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FAMILY & CHILO DEVELOPMENT CENTER 

2416 Swope Parkway- Kansas City, MO 64130 

(816) 921-3164 Fax- (816) 861-1270

Dear Parent(s), 

Thank you for your interest in Emmanuel Family and Child Development Center. We are eager 

to offer your child(ren) quality childcare services. 

The flowing items are required to enroll your child: 

D $30 Registration Fee 

D Enrollment Form 

D Immunization Records 

D Medical Examination Report 

D Income Eligibility Form (Please complete one per family.) 

D Photography and Videotaping Release 

D Childcare Payment Agreement 

D Authorization for Pick-up 

D Parent Consent to Evaluation 

D Parent and Child's Social Security Cards 

D Child's Medical Insurance Cards 

D Parent/ Guardian Photo ID 

D Foster Child Placement Papers (if applicable) 

D Current Picture of Your Child 

D Proof of Birth or Proof of Pregnancy 

D Proof of Income (e.g. most current tax return W-2 or paystubs, proof of SSI orTANF) 

D Proof of Residency for Jackson, Clay, Platte Counties. (e.g. utility bill, rental contract, or 

Missouri State property tax receipt with your current address.} 

D Copy of Work Schedule 

D lead Poisoning Prevention 

D UMKC School of Dentistry Department of Pediatric Dentistry 

After your child has been accepted for enrollment you will receive a Parent Handbook. Please 

refer to the Parent Handbook for the policies and procedures of the Center. 

If you are receiving state assistance from the state for childcare services you will need to notify 

your case worker immediately with EFCDC DVN#, which is 001478584. The number to childcare 

authorization services is 1-855-373-4636. If you are paying or childcare services privately, 

please see the office about the fee schedule. 

Once again, thank you for your interest in our Center. We hope to welcome you and your family 

to our Center soon! 

Preschool Packet 



• 
MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES 
SECTION FOR CHILD CARE REGULATION/BUREAU OF COMMUNITY FOOD & NUTRITION ASSISTANCE 
CHILD CARE ENROLLMENT FORM 

FACILITY/PROVIDER NAME ADMISSION DATE DISCHARGE DATE 

CHILD'S NAME GENDER BlRTHDATE 

ADDRESS (STREET, C!TY, STATE, ZIP CODE} 

IDENTll'YING INFORMATION 
MOTHER'S/GUARDIAN'S NAME TELEPHONE NUMBER 

ADDRESS (STREET, CITY, STATE, Z!P CODE) OR CHECK IF THE SAME AS ABOVE 0 

E·MAIL ADORESS 

EMPLOYER OR SCHOOL I WORK/SCHOOL SCHEDULE 

EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, ZIP CODE) WORK TELEPHONE NUMBER 

FATHER'S/GUARDIAN'S NAME TELEPHONE NUMBER 

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK IF THE SAME AS ABOVE □ 

E-MAIL ADDRESS 

EMPLOYER OR SCHOOL lWORK/SCHOOLSCHEDULE 

EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, Z!P CODE) WORK TELEPHONE NUMBER 

EMERGENCY CONTACT AND PERSONS AUTHORIZED TO TAKE CHILD FROM FACILITY 

I OTHER THAN PARENTI AT LEAST ONE EMERGENCY CONTACT IS REQUIRED. . . .· 

NAME I RELATIONSHIP TO CH!LD TELEPHONE NUMBER(S) 

ADDRESS (STREET, CIT(, STATE, ZIP CODE) 

NAME IRElATIONSH!P TO CHILD TELEPHONE NUMBER(S) 

ADDRESS (STREET, CITY, STATE, Z!P CODE) 

COMMENTS ON CHILD'S DEVELOPMENT 

IPERSONALDEVELOPMENT, BEHAVIOR, PATTERNS, HABITS, & INDIVIDUAL NEEDSl 

RELATED CHILD . 

