PARENT’S AGREEMENT Glendale Sharon Preschool
818-244-9365

Child’s name IN AM/ OUT PM

Parent’s name

Home Address

Driver License

Social Security Day time phone

1. Make all payments’ in advance. Due is 3rd day every month. A fee of $25.00 will be charged for any
returned check. There will be no refund on tuition fees already paid. Tuition rates may change at any time,
with a 30 day written notice. Late fee after 3rd $10.00.

2. Even if when a child absent or on vacation tuition fees must fully in advance paid. (if you want keep the
spot

3. Notify the school of any advanced. Leaving the school any reason

4. one month notice of withdrawal must be given to accommodate new pupils, or payment in lieu must be
made.

5. Parents must sign their name in full, indicating the time on the IN and Out register with must close all
the time gate (for safety) when leaving their child at school and picking their child up from school
every day. An authorized individual must be 18 years or older to pick up children from Sharon Preschool.

6. School hours are from 8:00a.m. - 5:00 P.M. / 9am- 6 pm There will be a $1.00 per minute late fee after
5, 6:00 p.m. which the parent must pay on the same day to the teacher on duty.

7. Make sure that your child has spare clothes make sure that their blankets are taken home to be washed
every 2 weeks. And bring a light blanket.

8. If your child needs to take medication during school hours please ask the on duty teacher for an
appropriate form.

9. lagree to abide by all the rules and regulations of Sharon Preschool and confirm that | will encourage my
child to adhere to instructions given by the directors and teacher of the school in the interest of my child’s
safety and the safety of all children.

10. For safety, please don’t talk parent each other at school anytime, any places especially, parking area and
in playground area better move other places and cell phone no allow any school site too.

11. Every Monday please cut child finger nails.( &2 7| )

12. Winter Vacation is LAST one week END OF YEAR

Signature DATE




STATE OF CALIFORNIA CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
HEALTH AND HUMAN SERVICES AGENCY 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 SEX TELEPHONE
( )

ADDRESS NUMBER STREET CITY STATE ZIP BIRTHDATE

FATHER'S NAME LAST MIDDLE FIRST BUSINESS TELEPHONE
( )

HOME ADDRESS NUMBER STREET CITY STATE ZIP HOME TELEPHONE
( )

MOTHER’'S NAME LAST MIDDLE FIRST BUSINESS TELEPHONE
( )

HOME ADDRESS NUMBER STREET CITY STATE ZIP HOME TELEPHONE
( )

PERSON RESPONSIBLE FOR CHILD LAST NAME MIDDLE FIRST HOME TELEPHONE BUSINESS TELEPHONE

( ) ( )

ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY

NAME ADDRESS TELEPHONE RELATIONSHIP

PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY

PHYSICIAN ADDRESS MEDICAL PLAN AND NUMBER TELEPHONE
DENTIST ADDRESS MEDICAL PLAN AND NUMBER TELEPHONE

IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN?
F CALL EMERGENCY HOSPITAL H OTHER EXPLAIN:

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)

NAME RELATIONSHIP

TIME CHILD WILL BE CALLED FOR

SIGNATURE OF PARENT OR AUTHORIZED REPRESENTATIVE DATE

TO BE COMPLETED BY FACILITY DIRECTOR/ADMINISTRATOR/FAMILY CHILD CARE HOMES LICENSEE

DATE OF ADMISSION DATE LEFT

LIC 700 (5/00)(CONFIDENTIAL)



STATE OF CALIFORNIA-HEALTH AND HUMAN SERVICES AGENCY

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING

CHILD’'S PREADMISSION HEALTH HISTORY—PARENT'S REPORT

CHILD’'S NAME

SEX BIRTH DATE

FATHER'S NAME

DOES FATHER LIVE IN HOME WITH CHILD?

MOTHER'S NAME

DOES MOTHER LIVE IN HOME WITH CHILD?

IS /HAS CHILD BEEN UNDER REGULAR SUPERVISION OF PHYSICIAN?

