CrmaNuUEL

FAMILY & CHILD 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:

8

$30 Registration Fee

Enrollment Form

Immunization Records

Medical Examination Report

Income Eligibility Form (Please complete one per family.)
Photography and Videotaping Release

Childcare Payment Agreement

Authorization for Pick-up

Parent Consent to Evaluation

Parent and Child’s Social Security Cards

Child’s Medical Insurance Cards

Parent/ Guardian Photo ID

Foster Child Placement Papers (if applicable)

Current Picture of Your Child

Proof of Birth or Proof of Pregnancy

Proof of Income (e.g. most current tax return W-2 or paystubs, proof of SSI or TANF)
Proof of Residency for Jackson, Clay, Platte Counties. (e.g. utility bill, rental contract, or
Missouri State property tax receipt with your current address.)
00 Copy of Work Schedule

0 Lead Poisoning Prevention

O UMKC School of Dentistry Department of Pediatric Dentistry

OoODo0ooDoooooDoooo oo

After your child has been accepted for enroliment 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. [f 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

BIRTHDATE

ADDRESS (STREET, CITY, STATE, ZIP CODE)

IDENTIFYING INFORMATION

'MOTHER S/GUARDIAN'S NAME TELEPHONE NUMBER
ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK IF THE SAME AS ABOVE D

E-MAIL ADDRESS

EMPLOYER OR SCHOOL [WORK/SCHOOL SCHEDULE

EMPLOYER/SCHOOL ADDRESS (STREET, CITY, STATE, 2P 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 TWORK/SCHOOL SCHEGULE

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

WORK TELEPHONE NUMBER

RELATIONSHIP TO CHHLD

FTELEFHONE NUMBER(S)

ADDRESS (STREET, CITY, STATE, 2)P CODE)

NAME

RELATIONSHIP TO CHILD

ITELEPHONE NUMBER(S)

| ADDRESS (STREET, CITY, STATE, ZiF GODE)

RELATED CHILD.

|:|Yes D No

|HOW IS CHILD RELATED TO CHILD CARE PROVIDER

HILD'S PROJECTED ATTENDANGE SCHEDULE AND ANY VARIATIONS EXPECTED

CHECK HERE WHAT DAYS THE

CHILD WILL ATTEND. WHAT TIME DOES YOUR CHILD WHAT TIME DOES YOUR CHILD WRITE ANY COMMENTS, CHANGES OR VARIATIONS IN USUAL
WILL CHILD ATTEND: USUALLY ARRIVE EACH DAY? USUALLY LEAVE EACH DAY? ATTENDANCE IN THIS SECTION INCLUDING SHIFT CHANGES

EI Ful Time |:| Part Time

MONDAY | [ [dam][ |pm | [ Jam [ JPm

TUESDAY [ AM [ [Pm AM []PM

WEDNESDAY AM PM AM PM

THURSDAY | [ ] | am|_[pm | L_lam [pm

FRIDAY | aml_lPm | [_Iam [Jpm

SATURDAY | __lam[ |Pm | [ Tam [ Ipm

SUNDAY | [J | [_Jam[ Jpm | [ Jam [ Jem

Page 1 0of 3
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'CHECK THE MEALS YOUR CHILD IS USUALLY. GIVEN AT THIS FACILITY:

[IsrEAKFAST [MORNING SNACK [ JLUNCH [_AFTERNOON SNACK [_SUPPER [ JEVENING SNACK [JNONE

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

[ NEw YEARS'S DAY [ MARTINLUTHERKING JR.S |[_JPRESIDENT'S DAY [JEASTER (MARCH/APRIL)
(JANUARY) BIRTHDAY (JANUARY) (FEBRUARY)

[ MEMORIAL DAY (MAY) [ NDEPENDENCE DAY (JULY) | [JLABOR DAY (SEPTEMBER) | [_JCOLUMBUS DAY (OCTOBER)

[ IVETERANS DAY LJeLecTion DAY (NOVEMBER)| CITHANKSGIVING [CJcHRISTMAS DAY
(NOVEMBER) (NOVEMBER) (DECEMBER)

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

IF 1| CANNOT BE REACHED TO MAKE NECESSARY ARRANGEMENTS, OR IN A CRITICAL EMERGENCY REQUIRING MEDICAL
CARE, | AUTHORIZE

(LIST GHILDCARE FACILITY NAME HERE)
TO CONTACT THE FOLLOWING:

PHYSICIAN OR CLINIC'

NAME TELEPHONE NUMBER

PREFERRED HOSPITAL

NAME TELEPHONE NUMBER

ACKNOWLEDGMENTS'
A | HAVE RECEIVED A COPY OF THIS FACILITY’S POLICIES PERTAINING TO THE ADMISSION, CARE AND

DISCHARGE OF CHILDREN.

| HAVE BEEN INFORMED THAT A COPY OF THE LICENSING RULES FOR CHILD CARE HOME OR THE

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

FOR REVIEW

THE PROVIDER AND | HAVE AGREED ON A PLAN FOR CONTINUING COMMUNICATION REGARDING MY

PARENT/GUARDIAN INITIALS

PARENT/GUARDIAN INITIALS

PARENT/GUARDIAN INITIALS

c CHILD’S DEVELOPMENT, BEHAVIOR, AND INDIVIDUAL NEEDS.
D WHEN MY CHILD IS ILL, | UNDERSTAND AND AGREE THAT S/HE MAY NOT BE ACCEPTED FOR CARE OR |PARENT/GUARDIAN INITIALS
""" REMAIN 'N CARE' . Serrreswes — —— _ T—
E | UNDERSTAND THAT, BEFORE THE FIRST DAY OF ATTENDANCE BY MY CHILD, | WILL PROVIDE PROOF | PARENT/GUARDIAN INITIALS
OF COMPLETED AGE-APPROPRIATE IMMUNIZATIONS OR EXEMPTION FROM IMMUNIZATIONS.
F f D DO DO NOT GIVE PERMISSION FOR FIELD TRIPS/EXCURSIONS. | UNDERSTAND | WILL BE [PARENT/GUARDIAN INITIALS
NOTIFIED | VANCE WHEN THEY ARE PLANNED.

PARENT/GUARDIAN INITIALS
G |l |:|DO |:| DO NOT GIVE PERMISSION FOR THE FACILITY TO TRANSPORT MY CHILD.

H I HAVE BEEN INFORMED AND HAVE RECEIVED A COPY OF THE FACILITY'S SAFE SLEEP POLICY WHEN
ENROLLING A CHILD LESS THAN ONE (1) YEAR OF AGE.

| HAVE BEEN NOTIFIED THAT | MAY REQUEST NOTICE AT INITIAL ENROLLMENT OR ANY TIME THERE
| |AFTER WHETHER THERE ARE CHILDREN CURRENTLY ENROLLED IN OR ATTENDING THE FACILITY FOR

WHOM AN IMMUNIZATION EXEMPTION HAS BEEN FILED.
PARENT'S/GUARDIAN'S SIGNATURE

PARENT/GUARDIAN INITIALS

PARENT/GUARDIAN INITIALS

DATE

PARENT/GUARDIAN SIGNATURE

= | FIRST ANNUAL UPDATE DATE

PARENT/GUARDIAN SIGNATURE

SECOND ANNUAL UPDATE DATE

| THIRD ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE

MO 580-2994 (10-2020)

Page 2 of 3 SCCR/CACFP



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
SECTION FOR CHILD CARE REGULATION

PARENT’S HEALTH STATEMENT FOR SCHOOL-AGE CHILD

[-‘i_l?ﬁR!NT.j.]

IDENTIFYING INFORMATION

CHILD’S NAME

BIRTHDATE

'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 REQUIREMEN]

SPECIAL NEEDS, ETC.

PLEASE LIST ANY ALLERGIES, SPECIAL MEDICAL CONDITIONS, INCLUDING CHRONIC HEAL;'I;'

PARENT OR LEGAL GUARDIAN SIGNATURE

DATE

MQ §80-2851 (6-14)

TO BE FILED IN CHILD'S RECORD AT CHILD CARE FACILITY.

8cce8



Child and Adult Care Food Program
Parent Letier — Non-Pricing Child Care Centers
July 1, 2020 through June 30, 2021

Dear Parent or Legal Guardian:

Emmanuel Family & Child Development Center currently participaiing in the Child
and Aduli Care Food Program. This program reimburses the center for the partial
cost of meals provided to children and aflows the center to provide nutritious meals
without increasing the center’s fees fo you. If your yearly income is equal to or
below the amount listed for your family size on the chart below, your child is
eligible for free or reduced-price meals. If the income is higher than the amount
listed for your Tamily size, you do not need to complete the income application.