□ Yes □ No IHOW IS CHILD RELATED TO CHILO CARE PROVIDER 

lz CHILD'S PROJECTED ATTENDANCE SCHEDULE AND ANY VARIATIONS EXPECTED . 

CHECK HERE WHAT DAYS THE 
CHILD W!LL ATTEND. WHAT TIME DOES YOUR CHILD WHATTlME DOES YOUR CHILO WRITE ANY COMMENTS, CHANGES OR VARIATIONS IN USUAL a: WILL CHILD ATTEND: USUALLY ARRIVE EACH DAY? USUALLY LEAVE EACH DAY? ATTENDANCE IN THIS SECTION INCLUDING SHIFT CHANGES 

s 0Fu!!l1me 0Partl1me 
C, MONDAY □ □AM 0PM □AM □PM

TUESDAY □ □AM □PM 0AM 0PM 
WEDNESDAY □ □AM □PM □AM □PM

� THURSDAY □ □AM □ PM □AM □PM
FRIDAY □ □AM 0PM □AM □PM
SATURDAY □ □AM □PM □AM □PM
SUNDAY 17 11AM I lpM 11AM I lpM 
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CHECK THE MEALS YOUR CHILD IS USUALLY GIVEN AT THIS FACILITY 
. 

. 

z □ BREAKFAST □ MORNING SNACK □ LUNCH □AFTERNOON SNACK □ SUPPER 0 EVENING SNACK □NONEw 

CHECK THE HOLIDAYS YOUR CHILD IS IN CARE AT THIS FACILITY . 
!!: 

□ NEW YEARS'S DAY □ MARTIN LUTHER KING JR.'S □ PRESIDENT'S DAY □ EASTER (MARCH/APRIL)
w (JANUARY) BIRTHDAY (JANUARY) (FEBRUARY) 
a: 

0. □ MEMORIAL DAY (MAY) 0 INDEPENDENCE DAY (JULY) 0 LABOR DAY (SEPTEMBER) □ COLUMBUS DAY (OCTOBER)

□VETERANS DAY 0 ELECTION DAY (NOVEMBER) □THANKSGIVING □CHRISTMAS DAY
I (,) (NOVEMBER) (NOVEMBER) (DECEMBER) 

AUTHORIZATION FOR EMERGENCY MEDICAL CARE . . . 

I UNDERSTAND THAT I WILL BE NOTIFIED AT ONCE IN CASE OF AN EMERGENCY WITH MY CHILD, AND I WILL MAKE ARRANGE• 
MENTS FOR MEDICAL CARE OF MY CHILD WITH THE PHYSICIAN OR HOSPITAL OF MY CHOICE. 

IF I CANNOT BE REACHED TO MAKE NECESSARY ARRANGEMENTS, OR IN A CRITICAL EMERGENCY REQUIRING MEDICAL 
CARE, I AUTHORIZE 

{LIST CHILDCARE FACILITY NAME HERE) 

TO CONTACT THE FOLLOWING: 

. PHYSICIAN OR CLINIC 
NAME 

I 
TELEPHONE NUMBER 

PREFERRED HOSPITAL 
NAME 

I 
TELEPHONE NUMBER 

ACKNOWLEDGMENTS 
. 

I HAVE RECEIVED A COPY OF THIS FACILITY'S POLICIES PERTAINING TO THE ADMISSION, CARE AND PARENT/GUARDIAN INITIALS 
A 

DISCHARGE OF CHILDREN. 

I HAVE BEEN INFORMED THAT A COPY OF THE LICENSING RULES FOR CHILD CARE HOME OR THE PARENT/GUARDIAN INITIALS 

B LICENSING RULES FOR GROUP CHILD CARE HOMES AND CENTERS IS AVAILABLE AT THIS FACILITY 
FOR REVIEW 

THE PROVIDER AND I HAVE AGREED ON A PLAN FOR CONTINUING COMMUNICATION REGARDING M Y  PARENT/GUARDIAN INITIALS 
C 

CHILD'S DEVELOPMENT BEHAVIOR, AND INDIVIDUAL NEEDS. 

