Fever

Mumps

Corrective Device

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

#*]f“yes” to any of the above, please provide the
date or any further details.

Special Health Care Needs

**[f 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.

¥ “yes” to any of the above, please describe
reaction.

Does your child have an EpiPen®? l ]

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

Child has behavioral /emotional challenges.
0 Yes 1 No

Child has physical disabilities.
L] Yes L] No

Child has [FSP, IEP, or 504 Plan.
0 ves [0 No

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

physician,

[ 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:

O Social Media (e.g., Facebook, Instagram, Twitter)
0 GCDC Website and E-newsletters
[ 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):
011 give permission for my child’s image to be used as indicated above.
L1 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 ____Attendance (Preschool Only)
__ Breastfeeding (Preschool Only) ___Discipline/Expulsion
__ Communicable Diseases ____ Communication/Notification
____ Completion of Assessment ___ Dental Health (Preschool Only)
__ Diapering ___ Family Engagement
_ Fee Policies ___Transportation
____ Hand Washing Guidelines ___Inaccessibility to Toxic Substances
___Information to Parents ___Late Pick Up
___Nutrition and Physical Activity ____ Parent/Family Code of Conduct
___Parent Grievance ____Release of Children
____Right to Refuse Services ____Safe Sleep (Preschool Only)
_ Screen Time ___Screening/Referral (Preschool Only)
____Supervision of Children ____ Transition (Preschool Only)
Toilet Training ___Use of Technology and Social Media

: Visiting Consultants/Therapists
I agree to abide by the above policies AND other procedures contained in the parent handbook.

Names of child/children:

Parent/Guardian signature

Date

Agency Witness

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

7/2024



2027 NEW JERSEY CHILD AND ADULT CARE FOOD PROGRAM
ELIGIBILITY APPLICATION
A

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

J¢ :\"ume; [ Name) (g2}
OPTIONAL: RACIAL ETVNK TDENTITY OF PARTRIFSAT
Check ona ETHHIC identity: i Maskone or more RAGIAL identity (fes):
D AmeticanIndian or Aleska Native [~ JAsian [ JBlack or African American
D!—ﬁspamc or Latine D Not Hispanic or Latino DNanve Hawaiian or Qther Pacificislander D White

Enrollment Information

Check ( Peach day 1fie above participant is avolled for awre. the honrs of care esch day. and the mead type(s) served:

DAYS OF CARE: [fle] O Owd CITHRs Om Clsar s
HOURS OF CARE: e OO FO
Swing / Rotuting Shifis; (If Applicable) ____~___ — UL UUUUUE . U U U GO—
MEAL TYPES SERVED: [OBREAKFAST ([JA.M. SUPPLEMENT CJLUNCH {JF.M. SUPPLEMENT CIDINNER

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)

If you are now receiving SNAP, TANF ar FDPIR for this child. plete onte of the ing b

SNAP CASE# OR TANF CASE # OR FOPIR CASE #

OPTION 18: FOSTER CHILD

{fyou are applying for a foster child, check the box and list any personalincom e which has been identified by specific category such as clething, school fees, allowances, lc.:
FOSTER CHILD INCOME §

