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Auto- Pay Agreement

I, , agree to have my monthly child care fee automatically

charged to my credit card on the first day of each month. If I opt for a split payment
agreement, my credit card will be charged the first half of my child's tuition on the first
business day of the month and the second half will be charged on the fifteenth of the

month, or the first business day following the fifteenth.

I reserve the right to review all additional charges, such as late fees, registration fees,

and drop in fees before I charge them to my account.

Credit Name on Card Card Number Expiration
Card Date

MASTERCARD

VISA

DISCOVER

Customer Signature Date

CDC Signature Date

Full tuition on the 1%
Split Pay tuition 157/ 15™

Program: Regular Care After School Drop In Part Day (circle one)







CHILD DEVELOPMENT SERVICES REGISTRATION FORM

(See Privacy Act Statement on Page 2.)

Child's Name:

Last First Ml
Address:
Home Phone: Birthdate:

Parent's Name:
(include Rank/Rate) Father Mother

Employers' Name/Address

Father: Mother:

Work Phone: Work Phone:

Name of person(s) authorized to remove from child care (include phone number):

Emergency contact in the event parent/guardian cannot be reached.
(Name/phone number)

Doctor's name/phone number:

Any other information you believe would be helpful to caregiver in working with your child(ren):

1. All parts of this form will be completed and signed by the sponsor before the child(ren) is
admitted to the child care program.

2. This form will be kept on file for all children enrolled in a child care program.

3. A copy of the Emergency Medical Authorization form must be carried by staff if child is away
from the site on a field trip so that emergency medical treatment may be obtained, if needed.

4. This form to be renewed at the beginning of each year.

U.S. DEPT.IOFIHOMELAND SECURITY[IUSCG, CG-5484 (Rev(16-04)
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RELEASE OF INFORMATION/PRIVACY ACT STATEMENT

Data required by the Privacy Act of 1974 (5 U.S.C. 552a)
Authority: 14 U.S.C. 632

Principle Purposes: To provide the care providers with authorization for medical
treatment in emergency situations, identify children and
sponsor, record required immunizations and known allergies,
and to provide other information necessary for working with
the child.

Routine Purposes: Form may be furnished to military or civilian doctor or hospitals
in the course of obtaining medical treatment for children.
Informationfurnishedmaybe(disclosedtolanyDHS
component or part thereof, and upon request to other Federal,
State, and local governmental agencies in the pursuit of their
official duties.

Disclosure is Voluntary: The supplying of requested information is voluntary. Failure to
respond will result in the denial of admission of your child to
the program.

| release the information on the attached registration forms to the provider of child care
services for the purpose of assessing the eligibility of the child(ren) for the program and for
the routine uses listed above.

(Date) (Signature)
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U.S. DEPARTMENT OF

HOMELAND SECURITY CHILD DEVELOPMENT SERVICES

U.S. COAST GUARD CHILD HEALTH FORM
CG-5484A (Rev. 04-05)

To be completed by a health practitioner before admission to a child care program and
renewed annually.

has had a complete history and physical examination at my office on

(Child’s name: Last/First/Middle)

. Findings for this child are indicated as follows:

Date

1. Date of most recent tuberculin test . Result: Positive Negative

2. The child has the following which may significantly affect his education/care experience:

YES NO COMMENTS

a. Visual problem

b. Hearing problem

c. Speech or language problem

d. Other physical illness or impairment

e. Mental, emotional, behavior problem

f. Developmental delays

g. Allergies

Significant physical findings, comments, and recommendations:

3. YES / NO The child has a health condition, which may require care or emergency action while he is at child care.

(Please specify, e.g., seizures, bee sting allergy, diabetes, etc.)

Recommendations:

4. YES / NO The child has or is a known carrier of a communicable disease.

Explain:

5. YES / NO The child is on long term medication. Specify:

6. YES / NO The child requires a modified diet and/or special feeding procedures. Specify:

U.S. DEPT. OF HOMELAND SECURITY, USCG, CG-5484A (Rev. 04-05) | Reset
Previous Edition Obsolete
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7. YES / NO The child is in good physical and mental health. Except as noted above, he is free of
communicable disease, has no problem that may interfere with his learning, and may participate fully in all activities.

ANSWER THE FOLLOWING QUESTIONS ONLY IF RELEVANT:

8. If child cannot fully participate in all areas of child care program, what areas should be limited or altered to suit this
child’s needs?

9. YES / NO Does child’s physical activity need to be restricted? If YES, explain

10. What specialized treatments, if any, will this child require?

Instructions for care:

11. Does this child require any supportive equipment? (Braces, crutches, etc.) YES NO

If YES, please specify type

Special instructions for use

12. Additional comments:

SIGNATURE & STAMP REQUIRED

Health Practitioner (please print) Phone
Signature of Health Practitioner Date
Address

Previous Edition Obsolete Reset





		CHILD DEVELOPMENT SERVICES

		SIGNATURE & STAMP REQUIRED
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CHILD'S NAME:

DOB:

PARENT CONTACT INFORMATION

Parent #1 Name:

Parent #2 Name:

Place of Employment:

Place of Employment:

Work Phone #:

Work Phone #:

Cell Phone #:

Cell Phone #:

Home Phone #:

E-mail Address:

EMERGENCY CONTACT INFORMATION

Name:

Phone #:

Name:

Phone #:

MEDICAL INFORMATION

Doctor's Name: Phone #:
Allergies:
PERMISSION TO PICK UP/DROP OFF
| give permission for the following person(s) to pick up and/or drop off my child(ren):
Name: Phone #:
Name: Phone #:
Name: Phone #:

SIGNATURE:

DATE:






		CHILDS NAME: 

		DOB: 

		Parent 1 Name: 

		Parent 2 Name: 

		Place of Employment: 

		Place of Employment_2: 

		Work Phone: 

		Work Phone_2: 

		Cell Phone: 

		Cell Phone_2: 

		Home Phone: 

		Email Address: 

		DATE: 

		Emergency Contact Name: 

		Emergency Contact Phone: 

		Emergency Contact Name_2: 

		Emergency Contact Phone_2: 

		Doctor's Name: 

		Doctor's Phone: 

		Allergies: 

		Allergies Continued: 

		Name_1: 

		Phone_1: 

		Name_2: 

		Phone_2: 

		Name_3: 

		Phone_3: 






FIELD TRIP PERMISSION

| give my permission for

(child care provider) to take my child(ren)

(name) on field trips and/or other outings

as long as my child(ren) is/are accompanied by competent supervision. These

outings may be walking, motor vehicle, bicycle, etc.

The above authorization shall remain in effect for one (1) year from below date,
or until cancelled or amended by parent or legal guardian.

(Signature of parent/legal guardian) (Date)

U.S. DEPT.[OFIHOMELAND SECURITY[IUSCG, CG-5484B (Rev(16-04)
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CHILD DEVELOPMENT CENTER
IMMUNIZATION REQUIREMENTS

The Alaska Departments of Education and Child Development of Health and Social Services have revised
the existing immunization regulations for students attending Alaska schools and childcare facilities. The
following immunizations are required.

AGE IMMUNIZATION

BIRTH 1 HepB
1-2 months 2 HepB
2 months 1RV
1DTaP
1 Hib
1PCV
11PV
4 months 2 RV
2 DTap
2 Hib

2 PCV
2 IPV
6-18 months 3 HepB
3 IPV
6 months 3RV
3DTaP
3 Hib
3PCV
Influenza (yearly)
12-15 months 4 Hib

4 PCV
1 MMR
1 Varicella

12-23 months 1 HepA
6-18 months later 2 HepA

15-18 months 4 DTap

4-6 years 2 MMR

5 DTap

4 1PV

2 MMR

2 Varicella

Ref: CG COMDTINST M6230.4F, 3-2(4)






U.S. DEPARTMENT OF CHILD DEVELOPMENT SERVICES

HOMELAND SECURITY MEDICAL CONSENT AUTHORIZATION
U.S. COAST GUARD
CG-5484H (Rev. 04-05)

(TO BE USED BY MILITARY FAMILY MEMBERS ONLY)

Instructions: Fill out all spaces. If an item is not applicable, put “N/A” in the space. This form is a legal document
and must be filled out completely and correctly to be valid.

TO: HEALTH CARE PROVIDER

I, , am the parent or legal guardian of the child named below, and
entitled to medical care at your facility/practice.

Child’s Full Name: , Age:
Address: , Phone:
, ID Card #
, Exp. Date
(Sponsor’'s Name) (Employee ID Number) (Duty Station)

| do appoint the Child Development Center Director, or the most senior Child Development Center personnel present at
the time of the emergency, to be my Attorney-in-Fact (agent) for the purpose of obtaining medical treatment deemed
necessary in the event that | cannot be immediately reached in a reasonable amount of time at the time of the
emergency.

