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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: 

		name: Community Care Licensing Division 

		address: 6167 Bristol Park Way, Suite 400 Culver city, Ca 90230   310-337-4333

		city: Suite 400 Culver City, Ca

		zip code: 90230

		area phone number:  310-337-4333

		print1: 

		print2: 

		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 WHATEVER
NAME


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 (5/01) (CONFIDENTIAL)


WORK PHONE


(          )(          )


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 WHATEVER
NAME


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 (5/01) (CONFIDENTIAL)


WORK PHONE





		Facility Name: 

		Name: 

		Allergies: 

		Home Address: 

		Area Code: 

		Phone: 

		Area Code Work: 

		Phone Work: 

		Facility Name2: 

		Name2: 

		Allergies2: 

		Home Address2: 

		Area Code2: 

		Phone2: 

		Area Code Work2: 

		Phone Work2: 

		date 1: 

		date 2: 








I have ■■ have not ■■ reviewed the above information with the parent/guardian.


Physician:_______________________________________________ Date of Physical Exam: ___________________________________
Address:________________________________________________ Date This Form Completed: _______________________________
Telephone: ______________________________________________ Signature ______________________________________________


■■ Physician ■■ Physician’s Assistant ■■ Nurse Practioner


DATE EACH DOSE WAS GIVEN


/ /


/ /


IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.)


PHYSICIAN’S REPORT—CHILD CARE CENTERS
(CHILD’S PRE-ADMISSION HEALTH EVALUATION)


PART A – PARENT’S CONSENT (TO BE COMPLETED BY PARENT)


__________________________________________, born ________________________________ is being studied for readiness to enter
(NAME OF CHILD) (BIRTH DATE)


_________________________________________ .  This Child Care Center/School provides a program which extends from _____ : ____
(NAME OF CHILD CARE CENTER/SCHOOL)


a.m./p.m. to ______ a.m./p.m. , __________ days a week.   


Please provide a report on above-named child using the form below. I hereby authorize release of medical information contained in this
report to the above-named Child Care Center.


__________________________________________________________ _________________
(SIGNATURE OF PARENT, GUARDIAN, OR CHILD’S AUTHORIZED REPRESENTATIVE) (TODAY’S DATE)


PART B – PHYSICIAN’S REPORT (TO BE COMPLETED BY PHYSICIAN)


Problems of which you should be aware:


Hearing: Allergies:medicine:


Vision: Insect stings:


Developmental: Food:


Language/Speech: Asthma:


Dental:  


Other (Include behavioral concerns):


Comments/Explanations:


MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTIONS FOR THIS CHILD:


LIC 701 (8/08) (Confidential)


1st 2nd 3rd 4th 5th
VACCINE


POLIO (OPV OR IPV)


DTP/DTaP/
DT/Td


MMR 


HIB MENINGITIS


HEPATITIS B


VARICELLA


(DIPHTHERIA, TETANUS AND
[ACELLULAR] PERTUSSIS OR TETANUS
AND DIPHTHERIA ONLY)


(MEASLES, MUMPS, AND RUBELLA)


(REQUIRED FOR CHILD CARE ONLY)


(CHICKENPOX)


(HAEMOPHILUS B)


/ / / / / / / / / /


/ / / / / / / / / /
/ / / /


/ / / / / /


/ / / /
/ / / /


SCREENING OF TB RISK FACTORS (listing on reverse side)


■■ Risk factors not present; TB skin test not required.


■■ Risk factors present; Mantoux TB skin test performed (unless


previous positive skin test documented).
___ Communicable TB disease not present.


STATE OF CALIFORNIA
HEALTH AND HUMAN SERVICES AGENCY


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING
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RISK FACTORS FOR TB IN CHILDREN:


* Have a family member or contacts with a history of confirmed or suspected TB.


* Are in foreign-born families and from high-prevalence countries (Asia, Africa, Central and South America).


* Live in out-of-home placements.


