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Morgan Hill Parent Child Nursery School 
16870 Murphy Ave. Morgan Hill, CA 95037  


408-779-4515 
www.mhpcns.com 


 


Dear MHPCNS New and Returning Parents: 
 
We are looking forward to a great 2011-2012 school year with you and your child.  Attached are 
the admissions forms for you to complete and return prior to July 20, 2011. 
 
Completed packets may be hand-delivered to the office through May 20, 2011.  After this date, 
packets can be mailed to the school, or turned in at the park days.  If you have questions about 
your packet, you can call the office at 408-779-4515 for the Registrar’s phone number, or email 
registrar@mhpcns.com.  
 
Please be sure to read the following for important information about the school. 
 
_____ a)  Important Dates  
_____ b)  Parent Participation Guidelines 
_____ c)  Committee/Parent Job Descriptions  
_____ d)  Caregiver Background Check 
 
Parent participation days and committee/parent jobs will be assigned on a first come, first 
served basis and ONLY upon return of the completed admissions packet. 
 
In order to accept your packet, the following must be completed: 
 
_____ 1.  Pay Materials Fee (Post Date July 20, 2011) 
_____ 2.  Admissions Agreement 
_____ 3.  Parent Participation Assignments 
_____ 4.  Child’s Pre-Admission Health History – Parent’s Report 
_____ 5.  Identification and Emergency Information 
_____ 6.  Consent for Emergency Medical Treatment 
_____ 7.  Personal Rights 
_____ 8.  Parent’s Rights 
_____ 9.  Getting to Know You 
 
The following forms and fees must be turned in on your Orientation Day.  Your child 
WILL NOT be able to start school without these forms and fees: 
 
_____1.  Pay tax-deductible Administrative Fee ($65 per child) 
_____2.  Child’s Pre-Admission Physician’s Report – Health Evaluation 
               (Attach yellow California Immunization Record if necessary.) 
_____3.  Health Screening Report – Facility Personnel 


 (TB tests are valid for two years.  If your test is still valid, you only need the     
evaluation of general health.  Regular substitutes for the participating parent (i.e., 
father, grandparent, etc.) must also have a current TB test date on file. 


 
We have a terrific program and anticipate a positive and fulfilling school year for you and your 
child.  We look forward to seeing you at the upcoming events. 
 
 
 


 



mailto:registrar@mhpcns.com
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Important Dates – Mark Your Calendars 
 
 
PARK DAYS:  June 22, July 20 (Packets Due), August 17  
Meet at Diana Park from 10:00 am to 12:00 pm.  These are a fun, optional way for you and your 
child to meet other families from the school and to promote the school to the community. Diana 
Park is located on Diana Avenue off Butterfield Boulevard between Main Avenue and East 
Dunne.  If traveling north on Monterey Road, make a right on East Dunne, left on Butterfield and 
right on Diana.  The park will be on your left. 
 
 
SCHOOL OPENING MAINTENANCE DAYS:  Dates TBD 
Meet at the school from 9:00 am to 1:00 pm. We will ‘open the school’ by setting up the 
classrooms and organizing supplies, along with some general yard cleanup.  Please be certain to 
mark your calendar and schedule your babysitter (children are not permitted on the campus when 
cleaning agents are in use.)  These workdays are great opportunities to meet other parents and 
also to fulfill your maintenance obligations early in the school year.  If you wish to work on one 
or both of the above days, please leave a message on the school message machine at 408-779-
4515 with your name and number and the day/s you wish to work.  The chairperson or his/her 
representative will contact you to confirm the event and your attendance. 
 
 
PARENT ORIENTATION:   
2/3 Combo and Pre-K classes meet September 6th  
3/4 classes meet September 7th 
Meet at the school from 9:00 am to 12:00 pm.  This meeting will take place of the regular 
September parent meeting.  It is mandatory that you attend this orientation meeting.  Policies 
and procedures will be introduced, you will see your child’s classroom, and teacher and other 
school staff and board members will provide information concerning our school philosophy, 
class routines, expectations and coming events.   You will also be receiving committee/parent job 
assignments and workday schedules at this time.  This meeting is just for parents and your 
child’s teacher.  Please be sure to mark your calendars and arrange for a babysitter. 
 