Yearly Yearly
Family Size Income - Family Size Income
1 $23,606 5 $56,758
z $31,884 6 $85,046
3 340,182 - 7 . 573,334
4 $48.470 8 $81,622

For each additional family member, add $8,288

To apply for free or reduced-price meal benefits for your children, you must
complete the aitached Income Eligibility Form (IEF). Your application for free or
reduced-price meal benefits cannot be approved unless the aftached application is
completed according to the directions provided; however, you are not required 1o
complefe the IEF. Noiify the center should the housshold income decrease and/or
if the household size increases. A participant may be eligible for free or reduced-
price meals. The application is valid unfl the last day of the month in which the
form was approved/dated/signed one year earlier.

Singersly,
G

Cenier OvrvnerlDira cto

In accordance with Federal civil rights law and U.S. Depariment of Agricufiurs (USDA) civil rights requiaflons and policies, the USDA,
it Agencies, offices, znd employzes, and instiutions pariicipating in or administering USDA programs are prohibited from
discriminating based on race, color, national origin, sex, disability, age, or reprisal or retzliation for prior oivil rights activly in any
program or activity conducted or funded by USDA.

Persans with disabiliies who require aiternative means of communicalion for program information (a.g. Braille, lerge print,
audiotape, American Sign Languzage, efs.), should contact the Agency (Stafe or focal) whers they applied for benefiis. individuals
who are deaf, hard of hearing ot have speech disahiliies’ may contect USDA through the Federal Relay Service af (800) 877-8338.
Addifionally, program Information may be made avaflable in languages other then English.  Coniect USDA through the Feders!
Relay Service af (800) 877-8339. Addiionally, program informatfon may be made availzble in languages other than English.

To file a pregram cemplzint of discrimination, complete the USDA Program Discrimination Complaint Forrmn, (AD-8027) found onfine at:
http/fweww.ascr.usda.gov/somplaint_filing,_custhiml, and at any USDA cifice, or wiite a [elfer addressed to USDA and provide in the

leiter afl of the nformation requested in the form. To request a copy of the complalnt form, caf (858) §32-9892. Submit your coimnpleted
form or letter fo USDA by:

{1} mail: 1.5, Depariment of Agricuiture
Office of the Assistant Secretary for Chvil Rights
1400 Independences Avenue, SW
Washingfor, D.C. 20250-8410;

{2) Teoc (202) 890~7442; or (3) emall: propam.intske@usdz.goy,  This Institution s an equal epportunity provider,




MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
BUREAU OF COMMUNITY 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 form and return it to the child care center.

ZPART:1:: CHILDREN ENROLLED AT:THE CHILD CARE CENTER :;

Complete information below for children enrolled at the center. If child(ren) are receiving Suppiemental 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.

v mot | T | oo | Rty | OO o
/]
[/
/]
/7

: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 aduits,
the income of the wage eamer cannot be offset by the business losses of the self-employed aduit. If last month’s income does not accurately
reflect your circumstances, you may provide a projection of your current annual income. [rregular self-employed income may be averaged
over the prior 12 months. Foster children may be eligible regardiess of household income, Contact the center for more information.

INCOME BASED ON (CHECK ONE) [Jreariy [ Jontriy Dz XAMONTH [ pvERY2weeks [ JWEEKLY
PENSIONS,
HOUSEHOLD MEMBERS GROSS WAGES WELFARE, CHILD RETIREMENT, SOCIAL OTHER

SUPPORT, ALIMONY SECURITY

“PART 3: - RACIAL ETHNIC INFORMATION: (You:are not required to answer this section) ;0

Are you of Hispanic or Latino origin? [ [ves [ ]no
. AMERICAN INDIAN BLACK OR NATIVE HAWAIIAN OR OTHER
What is your race? (Select one or more} ASIAN AFRICAN AMERICAN BACIFIC ISLANDER WHITE

ORALﬁNAT!VE
[] 1 [ 1 ]
PART 4: SIGNATURE© - . =

| hereby certify that all information provided is correct. | understand that this information is being given in connection with the receipt of federal funds, that institution
officials may verify information, and that deliberate misrepresentation may subject me to prosecution under applicable state and federatl laws.