* Have, or are suspected to have, HIV infection.


* Live with an adult with HIV seropositivity.


* Live with an adult who has been incarcerated in the last five years.


* Live among, or are frequently exposed to, individuals who are homeless, migrant farm workers, users of street drugs, or residents in
nursing homes.


* Have abnormalities on chest X-ray suggestive of TB.


* Have clinical evidence of TB.


Consult with your local health department’s TB control program on any aspects of TB prevention and treatment.
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		ChildName: 

		Birthdate: 

		CenterName: Halsey Schools, Inc

		Hour1: 6:30

		NoDays: 5

		TodaysDate: 

		Problems: 

		Hearing: 

		Allergies: 

		Visiion: 

		Stings: 

		Developmental: 

		Food: 

		Language: 

		Asthma: 

		Other1: 

		Behavior: 

		comments: 

		Prescribed: 

		Date1: 

		Date2: 

		Date3: 

		Date4: 

		Date5: 

		Date6: 

		Date7: 

		Date8: 

		Date9: 

		Date10: 

		Date11: 

		Date12: 

		Date13: 

		Date14: 

		Date15: 

		Date16: 

		Date17: 

		Date18: 

		Date19: 

		Date20: 

		Date21: 

		Date22: 

		Date23: 

		Date24: 

		Date25: 

		Date26: 

		Date27: 

		Date28: 

		Date29: 

		Date30: 

		Date31: 

		Date32: 

		Date33: 

		Date34: 

		Date35: 

		Date36: 

		Date37: 

		Date38: 

		Date39: 

		Date40: 

		Date41: 

		Date42: 

		Date43: 

		Date44: 

		Date45: 

		Date46: 

		Date47: 

		Date48: 

		Date49: 

		Date50: 

		Date51: 

		Date52: 

		Date53: 

		Date54: 

		Date55: 

		Date56: 

		Date57: 

		Date58: 

		Date59: 

		Date60: 

		Date61: 

		Date62: 

		Date63: 

		Check1: Off

		Check2: Off

		Check3: Off

		Check4: Off

		Doctor: 

		ExamDate: 

		AddressDr: 

		DrTelephone: 

		DateCompleted: 

		Check1a: Off

		Check1b: Off

		Check1C: Off

		Check Box1: Off

		Hour: 06

		Minutes: 30

		Button1: 








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





		1: Community Care Licensing

		2: 6167 Bristol Parkway Ste. 400, Culver City, CA 90230
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		Text1: 








The California Department of Social Services works to protect the safety of children in child care by
licensing child care centers and family child care homes. Our highest priority is to be sure that
children are in safe and healthy child care settings. California law requires a background check for
any adult who owns, lives in, or works in a licensed child care home or center. Each of these adults
must submit fingerprints so that a background check can be done to see if they have any history of
crime. If we find that a person has been convicted of a crime other than a minor traffic violation,
he/she cannot work or live in the licensed child care home or center unless approved by the
Department. This approval is called an exemption.


A person convicted of a crime such as murder, rape, torture, kidnapping, crimes of sexual violence or
molestation against children cannot by law be given an exemption that would allow them to own,
live in or work in a licensed child care home or center. If the crime was a felony or a serious
misdemeanor, the person must leave the facility while the request is being reviewed. If the crime is
less serious, he/she may be allowed to remain in the licensed child care home or center while the
exemption request is being reviewed.


How the Exemption Request is Reviewed 
We request information from police departments, the FBI and the courts about the person’s record.
We consider the type of crime, how many crimes there were, how long ago the crime happened and
whether the person has been honest in what they told us. 


The person who needs the exemption must provide information about:


• The crime


• What they have done to change their life and obey the law


• Whether they are working, going to school, or receiving training


• Whether they have successfully completed a counseling or rehabilitation program  


The person also gives us reference letters from people who aren’t related to them who know about
their history and their life now. 


