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RECREATION DEPARTMENT 
7007 MOESER LANE 
EL CERRITO, CA  94530 
(510) 559-7006 Fax (510) 528-9413  


 
HARDING LICENSED CHILDCARE PROGRAM  


REGISTRATION PACKET 2018-2019 
 Grades KINDER/TK-1ST                                                                                                            


  
March 12, 2018 


 
To register for child care for the upcoming 2018-2019 School Year you must complete the following forms 
and return them along with a $70.00 (payable by check, card or cash) registration fee to the El Cerrito 
Community Center (7007 Moeser Lane, El Cerrito, CA  94530) as soon as possible to assure your child's 
space in the fall recreation program. All registrations will be handled on a first-come-first-serve basis. 
In the case that our program is full, you will be put on our waitlist and we will contact you once there is 
availability. 
 
Please return the following forms: 
 


 Registration Packet (Attached) 


 Registration Form 


 Emergency ID Card including Photograph of Child 


 IMS Agreement 


 General Information Receipt 


 ID & Emergency Information 


 Health History 


 Parent’s Rights 


 Personal Rights 


 Consent for Medical Treatment 


 $70 Non-Refundable Registration Fee 


 Bill Policy Agreement 


 Auto Debit Authorization Form 
 


IF YOUR ACCOUNT IS PAST DUE with the City of El Cerrito, you will NOT be able to register for the 2018-
2019 school year until any past due balance is paid in full.  
 
We encourage you to not hesitate in registering for all your program needs your child as soon as 
possible.  We will work hard to meet those needs! Thank you for choosing the City of El Cerrito Before 
and After School Recreation Programs. 
 
QUESTIONS ABOUT REGISTRATION/WAIT-LIST  
please contact: Susan Ortega 
Recreation Administrative Specialist 
City of El Cerrito  
7007 Moeser Lane  
El Cerrito, CA 94530  
Phone 510.559.7006  
Fax 510.528.9413 
sortega@ci.el-cerrito.ca.us 



mailto:sortega@ci.el-cerrito.ca.us






STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES


PERSONAL RIGHTS
Child Care Centers


Personal Rights, See Section 101223 for waiver conditions applicable to Child Care Centers.
(a) Child Care Centers.  Each child receiving services from a Child Care Center shall have rights which include, but are


not limited to, the following:


(1) To be accorded dignity in his/her personal relationships with staff and other persons.


(2) To be accorded safe, healthful and comfortable accommodations, furnishings and equipment to meet his/her
needs.


(3) To be free from corporal or unusual punishment, infliction of pain, humiliation, intimidation, ridicule, coercion,
threat, mental abuse, or other actions of a punitive nature, including but not limited to:  interference with daily
living functions, including eating, sleeping, or toileting; or withholding of shelter, clothing, medication or aids to
physical functioning.


(4) To be informed, and to have his/her authorized representative, if any, informed by the licensee of the
provisions of law regarding complaints including, but not limited to, the address and telephone number of the
complaint receiving unit of the licensing agency and of information regarding confidentiality.


(5) To be free to attend religious services or activities of his/her choice and to have visits from the spiritual advisor
of his/her choice.  Attendance at religious services, either in or outside the facility, shall be on a completely
voluntary basis.  In Child Care Centers, decisions concerning attendance at religious services or visits from
spiritual advisors shall be made by the parent(s), or guardian(s) of the child.


(6) Not to be locked in any room, building, or facility premises by day or night.


(7) Not to be placed in any restraining device, except a supportive restraint approved in advance by the licensing
agency.


THE REPRESENTATIVE/PARENT/GUARDIAN HAS THE RIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS, WHICH IS:


NAME


(PRINT THE NAME OF THE FACILITY)


(PRINT THE NAME OF THE CHILD)


(SIGNATURE OF THE REPRESENTATIVE/PARENT/GUARDIAN)


(TITLE OF THE REPRESENTATIVE/PARENT/GUARDIAN) (DATE)


LIC 613A (8/08)


(PRINT THE ADDRESS OF THE FACILITY)


ADDRESS


CITY ZIP CODE AREA CODE/TELEPHONE NUMBER


DETACH HERE


TO:  PARENT/GUARDIAN/CHILD OR AUTHORIZED REPRESENTATIVE: PLACE IN CHILD'S FILE


Upon satisfactory and full disclosure of the personal rights as explained, complete the following acknowledgment:


ACKNOWLEDGMENT: I/We have been personally advised of, and have received a copy of the personal rights contained in the
California Code of Regulations, Title 22, at the time of admission to:





		line1: California Department of Social Services

		name: Community Care Licensing

		address: 1515 Clay Street, Suite 1102

		city: Oakland

		zip code: 95814

		area phone number: (510) 622-2602

		print1: Harding Licensed & School-Based Programs

		print2: 7115 "C" Street, El Cerrito, CA 94530

		print3: 

		print4: 

		date: 








(          )(          )


STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES


CONSENT FOR EMERGENCY MEDICAL TREATMENT-
Child Care Centers Or Family Child Care Homes


AS THE PARENT OR AUTHORIZED  REPRESENTATIVE, I HEREBY GIVE CONSENT TO


_________________________________________ TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE 
FACILITY NAME


PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEOPATH (D.O.) OR DENTIST (D.D.S.) FOR


__________________________________________________ .  THIS CARE MAY BE GIVEN UNDER 
NAME


WHATEVER CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHILD


NAMED ABOVE.


DATE PARENT OR AUTHORIZED REPRESENTATIVE SIGNATURE


CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:


HOME ADDRESS


HOME PHONE


LIC 627 (9/08) (CONFIDENTIAL)


WORK PHONE





		Text1: Harding Licensed & School-Based Programs

		Text2: 

		Text3: 

		Text4: 

		Text6: 

		Text7: 

		Text8: 

		Text9: 

		Text10: 

		Text11: 








 


PLEASE SIGN AND RETURN THIS COPY TO THE 
EL CERRITO COMMUNITY CENTER 


*This bill policy is available in Spanish upon request* 


 


SCHOOL-BASED RECREATION & LICENSED  
CHILDCARE PROGRAMS 


BILL POLICY AGREEMENT 
 
 
Your auto-debit will be charged on the first day of the month.  
 
All receipts, bills and statements will ONLY arrive electronically; no bill will be sent in the mail.  
 
If you do not receive a receipt by the 5th of the month, please call the Admin. Clerk Specialist at 
(510) 559-7006 or email sortega@ci.el-cerrito.ca.us 
 
Please be aware that auto-debit does NOT roll over from the previous school year/summer. You will 
need to re-enroll in auto-debit by doing the following: 
 


1. Completing the Automatic Credit Card Authorization Form 
2. Ensure that your credit card information is linked to your account by going online or calling 


Susan Ortega, the Admin. Clerk Specialist at the contact information listed above.  
 


If your payment method is declined, your receipt will indicate this information.  It is your 
responsibility to notify us and update your payment method by the 10th of the month.  If this is not 
done, a late fee of $19 shall be charged.  
 
Collections Notice: If your City of El Cerrito bill is one month or more past due, we reserve the 
right to send any past due balances to a collection agency.   
• Each month’s past due billing statement is sent to households either via email or USPS mail 


service. 
• The City is not required to make any additional contact in regards to past-due accounts. 
• Family members sent to collections will not be able to participate in any programs 


offered by the City of El Cerrito until the amount due is paid. 


• Please contact us before your account is past due to set up a payment plan to avoid sending 
your account to collections. 


 
 
_________________________________________ _____________________________________________ 
  (Print Child Name)                            (Print Parent Name)    


 
_________________________________________________________________________________________ 
  (Parent’s/Guardian’s Signature)                           (Date MM/DD/YY) 
 


By signing this form, I acknowledge that I have read and understand the information above and agree to abide by 
this payment policy. 





		Print Child Name: 

		Print Parent Name: 

		Date MM/DD/YY: 








PARENT’S/GUARDIAN’S COPY 
*This bill policy is available in Spanish upon request* 


 


SCHOOL-BASED RECREATION & LICENSED  
CHILDCARE PROGRAMS 


BILL POLICY AGREEMENT 
 
 
Your auto-debit will be charged on the first day of the month.  
 
All receipts, bills and statements will ONLY arrive electronically; no bill will be sent in the mail.  
 
If you do not receive a receipt by the 5th of the month, please call the Admin. Clerk Specialist at 
(510) 559-7006 or email sortega@ci.el-cerrito.ca.us 
 
Please be aware that auto-debit does NOT roll over from the previous school year/summer. You will 
need to re-enroll in auto-debit by doing the following: 
 


1. Completing the Automatic Credit Card Authorization Form 
2. Ensure that your credit card information is linked to your account by going online or calling 


Susan Ortega, the Admin. Clerk Specialist at the contact information listed above.  
 