ADULT DAY CARE FOOD PROGRAM PARTICIPANTS ONLY
OPTION 2:  BENEFICIARIES of SNAP, FDPIR, SSI or Medicaid

iyou are now receiving SNAP, S$S1, FDPIR or Mi id plete one of the
LLoSNARE e ORFRPIRCASER. . ae.. e QRSSICASER e QR MEDICARD CASEY owoesrosorrooeee==s 1
Canpplete the following informalion: Household Members, Social Security Numbers undd lnoome, .
BONTHEY INCOME (Complete One Ur More - Befre Deshactiony
NAMES OF ALL OTHER Honthly {Gross Earrings) MGHTHLY SOCIAL NONTHLY UNERPLOYME MONTALY Monthiy Any Others
HOUSEHOLD MEMBERS: Wages/Salary - SECORITY - NTWORKER'S COMPENS A WELFARE Income
\Related and Uneelated) PENSIONS RE Tl CHILD SUPPORT
TREMENT ALIHONY
" $ 5 $ 3 §
2 3 $ $ 3 5
N $ $ $ 3 3
N 3 $ $ 3 3
s 3 3 $ $ $
N $ $ $ $ $
7 3 $ $ 3 3
. $ 5 3 3 3
. § 5 3 3 3
w0, 3 3 § 3 $
TOTAL NUMBER IN HOUSEHOLD (INCLUDE ENROLLED PARTICIPANT): $
TOTAL GROSS HOUSEHOLD I"wmgz,,“m e aaA e s F 3o S S £ e 2SR S S S £ S s o Seia s o &+ § s Sa et + w8 ¢ e mm a2 a s

ADULT HOUSEHOLD MEMBER SIGNATURE and LAST FOUR DIGITS of SOCIAL SECURITY NUBBER: (Ser Privacy Act Stutement helow)
An Adult Household Mernber must sign and date this fom ﬁd fist the last four (4) digits of his or her Social Security Number.

if you da n¢t have a social segurity number, mark the box - Ido not have a Sociat Security Number”.

PENALTIES FOR MISREPRESENTATION: | certify that all of the above information Is ite and coirect and that the Food Stamp, TANF, §Si, or Medicald Number of the enroled parcipant is comrect, or hat
income is reported. | understand that this information is being given for the receipt of Federal lunds issued to the day care center based on the information | provide, t understand thal CACFP  officials may verity
infosmation, and that defberate misrepresentation may result in the partidpant losing meal benefts and | may be prosecuted under the appicable State and Federal laws. An Adwdt Honschold Mend
st complete the following:

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

Last four (4) digits of Social SeawityNumwber: | - - Dl do not have a Social Security Nurrber

PRIVAGY AGT STATEMENT: The Natiorad Sciodt Lirch Ad reqwuﬂu urkss e periciparts’ Caso Number i provided, you nst inchuds the Sociel Securly denber of the acul asehokd imenbor sigrig (ha appication of (ndkcix thal the hoasehold men
doet ndt hove o Secied Socurty Number, Pravision of a Socisl Swourly Number & not merelatory, b\“aaocu.mmi\yh\mbqsrdwmwmhﬁrdnnhnammlhcmnsgmdoamrnmsm:mnm hullbncmwd«amwmﬂgﬁhbtn
Tecduced priced thenus. The Social Secuty Numbers may be tBed to idontify you for venfying the corectress of inftimalon stated an his appicton. These y relude audts, and i i rd may inchad o ponlauting employay to determine reang, cortact
Food Stamp o TANF offia bo deteming cumort cortieation Ae rexelt of Food Stamps o TANF bercits, contaeling e Skate Enplymert Secudy ofice to de(omna the ameurt of benclts {M\IUJ an chackig the dmumim produeed by houserald mertbics
verty the aimourd of inceme recoved  Those offats may el in a loss or teduction of bonofts, admivstratve cleem or dogal actis | incoirget infornation is reported.  These acts st be bold 1o &l housefeld moimbens. welsity Numbors o ropofied on

Determination: Froe Reduced Paid
Signature of Qetermining Official:

TOTAL MONTHLY INCOME §

Conversion fixciors @ figure monibly income: Weekly x 433

Twice a month x 2
Fvery 2 weeks 1243

CACFPIENG. App 612023



2026-2027 GHILD AND ADULT CARE FOOD PROGRAMLETTER TO PARENT PARTICIPANT
Dear Papeit Parteene;

O agency depinds o Cluded andd At Care Pood Progeant finschs hy provide mels af o sspasate lttger o all potigants, mnplete fufinnniion 13 necesaiy m ander i recviie
the ey funds aitahle diowsd the Vhiited Stades Dopantoeent of Agriodere. The iformuariviy will sorve ax dewmentation thut e vmolled participans are digible for the
Child amd sty Vsire Foud Prgram. Yo s complete and subit ane CACED oligibilits upplection for olf pasticpeaon v the sunte honschokd e ore aunlled for care wille o
HRCHY,

