Everything You Need to
Know About Paying and Saving!

Weekly Fee* Daily Fee

Need Help
Before-School $40 $11 .
After-School $59 $16 Paying for

$23 Early Days .

Before School & Early Release PM  $63 Ch I Id Care?
Before and After-School $69 Financial Assistance
Conference Week After-School Only ~ $79** $10 + normal weekly fee*** Is Available!
Conference Week Before & After $89** Call 841-4800 and ask for
Full-Day (Vacation Camps) $110 $33 Child Care Assistance

* All weekly fees include care on school in-service days and some school holidays.
** Applies to schools that schedule five days of early dismissal (ex. 1:30 PM)
*** Applies to schools that schedule three normal days and two days of no school. If children attend only the three normal days,
the weekly rate applies. In addition to the normal weekly rate a fee of $10 per day applies for each full day attended.
& To ensure proper credit, please write your child's first and last name on the memo line of your check or money order.
@ Question? | signed up for a weekly contract, $69 for before and after school, but my child was absent two days last week. What do |
pay? Answer: The charge is still $69 (a discount is built into this weekly fee to compensate for missed time).
Your weekly fee stays the same regardless of attendance unless you change your contract in advance.

v Option 1: Daily Contracts: billed on actual attendance. Best
TDOETT £T0 0A0TD-ETO TO TAAAGETTAI AOATAATAMS
Ov" Option 2: Weekly Automatic Contracts: discounted and then
billed automatically, regardless of attendance. Best option for regular, YO U C h OOSG I
consistent care.
The weekly rate is discounted to reflect the equivalent of one "free" day
per week. This allows for occasional sick days, national holidays, etc.
There is no additional fee on weeks with a school holiday in which we provide full day programs z the fee stays
the same. There is no discount on weeks with a holiday/snow day during which care is not provided z the fee
stays the same. There are no refunds or credits for days missed.
If your child will not attend Children's Choice programs for an entire week, there will be no charge if advance
notice is given in writing by “®) e-mail to chelsea@childrens-choice.org. A confirmation from Chelsea is
verification of your credit.

“ Avoid Late Fees!!! Pay in advance! Payment is due on
—TTAAU TTOTETC £10 OEA OPAT TETC x<AAES $TT0 <AL0 £10 A 0ALTIe 7 EAT
a bill comes it will be past due and include late fees.

KEEP YOUR CAS$H & When you registered, you
Read IMPORTANT details! signed either a weekly or daily CONTACT
contract. We charge your account INFORMATION
based on that contract. You may Sara Mestas
be able to save money by Accounts Receivable Manager
changing your contract. To change Chelsea Ashcraft
your fee, you must change your contract in advance. Co-Founder/Financial Manager
< Save up to $52 per year by signing up to use the Automatic Payment 296-2880
Plan (see back of Contract or call us for more information.) Fax 255-1316
“Bsara@childrens-choice.org
“Behelsea@childrens-choice.org




When are you open?

Why do you do it?

Mission Summary

e Facilitating the Positive Development of Children
e Programs that are a Model of Quality
e Training and Developing the Afterschool profession.

Monday thru Friday from 7 a.m. -
6 p.m. whenever school is not in
session.

We provide care during
conference weeks, in-service
days, vacation breaks, and some
holidays!

Vacation Break Programs will be
offered during the winter, spring
and summer vacations (locations
limited).

Children's Choice is closed the
FITTT<ETC AAUOY - A< 9AAGIO SAUN
Memorial Day, July 4th, Labor Day,
Thanksgiving and the Day after
Thanksgiving, Christmas Eve and
Christmas Day. Please note that if
these days fall on a weekend,
ChEIAOATIO #ETEAA £l TAOAOOA OEA
day on the same day the federal
government observes the holiday.

How much does it cost?

How do | Contact YOU?

Our goal is the highest possible
guality care and enrichment for
the lowest possible price.

PRICES

Before-School is $40/wk or $11/day

After-School is $59/wk or $16/day
($23 for Early Days)

Before and After-School is $69/wk

Sandia Base Program Director
Sarah Jandora, 450-1902
Bandelier Program Director
Carrie Walker, 459-0576
Sombra Del Monte Program Director
Yvette Gonzalez, 615-5058
Zuni Program Director
Cicely Ryan, 615-6534
John Baker Program Director
Lety Jacquez, 227-9164
Manzano Mesa Program Director
Christy Gustafson, 974-9321
Arroyo Del Oso Program Director
Sarah Maddox, 340-9656
Double Eagle Program Director
Kay Knox, 480-1298
Zia Program Director
TBA
Comanche Program Director
TBA

Office 296-2880.

