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TODDLERS NURSEY SCHOOL REGISTRATION FORM

Program times are Monday through Friday - 8:00 am to 2:00 pm. Required: Parent participation
in student activities/ projects; parent meetings prior to start of school; parent-teacher conferences
two times a year; and attendance.

An after-hours care program (Kids Club) is available Monday - Friday (7:45 am - 8:00 am and 2:00 pm
to 5:30 pm) for those who need extended hours. State subsidies are accepted.

Children must be between 24 and 36 months old.

WAITING LIST

Once capacity has been reached, children will be placed on a waiting list. As a spot opens, children
will be chosen based on enrollment application date.

ATTENDANCE POLICY

Parents must agree to a 95% attendance rate. Excused absences must have a written doctor’s excuse.
Three days of unexcused absences = warning. Five days of unexcused absences = 2"d warning. Seven
days of unexcused absences = dismissal from program. Late arrivals/early dismissals count as
absences. COVID guidelines have relaxed the attendance policy.

The following is required for registration:
e Completed application form
e Proof of date of birth
e 1 Copy of Immunization Record and wellness exam signed by a physician
e Religious or medical exemptions to these requirements must be submitted to school officials in
writing by State of New Mexico Health Department
Custody papers (if applicable)
e Copy of the (IEPs) if applicable
e Signed permission for screening: ASQ screenings

Please initial and date:
1. TIagree to Ashley’s Garden attendance policy with a 95% attendance rate and only
excused absences.
2. Igive permission for the following screening: ASQ



Date Received: Initials
Age Eligible:
Birth Certificate
Passport
EMAIL:
PLEASE PRINT CLEARLY
The Village: Toddlers Nursey School 2022-2023
PART 1: PERSONAL INFORMATION — Please Print AGE: Years Months
CHILD’S NAME: 0 Male o Female DATE OF BIRTH:
LAST FIRST MIDDLE INITIAL
ADDRESS: PHONE:
STREET/ APT # CITY, STATE, ZIP CODE

NAME(S) OF PARENT(S) OR GUARDIAN(S):

NAME: RELATIONSHIP: PHONE:
NAME: RELATIONSHIP: PHONE:
Mom’s Occupation Dad’s Occupation

EMERGENCY CONTACT:
NAME: RELATIONSHIP: PHONE:
NAME: RELATIONSHIP: PHONE:
NAME: RELATIONSHIP: PHONE:

PART 2: PERSONAL HISTORY Please check the items below that apply to your child

e LANGUAGE SPOKEN AT HOME: Is your child fluent in English? LJYES [INO
e ETHNICITY: Hispanic Caucasian Asian Black American Indian Middle Eastern
e REFERRAL: LIYES LINO

REASON(S) FOR REFERRAL AGENCY:

e KINDERGARTEN DISTRICT:

PART 3: PRIOR CARE EXPERIENCE--Where your child spent the most time in the last 12 months?
[0 Home care [0 Head Start [ Pre-Kindergarten [ Childcare Center [0 Family Childcare

O Preschool special education program L] Parents [ Other




PART 4: HEALTH INFORMATION--Please check the items below that apply to your child
ODelayed speech/language OHearing problems OVision problems COccupational therapy

OO Concerns about child’s development: (JAsthma [JAttention span [Use of medication

Please list any other therapy child is receiving;:
Please list health problems:
Please list physical limitations:
Please list allergies (including food):
Please list regular medications (prescribed and over the counter):

Physician: Phone: Last checkup:
Dentist: Phone: Last checkup:
Optometrist: Phone: Last exam:
Health Insurance: PHONE:

MEDICAID: PHONE:

PART 5: AUTHORIZATION FOR PICK-UP (ID REQUIRED)

NAME: RELATIONSHIP: PHONE:
NAME: RELATIONSHIP: PHONE:
NAME: RELATIONSHIP: PHONE:

The following people CANNOT or DO NOT have permission to pick up:

NOT AUTHORIZED Relationship

NOT AUTHORIZED Relationship

TO BE CONSIDERED FOR ENROLLMENT:

1. YOU MUST ANSWER ALL QUESTIONS ON APPLICATION FORM
2. ESPECIALLY IMPORTANT -- INCOME ELIGIBILITY FORM.

Signature of parent or guardian Date




GYM MAGIC, INC.
ASSUMPTION OF RISK, WAIVER OF LIABILITY, MEDICAL
AUTHORIZATION

As legal guardian of (child’s name) _ , | recognize that potentially severe
injuries, including permanent paralysis or death can occur in sports or activities involving height or motion, including
but not limited to gymnastics, dancing, tumbling, trampoline, tumble track, cheerleading, swimming, and adult fitness.
In addition, swimming, or any activity in or around water can result in brain damage or drowning. [ am also aware that
participation in the after-school program can involve transportation to and from various field trips/after school programs
and as a result my child could be injuredor killed in a vehicular accident. Being fully aware of these dangers, |
voluntarily consent to the aforementioned person participating in any and all Gym Magic Inc. programs, camps and
activities and I ACCEPT ALL RISKS associated with that participation.

In consideration for allowing my child or myself to use these facilities, I, on my own behalf and the behalf of my child
and our respective heirs, administrators, executors and successors, hereby COVENANT NOT TO SUE and FOREVER
RELEASE GymMagic, Inc., its officers, directors, shareholders, employees or agents from all liability for any and all
damages or injuries suffered by my child or myself while under the instruction, supervision, or control of Gym
Magic Inc., without limitation, those damages or injuries resulting from acts of negligence on the part of its
officers, directors, shareholders, employees oragents.

In the event of an accident or emergency I would like my above-mentioned child to be taken to a hospital for medical
treatment and I hold Gym Magic Inc. and its representatives harmless in their execution of this action. Additionally, I
hereby agree to individually provide for all possible future medical expenses, which may be incurred by my child or
myself as a result of any injury sustained while participating at or for Gym Magic Inc.

I have read and understand this ASSUMPTION OF RISK and WAIVER OF LIABILITY and MEDICAL
AUTHORIZATION, and I VOLUNTARILY affix my name in agreement.

Parent, Legal Guardian's Signature Date

Your participation in Gym Magic, Inc. gives Gym Magic permission to a photo, video tape or use a likeness in
advertisements or promotions for Gym Magic.

Signed: Date




Child and Adult Care Food Program

LETTER TO HOUSEHOLDS
GYM MAGIC KIDS: The Village 1532420 AT
Instructions: This letber must sccompany the Incoms Eligiblity Applicstion.
Cear Parer / Guardian or CACFF Famcipant
GIC KIDE: The Village Participates in the Child and Adult Care Food Program (CACFE) administered by the Linaed States

b %

imer o Faciliy  Contme | Sirm | orms Frovider (Lu, Fire, Wicidle inital

Department of Agriculture. Flease help us comply with the requirements of the CACFP oy completing, signing. and refuming the attached statement as soon as possible. Thes informatian &
necessany to decide the: lewel of CACF? reimbursement your center is ebgible to recefee for the meak served 1o childnen and/'or adult panticipants in our program. This form will be reated ax
confidential information. All participants in our pragram receree thewr meal free of charge, but the determination of eligibikty categary affects the amount of federal funding we receive
Foster Childrerc & foster child enralled in our program that & the legal respansiblity of a welfare agency, or court may be certified as eligible for free meals regardless of your household

incoame. Plazse refer to the instructiors an how o complete the Incame Eligiality Applicatian form

SNAF - Supplemental Nurition Assistance Program (fermerly the Food Stamp Programy I your househald & currently recenving benefits under the Supplemental Nutrition Assistance

Program [SHAF) or Food Distrioution Frogram on Indian Reservations [FOPIE) and your child is enralied in a child care center you need only 1o st the: case number sign and date the farm

If your household is receiving benedits under the Supplemental Mutrition Assstance Program (SMAP), Supplemental Securnity Income (541), Medicald or Food Distribution Frogram on indian
Reservations (FOPIR) and an adult inyour home & ereolied in an Adult Daycane Center then you need only o list their case rumbaer sign and date the foemy. Othensise, an adult household
e st complete the form and disdose total cureent housshold inoome by source. and the names of all housshold members. The person completing the foemn must sign, provide a

social security numiber, and date when completed

The income: you report must be st monti's total gross household income: listed by source, for each household memiber. i st month's income does not acourately reflect your
orcumstances, you may provide your annual income, or you may use kst year's income i no significant changes have ocowmed. i your households' income & equal to or less than the
amounts indicated for your houssholds' size an the dhart below, your provider may qualify for masimum reimbursement rates. The Depariment of Agnouture defines a household as a

group af related oo unrelated individials (not residents of 2 bosrding house of an institution] who ane living as one ecanomic unit (e, shaning Iving espenes)

