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� � � � � �Demographic Information 
 

    � � Application Form (2 Pages) 
 

    � �Information About Your Child (2 pages) 
   

� � � � � �Financial Policies 
     

    � �Parent Financial Agreement�
� � � �  

� � � � � �Illness Policy/Sanitizer & Sunscreen 
 

    � �Exclusion Criteria Form (2 copies) 
�

� � � � � �Children’s Medical Report 
 

    � �Child Care Health Consultants   
 

� � � � � �Building For the Future  
 

    � �Enhanced Discipline Policy (3 pages) 
     

� � � � � �Food Program Application (4 pages) 
 

    � �Summary: NC Child Care Laws & Rules 
 

    � �Mission, Vision, Values 
 

� � � � � �Registration Card 
     
  Please provide: 
 

    � �Immunization History from Your Doctor 
    �
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Please supply the following information in order for our Center to continue to best serve our families. 
As a non-profit agency, the YWCA requires this information to determine the needs of our community. 
 
 

What race best describes your child? 
 

1. African American �  
2. Asian American �  
3. Caucasian �  
4. Latino �  
5. Multi-racial �  
6. Native American �  
 
What is your family’s annual income bracket? 
 

1. Under $20,000 �  
2. $20,000—$60,000 �  
3. $60,000—$100,000 �  
4. Over $100,000 �  
 
What is your marital status? 
 

1. Single �  
2. Married �  
 
Is your child disabled? 
 

1. Yes �  
2. 2.   No �  
 

If yes, what is his/her disability________________ 
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Child’s Name :____________________________________________________________________________________________________________
           Last                            First   MI   Nickname 
 
Address:  ________________________________________________________________________________________________________________
  Street                      City/State   Zip Code  
 
Birth Date: _________________________  Sex: ________   Start Date:______________________ 
 

 

 
 
Mother’s Name:____________________________________________Relationship:__________________ Home Phone:  ______________________ 
 
Address: _________________________________________________________________________________________________________________ 
 
Employer: _____________________________________________Work Phone: ____________________________ Hours: _____________________ 
 
Father’s Name: _____________________________________Relationship: __________________ Home Phone: _____________________________ 
 
Address: _________________________________________________________________________________________________________________ 
 
Employer: ____________________________________________Work Phone: ____________________________ Hours: ______________________ 
 
Mother’s Birth Date: ___________________________________________ Father’s Birth Date: ___________________________________________ 
 
Siblings’ names, ages and YWCA Programs they attend (if any): ____________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Are there any court-authorized restrictions related to custody or visitation?________ If yes, please describe: _________________________________ 

_____________________________________________________________________________ 
 

 
 
Name of Child’s Doctor: _________________________________________________________________ Phone: ___________________________ 
 
Office Address: __________________________________________________________________________________________________________ 
 
Name of Child’s Dentist: _________________________________________________________________ Phone: ___________________________ 
 
Office Address: __________________________________________________________________________________________________________ 
 
Hospital Preference:_______________________________________________________________________________________________________ 
 
Family Insurance Company and Policy Number:_________________________________________________________________________________ 
 
Allergies:________________________________________________________________________________________________________________ 
 
I agree that the Child Care Director may authorize transportation to the medical facility, and the physician of  his/her choice to provide 
emergency care in the event that neither I nor my child’s physician can be reached. 
 
Signature: __________________________________________________________________________  Date: _______________________ 

INFORMATION ABOUT THE CHILD’S FAMILY: 

EMERGENCY CARE INFORMATION: 
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Date:____________ 



Emergency Contacts: 
 
Name:___________________________________Relationship:__________________Phone: (H)  __________________(W):___________________ 
 
Name:___________________________________Relationship:__________________Phone: (H)  __________________(W):___________________ 

  
Name:___________________________________Relationship:__________________Phone: (H)  __________________(W):___________________ 

  
People authorized to pick up your child at the YWCA  (they will be required to show a photo id): 
 
Name:___________________________________Relationship:__________________Phone: (H)  __________________(W):___________________ 
 
Name:___________________________________Relationship:__________________Phone: (H)  __________________(W):___________________ 

  
Name:___________________________________Relationship:__________________Phone: (H)  __________________(W):___________________ 
 

I hereby grant the YWCA of Asheville the right to use my child’s name, likeness, photograph or voice as photographed, recorded, 
and/or filmed for television broadcasts, newspaper or video and for YWCA printed materials. I further grant the YWCA rights as      
outlined above without expression of any payment, and hereby release the YWCA from any liability to me, my representatives,      
agents or assigns arising out of my child’s presence, the use of his/her likeness, voice and name as set forth above. I further represent 
that I am able to grant the rights described above and agree to identify and hold the YWCA free from any and all liability resulting   
from the granting of said rights.  
 