We look at all these things very carefully in making our decision on exemptions. By law this information
cannot be shared with the public.


How to Obtain More Information 
As a parent or authorized representative of a child in licensed child care, you have the right to ask
the licensed child care home or center whether anyone working or living there has an exemption. If
you request this information, and there is a person with an exemption, the child care home or center
must tell you the person’s name and how he or she is involved with the home or center and give you
the name, address, and telephone number of the local licensing office. You may also get the person’s
name by contacting the local licensing office. You may find the address and phone number on our
website. The website address is http://ccl.dss.cahwnet.gov/RegionalOf_1829.htm


STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY


LIC 995 E (6/05)


CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 


IMPORTANT INFORMATION FOR PARENTS 


CAREGIVER BACKGROUND CHECK PROCESS 
CALIFORNIA DEPARTMENT OF SOCIAL SERVICES



http://ccl.dss.cahwnet.gov/RegionalOf_1829.htm






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


LIC 700  (8/08)(CONFIDENTIAL)
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Enrollment Agreement  (The agreement does not expire)  Please read, initial each section, sign at bottom and return.       
 


______Rates through 6/30/11:  
                 (Subject to change.)  
 
Preschool Ages 2 - 5 


 
Pickup Time 


 
2 day 


 
3 day 


 
5 day 


 
12:30 


 
 409 


 
558 


 
847 


 
12:30-3:00 


 
 469 


 
640 


 
903  


 
 3:00 - 6:30 


 
 525 


 
734 


 
997 


 
Toddler Center  
Ages 16-20 months – 2.2 years old 


 
Pickup Time 


 
2 days 


 
3day 


 
5 day 


 
12:30 


 
 516 


 
705 


 
1070 


 
12:30-3:00 


 
 592 


 
808 


 
1140 


 
3:00 - 6:30 


 
 664 


 
927 


 
1259 


 
You will be given a least 30 days notice for changes in 
tuition rates as required by DSS. Tuition rates are adjusted 
once every year in July. Rates are subject to change. 
Changes in tuition do not affect the requirements of this 
agreement. 


 
Infant Center & Tiny Tots  
6 wks – 16-20 months  


Days 
 
Full Time 
 6:30 - 6:30 


 
1 Day 


 
    448 


 
2 Days 


 
    741 


 
3 Days 


 
  1035 


 
4 Days 


 
  1343 


 
5 Days 


 
  1399 


 
Registration Fees and Other Charges 
Registration Fee:   $ 199 due only one time 
Family Discount: Free Registration 
 
September Materials & Supplies Fee: $199 billed in 
September per Family. (Waived first time if child started in Aug 
or Sept.) Between January and March re-registration for the 
following school year begins with a non-refundable deposit of $199 
required and applied toward this Sept. Fee. 
 
Toddler Center Permission: (Required by DSS) If my 
child is entering or will be entering the Toddler Program at 
any time, I give my child permission to enroll in that 
program by signing below. 
 
 


 
Late Pickup: $10 per 15 minutes.   $1/min after 6:30 - 
please see posted rates Emergency Lunch: $5  
Late Payment Fee: $50 on the 25th, $5 /day thereafter  
Tuition is due monthly in advance on the 20th by EFT. 
Billing Fee: If you choose not to use EFT, there is an 
additional monthly fee of $50. A monthly statement will be 
provided on or about the 20th of each month.  Payment is 
due on receipt. Above late fees apply. Access to the facility 
will be denied until all past due fees (including late fees) and 
current charges are paid in full. Refunds: are not available 
for any fees. Modifications: (other than days closed or 
changes in fees or tuition) to this agreement must be in 
writing. The school will be closed the following days: 
(subject to changes & additions): Labor Day, Veteran's Day, 
Thanksgiving Day and the Friday following, Christmas, 
New Year's Day, Martin Luther King's Day, Independence 
Day, Presidents' Day, Memorial Day. If a holiday falls on a 
Tuesday or Thursday the school may be closed on the 
preceding Monday or following Friday. During the end of 
the year holidays, the school may be closed for additional 
days. Please see the Parent Hand Book and the monthly 
calendar for more information.  
 