If your payment method is declined, your receipt will indicate this information.  It is your 
responsibility to notify us and update your payment method by the 10th of the month.  If this is not 
done, a late fee of $19 shall be charged.  
 
Collections Notice: If your City of El Cerrito bill is one month or more past due, we reserve the 
right to send any past due balances to a collection agency.   
• Each month’s past due billing statement is sent to households either via email or USPS mail 


service. 
• The City is not required to make any additional contact in regards to past-due accounts. 
• Family members sent to collections will not be able to participate in any programs 


offered by the City of El Cerrito until the amount due is paid. 


• Please contact us before your account is past due to set up a payment plan to avoid sending 
your account to collections. 


 
 
_________________________________________ _____________________________________________ 
  (Print Child Name)                            (Print Parent Name)    


 
_________________________________________________________________________________________ 
  (Parent’s/Guardian’s Signature)                           (Date MM/DD/YY) 
 


By signing this form, I acknowledge that I have read and understand the information above and agree to abide by 
this payment policy. 





		Print Child Name: 

		Print Parent Name: 

		Date MM/DD/YY: 








SCHOOL-BASED RECREATION & LICENSED  
CHILDCARE PROGRAMS 


AUTOMATIC DEBIT AUTHORIZATION FORM 
 


Please print information neatly, in blue or black ink 
 
To activate my automatic credit card authorization, I understand that I must either 
(1) already have a credit card on file or (2) come to or call the Community Center to 
have the credit card securely encrypted and stored. 
 
I, ________________________________ authorize the City of El Cerrito Recreation 
Department to automatically deduct payment(s) from my credit or debit card. 
 
Please note: Your credit card will be charged on the first business day of each month. 
Your credit card will continue being charged through May 2019 unless written 
notification of cancellation is submitted to the Recreation Department.  All 
cancellation requests must be submitted in writing with a two weeks’ notice. Your 
request will be effective the first of the next month. If your credit card is replaced by 
your bank for any reason (lost, stolen, expired) you must update this form and 
provide your new credit/debit card to be encrypted and stored by the staff at El 
Cerrito Community Center. 
 
Auto Charge Start Date: September 1, 2018 End Date:  May 1, 2019 


 
Credit Card Type (please circle):  VISA  MASTERCARD  AMEX 
 
Name as it appears on Credit Card:___________________________________________ 
 
Last Four Digits of Credit Card Number : ___________  
*note: do not write your entire credit card number on this form. Your credit card info 
should be encrypted and stored in our system. Please call 510-559-7006 to store your 
card in our system or come by our office. 
 
Expiration Date:     Month: ________   Year: ___________ 
 
Signature: _______________________________________ Date:_____________________ 
 
Card holder Name (please print): _______________________________________________ 
 
Home Phone: __________________________Cell Phone: ___________________________ 
 
Email: _____________________________________________________________________ 
 
Billing Address: ______________________________________________________________ 
 
City: ______________________________ State: _________ Zip: ______________________ 
 
 
Child’s Name: _________________________________ School: _______________________ 
 
Child’s Name: _________________________________ School: _______________________ 
 





		Name as it appears on Credit Card: 

		Last Four Digits of Credit Card Number: 

		Month: 

		Year: 

		Date: 

		Home Phone: 

		Cell Phone: 

		Email: 

		Billing Address: 

		City: 

		State: 

		Zip: 

		Card holder's Name: 

		Card holder Name Please Print: 

		Childs Name: 

		School: 








    - 


 
 


                                                       HARDING LICENSED CHILDCARE PROGRAM 
REGISTRATION PACKET 2018-2019 


Grades KINDER/TK-1ST                                                                                                              
Registration Form 


                                                                                                                                               
Please complete and return, along with the $70.00 registration fee, to the El Cerrito Community Center as soon as possible. 


Households with past due balances will not be able to register. 