INCOME ELKGIRILITY GUSDELINES - (EFFECTIVE FROM JULY 1, 2021 TOJUNE 30, 2022)
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Child and Adult Care Food Program
INSTRUCTIONS FOR COMPLETING THE INCOME ELIGIBILITY FORM

M of Facility f Cosrbar /58 £ o Peovicier (Last, Firet, ks Initiall: ity / Casttar 50t - Prosidar BPICS 1D Phacina Mumbar
GYM MAGIC KIDS: The Village 1532420 575 222 4717

PARTICIPANT INFORMATION:
List name of all enmiled participants that youw ane applying for which ane in care.

List each eneolied partcipant’s date of birth

1f you are applying for a foster child, kst anly one foster child per foem. A foster child may be eligible for free meals regardiess of household income.

Child Care Centers: H the participant enralled is in a Child Care Center and receives benefits through Supplemental Mutrition Asstance [SMAP) [fbrmedy fhod stamps or Food Distribubon
Frogram on lndian Resenation (FOAR] please indicate the appmpn:lheﬂlmln the spaces provided and sign the foem Do nat use the: numiber o your card. You do not need o
complete household and income informatian.

Adult Day Care Cemers: If the participant enralied ks in an Adult Dayeare Center and receives benefits thru Supplemantal Nutrition Assistance (SMAP) formerly, food stamps, Food
Distribantian Program an Indian Reservabion (FORIR), Supplemental Security Income (S50 or Medicad, pleace indicate the appropriate G U in the spaces provided and sign the form,
Do rat use the nmiper on your card. You do nat need ba complete household and income infanmation

If you do nat recesve benedits and have no case number for participants enrallied at the center, you must comgplete all parts of the: IEA (Household and Income informatian].

HOUSEROLD AMD INCOME IFORMATION
Mat required ta be completed if case® & provided above

List all household membsers. 4 household & 3 oroup of related or wnrelated indsicuals who are living as one econamic unit (Le. sharing iving expenses)
Provide the mast curment income by sowece for all househald members. This can be based on the most necent indormation the month price b completing the applicatian.
Reparted income needs to be reported an the same. The income reported on the application must inchude all income before tases and bedone other deductions.
A foster child, defined a5 2 ward of the court or wetfare agency. Only the faster child's “persanal use” income s ksted
Personal use income includes:
«  Funds that aee specified by the weliare agency as being for the personal use of the child. [If no funds are specified, the funds received from the welfare agency are not to be
considered a5 income. Aecard 07 on personal income.)
& Maney receied from any source. This includes, but & not limied to, funds recesved from trust accounts, from the child's family, and earnings from the chid's employment other

tran accasional ar part-bme jobs.

SIGNATURE
The aduk family member comaleting the application must sign and date the application.

If the enrolled participant is not a recipient of benedits and has nat provided a case number, the adult farmily memiber signing the applicabion must provide a socil secunty nemiber.

If you do mat have a sooal security numkbser, check the "bowx” prosvded. Ctherwise, fallure to provide the social seourity number {f you have ane) will make the income Ebgibility Application
imvalid and will rechuce thee kevel of CACH reimbursement your family's Child Care Center recerves for meaks served to the childeen andy'or adult participants ervolied for cane in their center.




Child and Adult Care Food Program

INCOME ELIGIBILITY APPLICATION
Manra of Facility f Ciarviar | St 7 Hom Provider [Laet, Fiest, Mides inftiall Faecllity f Ciarstar / St f Homa Provider EPICS ID: | Phoms Mumber
GYM MAGIC KIDS: The Village 1532420 (575,222 ATT

I coordince with Feeal chel reghili vy aned LUS. Dapasterrsl off Agrcultuce (LS00 vl rigih rigulation and polcin, the USDA, it Agencin, off, and employes, and nifilulions panicipaling n o sinmmmg
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Instructions: Complete his form and retum 1o the Feclity / Center / Site  Home Provider