Signature______________________________________________________________________________________  Date_______________________  
 

I certify that my child is able to participate in this YWCA program. I accept all risks incidental to their activities at the YWCA and   
release the YWCA of Asheville, its officers and representatives from all liability. The YWCA has my permission to use necessary  
medical measures in the event of an emergency.  I give permission for my child participate in walks/strolls, accompanied by YWCA 
staff, outside of fenced areas.  I give permission for my child to leave the YWCA grounds with authorized staff and to be transported     
to and from off-site activities in YWCA vehicles.  
 
Signature______________________________________________________________________________________ Date_______________________ 

I have received a copy of the parent handbook which contains rules and policies that as a parent I will be expected to cooperate with.   
 
Signature______________________________________________________________________________________ Date_______________________ 
 

I have received a copy of the North Carolina Child Care Laws and Rules: 
 
 

Signature______________________________________________________________________________________ Date_______________________ 
 

The information contained in this application is as accurate and complete as possible.  I agree to provide the YWCA with any  
changes in the requested information.  
 

Signature______________________________________________________________________________________ Date_______________________ 
 

OTHER CONTACTS: 

PHOTO/PUBLICITY RELEASE: 

GENERAL RELEASE: 

PARENT HANDBOOK: 

NC CHILD CARE LAWS AND RULES: 

CERTIFY INFORMATION: 
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Child’s Name:________________________________________________________________________________________________ 
 
Child’s Health: 
 

Does your child have any allergies and/or diet restrictions? (If yes, please list.) _____________________________________________ 

_____________________________________________________________________________ 
 
Is your child taking medication regularly? ___________ If yes, please specify:_____________________________________________ 

_____________________________________________________________________________ 
 
Does your child have any recurring chronic illness or health problem (such as asthma or frequent ear aches)?  

_____________________________________________________________________________ 
 
Do you have any other concerns about your child’s health? ____________________________________________________________ 

_____________________________________________________________________________ 
 
Development: 
 

Do you feel your child is at the same level of development, compared to other children this age...  
 ...in ability to talk or make sounds?  yes  �   no  �      ...in vision and seeing skills? yes  �   no  �      
 ...in hearing and listening skills? yes  �   no  �      ...in using his or her hands? yes �   no �     
 ...in ability to sit up, crawl, walk, run, climb?  yes �   no �    
 
Please explain any concern you have about your child’s development:____________________________________________________ 

_____________________________________________________________________________ 
 
Daily Living: 
 

 What is your child’s typical eating pattern? _________________________________________________________________________ 

_____________________________________________________________________________ 
 
What foods does your child like? _________________________________________________________________________________ 
 
 Dislike?_____________________________________________________________________________________________________ 
 
 How well does your child use table utensils (cup, fork, spoon)?_________________________________________________________ 

_____________________________________________________________________________ 
 
 How well does your child indicate bathroom needs?  Word for urination: _________________________________________________ 
 
 Word(s) for bowel movement? __________________________________________________________________________________ 
 
 Special words for body parts: ____________________________________________________________________________________ 
 
 Plan/schedule for child’s use of toilet______________________________________________________________________________ 

_____________________________________________________________________________ 
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Daily Living (continued):  
 

What are your child’s regular sleeping patterns? 
 