Humsshokd o s widinle oversone i vone fonsdiokd (such as grandparans, other relaives, or fremds wie live v why vonrd whe share income wid expeases. Yon st ichide
ol asd «ofl Gubtean who g widh vo, Yo b may indid fister ikl sho five sl sou. Onee propedy o 1 fow frev ur redweed prive bengfits wlerher throngh
inceme o by preneding g careent SNAL L EDPIR or TANE cuse aywder (588 FIPIR SSE e Medwand cawe vtmher fior Adylt Dy Cuoe Puvtngpunts ). ven wifl
rammn eligibde for dhose henfins for §2 onths. You shendd o s, fuwever, Jf v or sonease iyt Jreneslinddd Decontiess renentpliosed i e fess of e qises jour
Tgsssehartd sveme te he sl those vhgatahiy salands

iy

The dreomnne thal yate repost st he the toad gross e recenad by afl e of oy hesciohl.

The  Ringhtlay bicane Seale™ Jor pawoed-price meals bs aichded in this faser for youwr aforawaion. i o b iy bt o g o e redpeads privedstondards,
the prnygnon te cdigrble for free ar redwccd prive meals oo the Child cad ddnde Cone Bt Prvgraen, wlncl s incrvased reipibrsentiit for o oot
wand prereased nurioml hemgis Jor e pertfoipeant.

Flegse aomeplene, sgn atid ecturs (e forme o il omr o by aagy jecse pnson reimbursenent, W camiol apprave o forns that 18 et compleie, so fu siere b read the
st gsony et il one ol rapared isfinwaon. This figeowdd e placad neonr filies et trecited s confidenstol informaston. Yonr qioperiun s vitod aod apgredoled

I waegrehnnee with Peceral cond erphay b amd 108 Departient of oJgrrenftiee (GSDA) wrvtl 1y

BN i ipting i oy o USEL proggatis qve prolitiodsd frour diserimitoin ) A

Jum/‘\ haryirfad M e dvinad from " j ! o et ity for el e ghis L I gy ot e AW st of
Tengdant tilmy ddadbnes vaey by progeast er o

i vegulationn and prdneses, /IU TIRENL, its ol o, offfves, il wmploe, it
/i @ bt dssistonee pragran, poliegl beliehs, or repriia
Jrnndad by LNPR oot 8 boses appdy o ol prosianisl, I\’u//uul/‘u.c/uu. /

/hr\ 100 race., Cradnd, aegorgel gresto, velgion, sex, disahiling, age. ngettal s,

Pursony woth disabidite whe roquive aliernative mcans of commupeation Jr progeay iifo mtion (g Braifle, farge prog, ancdiotape, Amgean Sivi I.L//wm;.:z . should vopnnet e
Stady or acul Jgenee i i m.\l; ¥ the /'/VV/U‘/IIH o ctteres CSE thraaeh e Teleonmmnmications Relae Sorvile ar "0 fwdoe amd 173 Adilitrona 1. proeane formatiar iy e
miehe g vartable i Toinuages odior deac il

1,1

efe the NI Program () o {

2

fond omdine at Hone o Lghooa fropsan [
opy G I comphaiil e

g
sy, Eil!