SIGNATURE OF ADULT FAMILY MEMBER SOCIAL SECURITY NUMBER (LAST 4 DIGITS ONLY) DATE
XXX-XX- I
PRINTED NAME OF ADULT ADDRESS PHONE NUMBER

Section ¢ of the National School 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 infermation 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 efforte may result in aloss 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): TEMPORARY
YEAR  MONTH 2XAMONTH  EVERY2WEEKS  WEEKLY  SNAP (Focd Stamp) ASSISTANCE
a a a a a a a
Eligibility Determination: [ Free [ Reduced 0O Paid
SIGNATURE OF CENTER REPRESENTATIVE DATE
MO 580-1314 (2-11) CACFP-205

This institution is an equal opportunity provider.
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FAMILY & CHILD DEVELOPMENT CENTER

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

Photography & Videotaping Release

From time to time Emmanuel Family & Child Development Center or its subsidiaries, or the news media

may videotape or photograph your child and/or their class.

By signing my name on this document, | acknowledge and agree:

¢ That Emmanuel Family & Child Development Center or its subsidiaries have my
permission to allow the recording of my child’s likeness or photograph for future use.

¢ That Emmanuel Family & Child Development Center or its subsidiaries are under no
obligation to provide notification prior to my child’s participation in activities which may
result in such photography or videotaping.

¢ That Emmanuel Family & Child Development Center or its subsidiaries are under no
obligation to provide notification prior to the use of such photography or videotaping.

e That | and/or my child will receive no financial or in-kind compensation for the use of my
child’s likeness or image by Emmanuel Family & Child Development Center or its
subsidiaries as well as the media.

¢ This authorization in no way guarantees that my child’s likeness or image will be used.

If 1 do not wish for my child’s likeness or image to be used according to such above-stated conditions, |
acknowledge and agree that | will provide the Director with written notification of such intent, prior to
my child’s enrotiment within Emmanuel Family & Child Development Center, or at a later date if need

should arise.

I hereby authorize my child to participate in activities which may be videotaped or photographed, and

acknowledge my understanding and agreement to the terms and conditions stated with this document.

Child’s Name

Parent or Guardian Signature & Date
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FAMILY & CHILD DEVELOPMENT CENTER

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

Childcare Agreement For:

Child’s Name and Date of Birth

Child’s Name and Date of Birth

Child’s Name and Date of Birth

I understand the hours of the program for which | have registered my child and agree to adhere to them promptly. | also
understand that I must escort my child into the building and leave him/her in the care of a staff member. The staff will
release the child only to the parents or to the persons designated that is 18 years or old.

I further agree to read the Center’s guidelines when received and to adhere to those guidelines as stated. } acknowledge
that | understand and have received a copy of the Center’s current prices and payment policies, including but not jimited
to the following policies:

A. All registration fees, activity fees, co-pays, and tuition are non-refundable in whole or in part. | have been informed
that the payment is due promptly on Mondays and is late after Friday, at which time late fees may be assed. EFCDC
has the right to terminate the contract due to repeated late payments, returned checks, or in the event that the
child(ren)’s behavior endangers the other children or the Provider.

B. If!receive state childcare assistant, | know | am respensible for making sure that my case remains open during the
duration of my child's attendance at the Canter or | will be charged full tuition for my children. i my childcare case
does close and my children have attended the center after it tloses I am responsible for paying full tuition for my
chiidren.

¢ Because my child's spot is raserved, | am responsible for payment of tuition/copay even if my child is absent due to
sickness, vacation, or any other reason. | understand that a collection agency will be used to collect any monies not
paid on this account in the event that | withdrawal my child{ren} from the Center leaving 2 remaining balance.

D. 1may take up ta 2 weeks {as a block of 5 consecutive days each) vacation credit {(non-cumulative from year to year}
without obligation for tuition if my child has been enrolled for 12 consecutive months on a continuing basis, and
provided that | give the Center two weeks’ notice of vacation,

€. Late fees are charged for late payments and pickups.