Awakes at _______________________    Naps at _______________________   Goes to bed _______________________ 
 
What help does your child need to get dressed?___________________________________________________________ 
 
Social relationships/play: 
 

 Has your child had any previous experience in child care?____________________________________________________ 
 
 What ages are your child’s most frequent playmates?________________________________________________________ 
 
 Names of child’s friends_______________________________________________________________________________ 
 
 Do you feel your child is (circle all that apply):    friendly  �   aggressive  �   shy  �   withdrawn 
 
 Does your child play well alone?________________________________________________________________________ 
 
 What is your child’s favorite toy?________________________________________________________________________ 
 
 What is your child’s favorite activity?____________________________________________________________________ 
 
 Is your child frightened by (circle all that apply):    animals  �   rough children �  loud noises  �  the dark  �  storms 
 
 Anything else? ________________________________________________________________________________________________ 
 
 Who in your family does most of the disciplining?__________________________________________________________ 
 
 What form of discipline does this person use?______________________________________________________________ 
 
 What other forms of discipline are used?__________________________________________________________________ 
 
 With which adults does your child have frequent contact?_____________________________________________________ 
 
With which children does your child have frequent contact?  Who will they talk about while at the center? (please list     

siblings and ages)____________________________________________________________ 
_______________________________________________________________________ 
 
Does your child have a pet(s)? yes �  no �  What kind and what are their names?__________________________________ 
 
How do you comfort your child?________________________________________________________________________ 
 
 Does your child use a special comforting item (such as blanket, stuffed animals, doll)______________________________ 
 
Does your family celebrate any holidays or special events you would like to share with us?__________________________ 

_______________________________________________________________________ 
 
 Is there anything else you would like to tell us to help us get to know your child better?_____________________________ 

_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
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1.  Payments are due no later than 5:30 pm Tuesday the week of service.  
 Fees must be paid on a monthly basis prior to service. This payment reserves 
 your child’s space in our program.  
 

2.  A late fee of $10.00 per week per child will be assessed each week that  
 payment is not received by 5:30 pm Tuesday. If your account is more than two 
 weeks past due, your child will not be allowed to return to the  program until your 
 account is cleared. The YWCA cannot guarantee that you child’s space will 
 be reserved in the case of past due accounts.  
 

3.  There are no credits given for the days your child does not attend the program. 
 You are responsible for full payment each week. The YWCA is closed 12 full 
 days per year - full tuition is still charged for the weeks containing those days. 
 

4. Please keep weekly receipts or cancelled checks for tax purposes or the    
 YWCA will not provide a year-end tax statement.  
 

5. Checks returned from the bank, for any reason, will be assessed a  
 $25.00 penalty and cannot be re-deposited. 
 

6. Parents picking up their children after 6:00 pm will be charged $10.00 for  
 the first 15 minutes or part thereof and $1.00 for each additional minute. 
 

7. All children must pay a materials fee of $75.00 each October to cover the  
 cost of new and replacement materials and equipment. 
�

I have read and understand these policies, and agree to abide by them.  
I understand that any failure to make payments by the required time may  
jeopardize my child(ren)’s space in their YWCA program. 
�

�

��������������������������������������� ������������ ����������
Signature of Parent or Guardian             Date  

�
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Check One: 
 

 Private Pay  ��
 Voucher ��
 Employee Private Pay ��
 Employee Voucher ��
 
I agree to pay the YWCA Child Care Center a parent fee of $_____ 
 

Check one: Weekly �� Bi-Weekly �     Monthly �� Amount $____ 
 

I have also signed the Financial Policy and agree to follow the financial 
agreement. If I fail to meet the obligations of the financial agreement, I  
understand that my childcare will be terminated immediately.  
 

If I receive vouchers, I understand that my parent fee is due on the 1st of  
each month and becomes late on the 10th. I also understand that if I do not pay 
the parent fee by the 10th I will be charged $10/week. My child cannot return to 
the YWCA Child Care Center until the parent fee and late fee are received.  
 

I have read this agreement and it has been explained so I fully understand the terms.  
 
Date____________________ 
 
Child’s Name________________________ 
 
Parent’s Name:_______________________ 
 
Signed:_____________________________ 
 
Witness:____________________________ 
 
 �
 
�
�
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Children who are ill with a contagious disease may not attend Child Care. If your 
child becomes ill while she/he is in attendance, we will call you. The Director and 
Lead Teacher will determine if a child is too ill to remain at the Center.  
 