Halsey Schools is licensed by Community Care Licensing 
at 310-337-4333.  
Our license numbers are 197-407441 & 197-407439  
 
Halsey Schools, Inc. reserves the right to refuse service 
to anyone at anytime for any reason.


______Vacations, Absent Days & Holidays:  Teachers’ wages are not affected by the daily attendance of children. In order to maintain the salary 
levels and benefits for these exceptional teachers, credits for vacations, days missed, holidays etc are not available.   
Happy teachers = Happy children.  � The tuition is based on an annual tuition of twelve (12) monthly installments September - Aug.  The payment 
will not change unless your schedule changes or the rates are changed.  � Days cannot be made up or exchanged. 
 
______Withdrawals: ALL Withdrawals take place on the last day of the month with notice given by the 15th of the last month.  No prorating credits 
or refunds are available for withdrawals.  Written notice must be given by the 15th of the last month attending.  Lack of attendance does not 
constitute withdraw.   Notice must be in writing. (Informing a teacher or other staff member is not sufficient notice.) Tuition calculations and withdrawal month 
are determined by the date your letter of withdrawal is received. If written notice is not received, tuition charges continue to accumulate until 
withdrawal is confirmed by the administration. Required notice will still apply.  In order to preserve the integrity and stability of our program, 
Halsey Schools reserves the right to ask a family to withdraw immediately at any time, if the administration or staff deems it necessary for 
any reason. Notification will be given by the administration not a teacher.  
____Change of Schedule: Schedule changes take place on the first of the month. Halsey Schools will make every effort to assist your schedule 
needs. Please request any schedule change in writing by the 15th of the month before the change is to take place.   
 
____Excursion Permission: I the undersigned do hereby give the above specified child permission to leave the school grounds with his class under 
the supervision of teachers, counselors and/or teachers aides retained by or volunteering for Halsey Schools. These excursions will be on foot (not 
requiring vehicle transportation) to local attractions, nature walks etc.  If a field trip requires transportation a separate permission slip will be signed. 
Please see the monthly calendar for scheduled excursions.                                                      
 
____Media Authorization: Halsey Schools, Inc. has my permission to use pictures (moving or still) or likenesses of my child in any medium for 
advertising or promotional purposes in any advertising medium free of charge and liability. (No names will be used.) 
 
____ The Department of Social Services’ Licensing Agency (the ‘Department’) requires parents or their authorized representative be advised: The Department shall have authority to 
interview children and staff, and/or to inspect and audit child or facility records without prior consent.  The Department shall have authority to observe the physical condition of any 
children.  Halsey Schools posts current State License and a copy of ‘Personal rights of children’  regulations with current address and telephone number of the State of California, Social 
Services - Community Care Licensing Division.  Each child must be signed out daily by parent or assigned representative.  Sign-Out sheets are located near the entry doors for afternoon 
sign-out.  
* * * My signature below indicates I have read, understand and agree to abide by this enrollment agreement and all of the above.  I 
understand absence of my initials above does not relieve me from any portion of this agreement.   I understand I will be held responsible for any and 
all attorney’s fees, collections fees, and any other costs associated with the enforcement of this contract.  
   
X________________________________________________________   ____________________  _______________________________     
  Parent/Guardian/or Child Representative Signature                              Date                                   Halsey Schools, Inc. Representative  


 
Child’s Name: 
 


 
Drop off Time:                       Pick up Time: 
Schedule:         M         T         W         Th         F  
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Diapering & Potty Instructions 
 (Changed as needed & at least every 2 hours.)  


Ointments, powder etc. 
 
 
 
 
 
 
 


 
 


 Your Child’s Needs and Services Plan  
At Halsey Schools we adjust to your child’s schedule. 