Fax 255-1316.

“B Internet VB

Visit our web page, which links into many resources
for parents and children. www.childrens-choice.org
...or e-mail Chelsea at
chelsea@childrens-choice.org
810 A-mail Mike at
ashcraft@childrens-choice.org

OIEEAS #EEIAOATIO #ETEAA T
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Registration Form
Please complete BOTH SIDES of this form.
One Form Per Child

Child's Name:
Last First Ml Name Called

Sex: Age: Date of Birth: Grade:_ Teacher: School:

Parent or Legal Guardian’s Name:

Mailing Address: Zip:

Home Phone: Work Phone: Other Phone:

Employer:

E-Mail Address:

Parent or Legal Guardian’s Name: Mailing Address (if different):

Home Phone (if different): Work Phone: Other Phone:

Employer:
E-Mail Address:

How do you wish to be addressed by staff (ex: Mr. Smith, Nancy, Dr. Romero)?
Important - State law requires: Two relatives/friends in the area that are authorized to act on your
behalf in case you cannot be reached. Name and phone number of child’s physician.

Name: Relationship: Address:
Home Phone: Work Phone: Other Phone:

I authorize this person to pick up my child from Children’s Choice: Yes O No O
Name: Relationship: Address:
Home Phone: Work Phone: Other Phone:

I authorize this person to pick up my child from Children’s Choice: Yes O No O
Physician that treats your child: Name: Address: Phone:
Preferred Hospital: Location:

Initial Below: Read Carefully.

I hereby authorize Children’s Choice staff to take my child to the aforementioned physician or facility for medical
treatment in the event of an emergency in which neither parent nor legal guardian can be reached.

I hereby assume full financial responsibility for any medical attention or treatment provided.

I hereby authorize any licensed physician or medical treatment center to treat my child in case of an emergency in
which the aforementioned physician cannot respond.

I hereby authorize Children’s Choice staff to transport my child to and from SAC Program site for field trips.

I hereby authorize Children’s Choice to allow my child to enter a swimming pool.

I hereby certify that | have received a copy of the parent manual, understand and agree to abide by the policies of
Children’s Choice as outlined in the parent manual.

I hereby give my permission for my child to be photographed/filmed and for these images to be used in

materials produced by Children’s Choice. I understand that neither my child’s name nor any other identifying
information will appear with the images. Further, | understand that neither I nor my child will receive any
monetary compensation for the use of these images.

Parent/Legal Guardian Signature Printed Name Date Starting Date of Enrollment
IMPORTANT - PLEASE FILL OUT THE REVERSE SIDE



Child's Name:

Does your child currently take any medication? Yes® NoO Type:

Does your child have any allergies? Yes (0 No (0 If yes, please indicate:

Description of reaction: Care Instructions:

Does your child have any type of medical, physical or mental condition? Yes [ No O
If yes please provide the following information. Use an additional sheet of paper if necessary.

Condition: Current Treatment;

Frequency:

Is your child in a special education program? Yes No O

If yes please describe program:

In addition to the parents, the following people are authorized to pick up my child from Children’s Choice:

Name: Relationship: Home phone: Work phone:
Name: Relationship: Home phone: Work phone:
Name: Relationship: Home phone: Work phone:

Please indicate below the best way for a staff person to reach you to discuss your children. ( hours of the day to phone,
home or work phone, prefer that we call mother or father, etc.)

Please indicate how you would like to be involved.

Program Involvement Parent Involvement Committee _ Fund Raising Soliciting Donations
Teaching Something - Please indicate subject area and type of presentation -

Hosting a Field Trip to your Work Place - Please indicate location and attraction -

Other - Please Describe -

Please include anything else you feel we should know about your child. (likes/dislikes, special needs, helpful hints,
preferred/most successful behavior guidance techniques, social/intellectual/physical goals, etc.)

In case of an unexpected situation where you would need to phone us to authorize a person who is not already
on the registration form to pick up your child(ren), we must confirm your identity. Please provide a “code
word” that we will ask you to verify in case of such a phone call. Do NOT share this code word with anyone,
including your child.

CODE WORD:

Thank You. Please ensure that this form is filled out thoroughly!



CONTRACT FOR CHILD CARE

Name of Child: School:

The registration fee is $50/child.  Parents may choose a Weekly or a Daily option.

Daily pay arrangements: are billed on actual attendance. Use for “drop-in” or occasional attendance.

Weekly Automatic Contracts: are billed automatically, regardless of attendance. Weeks with
holidays/snow days during which care is not provided are not prorated. There are no refunds or credits for days
missed. If your child will not attend Children's Choice programs for an entire week, there will be no charge if
advance notice is given in writing by e-mail to chelsea@childrens-choice.org. A confirmation from Chelsea is
verification of your credit.

PAYMENT POLICIES

1. Children’s Choice accepts checks, money orders, Visa, MasterCard or Discover Card. We do not accept
cash. A discounted, automatic payment option is available. Please see reverse side of this page for details.

2. Payments may be dropped in the on-site payment box, or mailed to 6501 Lomas Blvd NE, Albuquerque,
NM 87110. Official handwritten receipts are available at the program site for parents who need
documentation. Statements are inserted in on-site family folders once a month.

3. All accounts must be paid in advance; meaning payment is due on Monday morning of the week that service
is rendered.

4. Accounts that have a balance at least 14 days past due will be charged an administrative fee of $10 per week
for unpaid balances. Children may not participate in any programs if the account balance is $150 or more.

5. Accounts will be charged a $20 fee for any check returned for non-sufficient funds or for rejected credit
cards.

6. Children must be picked up no later than 6:00 P.M. Parents will be charged $1.00 per minute, per child for
late pick-ups to cover the cost of overtime for staff.

7. All CYFD contract co-pays must be paid by the first week of the month.

I choose the following payment plan: Please see separate Information Sheet for more details and explanations.
O Weekly a.m. - $40 O Weekly p.m. - $59 O Weekly a.m. & p.m. (Best Value) - $69
O Weekly a.m. & Early Release p.m. (charged automatically regardless of attendance) - $63

Weekly Vacation Camps (Summer, Winter & Spring Camp) - $110

aaa a4

Daily Pay — See Info Sheet for prices When will child attend? Check all that apply
CYFD Contract - copay stated on contract Monday JAM OPM Tuesday JAM OPM
Staff at school - see Site Director for prices Wednesday OAM OPM

Thursday JAM OPM Friday OAM OPM

O | choose the automatic credit card payment plan — please see reverse side.
RECEIVE $1/WEEK/CHILD DISCOUNT IF USING AUTOMATIC PAYMENT PLAN!!

I have read, understood & accept the above financial policies. | acknowledge that | am responsible for any
outstanding charges upon withdrawal of my child(ren), and that | am responsible for any attorney fees, court
costs, late fees, and interest charged during collection of any unpaid balance.

Parent/Legal Guardian Signature Social Security Number Date



Not-for-Profit Provider of
School-Age Child Care Services, Staff Training and Consulting

hildren's 6501 Lomas Blvd NE, Albuquerque NM 87110
(505)-296-2880 e-mail: chelsea@childrens-choice.org
hoice Home page: www.childrens-choice.org

Child Care Services

2] AUTOMATIC PAYMENT OPTICN | V/sA

I authorize Children’s Choice Child Care Services, Inc. to charge my Visa/MasterCard/Discover the amount(s) stated below.

I understand Children’s Choice will only deduct the amount(s) stated below on the said dates. Any other payments will be made
on site either by credit card, money order, or check. | agree to pay with money order or check in the event my card is declined.

I understand that I can cancel this contract only with written, advance notice.

PLEASE PRINT CLEARLY

CREDIT CARD TYPE: NAME ON CARD:
# ON CARD EXPIRATION DATE (00/00):
BILLING ADDRESS: BILLING ZIP CODE:

DATE OF TRANSACTION OPTIONS:  Please Check One
O Weekly (Will pay for current week) (Must select if on Per Day Fee Contract)

0 Monthly (Will pay for current month) (Only available if on Weekly Fee Contract)

PLEASE NOTE:
The current week or month fees (depending on date option chosen above) PLUS outstanding balance on account at time of
transaction will be charged to your credit card.

You will receive $1/week/child discount by signing this automatic payment plan contract.
Your card will need to be imprinted at the site to be kept on file with this form. If the card is rejected, it may be run additional
dates. Please call office if you know it will be declined.

I have read, understood & accept the above automatic payment option policies. Please deduct the correct amount from my credit
card.

Signature of Credit Card Holder Date Phone

CHILD(REN)’S NAME(S)




INCOME ELIGIBILITY APPLICATION CHFD
Free and Reduced meals in the Child and Adult Care Food Program

Children’s Choice assures the New Mexico Children, Youth and Families Department, Early Childhood Services, Child and Adult Care Food Program, that all enrolled
Bart_lupants in attendance will be offered the same meals without physical segregation of, or other discriminatory action a(f;alnst, any child or adult participant on the

asis of race, color, national origin, sex, age or disability. This policy applies to all centers included in the Child’and Adult Care Food Program Agreement. To file a
complaint of discrimination, write USDA, Director, Office of Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call (800)
795-3272 or (202) 720-6382 (TTY). USDA is an equal opportunity provider and employer.”

INSTRUCTIONS: Complete this form and return to the Centers office.
Notation: (SNAP) Supplemental Nutrition Assistance Program (formerly the Food Stamp Program)

*Child Care Centers: To apply for FREE meals - If you are receiving benefits under Supplemental Nutrition Assistance Program (SNAP) or Food Distribution
Program on Indian Reservations (FDPIR) fill'in your child's name, date of birth, age, the SNAP Case number or FDPIR case number and sign
the Torm. DO NOT completes other Household Members or income information.

**Adult Day Care: To apply for FREE meals - If enrolled participant household is recipient of Supplemental Nutrition Assistance Program (SNAP) or receives
Supplemental Security Income (SSI) or Medicaid (MED), complete name, DOB, age, SNAP, SSI, and/or Medicaid case number and sign the
form. DO NOT complete other Household Members or income information.

Enrolled Participant(s) Information (attach additional pages if necessary) Benefit Information (if applicable check type of benefit & provide the required case number)
*Child Care Centers Only-check a box **Adult Care Centers Only- check a box
t‘:;?:e: First Date of Birth: Age Osnap CIFDPIR Osnap OrppIR Ossi CIMED
/) *Case Number: **Case Number:
I/
I/
I/

Foster Child (complete a separate application for each foster child)

[ Check this box if this application is for a foster child. List the amount of child's “personal use”” monthly income $ if there is no
income, record “0”.

All Other Household Members List the first and last name of each person living in your household, related or not (such as grandparents, other relatives, or friends
who live with you). You must include yourself and all children living with you. Attach another sheet of paper if you need to

Name: Name:
Last: First: Last: First:

Total Number in Household:

Household Income (Please indicate source and amount of current income for all members of your household. Please follow the definition of income specified in the standards for determining free and reduced price
eligibility in your parent letter. If you receive more than one check from any of these sources, please indicate the total monthly amount received.)

Wages, Salary: $ Child Support (Alimony): $ Social Security:  $

Pension or Retirement: $ Unemployment: $ Other Income:  $

If necessary, convert multiple income schedules to annual income ( Multiply weekly income by 52, biweekly by 26, monthly by 12)

Total Income: $ DWeekIy DMontth O Annually (Check one)
Penalties for Misrepresentation: | certify that all the above information is true and correct and that the food stamp or FDPIR number is correct or that all income is

reported. | understand that this information is being given for the receipt of Federal funds; that institution officials may verify the information on the statement and the
deliberate misrepresentation of the information may subject me to prosecution under applicable State and Federal laws.
this form does not have a Social |:|

| | | | | | | | | | | Security Number, Check this box.

If the Adult Household Member signing

Signature of Adult Family Member Social Security Number Date

Privacy Act Statement: This explains how we will use the information you give us. The Richard B. Russell National School Lunch Act requires the information on this application. You do
not have to give the information, but if you do not, we cannot approve the participant for free or reduced price meals. You must include the social security number of the adult household
member who signs the application. The social security number is not required when you apply on behalf of a foster child or If the household is currently receiving benefits under the
Supplemental Nutrition Assistance Program (SNAP) or Food Distribution Program on Indian Reservations (FDPIR) and your child is enrolled in a child care center or receiving
benefits under the Supplemental Nutrition Assistance Program (SNAP), Supplemental Security Income (SSI), Medicaid or Food Distribution Program on Indian Reservations
(FDPIR) and an adult in your home is enrolled in an adult day care center. We will use your information to determine if the participant is eligible for free or reduced price meals, and for
administration and enforcement of the programs. We MAY share your eligibility information with education, health, and nutrition programs to help them evaluate, fund, or determine benefits
for their programs, auditors for program reviews, and law enforcement officials to help them look into violations of program rules.

FOR SPONSOR USE ONLY
D Child Day Care Center:

D Adult Day Care Center: D Approved Free D Approved Reduced D Paid

Approving Date Date Disenrolled Name of Organization Person Approving Form



CHILD AND ADULT CARE FOOD PROGRAM 7
Letter to Households CWD

Dear Parent/Guardian or CACFP Participant:

Children’s Choice Child Care Services participates in the Child and Adult Care Food Program (CACFP) administered by the United
States Department of Agriculture. Please help us comply with the requirements of the CACFP by completing, signing and returning
the attached statement as soon as possible. This information is necessary to decide the level of CACFP reimbursement your family day
care center is eligible to receive for the meals served to children and/or adult participants in our program. This form will be treated as
confidential information. All participants in our program receive their meal free of charge, but the determination of eligibility category
affects the amount of federal funding we receive.