Any child experiencing the following symptoms will be removed from the Center:  
 

   1. A fever over 100 degrees 
  2. Contagious skin and eye infections 
  3. Diarrhea two times in the course of two hours 
  4. Vomiting 
 

If children are sent home with a fever, they must be free of fever for at least         
24 hours before returning. Under no circumstances should a parent administer        
aspirin or am aspirin substitute and send a child to our Center, febrile convulsions 
or the spreading of contagious diseases could result. The Child Care Director    
may require that your physician send us a note indicating that your child is free of     
contagious disease before returning. 
�
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Signature of Parent or Guardian      Date 
 
I give my permission for my children to use hand sa nitizer.  
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Signature of Parent or Guardian      Date 
 
I give YWCA Child Care staff permission to apply su nscreen on my child. 
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Signature of Parent or Guardian      Date 
 



Exclusion Criteria Form 

 
 
 
I am the parent of _______________________________________.  I have read and understood the exclusion 
policy stated above, and agree to abide by its rules. 
 
 
__________________________________      __________________________________        __________ 
Parent Signature                                                Director Signature                                         Date 

 

Condition:  
 

If your child has been diagnosed with  
this disease, our program will: 

 

When to allow child 
to return: 

Chicken Pox · Temporarily exclude the sick child from child care 
· Notify all parents regarding possible outbreak 
· Contact the Child Care Health Consultant if needed 

to find out other preventative measures to take 
· Carefully follow handwashing/cleaning procedures 

Approximately    6
- 7 days after the 
rash begins or 
when ALL blisters 
have scabbed over 

Diarrheal Disease 
(1uncontained by the 
diaper, or 2 and more 
with increased stool  
water) 

· Temporarily exclude the sick child from child care 
· Carefully follow handwashing/cleaning procedures 

When child is    
diarrhea-free for  
24 hours 

Hand-Foot-and-Mouth 
Disease 

· Exclude if child has open, draining lesion on hand or 
has lesions in the mouth and is drooling. 

· Carefully follow handwashing/cleaning procedures 

When lesions heal 
or drooling ceases 
  

Head Lice · Temporarily exclude the child care After treatment 
  

Ringworm · Temporarily exclude the child if the lesion cannot be 
covered. 

· Carefully follow handwashing/cleaning procedures 

If unable to cover 
lesion, after treat-
ment begins and 
the lesion starts to 
shrink. 

Strep Throat · Temporarily exclude the child with eye drainage and 
itching 

· Carefully follow handwashing/cleaning procedures 

24 hours after anti-
biotics are begun 

Pink Eye · Temporarily exclude the child with eye drainage and 
itching 

· Carefully follow handwashing/cleaning procedures 

24 hours after 1st 
dose of medication 
and symptoms are 
mild 

Fifth Disease · Temporarily excluded the child from child care if the 
child is unable to participate in center activities or 
has a fever. 

· Program will notify all parents 
· Carefully follow handwashing/cleaning procedures 

Until child is able 
to participate in 
center activities 

Impetigo · Temporarily exclude from child care 
· Carefully follow handwashing/cleaning procedures 

Until 24 hours 
treatment has been 
started 

Fever · Temporarily exclude child from child care if child 
has a fever above 100 degrees Fahrenheit in the ear, 
or above 100 auxiliary 

Until child has 
been fever-free for 
24 hours without 
medication 

Vomiting · Temporarily exclude child who have 2 or more  
vomiting episodes in a 12 hour period 

Until child has not 
vomited for a 12 
hour period 



Exclusion Criteria Form 

 
 
 
I am the parent of _______________________________________.  I have read and understood the exclusion 
policy stated above, and agree to abide by its rules. 
 
 
__________________________________      __________________________________        __________ 
Parent Signature                                                Director Signature                                         Date 

 

Condition:  
 

If your child has been diagnosed with  
this disease, our program will: 

 

When to allow child 
to return: 

Chicken Pox · Temporarily exclude the sick child from child care 
· Notify all parents regarding possible outbreak 
· Contact the Child Care Health Consultant if needed 

to find out other preventative measures to take 
· Carefully follow handwashing/cleaning procedures 

Approximately    6
- 7 days after the 
rash begins or 
when ALL blisters 
have scabbed over 

Diarrheal Disease 
(1uncontained by the 
diaper, or 2 and more 
with increased stool  
water) 

· Temporarily exclude the sick child from child care 
· Carefully follow handwashing/cleaning procedures 

When child is    
diarrhea-free for  
24 hours 

Hand-Foot-and-Mouth 
Disease 

· Exclude if child has open, draining lesion on hand or 
has lesions in the mouth and is drooling. 