 
FIRST DAY OF SCHOOL:   
2/3 Combo Classes and Pre-K classes start September 8th 
Mommy & Me and 3/4 Combo classes start September 9th 
Meet at the school at 8:30 am for the T/TH 2/3 Combo and MWF 3/4 Combo classes.   Meet at 
the school at 11:30 am for the MTWTh Pre-K and Mommy & Me classes.   
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Parent Participation Guidelines 
 
FALL ORIENTATION:  The parent must attend the September Orientation Meeting. 
 
CLASSROOM PARTICIPATION:  For each child enrolled the parent is expected to participate 
one day a week in the classroom.  Participation Day Assignments will be assigned on a first 
response basis.  Plan to start work 5 minutes prior to the start of class.  For the safety and 
happiness of all the children, each parent is responsible for all the children as well as his/her own 
child during class time.  Parents are responsible to find substitutes as needed for their workdays.  
This includes maternity leave, vacations and all other absences.  Substitute fees will be billed at 
$25/day and No Show fees will be billed at $35/day.     
 
COMMITTEE CHOICES:  The parent is responsible for participating in one committee/parent 
job for each child enrolled.  Refer to the committee/parent job choices included with this packet.  
These descriptions are general; specific responsibilities will follow from your committee chair or 
Board Advisor.  Committee Choice Assignments will be assigned on a first response basis. 
 
MAINTENANCE: The parent is responsible to perform 4 hours of maintenance work per 
enrolled child per year.  Unfulfilled hours will result in a $25/hour billing. 
 
PARENT MEETINGS:  One parent must attend monthly Parent Education Meetings held each 
month from 7:00 pm - 9:00 pm throughout the school year.   Meetings are held at the MHPCNS 
site in the church unless otherwise posted.  One parent meeting can be missed during the year.  
Meetings missed thereafter will be billed at $25 per meeting or the parent can do a Director 
approved make-up activity. 


 
FUNDRAISING:  MHPCNS is a non-profit school and fundraising is essential for school 
operation.  We encourage all families to participate in fundraising events throughout the school 
year.  
 
MONTHLY TUITION:  Tuition is due by the 7th day of each month.  After the 7th day of the 
month, a $10 late fee is assessed.  A 10% discount is given off of the lower tuition of each 
additional child.  A 5% discount is given when tuition is prepaid in full for the entire year (by 
September 30th). 
  
MATERIALS FEE:  There is a non-refundable Materials Fee per enrolled child. The fees are 
as follows; $85 2/3 Combo, $120 3/4 Combo, and $140 Pre-K.  This will be used to purchase 
materials used during the school year. 
 
ADMINISTRATIVE FEE:  There is an Administrative Fee of $65.00 per enrolled child. This fee 
is a monetary contribution in lieu of participation in monthly fundraisers to support the school.   
  
INSUFFICIENT FUNDS CHECK POLICY:  If an insufficient funds check is received, the 
member will pay any bank charges incurred by the school, plus a $10 fee in addition to the 
amount of the check.  In the event that a second insufficient funds check is received, the member 
will pay any bank charges incurred by the school, plus a $20 fee.  Any future payments will 
require payment by cash or cashier’s check only. 
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Committee Descriptions 


 
Committees will consist of a chairperson (or co-chairs) and 4 to 8 general members.  All 
committees will communicate on a regular basis with the teachers and/or the Vice-President.  
The chairperson’s job is to help organize and keep a record of the committee’s planned activities.  
All committees will a have a job description and budget (if necessary). 
 
FUNDRAISING COMMITTEE:  This committee reports to the Fundraising Board member.  
The committee helps run small fundraisers from start to finish including producing and 
distributing flyers, ordering, sorting and submitting a reconciliation report to the Fundraising 
Board member.  The committee may also be asked to solicit donations for small fundraising 
opportunities at school events throughout the year. 
 
MAINTENANCE:  This committee reports to the Maintenance Board member and assists in 
keeping our school running smoothly.  The members will be responsible for overseeing school 
maintenance days, keeping inventory and purchasing required cleaning supplies.  This committee 
would also maintain our drinking water supply, clean the laundry and keep school cabinets in 
order.   
 
NATURE CAMP COMMITTEE:  This committee reports to the Nature Camp Board member.  
The committee works throughout the school year to organize Nature Camp for the following 
summer.  Responsibilities include securing a site, hiring counselors and teachers, setting fees and 
organizing registration materials.  The committee members will also oversee the camp during its 
five (5) day session.   
 
SCIENCE COMMITTEE:  This committee will gather materials for and develop basic science 
and nature experiences for use in the classroom. This committee has a representative for each 
class. 
 