The person(s) named above may authorize any medical or surgical procedures or treatments deemed necessary by the
staff of the Medical Clinic or any duly licensed medical practitioner for the health and
well being of my child aforementioned. | understand that the staff of the
Medical Clinic include, in addition to Physicians and Dentists, Health Service Technicians and Physicians’ Assistants
who function under the supervision of a Physician and that these staff members may be called to evaluate and/or treat
my child. | give this authorization in advance of any medical care or treatment in order to provide my Attorney-in-Fact
the specific authority to consent to said care or treatment.

| HEREBY GIVE AND GRANT TO my said attorney-in-fact full power and authority to acknowledge and deliver any
instrument under seal or otherwise, and to perform every act and thing whatsoever that is necessary or appropriate to
accomplish the purposes for which this Consent Authorization is granted, as fully and effectually as | could do if | were
present.”

| understand that this authorization is valid only for the person(s) named herein and that it may be in force for up to one
year. ltis to take effect on , 20 and, unless sooner revoked or terminated by me,
this Power of Attorney shall become NULL and VOID on , 20

Signature of Parent or Guardian

Date

U.S. DEPT. OF HOMELAND SECURITY, USCG, CG-5484H (Rev. 04-05)
Previous Edition Obsolete
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Approval Date

Chief, Medical Administration Branch
Health Services Division

This form shall be notarized.

State of )
) ss
County of )
On this day of ,
(Month and Year) (Name of Notary Public)

a notary public (or person authorized to administer oaths under 10 U. S. C 1044a) for the County/City and State aforesaid,

certify that
(Name of Person executing Document)

who is known to me (by proper identification) to be the person whose name is subscribed to the within instrument and acknowledged

that she executed the same for the purposes therein contained, as her free act and deed before me in the County/City and State
aforesaid.

Sworn to and subscribed before methis _____ day of

(Month and Year)

(Notary Public)

My Commission Expires:

Previous Edition Obsolete Reset
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Along with the completed registration
packet we require:

e A copy of your child’s current
Immunization records.

e A copy of a current LES for all
working members of the household.

Please note that currently we do not
require a tuberculosis test.

Thank you!






PAL For Kadiak CDE

Please Join Us!

The purpose of Parent Advisory Committee (PAC) is to
promote communications and provide an avenue for direct
parent input reqarding policy and operation of the Child
Development Center to the CDC administration, including the
Commanding Officer.

Meetings are held at noon with lunch provided every other
month. These meetings are a great opportunity for you to get
information, voice concerns, give praise, discuss fundraising
ideas, meet new caregivers, get to know other parents, and get
involved in your child’s care.

Meeting notices will be posted in the CDC newsletters and on
flyers around the CDC building.

If you would like to participate in PAC, receive meeting notices,
and other information by email, please provide your contact
information below:

Name of Parents (s):

Email address:







Permission to Apply Sunscreen

Child:
Birth Date:

As the parent of the above named child, I give my permission for the USCG Child
Development Center staff to apply the sunscreen which I have supplied. The product has
UVB and UVA protection of SPF 15 or higher. Please apply to areas of the skin exposed
to the sun when outside.

| am aware that the USCG Child Development Center cannot accept aerosol cans, and
will provide only a lotion form of sunscreen.

This permission is valid for one year from the date it is signed.

Additional instructions:

Signed: Date:

Permission to Apply “Over the Counter” Lotion and Diaper Cream

Child:
Birth Date:

As the parent of the above named child, I give my permission for the USCG Child
Development Center staff to apply the lotion and/or diaper cream | have supplied. Please
apply lotion to areas of skin that appear dry, cracked or itchy and diaper cream to areas of
the skin covered by a diaper and are red and irritated.

This permission is valid for one year from the date it is signed.

Additional Instructions:

Signed: Date:







Photo Release
USCG Base Kodiak, Child Development Center

I, , the parent of, ;

(Please mark one of the following choices:)

| give my permission for the Child Development Center, USCG Base
Kodiak to post photos of my child. The CDC may use photographs for internal
publications as well as publications that are available to the general public.

I do not want photos of my child in a publication that may be available to
the general public. However, you may post photos of my child inside the CDC.

| do not want any photos of my child in CDC publications or posted at the

CDC.