· Carefully follow handwashing/cleaning procedures 

When lesions heal 
or drooling ceases 
  

Head Lice · Temporarily exclude the child care After treatment 
  

Ringworm · Temporarily exclude the child if the lesion cannot be 
covered. 

· Carefully follow handwashing/cleaning procedures 

If unable to cover 
lesion, after treat-
ment begins and 
the lesion starts to 
shrink. 

Strep Throat · Temporarily exclude the child with eye drainage and 
itching 

· Carefully follow handwashing/cleaning procedures 

24 hours after anti-
biotics are begun 

Pink Eye · Temporarily exclude the child with eye drainage and 
itching 

· Carefully follow handwashing/cleaning procedures 

24 hours after 1st 
dose of medication 
and symptoms are 
mild 

Fifth Disease · Temporarily excluded the child from child care if the 
child is unable to participate in center activities or 
has a fever. 

· Program will notify all parents 
· Carefully follow handwashing/cleaning procedures 

Until child is able 
to participate in 
center activities 

Impetigo · Temporarily exclude from child care 
· Carefully follow handwashing/cleaning procedures 

Until 24 hours 
treatment has been 
started 

Fever · Temporarily exclude child from child care if child 
has a fever above 100 degrees Fahrenheit in the ear, 
or above 100 auxiliary 

Until child has 
been fever-free for 
24 hours without 
medication 

Vomiting · Temporarily exclude child who have 2 or more  
vomiting episodes in a 12 hour period 

Until child has not 
vomited for a 12 
hour period 
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Name of Child ______________________________________________ Birthdate ______________________ 
  
Name of Parent or Guardian__________________________________________________________________  
 
Address of Parent of Guardian ________________________________________________________________ 
 
A.  Medical History (May be completed by parent) 
 
1. Is child allergic to anything?  No___ Yes___ If yes, what?_________________________________________ 
    Please be sure to indicate if child is allergic to milk. 
 
2. Is child currently under a doctor's care?  No___ Yes___ If yes, for what reason? 
 
3. Is the child on any continuous medication?  No___ Yes___ If yes, what? 
 
4. Any previous hospitalizations or operations?  No___ Yes___ If yes, when and for what? 
 
5. Any history of significant previous diseases or recurrent illness?  No___ Yes ___;  
diabetes No ___Yes ___; convulsions No___ Yes ___; heart trouble No___ Yes ___.  
 
If others, what/when?________________________________________________________________________ 
 
6. Does the child have any physical disabilities:  No___ Yes___  If yes, please describe: 
 
 
Any mental disabilities?  No___ Yes___  If yes, please describe:           
 
 
Signature of Parent or Guardian_____________________________________________Date____________ 
 
Please provide the YWCA Child Care Center with printed Immunization Records. 
 
B. Physical Examination:  
This examination must be completed and signed by a licensed physician, his authorized agent currently approved by 
the N. C. Board of Medical Examiners (or a comparable board from bordering states), a certified nurse practitioner,  
or a public health nurse meeting DEHNR standards for EPSDT program.   
 
Date of Examination__________  Height _________% Weight __________% 
 
Head____________ Eyes_____________ Ears_____________ Nose___________ Teeth_______ 
 
Throat__________ Neck_________ Heart _________Chest _________ Abd/GU_______________ 
 
Ext __________ Neurological System ___________________________ Skin __________________ 
 
Results of Tuberculin Test, if given: Type __________ date__________ Normal ___Abnormal __________  
 
Should activities be limited?  No___ Yes___ If yes, explain: ______________________________________  
 
Any other recommendations: __________________________________________________________________ 
 
__________________________________________________________________________________________  
 
Signature of authorized examiner/title __________________________________ Phone # _______________ 
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 � is eliminating racism and empowering women.�
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 � is to be a community builder, leading by example 

for the good of all. 
�
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A compassionate community 
Respect 
A healthy, balanced lifestyle 
Honesty and integrity 
Non-violence 
Collaboration 
Justice and fairness 
The dignity of all people 

 

 

 
 
      
  Signature________________________________ Date________________________ 

 

 

To all participants: It is important to us that all in the YWCA family recognize and  
understand our mission, our vision, and our values. Your signature below verifies that  

you have read this document and that while attending YWCA activities, you agree  
to adhere to the values we have adopted that exemplify the YWCA spirit. �


