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949.492.6165
m.wohlfarth@oursaviorsschool.net
200 Avenida San Pablo,

San Clemente, CA 29672

WELCOMC

e

It is with great joy that | introduce myself as the Director of this wonderful community. My
name is Michelle Wohlfarth, and | am thrilled to embark on this journey with you and your
children. With over 20 years of experience in early childhood education, | am passionate
about nurturing young minds through play-based learning, community building, and
finding joy in every moment.

Our center is not just a place for your child to learn and grow, but a community where
your entire family can feel connected and supported. My philosophy is rooted in the belief
that each child and family should leave Our Savior's with a sense of belonging and a
network of friends. | have worked with children of all ages and stages, and have had the
privilege of creating art master classes, sign language sessions, and even parent-child

music classes.

In addition to my professional dedication, | am a proud parent of four wonderful children:
Eloise (15), Audrey (12), and twin boys, Hudson and Owen (11). Family is at the heart of
all 1 do, and when I'm not at the school, | enjoy spending time with them, practicing yoga,

and sharing my testimony with friends.

Communication is key to our success, and my door is always open to you. Please feel
free to reach out to me through email or Brightwheel with any questions or concerns.

I look forward to a joyful and enriching year together.

Best Regards

W Jlcbetle L bR

Michelle Wohlfarth



Our Savior's Lutheran School Infant Center Admissions Agreement

2026-2027

Infant Center Session Options and Pricing

Session Class Days Full Day (7:30am—4:00pm) Half Day (7:30am-1 2:00pm)

2Day T/TH $1,123.50 $561.75
3Day M/W/F $1,62225 $811.12
5Day M-F $2,245.95 $1.122.96

Registration & Tuition Agreement

Name of Child: Date of Birth:

Session:

By signing below, | understand and agree fo the following:

« Tuition is divided into ten {10) monthly payments, due August 15 through May 1st,

or may be paid one full payment in August.
o Thereis no allowance or tuition credit for absences, including family vacations.

o A thirty (30) day written notice is required to withdraw.
« If tuition is not paid for two (2) months, this is considered a breach of contract,
and the student will be withdrawn from the OSLS Infant Center.

Parent / Guardian Signature

Signature:

Phone Number:

Email Address:




Additional Information:
-Registration fee $200 per family, payable via Brightwheel

-Discounts do not apply to the infant center

Drop-in Rates:
Full Day- 7:30am-4pm $120
Half Day- 7:30am-12pm $60

Half Day Plus- 7:30am-1pm $75



Our Savior's Lutheran Infant Center
Infant/Toddler Individual Care Routine Form
(California Community Care Licensing - Title 22 Compliant)

Child’'s Name:
Date of Birth:
Enroliment Date:
Classroom:

Parent/Guardian Name(s):
Phone Number:

Feeding Instructions

(Per Title 22, feeding routines must be individualized and followed as provided by the
parent/guardian.)

O Breast milk
O Formula
0O Solid foods

Feeding Schedule (times or cues):

Amount/Texture:

Food Allergies or Restrictions:
O None
O Yes (please list):

Sleeping / Rest Instructions

(Infants will be placed on their backs in an approved crib unless a physician's authorization is on
file.)

Typical Sleep Times or Cues:



Sleep Position (infants):
0O On back {required unless physician authorization provided)

Comfort Items (if any):

Diapering / Toileting Instructions
Diapering Frequency or Cues:

Products Provided by Family (diapers, wipes, creams):

Health & Safety Information

Allergies (food, environmental, medication):
O None
O Yes (list):

Medical Conditions or Special Health Needs:

Medications:
OO0 None
O Yes (Medication Authorization form required)

Individual Needs or Accommodations

(Include sensory needs, developmental supports, or calming strategies.)

Family Communication Preferences



O Daily written report

O Verbal communication at pick-up
O Brightwheel updates

O Other: _

Parent Acknowledgment

| understand that this information will be used by program staff to provide individualized care for
my child in compliance with California Community Care Licensing (Title 22) regulations. | agree
to noftify the program of any changes to my child’s routine or needs.

Parent/Guardian Signature:
Date:

Program Use Only

Reviewed by (Teacher/Director):
Date Reviewed:




Our Savior’s Lutheran Infant Center

INFANT / TODDLER DIAPERING NEEDS & PARENT AUTHORIZATION FORM

(Title 22 Compliant — Parent Communication & Licensing Record)

Facility Name:
License Number:
Classroom:

Child Information

Child’s Name:
Date of Birth:
Start Date:

Parent-Provided Diapering Instructions

Please complete all applicable sections. This information will be used by staff to meet
your child's daily care needs in compliance with Title 22 regulations.