 


CHILD’S NAME: 
 
 


DATE OF BIRTH: 
 


PARENT/ GUARDIAN’S NAME 1:  
 
 


GRADE IN 2018-19: 


PARENT/GUARDIAN NAME 2: 
 


ADDRESS: 
 
 


HOME PHONE PARENT 1:                       HOME PHONE PARENT 2: 


CITY:                                                ZIP: 
 


CELL PHONE PARENT 1:                            PROVIDER:                                           
 
 


CELL PHONE PARENT 2:                            PROVIDER: 
 


E-MAIL PARENT 1: 
 


WORK PHONE PARENT 1: 
 


E-MAIL PARENT 2: 
 


WORK PHONE PARENT 2: 
 


                        
CIRCLE ALL SERVICE/DAYS NEEDED: 
 
 
 


 


AM/AMTK (Morning Care) 
7:00am-School Start Time 


M T W TH F 


PMK/PMTK (Kinder/Transitional Kinder) 
Dismissal-2:40pm 


M T W TH F 


PMKC/PMTKC (Kinder/TK Continuous Care) 
Dismissal-6:00pm 


M T W TH F 


PM (After School Grades 1) 
Dismissal-6:00pm 


M T W TH F 


Liability Release: To the extent permitted by law, I 
hereby absolve the City of El Cerrito, its employees and 
volunteers from all liability that may arise as the result of 
my participation in the activities mentioned on this 
sheet, and, if the above named participant is a minor, I 
hereby give my permission for his/her participation as 
indicated and in so doing absolve the City of El Cerrito, its 
employees and volunteers from such liability. I realize 
that the City of El Cerrito is not responsible for lost or 
stolen articles. I understand that participants in the City 
of El Cerrito programs do so at their own risk and the City 
does not provide accident insurance. 


Photo Release: I acknowledge that the City of El Cerrito 
takes photographs and videotapes of its activities and 
events for publicity purposes and authorize the use of my 
image or my child’s image by the City for such purposes. I 
understand I will not be compensated for use of photos 
or videos. 
Behavior Policy: I understand that my child is expected 
to follow all rules established by his or her instructor, and 
any failure to comply may result in dismissal from the 
program. I also understand that no refunds will be given. 
A copy of our policy is available upon request. 
 


 
Parent’s/Guardian’s Signature__________________________________________Date_______________ 
Signature indicates agreement to registration days/times and understanding of policies and releases listed above. 





		CHILDS NAME: 

		DATE OF BIRTH: 

		PARENT GUARDIANS NAME 1: 

		PARENTGUARDIAN NAME 2: 

		ADDRESS: 

		CITY ZIP: 

		EMAIL PARENT 1: 

		WORK PHONE PARENT 1: 

		EMAIL PARENT 2: 

		WORK PHONE PARENT 2: 

		Date: 

		M: 

		T: 

		W: 

		TH: 

		F: 

		GRADE IN 2018-19: 

		HOME PHONE PARENT 1: 

		HOME PHONE PARENT 2: 

		CELL PHONE PARENT 1: 

		CELL PHONE PARENT 2: 

		PROVIDER: 








                       SCHOOL-BASED RECREATION & LICENSED  
CHILDCARE PROGRAMS 


INCIDENTAL MEDICAL SERVICES PLAN 
 


 


City of El Cerrito Recreation Department including the following sites: 


Master Site  – Harding Afterschool -  070209620 


Madera Afterschool  - 070210326 


Fairmont Afterschool – 070210325 


Casa Cerrito Preschool - 070211456 


Staff will administer medications at the preschool or before and after school program only when a 


medical professional has deemed it necessary to do so during program hours. We will accommodate the 


needs of each child in our care and follow all medical providers’ written care plans. Medications will only 


be administered under the conditions as listed in detail below. Types of incidental medical services to be 


provided include, but may not be limited to: prescription medications and over-the-counter (OTC) 


medications as determined in writing by the medical provider. All plans are individualized based on the 


needs of the child and preparation of staff in ensuring the health and safety of the child in the program.  


REPORTING 


Any incident deemed unusual or severe will be reported to licensing through an Unusual Incident Report 


within 24 hours, with a written report to follow within 7 days. Use of regularly scheduled medicines as 


prescribed such as inhalers or medications will be considered typical, and not unusual, and will not be 


reported. However, all medications administered, even typical will be logged in the medication log as 


stated in the Record Keeping section of this plan. Unusual or severe incidences would include any use of 


an epi-pen as well as any symptoms that merited a call to the parent, and any symptoms that require 


immediate medical attention. 


PRESCRIPTION MEDICATIONS 


Prescription medications will be administered only if the medication is in its original container with a 


prescription label attached. The medical provider’s recommended dosage must be on the label as well as 


the child’s name. The Consent to Administer Medication form will be completed by the parent and staff to 


ensure all staff can administer the required medication. All medications will be current and will not exceed 


the expiration date as listed on the medication container. Teaching staff will document each time the 


medication was given using the medication log. The teacher will initial the medication log after each dose 


is administered and the parent/guardian will sign at the end of each day as needed.  