The Director and staff are available for individual conferenced concerning your child’s adjustment to and progress in the
school pragram. If any special problems arise in the school affecting your child, such occurrences will be promptly brought to
your attention. In the event of withdrawal from the program, 2 weeks withdrawal notice is required; your regular tuition/co-
pay charges continue during this 2 week notice period. A new registration fee will be due upon re-envollment.

The agreed upon fee for childcare is § per week, Overtime services may be provided at
the discretion of EFCDC and at the rate of $ per hour.
Parent or Guardian Signature Date Parent Social Security Number

EFCDC Representative Date




CvMENLUEL

FAMILY & CHILD DEVELOPMENT CENTER

2416 Swope Parkway - Kansas City, MO 64130
816-521-3164 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: Refationship 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.



FAMILY & CHILD DEVELOPMENT CENTER

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

Parent Consent to Evaluation:

The first five years are very important for your child because this time sets the stage for
success in school and later in life. During infancy and early childhood, your child will gain
many experiences and learn many skills. [t is important to ensure that each child's
development proceeds well during this period.

Please sign below indicating that you agree to have your child participate in the
screening/ monitoring programs used at Emmanuel Family & Child Development
Center.

» The Ages & Stages Questionnaires (ASQ-3)

» The Department of Education and Second Education Core Competencies (DESE)
> The Devereux Early Childhood Assessment Development Screenings (DECA)

» Rockhurst University Speech and Language Therapy

Parent or Guardian Signature & Date

Child's Name

Child's Date of Birth

Child's Primary Care Physician
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City of Kansas iy, Missourn

Childhond Lead Polsoning Prevention
(818} 513-5048

2400 Troost Avenue, Suife 3400
Kansas Cily Missouri 64108

Fhe does lead do to Children?
Lead affects all body systems, brt especially the brain and nervons system cansing problems snck as
Eyperactivity, learning diffionities, inpaired growth, lower 1Q.

Where is lzqd? Fverywhere-but particuiarly:
Lead-besed paint, contaminarzd sofl, dust, air, water, hobby suppies, fik wedicine, and poory glazed
Roiery. .
sz cleannp

Precantions yow voor fofe:
Good mtrition, fequent band washing and housecleaning it remove lead-conmnated dust,
st Zisposal of paint ciips, avoidance of folk cemedies and poorly glazed poitexy.

CONSENT FORM
I sive permission. for my child to have a lead screening bicod test. T enderstand this procedure brvolres a
Fncer stick 1o cbrain a Evw drops of blood. The test wiil be performad by nurses from the Kemsas City.,
Missonri Health Department and resulis may be released to your child’s day care program.

=2(Please Prinfy**
Child’s Name: Todey's Date:
Sex- Race: Date of Birth; Medicaid #:
Address: ]
Street City State Zips code
Phonei: Signatars — Parent/Guardian:
Alt. Phonef: Print Parent/Guardian Name:
| For oifice use ondy: Date of Scrsening:
: Secreseming Siter RN
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SWOPEHEALTH
REGISTRATION FORM

{Please Print)

PATIENT INFORMATION
Last Name: First Name: Middie Initial: Birth Date: Sex:

«LastName» «FirstName» «Middlelnitial» «DOB» M OF
Street Address: City State, Zip: County:

«MailingAddress1» «MailingAddress2»
Mailing Address: “[Isameas above Social Security Number:
Home Phone Number: Il Phone Number: ork Phione Number:
«HomePhone» «CellPhone» I«WorkPhone»
Email Address: lggriﬁl Status: Homeless Status: [“|Transitional
«Email» ivorced { Married [ pingle [] | ["PoublingUp [ JHomeless Sheiter her

{Separa’(ed CIWidowed [ Homeless [ Peasonal E\?i‘grant

Race: [ hsian [Clamerican Indian/Alaskan Native Primary Lanauage:

&lack or African American ([ White [[INative Hawalian

- Translator Needed: e o
acific Islander [Unreported/Refused to Report -ransialor Teeced D{ S D

Ethnicity (choose only one): [ Hispanic/Latino [ Not Hispanic .
Eﬁzjfu-séd to report Veteran Status (chaose only one): [fYes [Er‘lo

Employer Name : Employer Status: Student:
«EmployerName» ["Full Time [Part Time [CJes o