{Chack ¥ appiicaisks for Envoli Paricipert)
EMROULED PARTICIFANT INFORMATION: Carse i
First: Last DOE: Child Care Centers #dult Daycare Cenbers:

[ Eoster chibd* [l arere [ epeg () gwep O] enen [ 551 O wen

[ Poster Chiig® [ J2nae [ D eopn [ 1amee [ toee [ 55 (1 wep

[ Eoster Chivg* (1 2nae [ ppia [ zraee [ zpene [ 551 (] siep

] _Foster chikd? [] sraaF [T] FORIR [ snaer [] eome ] 55 ] MED

[ Eoster Child? [] snap [] £DoiR [Jgep [] coen [] 551 () MED

if Enralied Farticipant & a Foster Child: Please kst the amount of the chid's “pesonal use® monthly income (if no personal incomes, recard “0°):
HOUSEHOLD INFORBMATION:

List thi first and last name of each parsan lsing in the household, related or not fsuch as grandparents, other relatives, or friends who live in the housshald). Include yourset and all
children aver the age af 13 lving with you. (Please use addiional forme if mane lines ane requined)

First Last: Frst Last:

Total Mumber in Howsehald:

HOUSEHOLD INCDMEE: Fiease indicate scurce and amount of cument income for all members of your househald. Mease folow the definition of income specified in the standards for
determining free and reduced-price elgibikty in your panent letter. if you recense mare than ane check from any of these sources, please indicate the total gageligramount receved.

_ Chidfwpport §__ Socalfenwity § 00 PersionMetrement: § 0

Wages / Salary: §
Ciher ncome: § — Total Income [ pacenhly

Unemplcyment: §

PEMALTIES FOR MISREPRESENTATION: | certify that all the abowe information & tnue and comect and that the: food stamp or FDPER number & comect or that al income & reponed. |
uncerstand that this information is being given for the receiot of Federal funds; that rstiution officials may wenfy the indormation on the statement and the deliberate msrepresentation of
the information may subject me to prosecution under applcable State and Federal laes.

[ Check if no 554
Sigraure of Aduk Family Member Last Four Digits of Soddal Security Mumber® Date

Privacy Act Statemant.
This eeplains how we will use the infoemation you give us. The Richard B. Bussell National School Lunch Act requires that, uniess the particpant's food stamg or FDFIR rumber is prosided,
you must inchude the sooal secunty numbser of the household memiber signing the staiement or an indication that the household member signing the statement does nat possess a social
security rumber. Provision of 2 sockal security numiber is not mandatony, but if 2 sockal secunty numiber is not provided or an indication ks nat made that the adult household member
signing the statement does not have ane, the statement cannot be approved. The social security numiber may be used 1o dentify the howusshald member in carrying out effarts to verify the
comectness of the information on the statement. These venification efforts may be caried out through program reviews, audits, and investigations and may include contacting employers 1o
dietermine incomae, contacting a food stamp ar FOFR office 10 determing current cemficabion for recedpt of SNAP [food stamp) ar FOPIR benefits, contacting the State employment seouity
office to detevmine the amownt of berefits recefved and checlong the documentation peoduced by thie household member to verily the amount of income recesved. These efforts may result
in a loms or reduction of benefits, administrative claime, or kegal action if incoemect information & reported

FOR SPOMSOR'S LISE OMLY
[ chic Day Care Center [ Acuit Day Care Conter [ Approwved free [ Appeoved Beduced [ Paid

[0 Hoeme Provider Tier | Bigibiky Verfied by [] Tax Betum [Jwi-2 [ Pay tubs [ Coher Eiate Verified:

[ Home Provader Childiren] Tier | Bligibikty  Werdied by: [ Household Income [] Categarically Bigible  School Mamse ¢ District

D Home Frosader o Child{ren) TIER | nedbgible
Sandra Graham o530 i e Gym Magic Kids: The Village
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	ATTENDANCE POLICY
	NAME(S) OF PARENT(S) OR GUARDIAN(S):
	EMERGENCY CONTACT:
	I have read and understand this ASSUMPTION OF RISK and WAIVER OF LIABILITY and MEDICAL AUTHORIZATION, and I VOLUNTARILY affix my name in agreement.