 


 


 







OVER-THE-COUNTER (OTC) MEDICATIONS 


 OTC medications will be administered only if the medication is in the original container and a letter from 


a medical professional is on file. The letter must state how the medication is to be used, the length of 


treatment time, and the dosage needed and signed and dated by the medical professional. This letter will 


expire in one year’s time if not otherwise noted. The Consent to Administer Medication form will be 


completed by the parent and staff to ensure all staff can administer the required medication as needed. 


Teaching staff, or other staff administering the medication, will be trained and document each time the 


medication is given using the medication log. All staff will initial the medication log after each dose is 


administered and the parent/guardian will sign at the end of each day as needed. 


OTHER MEDICATIONS 


Epipens, Inhalers, and other medications will only be given at one of our preschools or child care sites 


with a prescription according to the health provider instructions, and a special health care plan is in place 


(asthma action plan, allergy action plan, seizure care plan, etc.). All care plans will be reviewed by the 


Site Director. Additional training will be given as needed to address each individual care plan. The 


Consent to Administer Medication form will be completed by the parent and staff to ensure all staff can 


administer the required medication as needed. Teachers or other staff administering medication will 


document each time the medication was given using the medication log. Staff will initial the medication 


log after each dose is administered and the parent/guardian will sign at the end of each day as needed.  


ASTHMA PLANS 


An Asthma Action Plan is in place for all children diagnosed with asthma by a qualified medical 


professional. Inhalers or other medications will be administered as indicated above. Children with asthma 


are listed on the Extra Special Health Needs plan which is posted confidentially in each classroom and in 


the kitchen or food preparation areas. Licensing form (LIC 9166) is completed to allow staff to administer 


inhaled medications. 


EPIPENS 


 In order to have an Epipen on site, children must have an Allergy Action plan completed by their medical 


professional. The Allergy Action plan will identify the symptoms to look for and will indicate when an 


Epipen should be used. Children with allergies are listed on the Extra Special Health Needs plan which is 


posted confidentially in each classroom and in the kitchen or food preparation areas.  


RECORD KEEPING 


Medical records will be obtained for all incidental medical services needed. Staff will request medical 


records with the parent’s written authorization for the City of El Cerrito to contact medical providers. All 


documents will be maintained in the child’s center file and also will be uploaded into the agency’s 


database. All documents will be reviewed by the Site Director. Copies of all documents and care plans 


with also be stored in the medication bag next to the prescribed medication. Written instructions from 


medical providers are needed to administer any medication. Other documents used for record keeping 


include: verification of staff training, asthma action plan, allergy action plan, special health care plan, 


nebulizer consent, medication administration consent, medication log and the Extra Special Health Needs 


posting. In addition, case notes from staff will document the follow up needed for each child requiring 


medications.  







STORAGE 


All medications are stored in medication backpacks in the classroom and will be kept out of reach of 


children and locked at all times. Each child will have individual medications stored in a zip lock bag in the 


medication backpack. Each zip lock bag will be labeled with the child’s name and the date of medication 


expiration. Lifesaving medications, such as Epipens, will be kept out of reach in the medication backpack, 


but will remain in the unlocked front pocket for quick access. All medications requiring refrigeration will 


be kept in a locked medication box in the refrigerator and will be labeled with child’s name and date of 


medication expiration. It is the parent’s responsibility to collect the medication from the center once the 


medication is no longer in use and to replace before it expires.  


ADMINISTRATION 


Teaching staff and Site Directors are the primary staff trained to administer all medications. Additional 


staff may administer medications if the required consents and forms are signed and dated. All 


medications will be brought to every field trip and evacuation due to drills and emergency situations, and 


will be carried in the medication backpack. In addition, the medication back pack is brought outside and 


stored out of reach, during every outdoor play period.  


TRAINING 


Annual trainings for all staff to address medication administration, storage, and procedures will be 


conducted. Individual trainings will take place on site for each child in order for staff to review each 


individual health provider recommendation. Training will be completed by our Site Director as needed. A 


training binder will be kept on site at each center. 


PRECAUTIONS 


Gloves will be worn while administering any medication to ensure universal precautions are met. Hands 


will be washed prior to medication administration and immediately after medication administration.  








 


 


SCHOOL-BASED RECREATION & LICENSED  
CHILDCARE PROGRAMS 


INCIDENTAL MEDICAL SERVICES &  
PARENT AUTHORIZATION AGREEMENT 


 
 
Date:_____________________ 
 


Child’s Name: ________________________________________________________  
 


Parent/Legal Guardian Name: ___________________________________________  
 


____My child will not require Incidental Medical Services during his/her time in the Licensed Child Care 
Program. 
 


____My child may require Incidental Medical Services during his/her time in the Licensed Child Care Program.  


These services may include (initial by all that apply): 
 


____Taking an oral medication 


____Taking an inhaled medication 


____Using an epi-pen 


____Other (please describe ____________________________________________ ) 
 


Please choose and initial authorization of training from the options below: 
 


____I understand that Child Care staff are trained in American Red Cross Pediatric First Aid or an EMSA 


approved class, and that this training describes how to handle administering oral medication, inhaled 


medication, and the use of an epi-pen.  I authorize this training as acceptable in handling an Incidental Medical 


Service that may occur with my child. 
 


____I prefer to train the staff myself in handling an Incidental Medical Service that may occur with my child.  I 


trained the following staff to administer____________________ 


__________________________________________________ medications: 


 
Staff Name:  Date Trained: 
 ________________________________   ______________________________  


 ________________________________   ______________________________  


 ________________________________   ______________________________  


I authorize the trained staff at the _________________________________ Child Care site to administer 
Incidental Medical Services to my child. 
 


 _______________________________________________   ______________________________  
 Parent’s/Guardian’s Signature  Date (MM/DD/YY) 





		Date: 

		Childs Name: 

		ParentLegal Guardian Name: 

		medications: 

		Staff Name 1: 

		Staff Name 2: 

		Staff Name 3: 

		Date Trained 1: 

		Date Trained 2: 

		Date Trained 3: 

		Child Care site to administer: 

		Date MMDDYY: 

		Describe medication: 

		Check Box34: Off

		Check Box35: Off

		Check Box36: Off

		Check Box37: Off

		Check Box38: Off

		Check Box39: Off

		INITIAL: 

		DESCRIBE MEDICATION: 








 


        SCHOOL-BASED RECREATION & LICENSED  
CHILDCARE PROGRAMS 


HARDING REGISTRATION PACKET 2018-2019 
    


 


 
General Information Receipt & Admissions Agreement 


 
I have read and I understand the information in the School-Based Recreation and/or Licensed Childcare Programs 
which may be found online: Policies, Procedures and General Information, and Fee Schedule. I have read and 
understand the City’s Emergency procedures. I am aware of and understand the administrative Policies and 
Procedures regarding Cancellations and Schedule Changes and information regarding Refunds/Credits.  
 
As the Parent/ Guardian of (name of child) ______________________________, I hereby absolve the City of El 
Cerrito; its employees and volunteers from all liability that may arise as the result of my child participation in the 
school-aged programs and day camps. I hereby give my permission for his/her participation as indicated and in 
so absolve the City of El Cerrito, it’s employees and volunteers from such liability, even if that liability is because 
of the negligence or carelessness of the City of El Cerrito, it’s officers, employees, agents and volunteers. 
Additionally, I hereby agree to indemnify the City of El Cerrito, its officers, employees, agents and volunteers 
against any liability, loss damage, expenses and costs of every nature arising out of, or in connection with, my 
child’s participation in the school-aged childcare programs and day camps programs.  
 
Photos: I also understand that the City of El Cerrito Recreation Department occasionally takes photos of 
department programs and that these photos may include me or my child. I hereby authorize the use of these 
photos for promotional or marketing purpose at the discretion of the City of El Cerrito. 
 
The parent/guardian is aware that for children in the licensed program the State of California Licensing Agency 
(Community Care Licensing) has the following authority: 


a. To interview children, or staff, and to inspect and audit child or facility records without prior consent.  
 


b. To observe the physical condition of the child(ren), including conditions which could indicate abuse, 
neglect or inappropriate placement, and to have a licensed medical professional physically examine the child(ren). 
 
The parent/guardian agrees that she/he has received and read a copy of the Program Policies, Procedures & 
General Information Packet and agrees to all the operating policies and procedures as described therein. 
 
The City of El Cerrito reserves the right to modify any of the conditions of this agreement upon 30 days written 
notice to the parent/guardian.  
 
This agreement may be terminated by the City of El Cerrito for any reason including, but not limited to, the 
following:  


a. Disruptive or unsafe behavior by student or parent/guardian.  
b. Parent/Guardian has not paid the agreed upon fee.  
c. Violation of any other City of El Cerrito policy.  