Primary Care Provider (PCP) Name: «PcpFName» «PcpLName» «Pcplnitials»

Does the patient have any problems with: [1vision [ Hearing [_Reading OSpeaking

Explain: :

Parent/Guardian OR Responsible Party Name:| Address: Dame as above Phone Number:
«GrFName» «Grl.Name» «GrAddri»

«GrAddr2»
Parent/Guardian OR Responsible Party SSN: Birth Date: . y
= Relationship:

«GuarantorSSN» «GuarantorDOB> «RelToPatient»
!MED!CAL INSURANCE INFORMATION

Please give your insurance card to the Patient Service Representative)

Person responsible for bill: | Birth date: Address (if different): Primary Phone Number:

(

Occupation: Employer: o Employer Phone Number:
Patients relationship to subscriber: [“[Self [Ppouse Dhild Dtep Child I:Pther

Primary Medical Insurance: edicare | Medicaid [ Blue Cross Blue Shield her:
[Subseriber’'s Name: Birth Date: Policy #: Group #:

Name of Secondary Medical Insurance (if Subscriber's Name: Birth Date: Policy #:
ilapplicable): Group #:

[N CASE OF EMERGENCY

Name of local friend or relative: Relationship to patient: Primary Phone Number
«EmergencyName» «EmergencyPhones
Signature: - Date:

April 2020
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SWOPEeHEALTH

Sliding Fee Discount Eligibility

It may be necessary fo ask some personal questions in order to determine eligibility for a discount on medical, dental
or qualified behavioral health services. This information Is ptivate and confidential and is kept on file at Swope
Health. Income verification is determined once a year and requires proof of income and proof of address documents
to be retumed to Swope Health Services. {Family size and annual gross household income are usad to calculate
discount and fevel of payment.)

List all Household Members thai live in the home.

Name Date of Birth Relationship
1
2
3
4
5
g
7
8
Do you have any wage income from any of the listed househoid members:
House};qoal?nl;ﬂember Hourly Rate Hours Worked Bi-weekly Income | Hours Worked

Do you have income from the any of the following sources and if sg, how much per month?
Sources You Your Spouse Your Children Other Persons | Totat Sources

Social Security

Public Assistance
Retirement Pension
Rental Income
Interest Income

Child Support-Alimony
Other (Specify)

The Sliding Fee, Health Levy, and all other discount programs have been explained to me, and | acknowledge that
deliberately providing false or incomplete information in regard to determining the level of sliding fee scale discount
can disqualify me or family members from being eligible for this program. | also understand that if | do not provide
preof of income and/or proof of address within 30 days, | may be billed at full price for service rendered. Information

can be returned in person orto PSRGroupMail®swopehealth org

Signature ' Date

April 2020
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SWOpeHEALTH

SELF-DECLARATION OF INCOME

| certify that my current annual household income is $ and my family size is

- | declare that all of my dependents are 18 years old and younger or disabled. |
understand that this self-declaration is good for 30 days only. To receive a discount an services for a 12
month period, | wili need 1o provide proof of my income by,

[] decline to participate in the sliding fee discount program.

Patient/Parent/l egal Guardian Signature Date

FINANCIAL RESPONSIBILITY

! hereby certify that | have not knowingly withheld any information or income or other financial resources. The
amounts | have disclosed are true and correct to my knowledge. | understand that hiding information or
providing false information may result in prosecution or being removed from Medicaid, Medicare and any
other Government funded programs.

t understand the charges 1 have to pay for are after | received credit for all appropriate discounts and all
callections received by Swope Health from health insurance benefits for the above named individuals. | am
responsible for the remaining balance.

1 agree to pay these charges on the day that the services are provided, within 10 days of receipt of the
statement from Swope Health Services or by some other payment arrangement agreed to by the Swope
Health Patient Refations Office, telephone 816-598-5700. | also authorize release of information about any
claim to my health insurance carriers, or my state medical assistance agency and/or to the Department of
Mental Health.