WHEN MY CHILD IS ILL, I UNDERSTAND AND AGREE THAT S/HE MAY NOT BE ACCEPTED FOR CARE OR PARENT/GUARDIAN INITIALS 

D 
REMAIN IN CARE. 

I UNDERSTAND THAT, BEFORE THE FIRST DAY OF ATTENDANCE BY MY CHILD, I WILL PROVIDE PROOF PARENT/GUARDIAN !NITlALS 
E 

OF COMPLETED AGE-APPROPRIATE IMMUNIZATIONS OR EXEMPTION FROM IMMUNIZATIONS. 
I □ DO 0 DO NOT GIVE PERMISSION FOR FIELD TRIPS/EXCURSIONS. I UNDERSTAND I WILL BE PARENT/GUARDIAN INITIALS 

F 
NOTIFIED IN ADVANCE WHEN THEY ARE PLANNED. 

G I ODO ODO NOT GIVE PERMISSION FOR THE FACILITY TO TRANSPORT MY CHILD. 
PARENT/GUARDIAN INITIALS 

I HAVE BEEN INFORMED AND HAVE RECEIVED A COPY OF THE FACILITY'S SAFE SLEEP POLICY WHEN PARENT/GUARO!AN INITIALS 
H 

ENROLLING A CHILD LESS THAN ONE /1\ YEAR OF AGE. 
I HAVE BEEN NOTIFIED THAT I MAY REQUEST NOTICE AT INITIAL ENROLLMENT OR ANY TIME THERE PARENT/GUARDIAN INITIALS 

I AFTER WHETHER THERE ARE CHILDREN CURRENTLY ENROLLED IN OR ATTENDING THE FACILIT Y FOR 
WHOM AN IMMUNIZATION EXEMPTION HAS BEEN FILED. 

PARENT'S/GUARDIAN'S SIGNATURE 

I

DATE 

}- FIRST ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE 
z 

0.. :;; SECOND ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE "-w 
(,) a: 
c( -
(,) ::, 

C, THIRD ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE 
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• 
MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES 

I PRINT I SECTION FOR CHILD CARE REGULATION 
PARENT'S HEALTH STATEMENT FOR SCHOOL-AGE CHILD lliEs,'Bf I 

SAVE 

IDENTIFYING INFORMATION 
CHILD'S NAME BIRTH DATE 

HEALTH STATEMENT(CHECK ONE) . 

. 

□ My child is in good health, is able to participate in group care, has no special health or medical requirements.

□ My child is able to participate in group care but has special health or medical requirements as listed below .

SCHOOL-AGE.CHILD'S SPECIAL HEALTH OR MEDICAL REQUIREMENTS 
. 

PLEASE LIST ANY ALLERGIES, SPECIAL MEDICAL CONDITIONS, INCLUDING CHRONIC HEALTH PROBLEMS (SUCH AS ASTHMA, SEIZURES), BEHAVIORAL DISORDERS, 
SPECIAL NEEDS, ETC. 

PARENT OR LEGAL GUARDIAN SIGNATURE DATE 

MO 580..2851 (6-14) TO BE FILED IN CHILDS RECORD AT CHILO CARE FACILITY. BCC-6B 





MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES 
BUREAU OF COMMUNl1Y FOOD AND NUTRITION ASSISTANCE 
CHILD AND ADULT CARE FOOD PROGRAM 
INCOME ELIGIBILITY FORM FOR CHILD CARE CENTERS 

To apply for free or reduced-price meal eligibility benefits for your child(ren), please fill out this fonn and return it to the child care center. 

PART 1: CHILDREN ENROLLED AT THE CHILD CARE CENTER 

Complete information below for children enrolled at the center. If child(ren) are receiving Supplemental Nutrition Assistance Program (SNAP) 
(formerly Food Stamp) or Temporary Assistance (formerly AFDC, now funded by TANF), complete Parts 1, 3, and 4 only. Complete Parts 1, 
2, 3, and 4 if you did not provide a SNAP case number or Temporary Assistance case number for all of the children listed in Part 1. 