SPECIAL EVENTS COMMITTEE:  This committee reports to the Special Events Board 
member and will assist in planning and organizing all the special events of the school: Winter 
Holiday Party, Family Picnic, Open House Night and Pre-K Graduation.   
 
YEAR BOOK COMMITTEE:  Two members from each class will be responsible for taking and 
gathering photographs and artwork from each child throughout the school year to create a class 
yearbook which all the students can receive at the end of the school year.  One of the eight 
committee members will lead the group by creating deadlines, negotiating printing costs and 
keeping the project in budget. 
 
NEWSLETTER COMMITTEE:    The “Preschool Press” will be produced at least 4 times 
throughout the year beginning with October and ending with May.  This committee consists of 
an Editor, four classroom reporters and a general reporter.  The Editor must have knowledge of 
and access to some kind of desktop publishing program.  The committee will collect articles 
from contributors (i.e. teachers, committee chairs, board members), create the newsletter and e-
mail to our members. 
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Parent Job Descriptions 
 
Parent Jobs are positions that operate more independently than committee jobs.  These positions 
report to either the teachers or Vice President. 
 
GARDENING:  Maintains the garden and other plants and flower beds,  This includes working 
with the teachers to develop opportunities for the children to participate in regular watering, 
weeding and establishing new plants as needed.  
 
LIBRARY:  Maintains the school library, categorizes books by topic.  
 
BOOK CLUB COORDINATOR:  Responsible for taking, purchasing and distributing Book 
Club orders throughout the school year.  
 
HEALTH & SAFETY COORDINATOR:  Works closely with the Director to fulfill health and 
safety needs of the school (fire & earthquake drills, first aid kit, etc).  Beginning in July, 
maintains records on student health information including immunizations.  
 
PUBLICITY COORDINATOR:  Coordinates and maintains an e-mail list of school alumni and 
friends and notifies them of school events. Updates and mails school brochure and open house 
flyer.  Works with the Director and Board President in creating a display for the Las Madres 
Preschool Panel Night in the winter.  Coordinates advertising the school within the community. 
 
REGISTRAR’S ASSISTANT:  Assists the Registrar in duties such as organizing student files, 
preparing nametags, and orientation materials.  Assists with compiling and distributing 
enrollment packets in the spring for the following school year.  
Note: This position starts in the summer. 
 
SEWING COORDINATOR:  Maintains dress-up clothes, smocks, curtains etc.  Makes felt 
birthday crowns for all classes.  May work on special projects as requested by teachers.   
 
WEB SITE DESIGN:  This individual will design and implement a website for the school.  
Please note this is a qualified position and selected candidate must demonstrate related prior 
experience and agree to commence this project. 
 
CLASS REPRESENTATIVE:  This individual is ideally a previous school member who acts as 
a class facilitator to assist with communication between the Teachers, Director, Board and 
Parents.  One parent from each class is needed.  Class Representatives are encouraged to attend 
Board Meetings to share and gather information. 
 
ART PARENT:  Supports the work of the teachers in developing materials and gathering items 
for arts and crafts or other classroom activities.  Responsible for keeping both the Art Room and 
Art Shed organized and well-stocked.  Two parents are needed, one T/TH parent and one MWF 
parent. 
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2011 - 2012 Admissions Agreement 
 
This is an agreement between the Morgan Hill Parent Child Nursery School (MHPCNS)  
 
and the Parent or Guardian of  _____________________________________ (please print). 
 
Tuition Rates and Class Times are as follows: 
 
  CLASS                           DAYS                                           TIME                        TUITION 
  Mommy & Me                  Fri                                         11:30 am - 1:30 pm            $   75.00 monthly 
  2 Day 2/3 Combo             Tue/Thu                                  8:30 am - 11:00 am           $ 185.00 monthly 
  3 Day 3/4 Combo             Mon/Wed/Fri                          8:30 am -11:00 am            $ 240.00 monthly 
_____     4 day Pre-K                      Mon/Tue/Wed/Thu               11:30 am - 2:30 pm            $ 320.00 monthly 
 
Other Fees: 


Annual Enrollment Fee (per child, per year, non-refundable)                      $100.00 
Materials Fee (per child, per year, non-refundable) 2/3 Combo   $  85.00    


             3/4 Combo   $120.00 
      Pre-K    $140.00 
Tax Deductible Administrative Fee       $  65.00 
Substitute Fee                                         $ 25.00/day 
No Show Fee (no show, no call at 10 minutes past class start time)                   $ 35.00 
Unfulfilled Maintenance Hours                         $ 25.00/hr 
Missed Parent Meeting                          $ 25.00 
Tuition Late Fee (after 7th day of the month)                                              $ 10.00 
 


All checks should be made out to MHPCNS.  Tuition is due the first of each month and is to be 
placed in the tuition box in the Director’s office. Any changes in these basic rates will be given 
in writing 30 days prior to such change to the parent or authorized representative. 
 