Signed Date







United States Coast Guard Accredied by NAFYC'

National Academy

Base Kodiak of Earty Childhood

. Programs
Child Development Center h
Building N41 Mary Island Way, Kodiak AK 99615 (907) 487-5481

Welcome to the Child Development Center (CDC).

Attached is a complete Child Development Center registration packet. All forms must be
completed and returned to the Child Development Center prior to attendance.

The registration packet contains:

Child Development Services Registration Form (DOT, USCG, CG-5484)

Release of Information/Privacy Act Statement (DOT, USCG, CG-5484, page 2)

Child Health Form (DOT, USCG-5484A).

Medical Statement (only if applicable)

Immunization Requirements Fact Sheet

Civilian or Military Medical Consent Authorization Form (DOT, USCG, CG-54841 &
CG-5484H). This form allows the CDC to get medical attention for your child, in case of
an emergency when a parent cannot be reached.

Emergency Contact Form

Field Trip Permission Form (DOT, USCG, CG-5484B). This form allows us to leave the
Center with your child to take walks and pre-approved trips to other locations.

Photo Release Form. This form notifies the CDC as to the capacity you would like your
child’s photo released.

Permission to Apply Sunscreen, Lotion & Diaper Cream Form.

Base Kodiak Monthly Fee Scale

Auto-Pay Agreement

Parent Advisory Committee (PAC)

OOooOoOod

oooOo o go

Other information needed include:
[J Your child’s current immunization record (we will make a copy).
I Current leave and earning statements and/or pay stubs to participate in our sliding fee
program or Parent “Proof of Income” Waiver.

If you have any questions about the Child Development Center, please do not hesitate to
call the CDC at (907) 487-5481.

Children are enrolled when the completed registration packet is returned and registration
fee and first payment has been made.

A parent orientation with the room lead teacher will be scheduled.

Thank you for choosing the Child Development Center at USCG Base Kodiak.






Child Nutrition Programs

Medical Statement to Request Special
Meals and/or Accommodations

& EARLY DEVELOPMENT

A recognized Medical Authority (for disability, allergy or food intolerance) must fill out a Medical Statement to Request
Special Meals and/or Accommodations form and return it to the school, child or adult care facility/provider. Agencies
have an obligation to provide alternate foods to those participants who have a disability, but are not required to provide
food substitutions to those participants who are not disabled, but rather have food allergies. The two categories are listed
below.

Participants with Disabilities
USDA Regulations require substitutions or modifications in child nutrition meals for children whose disabilities restrict
their diet.

Participants with other special dietary needs
USDA Regulations allow for substitutions for those participants in a USDA Child Nutrition Program who are unable,
because of medical or other special dietary needs, to consume foods that are being provided to the other participants.

Definitions:
“A person with a disability” is defined as any person who has a physical or mental impairment that substantially limits
one or more major life activities, has a record of such impairment, or is regarded as having such impairment.

“Physical or mental impairment” means (a) any physiological disorder or condition, cosmetic disfigurement, or
anatomical loss affecting one or more of the following body systems: neurological; musculoskeletal; special sense
organs; respiratory, including speech organs; cardiovascular; reproductive, digestive, genito-urinary; hemic and lympatic;
skin; and endocrine; or (b) any mental or psychological disorder, such as mental retardation, organic brain syndrome,
emotional or mental illness, specific learning disabilities.

“Major life activities” are defined as “functions such as caring for oneself, performing manual tasks, seeing, hearing,
eating, sleeping, walking, standing, lifting, bending, speaking, breathing, learning, reading, concentrating, thinking,
communicating, and working. As amended by the ADAAA, Major Life Activities now also includes “Major Bodily
Functions” such as: “functions of the immune system, normal cell growth, digestive, bowel, bladder, neurological, brain,
respiratory, circulatory, cardiovascular, endocrine, and reproductive functions.”

“Has a record of such an impairment” is defined as having a history of, or have been classified (or misclassified) as
having a mental or physical impairment that substantially limits one or more major life activities.

“Recognized Medical Authority” means state recognized medical professional with prescriptive authority such as,
licensed physician, physician’s assistant, or nurse practitioner.