NAME (fl t d I t) FOSTER BIRTH DATE SNAP TEMPORARY ASSISTANCE 
rs an as CHILD CASE NUMBER CASE NUMBER 

I I 

I I 

I I 

I I 

PART 2: HOUSEHOLD AND INCOME INFORMATION 

List all members of the household not including the children listed in Part 1. Indicate source and amount of current monthly gross income for 
all members of the household before deductions, such as taxes and social security. Where there are wage earners and self-employed adults, 
the income of the wage earner cannot be offset by the business losses of the self-employed adult. If last month's income does not accurately 
reflect your circumstances, you may provide a projection of your current annual income. Irregular selfRemployed income may be averaged 
over the prior 12 months. Foster children may be eligible regardless of household income. Contact the center for more information. 

INCOME BASED ON (CHECK ONE) 0 YEARLY O MONTHLY O 2XA MONTH O EVERY2WEEKS □ WEEKLY 

HOUSEHOLD MEMBERS GROSS WAGES WELFARE, CHILD 
SUPPORT, ALIMONY 

PART 3: RACIAL ETHNIC INFORMATION (You are not required to answer this section) 
Are vou of Hisnanic or Latino orinin? Dves D NO 
What is your race? (Select one or more) 

PART 4: SIGNATURE 

AMERICAN INDIAN 
OR ALA

¥i 
NATIVE ASIAN 

n 

BLACK OR 
AFRICAN

n
ERICAN 

PENSIONS, 
RETIREMENT, SOCIAL 

SECURITY 

NATIVE HAWAIIAN OR OTHER 
PACIFICnLANDER 

OTHER 

WHITE 

n 

l hereby certify that all information provided is correct l understand that this information is being given in connection with the receipt offed era! funds, that institution 
officials may verify information, and that deliberate misrepresentation may subject me to prosecution under applicable state and federal laws. 
SIGNATURE OF ADULT FAMILY MEMBER SOCIAL SECURITY NUMBER (LAST 4 DIGITS ONLY) DATE 

PRINTED NAME OF ADULT 

XXX-XX- I I 

ADDRESS PHONE NUMBER 

( ) -

Section 9 of the National Schoo! Lunch Act requires that, unless your children's SNAP or Temporary Assistance case number is provided, you must include the 
last four digits of a social security number of the adult household member signing the application or indicate that the household member signing the application 
does not possess a social security number. Provision of the last four digits of a social security number is not mandatory, but if the last four digits of a social security 
number are not provided or an indication is not made that the signer has none, the application cannot be approved. The social security number may be used to 
identify the household member in carrying out efforts to verify the accuracy of information stated on the application. These verification efforts may be carried out 
through program reviews and investigations, and may include contacting employers to determine income, contacting a SNAP or welfare office to determine current 
certification for receipt of SNAP or Temporary Assistance benefits, contacting the State employment security office to determine the amount of benefits received 
and checking the documentation produced by the household member to provide the amount of income received. These efforts may result in a loss or reduction of 
benefits, administrative claims, or legal actions if incorrect information is reported. 

FOR CENTER USE ONLY 
TOTAL HOUSEHOLD INCOME: 
SIZE: INCOME BASED ON (CHECK ONE): 

YEAR MONTH 2 X A MONTH 
□ □ □ 

Eligibility Determination: D Free D Reduced D Paid 

SIGNATURE OF CENTER REPRESENTATIVE 

MO 560-1314(2-11) 
This institution is an equal opportunity provider. 

EVERY 2 WEEKS 
□ 

WEEKLY SNAP (Food Stamp) 
□ 

I 
DATE 

TEMPORARY 
ASSISTANCE 

□ 
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FAMILY & CHll..D DEVELOPMENT CENTER 

2416 Swope Parkway- Kansas City, MO 64130 
816-921-3164 FAX 816-861-1270

Authorization for Pick-Up 

Child's Name ____________________________ _ 

Parent's Name ____________________________ _ 

Home#: __________________ _ 

Work#: __________________ _ 

Cell#: ________________ _ 

Person(s) listed below are authorized by the parent/guardian to take their child(ren) from the facility. 