DATE OF LAST PHYSICAL/MEDICAL EXAMINATION

DEVELOPMENTAL HISTORY (xFor infants and preschool-age children only)

WALKED AT*

MONTHS

BEGAN TALKING AT*

TOILET TRAINING STARTED AT*
MONTHS MONTHS

PAST ILLNESSES — Check illnesses that child has had and specify approximate dates of illnesses:

DATES DATES DATES
O Chicken Pox O Diabetes Poliomyelitis
O Asthma O Epilepsy Ten-Day Measles
(Rubeola)
O  Rheumatic Fever O  Whooping cough
ping coug O Three-Day Measles
O Hay Fever 0O Mumps (Rubella)
SPECIFY ANY OTHER SERIOUS OR SEVERE ILLNESSES OR ACCIDENTS
DOES CHILD HAVE FREQUENT COLDS? 0 YES 0 NO HOW MANY IN LAST YEAR? LIST ANY ALLERGIES STAFF SHOULD BE AWARE OF

DAILY ROUTINES (*For infants and preschool-age children only)

WHAT TIME DOES CHILD GET UP?*

WHAT TIME DOES CHILD GO TO BED?* DOES CHILD SLEEP WELL?*

DOES CHILD SLEEP DURING THE DAY?*

WHEN?*

HOW LONG?*

DIET PATTERN: BREAKFAST WHAT ARE USUAL EATING HOURS?
(What does child usually BREAKFAST
eat for these meals?) LUNCH LUNCH
DINNER
DINNER
ANY FOOD DISLIKES? ANY EATING PROBLEMS?
IS CHILD TOILET TRAINED? IF YES, AT WHAT STAGE:* ARE BOWEL MOVEMENTS REGULAR?* WHAT IS USUAL TIME?*

O YES ] NO

O YES ] NO

WORD USED FOR “BOWEL MOVEMENT"*

WORD USED FOR URINATION*

PARENT’S EVALUATION OF CHILD’S HEALTH

IS CHILD PRESENTLY UNDER A DOCTOR'’S CARE?

O ves 0 no

IF YES, NAME OF DOCTOR:

DOES CHILD TAKE PRESCRIBED MEDICATION(S)? IF YES, WHAT KIND AND ANY SIDE EFFECTS:

O YES 0 NO

DOES CHILD USE ANY SPECIAL DEVICE(S):

O ves 0 no

IF YES, WHAT KIND:

DOES CHILD USE ANY SPECIAL DEVICE(S) AT HOME?| IF YES, WHAT KIND:

U ves U no

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 (7/99) (CONFIDENTIAL)



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

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. | 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:

other:

Other (Include behavioral concerns):

Comments/Explanations:

MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTIONS FOR THIS CHILD:

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

VACCINE DATE EACH DOSE WAS GIVEN
1st 2nd 3rd 4th 5th
POLIO (OPV OR IPV) /] /] /] /] / /
(DIPHTHERIA, TETANUS AND
DTP/DTaP/
DT/Td AND DIt LYy / /] [ /] / /
MMR (MEASLES, MUMPS, AND RUBELLA) / / / /
(REQUIRED FOR CHILD CARE ONLY)
HIB MENINGITIS  (HAEMOPHILUS B) / / / / / / / /
HEPATITIS B / /A /A
VARICELLA (CHICKENPOX) / / / /

SCREENING OF TB RISK FACTORS (listing on reverse side)
L] 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.

| have [ ] have not [ | reviewed the above information with the parent/guardian.
Physician: Date of Physical Exam:
Address: Date This Form Completed:
Telephone: Signature

[l Physician [] Physician’s Assistant [ | Nurse Practioner

LIC 701 (8/01) (Confidential)



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.




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, | 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.

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:

DATE PARENT OR AUTHORIZED REPRESENTATIVE SIGNATURE

HOME ADDRESS

HOME PHONE WORK PHONE

( ) ( )

LIC 627 (5/01) (CONFIDENTIAL)

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, | 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.

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:

DATE PARENT OR AUTHORIZED REPRESENTATIVE SIGNATURE

HOME ADDRESS

HOME PHONE WORK PHONE

( ) ( )

LIC 627 (5/01) (CONFIDENTIAL)



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.
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)
)

®3)

(4)

(%)

(6)
()

To be accorded dignity in his/her personal relationships with staff and other persons.

To be accorded safe, healthful and comfortable accommaodations, furnishings and equipment to meet his/her
needs.

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.

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.

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.

Not to be locked in any room, building, or facility premises by day or night.

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

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:

(PRINT THE NAME OF THE FACILITY) (PRINT THE ADDRESS OF THE FACILITY)

(PRINT THE NAME OF THE CHILD)

(SIGNATURE OF THE REPRESENTATIVE/PARENT/GUARDIAN)

(TITLE OF THE REPRESENTATIVE/PARENT/GUARDIAN) (DATE)

LIC 613A (6/05)



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 (8/02) (Detach Here - Give Upper Portion to Parents)

ACKNOWLEDGEMENT OF NOTIFICATION OF PARENTS’ RIGHTS
(Parent/Authorized Representative Signature Required)

I, the parent/authorized representative of , have received
a copy of the “CHILD CARE CENTER NOTIFICATION OF PARENTS’ RIGHTS” and the CAREGIVER
BACKGROUND CHECK PROCESS form from the licensee.