The Department of Social Services or Licensing Agency shall have the authority to interview 
children or staff and to inspect and audit child or facility without prior consent. 
 
The Department of Social Services or Licensing Agency shall have the authority to observe the 
physical condition of the child(ren), including conditions which could indicate abuse, neglect, or 
inappropriate placement, and to have a licensed medical professional physically examine the 
child(ren).  
 
MHPCNS shall make provisions for private interviews with any child(ren) or staff member for 
the examination of all records relating to the operation of the facility. 
 
The agreement can be terminated with the written notice of two weeks to the Director and the 
withdrawal of the student from the school.  If a two-week notification is not given, then you will 
be billed for substitute fees to cover your missed classroom workdays.  
 
I have read, understand and agree to satisfy the obligations listed here and in the Parent 
Participation Guidelines as the requirements of admission and participation in the Morgan Hill 
Parent Child Nursery School. 
 
______________________________________________________   _____________________ 
Parent/Guardian Signature                                                                      Date  
______________________________________________________    _____________________ 
Director Signature                                                                                   Date 
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Parent Participation Assignments 
 


 If parent or child prefers a nickname                    
on name tag - please indicate here:  


 
Parent's Name     


Nanny/Guardian Name *    


Child's Name    


Child's Class   


 
Child food allergies must be listed on nametag. Please list all food and other allergies: 
________________________________________________________________________ 
 
* Note on non-related parent substitutes: 
Fingerprinting and background check is required of all non-related parent substitutes.  Parents are 
responsible for the cost of this service which is approximately $100.  Please speak to the Director for details. 
 


The day I would like to participate in my child's class is: 


First Choice:       


Second Choice: ___________________________________ 


 


The Committee I would like to participate in is: 


First Choice:  


Second Choice:  


Third Choice:  
   
I am willing to serve as Chairperson of my committee if needed:      Yes   /  No 
(This does not apply to the Maintenance, Fundraising, or Special Events committees) 
 
 
 
__________________________________________________   ____________________ 
Parent/Guardian Signature                                                             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: Morgan Hill Parent Child Nursery

		Name2: 

		Allergies2: 

		Home Address2: 

		Area Code2: 

		Phone2: 

		Area Code Work2: 

		Phone Work2: 

		date 1: 

		date 2: 








DATE OF HEALTH SCREENING NAME OF PHYSICIAN (PHYSICIAN’S STAMP) DATE


HEALTH SCREENING BY: (ORIGINAL SIGNATURE) TELEPHONE # DATE


■■ Infants ■■ Adults ■■ Developmentally Disabled ■■ Physically Handicapped


■■ Children ■■ Elderly ■■ Mentally Disordered ■■ Drug/Alcohol Addiction


■■ Other (specify) ______________________________________________________________________________________________


STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION


HEALTH SCREENING REPORT - FACILITY PERSONNEL
All personnel, including applicant, licensee or employed staff of
Residential Care Facilities for the Elderly, Community Care or Child
Care Facilities must demonstrate that their health condition allows them
to perform the type of work required.  This health appraisal is to be
completed by or under the direction of a physician.


A health screening, by or under the direction of a physician must
have been performed not more than one year prior to employment
or within seven (7) days after employment.


FACILITY NAME


FACILITY ADDRESS


PERSON'S  NAME AGE


POSITION TITLE TYPE OF FACILITY WORK DAYS PER WEEK WORK HOURS PER DAY


DUTY STATEMENT


TYPES OF PERSONS SERVED (Check appropriate items)


AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION


I HEREBY AUTHORIZE THE RELEASE OF MEDICAL INFORMATION CONTAINED IN THIS REPORT.


SIGNATURE OF APPLICANT/LICENSEE OR EMPLOYEE ADDRESS DATE


NOTE TO PHYSICIAN: Personnel in Residential Care Facilities for the Elderly, Community Care or Child Care Facilities shall be free from
communicable disease, and capable of performing assigned tasks.  Please complete the following information on the above named person.