Name: Relationship to Child: 

Address: Phone#: 

Name: Relationship to Child: 

Address: Phone#: 

Name: Relationship to Child: 

Address: Phone#: 

Name: Relationship to Child: 

Address: Phone#: 

Name: Relationship to Child: 

Address: Phone#: 

EFCDC Office Staff will check each person for identification. We will not all any child to be removed from the Center 
without proper authorization. 







r, 
swopeHEALTH 

PATIENT INFORMATION 
Last Name: 

«LastName)) 

Street Address: 
(cMailingAddress1 i> 

Malling Address: 

liome Phone Number: 
ccHomePhone» 

Email Address: 

REGISTRATION FORM 
(Please Print) 

First Name: Middle Initial: 
«FirstName» <cMiddlelnitial» 

f:ty 
state, 

cMailingAddress2» 

!Birth Date:
«DOB» 

Zip: County: 

□Same as above ocial Security Number: 

jg� 

�I Phone Number:
CellPhone» i:xork Phone Number:

WorkPhone» 

Marital Status: Homeless Status: □ Transitional 

OF 

cEmail» □Divorced □Married □Single □ □ Doubling Up □ Homeless Shelter □ other
Separated □Widowed □Homeless □Seasonal □Migrant

�: □Asian □ American Indian/Alaskan Native Prima ..... Lannua,.e: 

□ Black or African American □White □ Native Hawaiian ranslator Needed: □Yes □No
□Pacific Islander □Unreported/Refused to Report

Ethnici�· (choose only one): □Hispanic/Latino □Not Hispanic Veteran status (choose only one): □Yes □No
□Refused to report 
Employer Name : 

I 
Employer Status: Student: 

ccEmployerName» □Full Time □Part Time □Yes □No
Primary Care Provider (PCP) Name: «PcpFName» «PcpLName» <<Pcplnitials» 

Does the patient have any problems with: □Vision □Hearing □Reading □Speaking 
Explain: 

Parent/Guardian OR Responsible Party Name: Address: □Same as above Phone Number: 
«GrFName»c(GrLName» «GrAddr1 » 

•GrAddr2»
Parent/Guardian QR Responsible Party SSN: Birth Date: Relationship: «GuarantorSSN,> «GuarantorDOB» ctRelToPatient» 

MEDICAL INSURANCE INFORMATION 
Please give your Insurance card to the Patient Service Representative) 

'erson responsible for bill: 
I 

Birth date: �ddress (if different): Primary Phone Number: 
) 

Occupation: !Employer; Employer Phone Number: 

Patients relationship to subscriber: □Self □Spouse □Child □step Child □Other

Primary Medical Insurance: □Medicare lnMedicaid [□Blue Cross Blue Shield □Other:
Subscriber's Name: Birth Date: Policy#: �roup#: 

Name of Secondary Medical Insurance {if Subscriber's Name: Birth Date: Policy#: 
�pplicable): Group#: 

IN CASE OF EMERGENCY 
Name of local friend or relative: Relationship to patient: Primary Phone Number 
«EmergencyName» «EmergencyPhone» 

Signature: -------------------=------- Date: _________ _ 

April 2020 









Jj 
swopeHEALTH 

RECEIPT OF NOTICE OF PRIVACY PRACTICES 

I was offered a copy of the SWope Health Notice of Privacy Practices. I have been given the opportunity to 
read, or have read to me, the Notice ol Privacy Practices, which describes how medical information about me 
may be used and disclosed. I agree with the Notice of Privacy Practices and understand that at anytime 
upon request, I may obtain a copy of it 

Patient/Parent/Legal Guardian Signature Date 

RECEIPT OF PATIENT RIGHTS & RESPONSIBILITIES 

I was offered a copy of SWope Health "Patient Bill of Rights," also known as Patient Righ1s and 
Responsibilities. This document lists my rights as a patient, including the right to access my own information 
and the right to formulate an advanced directive, among other things. I have been given the opportunity to 
read it, or have it read to me. I understand what it means, what I might expect from this health care facility 
and what is expected of me and my family member(s) as registered patien1s here. 