Name of Child Care Center

Signature (Parent/Authorized Representative) Date

NOTE: This Acknowledgement must be kept in child’s file and a copy of the Notification given to
parent/authorized representative.

LIC 995 (8/02)



ADMISSION REEMENT( AHR 2 oH5-9)A)

An Agreement between parent and Saron preschool (St 2.9} ApRo|@ol8tR FoJA)
The following conditions involved in the care of(child)__are understood and*agree on between parent
(A& YA Eo2dE 4 ojffon ApRojgiojotas '49-ﬂ°|§ﬂ‘q4)

TIE PROGRAM AGREES THAT. (%2 & o & AIYE$ F4UUd)

2.

9

. The program will give regular carc to the above named child from8:00 AM to 6:00 PM for 5 days per week, except for Saturday.

Sunday and the following holidays;(R2& 47] G4 FAUE At 259, 28 84 e 2% 64 00¥74) P74 Zead§ AF¢uch

The director or a teacher will examine the children daily for symptoms of contagious discases or illnesses before they are

admitted for the day. If a child has a fever, that child will not be admitted until free of a fever for 24 hours.(¥#8e]y 24E oy

ol W71 det HAdolvd 7lg ¥ FLE AU B4UUch VU Yol 22D 2 oTolE 2441 §F¢ Yol il A4 2 4 sleddh)

. The school will exercise reasonable care and judgment in all matters related to the welfare and safety of the child.

(G2E ojdols) st Xxis ABE & YEE A3 2A MYl BEC 2AYUS)

. In case of an accident or illness to the child, the teacher or aid will promptly take such reasonable measures as are, in her
judgment, in the best interests of the child and will notify the parents as soon as possible.(ol@oloiA At2u Wo] B§ A $, 244
E9olE, 219 B ool PP RUE o4 HU YU L FA AAQ Jolo], V¢ ¢ A48 Qe WY AYUY)

. The school will provide. in addition to physical care, the following services; snacks, lunch. dinner and physical, emotional. social.
mental, moral and spiritual development opportunities in a group situation.($2& AMHQY F¥ olglef ot § 2AEE AFCUY: 24, 3
4. 49, 2212 2§ #4442 444, 294, A4, g44, =9 22 94U A¢s) JINE)

. The program will provide accidentliability insurance coverage.(@2# At2 R MY vYed 7YY}

. The program will give written notice in the cvent of any exposure to a contagious disease within the greup.

(G2& 2§ A4 dY9el S3ivte A9 248 x4 =WU)

. The program will not release the child o anyone other than the parent or guardian unless written permission is received from the

parent or guardian.($2& €y 2y V¥ A 87} glo] Gy YU} oof ofF AGAAE ool F WX BTt

. The school will provide resources in sufficient quantity allow for a variety of play and leaming activities during the day. Children
may sharc favorite bovks and records.(¥2& YA ¢ ¢ ¥l U €S RFEE U ¢ 2& 2¥U 98 JEFE AFUUch oWl §

& Foiths A§} H2E F UA A4EUUY)

THE PARENT AGREES THAT,(%%2& of A¢§& FAUUd

1

"~

6.

. The parent will pay the monthly tuition from the Ist day through 3rd of every month; After 4th of every month, they should pay the additional
fee ${C°0in addition to the tuition. (¥ A4 1U-3U Alolol AUl G¥Uch 4444 o] A& Gu| siof L1 P& WEUYS)

. School will not refund the tuition in any case to parents.(R2E o9 A$es Yu§ GrefdA Gosd goeud)

. If the child will be absent from school for one month, the parents should pay!monthof the tuition for mot being terminated from
school. (%Y oigel7h ¢ €% AL ¥+ G¥2e 44§ A7x 7] HdA €% 28] Qu§ Gido} )

. School can't deduct the wition even the child arc absent from school for many days.(@%2& ¥ & oide]sl o3 ¢ Y4 & Gtz ¢xY

S CuE ¢ 4% dsud)

If the child will stay in school after 6:00 PM, parents have to pay the over charge fee for $1.00 per | minutes.