The medical statement shall identify:

e The participant’s disability or medical condition with an explanation of why the disability restricts the participant’s
diet;

e The major life activity affected by the disability;

e The specific diet or accommodation that has been prescribed by the medical authority. For example: “All foods must
be in liquid or pureed form. Participant cannot consume any solid foods.”

e The type of texture of food that is required,
The specific foods that must be omitted and suggested substitutions

e The specific equipment required to assist the participant with dining. Examples might include a sippy cup, a large
handled spoon, wheel-chair accessible furniture, etc.

Citations: Rehabilitation Act of 1973, Section 504; 7 CFR Part 15b; 7 CFR Sections 210.10(i)(1), 210.23(b);215.14, 220.8(f), 225.16(f)(4), and
226.20(h); FNS Instructions 783-2, Rev. 2 and 784-3. “USDA and the State of Alaska are equal opportunity providers and employers”





Child Nutrition Programs Please fax form to
School or Child Care Provider
Medical Statement to Request

Special Meals and/or Accommodations School or Child Care Provider
Fax Number:

EDUCATION

& EARLY DEVELOPMENT

*Form must be signed by state recognized medical professional with prescriptive authority such as, licensed
physician, physician’s assistant, or nurse practitioner. Parent/legal guardian signature is acceptable for fluid milk
substitution for a child with special medical or dietary needs other than a disability.

1. School/Agency Name 2. Site Name 3. Site Telephone Number
4. Name of Participant 5. Age or Date of Birth

6. Name of Parent or Guardian 7. Telephone Number

8. Check One:

[] Participant has a disability or a medical condition and requires a special meal or accommodation. (Refer to instructions on reverse
side of this form.) Schools and agencies participating in federal nutrition programs must comply with requests for special meals and
any adaptive equipment.

] Participant does not have a disability, but is requesting a special meal or accommodation due to food intolerance(s) or other
medical reasons. Food preferences are not an appropriate use of this form. Schools and agencies participating in federal nutrition
programs are encouraged to accommodate reasonable requests.

[] Participant does not have a disability, but is requesting a special accommodation for a fluid milk substitute that meets the
nutrient standards for non-dairy beverages offered as milk substitutes. Food preferences are not an appropriate use of this form.
Schools and agencies participating in federal nutrition programs are encouraged to accommodate reasonable requests.

Parent or guardian may check this box and sign the form.

9. Disability or medical condition requiring a special meal or accommodation:

10. If participant has a disability, provide a brief description of participant’s major life activity affected by the disability:

11. Diet prescription and/or accommodation: (please describe in detail to ensure proper implementation-use extra pages as needed)

12. Foods to be omitted and substitutions: (please list specific foods to be omitted and suggested substitutions. You may attach a
sheet with additional information as needed)
A. Foods To Be Omitted B. Suggested Substitutions

13. Indicate texture:
[ ] Regular [ ] Chopped [] Ground [ ] Pureed

14. Adaptive Equipment:

15. Signature of Preparer* 16. Printed Name 17. Telephone Number 18. Date

19. Signature of Medical Authority* 20. Printed Name 21. Telephone Number 22. Date






REQUEST for SPECIAL MEALS AND/OR ACCOMMODATIONS
INSTRUCTIONS

School/Agency: Print the name of the school or agency that is providing the form to the parent.

Site: Print the name of the site where meals will be served (e.g., school site, child care center, community center, etc.)
Site Telephone Number: Print the telephone number of site where meal will be served. See #2.

Name of Participant: Print the name of the child or adult participant to whom the information pertains.

Age of Participant: Print the age of the participant. For infants, please use Date of Birth.

Name of Parent or Guardian: Print the name of the person requesting the participant’s medical statement.

Telephone Number: Print the telephone number of parent or guardian.

Check One: Check (V) a box to indicate whether participant has a disability or does not have a disability.

Disability or Medical Condition Requiring a Special Meal or Accommodation: Describe the medical condition that
requires a special meal or accommodation (e.g., juvenile diabetes, allergy to peanuts, etc.)

. If Participant has a Disability, Provide a Brief Description of Participant’s Major Life Activity Affected by the
Disability: Describe how physical or medical condition affects disability. For example: “Allergy to peanuts causes a life-
threatening reaction.”

. Diet Prescription and/or Accommodation: Describe a specific diet or accommodation that has been prescribed by a
physician, or describe diet modification requested for a non-disabling condition. For example: “All foods must be either in
liquid or pureed form. Participant cannot consume any solid foods.”

12. Indicate Texture: Check (V) a box to indicate the type of texture of food that is required. If the participant does not need

any modification, check “Regular”.