Patient/Parent/Legal Guardian Signature Date 

OPTIONAL: PERSONAL REPRESENTATIVE DESIGNATION 

A Personal Representative is a person authorized by the patient to obtain information and act on the behalf 
of another person in making health care related decisions. I understand that completing this form wlll allow 
SWope Health to speak to my Personal Representative regarding all health information, including but not 
limited to illnesses, injuries, test results, medications, and sensitive data that may include: 

• Alcohol or substance abuse problems;
• Genetic diseases or tests;

, Family Planning information; 
• HIV/AIDS;
, Sexually Transmitted Diseases; and/or 
• Mental Health and Developmental Disabilities.

I also understand it will give the Personal Representative the ability to do the following on my behalf: 
• Make appointments for health care se[Vices;
• Have discussions with health care providers about routine tests and treatments; and/or
• Access protected health information.

My authorization is given freely with the understanding that: 
• I may refuse to sign this authorization;
• I may revoke this authorization at any time, except where information has already been released in

reliance on my authorization, provided that my revocation is in writing;
• SWope Health Services may not condition my treatment on this; and
• Swope Health Services is not responsible or liable for disclosure of the above information

to the extent indicated and authorized herein.

I hereby designate the below person as my Personal Representative: 

Name of Personal Representative: _____________________ _ 

Personal Rep Date of Birth: _______ Phone Number: __________ _ 

This authorization will expire (check one): □Until revoked in writing □Date: _____ _ 

Patient/Parent/Legal Guardian Signature Date 

Apri/2020 







r, 
swopeHEALTH 

Name 

Address 

City, State, Zip 

Phone 

Gender. Male I l Female I J

CHILD 

First 

Date of Birth 

Other [ ] 

Language: _English _Other -

SWOPE HEALTH SERVICES 
DENTAL OUTREACH 

Ml 

HEAL TH HISTORY 

Circle any of the following that your child had or presently has: HearWascular Disease, Heart Murmur, Rheumatic Fever, Asthma, Diabetes, 
Liver Disease, Kidney Disease, Epilepsy/Seizures, Bleeding Tendency, Cancer/Leukemia, Anemia, ADHD 

Does your child have any dental pain? Yes [ ] No [ ] If yes, how long? Day(s) J ] Week(s) [ ] Month(s) [ ] 

0 

No Hurt 

2 
Hurts 

Utile Bit 

(Recommended for children age 3 years and older) 

4 
Hurts 

Little More 

6 
Hurts 

Even More 

8 
Hurts 

Whole Lot 

10 
Hurts 
Worst 

Please list any other health problems or concfrtions your child has. Some conditions may affect treatment ___________ _ 

Circle any of the following that your child is allergic to or had an adverse reaction to: 
Aspirtn Local Anesthefic Penicillin 
Penicillin Latex (balloons, gloves, rubber, etc.) Erythromycin Other: _________ _ 

Is your child taking medications? Yes [ ] No [ ] 
List Medications Physician Name 

Physician Phone# _____________ _ 

I give my informed consent for the dentists and their staff to take x-rays of my child's mouth and provide the care the dentist deems necessary for the 
treatment of his/her oral condition. I will receive information advising me of my child's oral health needs. I authortze the release of information for any 
applicable insurance coverage. 

I also authortze Swope Health Services to share my child's dental examination information with Emmanuel family and child development 
center _School staff. 

Your child's visit may include the following: Dental Exam Dental x-rays Cleaning Fluortde Application Sealants 

To continue dental care at a Swope Health Services Dental Clinic, please call for an appointment at 816-599-5731. 

Signature ParenUGuardian Date 

Dentist Signature Date 
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