Please complete the following with the assistance of the Director or the teachers. 
 
Child’s Name:_____________________________________________  


Feeding Plan (Normal Schedule) Among other things, children should not be fed Honey or Corn Syrup during their first year.  
 
Time 


 
Type of Food  (i.e. Breast milk, Brand and type of formula. Use of cups, utensils, etc.) 


 
Amount 


 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


Sleeping (Normal Schedule) 
 
Time 


 
Length of Time 


 
Child=s sleeping preferences and comments - i.e. swing, bouncy 
seat, crib, etc All children are put to sleep on their 
backs. No exceptions, please.  


 
 


 
 


 
 


 
 


 
 


 
 


 
 


 
 


 
 


 
 


 
 


 
 


Special Needs / Services  
 
(i.e. Child has reflux she must sit upright after feeding. Special exercises etc.) 
 
 
 


Allergies 
 
 
 


Please keep this up to date by completing a new form whenever something changes. You are also encouraged to constantly 
communicate directly with the teachers in writing and verbally for any changes to these schedules. Additionally, the daily 
Your Child is Special form is available to write daily notes or updates. Please complete Child’s Pre-admission Health 
History – Parent’s Report (Lic. 702) for additional information. 
 
___________________________________  ____________________ 
Parent Signature     Date 
Where Children Love to Learn & Teachers Love to Teach! | 818-992-1942 | HalseySchools.com | info@HalseySchools.com 
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Halsey Schools Registration 
(1) Child Information             Date of visit:          /           / 
 
Child's Last Name: 


 
First: 


 
Birthday:                                                Age: 


 
           Male                          Female 


 
Schedule:         M         T         W         TH         F  


 
 Drop off / Pickup Time:                    


 
Does your child wear diapers?  


 
 


 
Mother’s Name:                                                                         Email:                                                                             
 
Father’s Name:                                                                           Email: 
 
Address: 
 
City:                                                                                  Zip: 


 
Home Phone:  


 
How did you hear about us? 
          
 (2) Child Information Part 2 
 
Child’s allergies?: 
 
 
Any special needs?: 
 
 
Requested Start Date:  


 
(3) Parent Information  
 
Mother's Name                                   Driver’s License #                      Social Security  # 
 
 


 
Work Phone  
 
 


 
Occupation                                                    Place of Employment  
 
 


 
Cell Phone: 
 
 
 Email Address: 


 
Father's Name:                                     Driver’s License #                       Social Security # 
 
 


 
Work Phone 
 
 


 
Occupation                                                    Place of Employment  
 
 


 
Cell Phone 
 
 
Email Address 


All fees received including payment by credit card or debit card are non-refundable even if your child does not start. 
If your child is starting with-in 60 days or if you are reserving your child’s space, one month’s tuition & the $199 
registration fee are now due. These fees are not refundable for any reason.  If being placed on the waiting list, the $199 
non-refundable registration fee is due. If your child does not start for any reason the fee is non-refundable.  
 
X________________________________________________ ______________________ 
 Parent/Agency Representative/Guardian Signature Date 


 
 [ ] Reg [ ] Agree [ ] Needs [ ] I.D./Emergency [ ] Med Author [ ] Parents Rpt [ ] Personal Rights [ ] Parent’s Rights [ ] Doctor [ ] EFT/CC 
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Halsey Schools Illness Policy 
Would you like to keep your child from getting sick? We 
can all help keep the spread of illnesses down at school 


by keeping our children home when ill.   
 
Your child becomes ill by catching viruses, (a.k.a. Germs, bacteria): from other children 
at school, from you (after getting something from work or elsewhere), from neighbors, 
from brothers and sisters, etc.  Viruses are transferred: by touching others, breathing air born viruses, touching items with viruses on them etc. 
Colds are not caused by cold weather, exposure to cold, or changes in temperature.  The ONLY way to catch a cold is to be infected by a 
virus. 
 