EVALUATION OF GENERAL HEALTH


EVALUATION OF ABILITY TO PERFORM WORK DESCRIBED IN THE ABOVE DUTY STATEMENT


NOTE ANY HEALTH CONDITION THAT WOULD CREATE A HAZARD TO THE PERSON, CLIENTS, CHILDREN OR OTHER PERSONNEL


DATE OF T.B. TEST ACTION TAKEN (IF POSITIVE)■■ POSITIVE


■■ NEGATIVE


LIC 503 (3/99) (PERSONAL)


▼
▼





		FacilityName: 

		FacilityAddress: 

		PersonsName: 

		Age: 

		PositionTitle: 

		FacilityType: 

		WorkDaysPerWeek: 

		WorkHours: 

		DutyStatement: 

		DutyStatement2: 

		InfantsCheck: Off

		ChildrenCheck: Off

		OtherCheck: Off

		AdultsCheck: Off

		ElderlyCheck: Off

		OtherSpecify: 

		DisabledCheck: Off

		MentallyDisordered: Off

		PhysicallyHandicapped: Off

		DrugAlcoholAddiction: Off

		SignatureOfApp: 

		Address ofApp: 

		DateSign: 

		EvalOfGenHealth1: 

		EvalOfGenHealth2: 

		EvalOfGenHealth3: 

		EvalOfWork1: 

		EvalOfWork2: 

		EvalOfWork3: 

		HealthCondition1: 

		HealthCondition2: 

		HealthCondition3: 

		HealthCondition4: 

		HealthCondition5: 

		DateofTB: 

		TBPositive: Off

		TBNegative: Off

		ActionTaken: 

		HealthScreening: 

		PhysicianName: 

		DatePhysician: 

		HealthScreenerSign: 

		ScreenTelephone: 

		ScreenerDate: 








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)





		Text7: 

		Text8: 

		Text9: 

		Text10: 

		Text11: 

		Text12:  

		Text13: 

		Text14: 

		Text15: 

		Text16: 

		Text17: 

		Text18: 

		Text19: 

		Text20: 

		Text21: 

		Text22: 

		Text23: 

		Text24: 

		Text25: 

		Text26: 

		Text27: 

		Text28: 

		Text29: 

		Text44: 

		Text46: 

		Text47: 

		Text48: 

		Text50: 

		Text51: 

		Text52: 

		Text53: 

		Text54: 

		Text55: 

		Text56: 

		Text57: 

		Text58: 

		Text59: 

		Text60: 

		Text61: 

		Text63: 

		Text64: 

		Text65: 

		Text66: 

		Text67: 

		Text69: 

		Text70: 

		Text71: 

		Check Box72: Off

		Check Box73: Off

		Text74: 

		Text75: 

		Text77: 

		Text79: 

		Text81: 

		Text83: 

		Text85: 

		Text86: 

		Text87: 

		Text88: 

		Text3: 

		Text4: 

		Text5: 

		Text1: 

		Text6: 

		Text2: 

		Text43: 

		Text42: 

		Text41: 

		Text40: 

		Text39: 

		Text38: 

		Text37: 

		Text35: 

		Text36: 

		Text30: 

		Text31: 

		Text32: 

		Text33: 

		Text89: 

		Text34: 

		Text45: 

		Text78: 

		Text80: 

		Text82: 

		Text84: 

		Text76: 








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.
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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
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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:
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PHOTO/ VIDEO RELEASE 
 
 


I give permission for photographs, images, video or audio recordings of my child/ 
dependant/ self, and/or copies captured via still photography, video or audio tape 
recordings, to be used at no charge in connection with activities of the Morgan Hill 
Parent Child Nursery School.  I understand that such images will become the property of 
the Morgan Hill Parent Child Nursery School and may be used for educational and 
promotional publications, to be reproduced and distributed to the general public including 
usage in commercial advertising and the Internet.  
 
I understand that these images will not be used for commercial gain and will not be sold 
by Morgan Hill Parent Child Nursery School to anyone for commercial use.  I understand 
and agree to the above-stated conditions.  
 
 
_________________________________________________________Date___________ 
Signature of Parent or Legal Guardian 
 
 
 
PLEASE PRINT 
 
Name of Parent:________________________________________ 
 
Name of Child :________________________________________ 
 
Address:______________________________________________ 
 
City:_________________________________________________ 
 
State / Zip:____________________________________________ 
 
 
Morgan Hill Parent Child Nursery School, 16870 Murphy Ave., Morgan Hill, CA 95037, (408)779-4515 
 
 








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 Practitioner


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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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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