 
I have read and fully understand the terms of this waiver, release and indemnity. 
 
 
________________________________________________________                     ________________ 
Parent’s/Guardian’s Signature            Date (MM/DD/YY) 
 





		Date MMDDYY: 

		Name of Child: 








PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY


NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY
(CHILD WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN AUTHORIZATION FROM PARENT OR AUTHORIZED REPRESENTATIVE)


TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY CHILD CARE HOMES LICENSEE


STATE OF CALIFORNIA
HEALTH AND HUMAN SERVICES AGENCY


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION


IDENTIFICATION AND EMERGENCY INFORMATION
CHILD CARE CENTERS/FAMILY CHILD CARE HOMES
To Be Completed by Parent or Authorized Representative


CHILD’S NAME LAST MIDDLE FIRST


ADDRESS NUMBER STREET CITY STATE ZIP


FATHER’S/GUARDIAN’S/FATHER’S DOMESTIC PARTNER’S NAME        LAST MIDDLE FIRST


HOME ADDRESS NUMBER STREET CITY STATE ZIP


MOTHER’S/GUARDIAN’S/MOTHER’S DOMESTIC PARTNER’S NAME     LAST MIDDLE FIRST


HOME ADDRESS NUMBER STREET CITY STATE ZIP


PERSON RESPONSIBLE FOR CHILD LAST NAME MIDDLE FIRST


PHYSICIAN ADDRESS MEDICAL PLAN AND NUMBER


DENTIST ADDRESS MEDICAL PLAN AND NUMBER


TIME CHILD WILL BE CALLED FOR


SIGNATURE OF PARENT/GUARDIAN OR AUTHORIZED REPRESENTATIVE


DATE OF ADMISSION


IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN?


■■ CALL EMERGENCY HOSPITAL ■■ OTHER EXPLAIN: ____________________________________________________________________________________________________________________


NAME


NAME


ADDRESS TELEPHONE RELATIONSHIP


RELATIONSHIP


SEX


HOME TELEPHONE


(     )


TELEPHONE


(     )


TELEPHONE


(     )
TELEPHONE


(     )


DATE


DATE LEFT


BIRTHDATE


BUSINESS TELEPHONE


(     )


BUSINESS TELEPHONE


(     )


BUSINESS TELEPHONE


(     )


HOME TELEPHONE


(     )


HOME TELEPHONE


(     )


ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY
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DAILY ROUTINES   (*For infants and preschool-age children only)


DEVELOPMENTAL HISTORY   (*For infants and preschool-age children only)


STATE OF CALIFORNIA–HEALTH AND HUMAN SERVICES AGENCY


CHILD’S NAME SEX BIRTH DATE


DOES FATHER/FATHER’S DOMESTIC PARTNER LIVE IN HOME WITH CHILD?


DOES MOTHER/MOTHER’S DOMESTIC PARTNER LIVE IN HOME WITH CHILD?


DATE OF LAST PHYSICAL/MEDICAL EXAMINATION


FATHER’S/FATHER’S DOMESTIC PARTNER’S NAME


MOTHER’S/MOTHER’S DOMESTIC PARTNER’S NAME


IS /HAS CHILD BEEN UNDER REGULAR SUPERVISION OF PHYSICIAN?


BEGAN TALKING AT*
MONTHS


TOILET TRAINING STARTED AT*
MONTHS


WALKED AT*
MONTHS


SPECIFY ANY OTHER SERIOUS OR SEVERE ILLNESSES OR ACCIDENTS


DOES CHILD HAVE FREQUENT COLDS? ■■ YES ■■ NO


WHAT TIME DOES CHILD GET UP?*


DOES CHILD SLEEP DURING THE DAY?*


DIET PATTERN:
(What does child usually
eat for these meals?)


ANY FOOD DISLIKES?


WORD USED FOR “BOWEL MOVEMENT”*
PARENT’S EVALUATION OF CHILD’S HEALTH


PARENT’S EVALUATION OF CHILD’S PERSONALITY


HOW DOES CHILD GET ALONG WITH PARENTS, BROTHERS, SISTERS AND OTHER CHILDREN?


HAS THE CHILD HAD GROUP PLAY EXPERIENCES?


DOES THE CHILD HAVE ANY SPECIAL PROBLEMS/FEARS/NEEDS? (EXPLAIN.)


WHAT IS THE PLAN FOR CARE WHEN THE CHILD IS ILL?