At Halsey Schools we help control the spread of viruses with regular cleaning and sanitizing of bathrooms, floors, carpets, toys, equipment etc. 
We, both teachers and children, wash our hands regularly throughout the day and always before we eat. Did you know you can decrease your 
child’s illnesses by as much as 50% by simply washing his or her hands before leaving schools, grocery stores, movie theaters, or other social 
gatherings? It’s true! So be sure to wash those hands! 


 
The following are some common illnesses children contract.  The right-hand column states our general policy on school 
attendance with these illnesses.  Halsey Schools reserves the right to exclude a child from school at anytime for any 
reason, even if a doctor or other recommends otherwise. If your child visits a doctor, please ask for a return authorization 
note. Even with a note Halsey Schools reserves the right to refuse attendance at anytime for any reason. (If we have 3 or 
more children come down with something we pass out more information on the illness. More information is also available at iHalsey.com) 
 


If your child is sent home with an illness today  
he/she will not be permitted back to school tomorrow. 


Illness Can my child come to school? 


Chicken Pox  Must stay home until blisters have scabbed over. Six days to two weeks or more.  


Conjunctivitis (Pink Eye) Must stay home for at least 24 hours after receiving doctor prescribed medication. 
There must be no eye discharge. 


Diarrhea (2-3 times) and/or Vomiting that is/are 
not symptomatic of an illness.  


Should stay home for 24 hours after symptoms stop as long as not symptomatic 
of an illness. 


Fever - Any fever registering above 99 degrees, or any 
signs of a fever: warm touch, lethargy, sweating, chills... 


Should stay home until fever is gone. Child must be fever free for 24 hours w/o 
being on any fever reducing medication before returning to school 


Cold, CLEAR Runny Nose (Usually allergies) w/o 
any of the other illness signs 


As long as the child is comfortable and “feeling up to it,” he or she can attend. 
(The other children have already been exposed to the virus since symptoms do 
not appear until a few days after.) 


Flu (aches, fever, vomiting/diarrhea, chills, etc) Child must stay home for at least 24 hours after ALL symptoms have stopped. 


Running nose with green or discolored discharge 
(May be a bacterial infection) 


Must stay home for at least 24 hours after receiving doctor prescribed medication. 
May return if Doctor sends return authorization explaining the cause of discharge 
and confirming it is not contagious. 


Strep Throat  Must stay home for at least 24 hours after receiving doctor prescribed antibiotics.   


Hand, Foot & Mouth Disease  (Rash/blisters) Must stay home until blisters have scabbed over.  Usually 2-3 days. 


Croup Must stay home until a doctor provides a return authorization. 


Roseola and other rashes, blisters, etc. 
 


Not permitted back to school until cleared by a doctor and Halsey staff. You must 
get a return authorization from the doctor. Never send your child to school with 
an unidentified rash. 


Thrush (white patches inside the mouth) Must stay home for 24 hours after being prescribed anti-fungal medication. 


If your child will be out for any reason please call or email the school by 10:00 a.m. 
Sick@HalseySchools.com 


 
Halsey Schools – 21321 Costanso Street, Woodland Hills, CA 91364 HalseySchools.com, iHalsey.com 818-992-1942 


Catch 22 
Fully 88 percent of moms are concerned about 
their kids being exposed to illnesses at school.   
 
Yet 81 percent admit that they’ve sent their 
sick child to school. 








 Hop aboard the Tuition Express  
and never write a check again! 


 
 
 
 
Halsey Schools is excited to offer you the convenience of automatic tuition payments through Tuition Express. 
Your payment will be safely and securely processed by Tuition Express, giving you peace of mind that your 
tuition has been paid on time! It’s easy to enroll and even easier to participate. All families are required to signup 
for one of these options.
 
 
To learn more about Tuition Express, automatic payment notifications or reviewing your payment history, please 
visit www.tuitionexpress.com. 


 
For Bank Account Authorization, complete and return to office.  