A foster child enrolled in our program that is the legal responsibility of a welfare agency or court may be certified as eligible for free
]rcneals regardless of your household income. Please refer to the instructions on how to complete the Income Eligibility Application
orm.

* SNAP: Supplemental Nutrition Assistance Program (formerly the Food Stamp Program)

If your household is currently receiving benefits under the Supplemental Nutrition Assistance Program (SNAP) or Food Distribution
Program on Indian Reservations (FDPIR) and your child is enrolled in a child care center you need to only list the case number sign
and date the form. If your household is receiving benefits under the Supplemental Nutrition Assistance Program (SNAP),
Supplemental Security Income (SSI), Medicaid or Food Distribution Program on Indian Reservations (FDPIR) and an adult in your
home is enrolled in an adult da?/ care center then you need to only list their case number sign and date the form. Otherwise an adult
household member must complete form and disclose total current household income by source, and the names of all household
members. The person completing the form must sign and provide a social security number and date the form when it was completed.

The Department of Agriculture defines a household as a group of related or unrelated individuals (not residents of a boarding house or
an institution) who are living as one economic unit (i.e., sharing living expenses).

The income you report must be last month’s total gross household income listed by source, for each household member. If last months
income does not accurately reflect your circumstances, you may provide your annual income or you may use last year’s income if no
significant changes have occurred. If your households’ income is equal to or less than the amounts indicated for your households’ size
on the chart below, your provider may qualify for maximum reimbursement rates.

INCOME ELIGIBILITY GUIDELINES
(Effective from July 1, 2009 to June 30, 2010)

Household Size ‘ REDUCED PRICE MEALS ‘

Year Month Week
1 20,036 1,670 386
2 26,955 2,247 519
3 33,874 2,823 652
4 40,793 3,400 785
5 47,712 3,976 918
6 54,631 4,553 1,051
7 61,550 5,130 1,184
8 68,469 5,706 1,317

Non-discrimination Statement: This explains what to do if you believe you have been treated unfairly. “In accordance with
Federal law and U.S. Department of A_c|1r|culture policy, this institution is prohibited from discriminating on the basis of race, color,
national origin, sex, age, or disability. To file a comg)lalnt of discrimination, write USDA, Director, Office of Civil Rights, 1400
Independence Avenug, SW, Washington, D.C. 20250-9410 or call (800) 795-3272 or (202) 720-6382 (TTY). USDA is an equal
opportunity provider and employer.’

The Children, Youth and Families Department/Fam_iI¥ Nutrition Bureau is the State Aﬁ$ncy administering the Child and Adult Care
Food Program in New Mexico, for any program assistance gr information concerning the administration of the program, write to
CYFD/Famll%gLIJ_trltlon Bureau, P.O."Drawer 5160, 1920 Fifth Street, Santa Fe, New Mexico 87502-5160 or call (505) 827-9961, 1-

(800) EAT-C

Thank you for your cooperation.

Chelsea Ashcraft Children’s Choice 6/29/10

Sponsor/Center Official Organization Date



The first day of school for APS is Wednesday, August 180E§ #EEIAOATIO #ETEAA x<Eil AA TAT A0 TO0 T
summer sites on Monday 8/16 and Tuesday 8/17. You can choose to join us at Bandelier, Manzano Mesa,
Sombra Del Monte or Double Eagle. There are a few price options depending on your need. Please see
options below. You must return the request form and pre-pay by 8/6/10 in order to attend these
days. If you are on a CYFD contract, you must also sign up.

Space is limited!

Return the sign-up sheet below along with payment by August 6th.
Children will be turned away if not registered for these two days.

Full Day Request Form for 8/16, 8/17
Form and Payment Required by 8/6/10

#EEIAID _ATAY

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn

(Please check one for M&T)
Site: OBandelier CJSombra Del Monte [JManzano Mesa (J Double Eagle

Wed., Thurs. & Fri will be at regular school

OPTION 1z FULL WEEK
[(OMonday-Friday $110 (Includes AM & PM on Wed-Fri.)

Deadline
to sign up
& pay is
8/6!

OPTION 2z DAILY
COMon Full Day $33

(Tues Full Day $33 OR COMand T only $64

NN SN LN N e e

AM sessions $11 per day
PM sessions $16 per day

(Please check one) (3 Check or Money Order attached
(JAuto credit card paymentsz authorize payment

[J0On CYFDz contract effective through 8/20z No additional charge.
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