(VY oiRol7h 2.F 64100 o] $7ix] §2of go} A§ A+, Q2| & F1#E F¥d) ¢uc})

If a child needs a prescribed medicine during the day, he(she) will not be brought to the program without a written note for the

school file from the doctor stating that the child is able to be in a group situation.(2q ooz} Y Al $ NgL§ & 4o} ¢
F.00Wol7t 2§ £FF ¢ & AckE A4S HAYA4I} Qo] 42T oYU ¢F 4 USUH)



In casc of illness or accident when a parent cannot be contacted by the school and if, in the judgment of teacher or.director, the
ilincss or accident requires a physician, Dr. Telephone may be called at the
parent’s expense.(R¥2oA AWY & gd 4 ¢4Q A2 W9 A ¥, 2R BY Qgelu Z4ls] B A2t ol YAt FRG A,
¢yoe 2222 479 il A APy}

In the cvent that a child has a contagious illness, the parent will notify the school.. The child will not be allowed o return. until
all danger of contagion is gone.(olWelzh Mol 2§ 29, G¥2E €2 FuUYch oYolE HAue HYo| sloixl7] Hmxls G &
+7 Qe

In all cmergencies, the program has permission to take such reasonable measures as are. in the judgment of the icacher or
dircctor. necessary for the welfare and safety of the child.(&#42& 28 $34%AM 24 4Pe UG ofd, ool UYH XXF Hy
W ARG ZNE HUSE €2 HB¢US)
). Parents are expected 1o participate in conferences with the child's teacher during the year at announced times.($%2& $28 oo

olgloly ¢ R4kt dige] Yo £ 2AgYch)

1. The program is not liable for accidents or illnesses occurring to the child while he(she) is in its care. unless proof is presented
that the accident or illness was the direct result of the worker's negligence (G2E Q4 ¢ Al2u Po] €2 QN s 2Lu A3}

G 242 AFSX gt ¢ ooy x| F-FAT ¢4E A2 YA e 4ol edd)
12. Liability for a child's actior while under care of the prcgram is the parent's responsibility.(tt2s] Z22@ Fel Yo oiels) ¢ §

o dg Y gr2dA Ugdd)
13. The parent will give | morth notice when the child is to be withdrawn or is to go on a vacation.($¥2& ojgel7t ¢2§ 2% §
At #7E oA it 155 e FuHol Yuc)

14. Reasons for termination: (U & A% o A% Atf)
1) Any student unable to interact with his/her peers ‘and endangers his/her peers, it is in the school’s discretion to terminate the

student's enrollment.($23} o} §21x) X824y FEA4A HYY ool 2 AP YU§ A¥Y 4 Aodch)

2) Any medical illnesses of the student which the school is not equipped to handle, or any severely contagious illnesses may be grounds
for termination. (€28 A4 & HAY & gAY, ofglols] YAY AL Yt Zéhe olf2t § ¢ s

1) Any students physically harming other students, after two wamings. can and will be expelled from the school.(ch& ojRo] §eiA

AqHoE 4§ YU oiYolE § We 2D $of BREYY MHIY & ReUH

RIGHTS OF THE LICENSING AGENCY(ejdeo|tt2 &7} {9 W)

1. The licensing agency shall have the authority to interview children, or staff, and to inspect and audit child or facility records
without prior consent.(87}F QA& Abd 8% glo] ojUlF F& 2 NUFE ALeo, ojPelr} €2 7 FF+ J4 R FAL W22} gt

2. The school will make provisions for private interviews with any children, or any staff member: and for the examination of all
records relating to the operation of the facility. (%2 #7132 QUeAA ojF ojdo] F& ol NYie ©§ AL, ¢z «4 £434 e
ZE VISEY 2AE AFUUY)

3. The licensing agehoy shall have the authority to observe the physical condition of the children, including conditions which could
indicate abuse, neglect, or inappropriate placement, and to have a licensed medical professional physically examine the children.
(3713 A9 Ud, $34, T2 YHRY 422 F§ 7122 444 ZUE oWl ANAY Ld§ B, A8} dE Y412 3oiF

Aol §9 AME HALE ¢ 4+ A& W} ASUd)

30TH PARTIES, THE PROGRAM "AND PARENT, UNDERSTAND AND AGREE THAT;
ool gtz Y2 4P o AIYE olHtie FAYYY)
|. This agreement is a contract binding for both operator and parent.(¥ §3M& G2 €318 AYYY)

!. The contract may be terminated by either the parent or the program with a notification of intention at least | month  in
advance, or ay 4dny time by mutual agreement of both parties.(¥ MY& ¢2uv €429 I 2 Feu, ok qol& 4¢84 42 $92 o

Q¢ & Asdd)
3. Information listed above is subject to change at any time, (§2] A48 H¥4+-X dGUT))

Date (% xt) Signature of parent or guardian(¢¥2y L33} 49)

Date(¥ xH) Authorized signature of program(82 2%2x 49)
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