Patient/Parent/Legal Guardian Signature Date

Withess Date

GENERAL CONSENT FOR DIAGNOSIS AND TREATMENT

I, having registered at Swope Health Services for the purposes of obtaining health services, do hereby,
veluntarlly consent ta diagnostic and treatment services for (Patient
Name), as might be provided by or at the direction of a physician, dentist, other health care professional or
other qualified member of the staff of the Swope Health Services to me according to his/her judgment, By
signing below, [ also consent to treatment by students in residency and/or affiliation programs with Swope
Health Services.
o lrecognize that | have the right to refuse any specific diagnostic or treatment service without
[eopardizing my right to receive health services af the Center.
o Irecognize that | may be asked 1o sign a specific consent for surgical and other special procedures
including general and/or extensive local anesthesia
© lam aware that health services are person specific, and | acknowledge that no guarantees have
besn made to me as to the results of any treatment services,
o Ihereby authorize Swope Health Services to retain, preserve and use for scientific or teaching
purposes or dispose of at their convenience any specimen or tissue taken from my body during my
treatment.

This form has been fully explained to me, and | certify that [ understand its contents.

Patient/Parent/Legal Guardian Signature Date

April 2020
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Acceptable Documentation for Sliding Fee Program

If you are not insured, fees for clinic services are based on your income and family size and may be reduced if you
live on a [imited income, according to state and federal guidelines. To qualify for discounts, you must present the

following information, as applicable, when you register:

Proof of Income: (please provide applicable documentation for each household member):

+  Current Paycheck Stub .
» letler on Company Letterhead including .
your hourly rate, gross pay, and the pay
period

*If your employer does not have company
letterhead, we will accept a notarized lefter.

« W2 Forms (Adjusted Gross Income) .

« Current Financial Aid -

Current Unemployment Determination
Letter

Social Security, Pension, Trust,
Disability Award Letter , Food Stamp
Summary, or Child Support Check

Bank Statements showing cansistent
Payroll deposits

Current Tax Information

Proof of Address: (please provide if you live In the clty of Kansas City, Missouri)

+ Driver's License (address must match current
address listed on registration)

= A current piece of mait addressed to you
{within 30 days)

« |ease or Morigage Agreement

»  Mail received from the Govemment (Social .
Security, pension, trust, SSI Disability Award
letter, food stamp budget summary or child
support check)

Current Utility Bill (electric, gas or
ielephone}

Current Paycheck Stub with your
current malling address located on the
check stub

Current Bank Statement

Attestation from a Social Worker (For
Homeless Individuals)

Additional Information

= For elderly parents living with adult children or adult grandchildren, include income if adult children or
adult grandchildren claim parents as dependents on their tax raturn. Otherwise, parents should be
considered as independent for the purposes of inceme, without their adult children's income.

s Non-cash items such as food stamps are not included in income.

Please Note: This information must be given to Swope Health within 30 days or you may be billed at full price for
services rendered. Information can be returned in person or to PSRGroupMaii@swopehealih.org

April 2020
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RECEIPT OF NOTICE OF PRIVACY PRACTICES

| was offered a copy of the Swope Health Notice of Privacy Practices. | have been given the epportunity to
read, or have read to me, the Notice of Privacy Practices, which describes how medical information about me
may be used and disclosed. | agree with the Notice of Privacy Practices and understand that at any time
upon request, | may obtain a copy of it

Patient/Parent/Legal Guardian Signature Date

RECEIPT OF PATIENT RIGHTS & RESPONSIBILITIES

{ was oifered a copy of Swope Health “Patient Bill of Rights,” also known as Patient Rights 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. | have been given the opportunity to
read it, or have it read fo me. | understand what it means, what | might expect from this health care facility
and what is expected of me and my family member(s) as registered patients here.

Patlent/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. | understand that completing this form will allow
Swope Health to speak to my Personal Representative regarding all health information, including but not
limited to ilinesses, injuries, test results, medications, and sensitive date that may include:

«  Alcohol or substance abuse problems;

e« Genetic diseases or tests;
Family Planning information;
HIV/AIDS;
Sexually Transmitted Diseases; and/or
Mente] Health and Developmental Disabilities.

® & » o

| also understand it will give the Personal Representative the ability to do the following on my behaif:
s  Make appointments for health care services;
« Have discussions with health care providers about routine tests and treatments; and/or
e  Access protected health information.

My authorization is given freely with the understanding that:
» [ may refuse to sign this authorization;
¢ [ 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 waifing;
e 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.

| 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 DDate:

Patient/Parent/Legal Guardian Signature Date
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COMMUNICATION PREFERENCES

Swope Health is committed to protecting your information. SHS would like to send you information about your
healtheare using the methods you prefer.