REASON FOR REQUESTING DAY CARE PLACEMENT


PARENT’S SIGNATURE DATE


LIC 702 (8/08) (CONFIDENTIAL)


WORD USED FOR URINATION*


IS CHILD TOILET TRAINED?*
■■ YES ■■ NO


IS CHILD PRESENTLY UNDER A DOCTOR’S CARE?


■■ YES ■■ NO


IF YES, NAME OF DOCTOR: DOES CHILD TAKE PRESCRIBED MEDICATION(S)?


■■ YES ■■ NO


IF YES, WHAT KIND AND ANY SIDE EFFECTS:


IF YES, AT WHAT STAGE:* ARE BOWEL MOVEMENTS REGULAR?*
■■ YES ■■ NO


ANY EATING PROBLEMS?


WHAT IS USUAL TIME?*


BREAKFAST


LUNCH


DINNER


WHEN?* HOW LONG?*


WHAT ARE USUAL EATING HOURS?


BREAKFAST ________________________


LUNCH_____________________________


DINNER


WHAT TIME DOES CHILD GO TO BED?* DOES CHILD SLEEP WELL?*


HOW MANY IN LAST YEAR? LIST ANY ALLERGIES STAFF SHOULD BE AWARE OF


PAST ILLNESSES — Check illnesses that child has had and specify approximate dates of illnesses:
DATES


■■ Chicken Pox


■■ Asthma


■■ Rheumatic Fever


■■ Hay Fever


■■ Diabetes


■■ Epilepsy


■■ Whooping cough


■■ Mumps


■■ Poliomyelitis


■■ Ten-Day Measles
(Rubeola)


■■ Three-Day Measles
(Rubella)


DATES DATES


CHILD’S PREADMISSION HEALTH HISTORY—PARENT’S REPORT


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 
COMMUNITY CARE LICENSING


DOES CHILD USE ANY SPECIAL DEVICE(S):


■■ YES ■■ NO


DOES CHILD USE ANY SPECIAL DEVICE(S) AT HOME?


■■ YES ■■ NO


IF YES, WHAT KIND: IF YES, WHAT KIND:
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STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION


CHILD CARE CENTER
NOTIFICATION OF PARENTS’ RIGHTS


PARENTS’ RIGHTS
As a Parent/Authorized Representative, you have the right to:


1. Enter and inspect the child care center without advance notice whenever children are in care.


2. File a complaint against the licensee with the licensing office and review the licensee’s public file
kept by the licensing office.


3. Review, at the child care center, reports of licensing visits and substantiated complaints against the
licensee made during the last three years.


4. Complain to the licensing office and inspect the child care center without discrimination or retaliation
against you or your child.


5. Request in writing that a parent not be allowed to visit your child or take your child from the child
care center, provided you have shown a certified copy of a court order.


6. Receive from the licensee the name, address and telephone number of the local licensing office. 


Licensing Office Name: _________________________________________________


Licensing Office Address: _________________________________________________


Licensing Office Telephone #: _________________________________________________


7. Be informed by the licensee, upon request, of the name and type of association to the child care
center for any adult who has been granted a criminal record exemption, and that the name of the
person may also be obtained by contacting the local licensing office.


8. Receive, from the licensee, the Caregiver Background Check Process form.


NOTE: CALIFORNIA STATE LAW PROVIDES THAT THE LICENSEE MAY DENY ACCESS TO THE CHILD CARE CENTER TO A
PARENT/AUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE PARENT/AUTHORIZED REPRESENTATIVE
POSES A RISK TO CHILDREN IN CARE.


LIC 995 (9/08) (Detach Here - Give Upper Portion to Parents)


AC K N OW L E D G E M E N T  O F  N OT I F I C AT I O N  O F  PA R E N T S ’ R I G H T S    
(Parent/Authorized Representative Signature Required)


I, the parent/authorized representative of ________________________________________________, have
received a copy of the “CHILD CARE CENTER NOTIFICATION OF PARENTS’ RIGHTS” and the
CAREGIVER BACKGROUND CHECK PROCESS form from the licensee.


_____________________________________
Name of Child Care Center


______________________________________________ __________________
Signature (Parent/Authorized Representative) Date


NOTE: This Acknowledgement must be kept in child’s file and a copy of the Notification given to
parent/authorized representative.


LIC 995  (9/08)


For the Department of Justice “Registered Sex Offender”database, go to www.meganslaw.ca.gov


For the Department of Justice “Registered Sex Offender”database go to www.meganslaw.ca.gov
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