To fihe w progrow cdicpmington conphaind, copl
‘ : i g ot btiee

LMDt ('nmlglmm dorm. o430

B et a R0 nffice i sssed (17 2f skl pprovide in the fetrer adl of the infovanaion vey ni e form. 1t st
[X06) GA2G092, Salirnr vour Ir’:i)/lllllﬂl.’l\':/(ul‘ll_l o fettien 16 1S iy //) nml/ ll' Ny Jii A /l‘u/‘u/(l i /Il‘u'(A. ; /(.'mrrﬁu'(‘{vi/ Ix'rgf: SO0 Ddepéudence Tionue,
NH ,\‘IuIT.\ln/: L cton, 130 0230001 25 fores Q02 60D F4E2 o ( - P E
l‘,\/&/.m cqped gpipod tnnin ppyviler, prplagr, .uullu/nl«rﬁ/ ) y
lasshors Child Dev. (s (£56)58]- 3331

Name of Bay Core Centerd (Day Care Cepter Phoue Number)

New funay Department of

srcutnre €Clild and Adalt Care Food Program Plrone Nuusber 0119-98-4-4 230

VO APEUY, YOU VENT COMPLI B ONE OF THREE O EHNS
Ut N e e paeticipant i st aid Last Namiesd

I Compleie e Days Hans ol Came and the nreal tvpes sem el b the eomotled pastemant ot i e
fOption 1A o JB - CHILD CARE PARTICILANTS ONIY! i
1E yous vecrive SN AR, TANE, ar FBIR henctits facthe patieqant s ihe

b BRI e gt

AFCVANE o FDTR

Caned S nd e the Tonm

1§

g g L Basaer € it s b s e e el wsppnsdyls of e welfn
CPONTE RIS PERSON L CSE INCOME a5 definad oy fillew s
a1 Pord veced B osoelfioe avcaer wlech cat b idemtliod v peonad use of the vintd  Where fond provaded by ahe wellaie ooy ate spcfiod Mo

artd St Bt b foem

renics ar et Chegh i Bay

sich e ol

dzenncs. pe. e fon sdscdier and caes speciad areeds fraxh, ond s sor possoied o hesta, ol goen, alhaance, otc ol diose flds it an e
sdas pyanopol i it shiall b considerad a o

s chudes, bt 15 o fonsted B, giwch pecened flent wist ooty stes provdid in the

gt oficr thon oceustenrd e AFIIC ¢ 8L s emdes el

i yon veceive P, GDPIR, SSLor iVledicaid bung)

J {Name of Day Care Center)
‘ﬂm}m S CRLLR CARE AND ABULT BARTICIEAN TS, New Jersey Department of Agricaltore Child and Adulr Care Food Progreom

for the participans, mdieate the SNAP, FDPIR, S50 or Mtedzand Cane Nl and Sing and D the fivm

5 Nanwe ol all (Rehoted o el household eners
1 st the household weome (Mondif Gy Faonmgst Toceach houschold membeer
A Tewab nuohec m howehold 17 03 ahove
A Tl the s meore ol atl ousehold menibers
St Bontand complete e Tull addiess at e ol Hoasebiok! Member siznmg the appheiiem
¥ Date e farnvand ceniplete die teksphone numsbar of Adudt owsclokd Menbet snanohe applicais

st the st four (1) digits of the socil securtty wimber far he Adult Howsehold Mehar sipnme the apphieatson of ndieate diat the

Adul Householl Member signiog the application does not possess i socml security munbe

ELAGEBILITY A

OME SCALE - Effeciive Erom July 1. 2026 10 June 34, 2027

REDUCEN
HOUSEHOLD ANNUAL © MONTHLY WEEKLY
! SIZE

1 $20.749 - $29,3206 §1730 - $2.461 400~ § 368
2 24130 - hA0 034 $2.%6 - 53317 § 542 %70
3 S3S017 - $50,342 $2.901 ~ R4 200 $ o8- § N7
4 $42.901 - $61 050 §3.370 - %5 088 § 826+ §1.475

K4 285 - §71.558 §4.192 - 8964 o008 - $LA77
B §57.669 - $82.068 $4.807 - $6.839 $1H0-5037
7 §65 031 = 92574 §54224 87,715 §1.232- 41781
8 §72437 - 5103082 $6.038 - $859 St A - $19K3

Each Additional +10.,508 476 20

Family Member

CACTFNolee 1o Parficiomayvarent 1eterl6/ 10026