Ptease [nitial next to the forrns of communication you authorize Swope Health Services to use 1o
comrnunicate with you.

Patient Portal
Voicemail
E~Mai}

Texi Message

{ hereby authorize Swope Health Services to communicate my health information to me using the methods |
have consented to above. | understand that the Patient Portal is a secure method of scommunication, but that
communication such as text messaging, email, and voicemail may be congidered unsecure and could be
seen or heard by others.

Patient/Parent/Legal Guardian Signature Date

HEALTH INFORMATION EXCHANGE

Swope Health participates in three Health Information Exchange networks: Missouri Health Connection
("MHGC?), Lewis and Clark Information Exchange CLACIE™), and Kansas Hzalth Information Network (*KHIN™.
These secure networks allow doctors and other caregivers to electronically share a patient's health records
with other participating organizations, to improve coordinated care.

! understand a full ist of member organizations can be viewed at the MHC, LACIE, and KHIN websites. | also
understand cnly authorized health care organizations and professionals involved in a patient’s treatment,
care, quality improvernent, or payment are allowed access to a patient's records and privacy laws still apply.

|:| | agree to participate in the Health Inforrnation Exchange and allow other healthcare providers to be
able o see my health records fram both before and after today’s date. | understand this may include
linesses or injuries, test results, medicines | am taking or have taken, and sensitive data including
but not limited to: alcohol or substance abuse problems, sexually transmiited diseases, HIV/AIDS,
family planning information including abortions, and mental heatth disabilitles.

|:| ! decline o particibate in the Health Information Exchange. [ understand other organizations who
are trying 1o help me by providing medical care may not have access to my medical history.

PatientParent/Legal Guardian Signature Date
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§ %P  |NFORMED CONSENT FOR TELEHEALTH

Patient Name: Date of Birth:

To better serve the needs of our community, Swope Health may provide health care services
through interactive video communications and the electronic transmission of information. This
process is referred o as “telehealth™ or “telemedicine.” This may assist in the evaluation,
diagnosis, management, and treatment of some health care problems.

Before participating in telehealth services, please understand the fol lowing:

1. lunderstand { may be evaluated and treated by a health care provider or specialist who is
at a different location than me. | understand this means the health care provider must rely
on the information reported to make recommendations since we are nat in the same room,

2. tunderstand that while Swope Health takes steps to ensure the communication is secure,
there s a risk that security protocols could fail.

3. 1 will be informed if any additional Swope Health staff are to be present for the telehezlth
session. | understand all laws in place to protect my privacy and confidentiality still apply
to telehealth services.

4. 1 understand there are additional potential risks to this technology, including
interruptions, unautherized access, and technical difficulties.

». | understand that my health care provider or | can discontinue the telehealth session at
any time.

6. [ have had the alternatives to telehealth explained to me, and | understand that | can be
seen in person at another time. | understand my participation in telehealth is completely
voluntary.

7. Tunderstand that while this telehealth session will not be recorded, it will be documented
in my medical record. 1 further agree not to record any pertion of the telehealth session,

Patient or Representative Signature Date
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SWOPE HEALTH SERVICES
DENTAL OUTREACH
CHILD
Name
Last First Ml
Address
City, State, Zip
Phong Date of Birth
Gender: Male [ | Female [ ] Other[ ]
Language:[ [nglish[] Other -
HEALTH HISTORY

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

Does your child have any dentel pain? Yes [] No|[] Ifyes, how long? Day(s) [ ] Week(s) [ ] Month(s) [ 1]
{Recommended for children age 3 years and older)

0 2 4 8 8 10
Hurts Hurts Hurts Hurts Hurts
No Hurt Little Bit Litle More Even More Whole Lot Worst

Piease list any other health problems or conditions 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:

Aspirin Local Anesthetic Penicillin
Penicillin Latex (balloons, gloves, rubber, ete.) ~ Erythromycin COther:
Is your child taking medications? Yes [ ] No[ ] .
List Medications Physician Name
Physician Phone #

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

| also authorize 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 Fluoride Application Sealants

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

Signature Parent/Guardian Date

Dentist Sigﬁ;éj-re Date
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