ELECTRONIC FUNDS TRANSFER AUTHORIZATION 
I (we) authorize Halsey Schools, Inc., (called “CENTER” in this Authorization) to 
initiate debit entries to my (our) Checking or Savings Account indicated below at the depository financial institution 
indicated below (called “DEPOSITORY” in this Authorization). I (we) authorize CENTER to withdraw sufficient 
funds to pay my (our) regular childcare tuition and/or other childcare related fees that are due and payable. I (we) 
authorize CENTER to use the third party sender, Tuition Express* to process all payments. I (we) acknowledge that 
the origination of Automated Clearing House (ACH) transactions to my (our) account must comply with the 
provisions of United States Law.   
 
Credit Union Members: Please contact your Credit Union to verify account and routing numbers for automatic 
payments. 


__________________________________ ______________________ _______________________________________________ 
Your Name Phone #  DEPOSITORY - Bank or Credit Union Name 


__________________________________________________________ ______________________________________________ 
Address   Bank or Credit Union Address 


__________________________________________________________ ________________________________________________ 
City State Zip City State Zip 


  Type: ⁬ Checking      ⁬ Savings  


__________________________________________________________ ________________________________________________ 
Routing Transit Number (see sample below) Account Number (see sample below) 
 
This authorization will remain in full force and effect until I (we) notify the CENTER in writing of its termination in 
such time and in such manner as to afford Tuition Express and DEPOSITORY a reasonable opportunity to act upon 
it. Notices must be received at a minimum of 5 business days in advance of the termination date. 
 
_______________________________________  ______________________________ 
Signature       Date 
 
Record Retention Notice: The child care provider shall retain all parent (client) authorization forms in a secure 
location for a period of two years from the date of client withdrawal from the Tuition Express™ program. 


 


*Tuition Express is an assumed business name of Blum Investment Group, Inc. 


 
 
 
 
 
 
 
 
 
 
 
 


                                                        Routing Transit      Account       Check 
                                                             Number             Number      Number 
 


Please attach a copy of a voided check here. Deposit slips not accepted. 
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For Credit Card Authorization, complete and return to center management. 


CREDIT CARD PAYMENT AUTHORIZATION 
I (we) hereby authorize Halsey Schools, Inc. (called “CENTER” in this Authorization) to initiate 
recurring credit card charges to the below referenced credit card account for the purpose of collecting childcare 
related payments. I (we) understand that the charges to the below referenced credit card account will be based on 
charges that are due and payable at the time of the credit card transaction. I (we) understand that this agreement is 
between myself (us) and the below referenced “CENTER”. I (we) authorize CENTER to utilize Tuition Express* to 
capture, create, and transmit all credit card information. I (we) indemnify and hold harmless, Tuition Express from 
any and all liability resulting from any and all transactions. All disputes will be directed to and addressed by and 
between CENTER and the below signed cardholder. I (we) understand that to properly affect the cancellation of 
this agreement, I (we) are required to give CENTER written notice of revocation. A minimum of 5 business 
days is required to affect revocation. 
         
PLEASE CONTACT CENTER REPRESENTATIVES FOR CREDIT CARD TYPES ACCEPTED BY 
CENTER. 
  
____________________________________________________  ___________________________________  
Cardholder Name  Phone #      
 
__________________________________________________________________ ___________________________________ 
Cardholder Billing Address      Account Number 
 
__________________________________________________________________ ___________________________________  
City                                                      State                    Zip   Expiration Date 
 
 
__________________________________________________________________ __________________________________                         
Cardholder Signature  Date 
 
 


*Tuition Express is an assumed business name of Blum Investment Group, Inc. 
 


 


For Official Use Only: 
 
Date Received: _________________________________ 
 
Employee Signature: ____________________________ 


Record Retention Notice: The child care provider shall retain all parent (client) authorization forms in a secure location for 
a period of two years from the date of client withdrawal from the Tuition Express™ program. 
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