13. A. Foods to Be Omitted: List specific foods that must be omitted. For example, “exclude fluid milk.”

B. Suggested Substitutions: List specific foods to include in the diet. For example, “calcium fortified juice.”

14. Adaptive Equipment: Describe specific equipment required to assist the participant with dining.

(Examples may include a sippy cup, a large handled spoon, wheel-chair accessible furniture, etc.)

15. Signature of Preparer: Signature of person completing form.

16. Printed Name: Print name of person completing form.

17. Telephone Number: Telephone number of person completing form.

18. Date: Date preparer signed form.

19. Signature of Medical Authority: Signature of medical authority requesting the special meal or accommodation.

20. Printed Name: Print name of medical authority.

21. Telephone Number: Telephone number of medical authority.

22. Date: Date medical authority signed form.

W NN R
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The American with Disabilities Act Amendment Act defines a “disability”, in part, as a physical or mental impairment that
substantially limits a major bodily function of an individual.

(For additional information on the definition of disability, please refer to Section 504 of the Rehabilitation Act of 1973 and
the Americans with Disabilities Act Amendments Act of 2008)

Information regarding the ADAAA, which expanded the definition of disability, can be found at:
http://www.law.georgetown.edu/archiveada/documents/comparisonofADAandADAAA . pdf

The information on this form should be updated to reflect the current medical and/or nutritional needs of the participant.

The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on
the bases of race, color, national origin, age, disability, sex, gender identity, religion, reprisal, and where applicable, political
beliefs, marital status, familial or parental status, sexual orientation, or all or part of an individual’s income is derived from any
public assistance program, or protected genetic information in employment or in any program or activity conducted or funded by
the Department, (Not all prohibited bases will apply to all programs and/or employment activities.)

If you wish to file a Civil Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint
Form, found online at http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office, or call (866-632-9992 to
request the form. You may also write a letter containing all of the information requested in the form. Send your completed
complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence
Avenue, S.W., Washington, D.C. 20250-9410, by fax (202) 690-7442 or email at program.intake@usda.gov. Individuals who are
deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or
(800) 845-6136 (Spanish). USDA is an equal opportunity provider and employer.




http://www.law.georgetown.edu/archiveada/documents/comparisonofADAandADAAA.pdf

http://www.ascr.usda.gov/complaint_filing_cust.html

mailto:program.intake@usda.gov




United States Coast Guard
Base Kodiak

Child Development Center

Parent "Proof Of Income” Waiver

I

Parent(s) of, , opt to pay

The full price child care for the following program:

Infant $820.00 After School $305.00
Toddler $820.00 Spring, Winter & Summer Breaks

are an additional $75.00 Weekly
Full Day Preschool $820.00

Part Day Preschool $330.00 Drop-in child care $5.50 per hour

Therefore, I am not required to supply the child development center with a

leave and earnings statement or other proof of income.

Signature: Date:

Prices effective November 1, 2016










ENCLOSURE (1)

Total Family Income (TFI) Base Kodiak Monthly Fee
FY 16 income categories FY 16 Fees

9 $132,570+ $820.00 per child

8 $106,019-132,569 $790.00 per child

7 $90,117-106,018 $778.00 per child

6 $77,925-90,116 $749.00 per child

5 $61,225-77,924 $688.00 per child

4 $48,981-61,224 $553.00 per child

3 $37,849-48,980 $435.00 per child

2 $31,172-37,848 $368.00 per child

1 $0-31,171 $350.00 per child

After School Program (ASP) $305.00 per child

ASP Spring, Winter & Summer breaks plus additional $75.00 per child weekly
Part Day Preschool $330.00 per child
Drop-in fee $5.50 per hour/per child

TOTAL FAMILY INCOME

Standard rate is $820.00 a month. If you wish to participate in the sliding fee scale, it
is based on total family income. Total family income is calculated as follows: The
earned income for adult members of the household, including wages, salaries, tips,
long-term disability benefits received, incentive and special pay for service, or
anything else of value, even if not taxable that was received for providing services.
Also included are Basic Allowance for Housing and Basic Allowance for Subsistence
authorized for the pay grade of military personnel, whether the allowance is received
in cash or in-kind.

Total family income does not include: the geographic cost of living allowances;
alimony and child support; temporary duty allowances or reimbursements for
educational expenses; veterans benefits; workers compensation benefits; and
unemployment compensation.
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