Diapering Schedule

O Check every ___ minutes
O Change immediately when wet or soiled

O Change at scheduled times:

Diaper Type (check all that apply)

O Disposable
O Cloth
[ Pull-ups

Brand/Size (if applicable):

Wipes

0O Facility-provided wipes approved
O Parent-provided wipes



Special instructions (if any):

Diaper Cream / Ointment

0 None
O Yes (Parent Authorization Required)

Name of Product:
O To be applied with every change
0O Apply only when redness/rash is present

O Parent-provided product labeled with child’s name
0 Written authorization on file (as required by Title 22)

Skin Sensitivities / Medical Concerns

O No known sensitivities

O Sensitive skin

O History of diaper rash

0O Medical condition (attach physician's note if required)

Details:

Toilet Training (Toddlers Only)
O Not toilet training at this time
0 Beginning toilet training

O Actively toilet training

Instructions:

Parent Acknowledgment & Authorization

| have provided accurate diapering instructions for my child. | authorize the facility to
follow these instructions in accordance with California Title 22 Community Care



Licensing regulations. | understand that instructions must be updated if my child’s needs
change.

Parent/Guardian Name: .
Signature: N Date:

Staff Review

Information received and reviewed.

Staff Name: _
Signature: Date:




Our Savior's Lutheran Infant Center
Infant/Toddler Needs and Services Plan
(California Community Care Licensing —Tifle 22 Compliant)

Child’s Name:
Date of Birth:
Enrollment Date:
Classroom:
Teacher(s):

Plan Effective Date:
Review Date(s):

Reason for Plan

This Infant/Toddler Needs and Services Plan is developed in collaboration with
the child’s parent/guardian to document any individual needs, services, or
accommodations required to ensure the child's health, safety, and well-being
while in care, in accordance with California Title 22 Regulations.

Identified Individual Needs

(Check all that apply and provide details.)

O Medical

O Developmental

O Feeding/Nutrition

O Sleeping/Rest

O Sensory

[0 Behavioral/Social-Emotional
O Physical/Mobility

O Other:

Details:




Services and Accommodations Provided

The following supports will be implemented fo meet the child’s individuail needs
while in care:

O Individualized feeding schedule or support

O Modified sleep/rest arrangements

O Sensory supports or comfort measures

O Positioning or mobility assistance

O Communication supports

[ Health-related accommodations (per physician authorization if required)

O Other:

Description of services and accommodations:

Daily Care Routines (Individualized)

Feeding Plan:
(Including food texture, schedule, bottles, breast milk, allergies, or restrictions.)

Sleeping/Rest Plan:
(Including crib use, sleep position, schedule, and comfort needs.)

Diapering/Toileting Plan:
{Including frequency, products used, and hygiene practices.)

(Attach physician’s instructions if applicable.)

0 Allergies (food/environmental):
00 Medications (requires medication authorization form): O Yes [ No

0 Emergency procedures or special instructions:




Family Communication Plan

Staff will communicate with the parent/guardian regarding the child’s daily
care and progress using the following methods:

O Daily written report

O Verbal communication at drop-off/pick-up
O Brightwheel updates

O Scheduled conferences

O Other:

Review and Updates

This plan will be reviewed and updated as the child’s needs change or at the
request of the parent/guardian or program staff, in compliance with California
Licensing requirements.

Acknowledgment and Signatures

| acknowledge that | have participated in the development of this plan and
agree to the services and accommodations described above.

Parent/Guardian Name:
Signature: Date:

Program Representative (Teacher/Director):
Signature: Date:




State of California — Health and Human Services Agency California Department of Social Services

INDIVIDUAL INFANT SLEEPING PLAN

Date of plan:
SECTION A: INFANT’S INFORMATION
Infant’'s Name Gender Birth Date
Authorized Representati\;e’s Name (Primary Contact) Phone Number
Authorized Representative’s Name (Secondary Cohtact) Phone Number o

SECTION B: SLEEPING ENVIRONMENT INFORMATION

At home, the infant sleeps in: What are the Infant’s usual
sleeping hours?

O Crib O Play Yard [ Other (Specify)

What is the infant’s average length of the Infant’s nap(s) during the day | Does the infant use a pacifier?

ime?

time’ O Yes O No [ Sometimes
minutes hours If yes, brand:

SECTION C: INFANT’S ABILITY TO ROLL

My child, is able to roll from their back to their stomach and stomach to their
back beginning / /
Authorized Representative Signature Date

SECTION D: INFANT’S ABILITY TO ROLL IN CHILD CARE
Provider observed the infant is capable of rolling from their back to their stomach and stomach to their back.

Provider Signature Date
Authorized Representative Signature Date
(To be completed no later than the next business day following observation)

LIC 9227 (8/20) Confidential ' ' ' Page 1 of 2



State of California — Health and Human Services Agency California Department of Social Services

SECTION E: MEDICAL EXEMPTION
Does the infant have a medical exemption? [1Yes [1No

If the infant has a medical exemption to sleep in a position other than on their back a licensed physician must
provide instruction on an alternate sleeping position.

The following shall be included with the medical exemption:
« Instructions on how the infant shall be placed to sleep, including sleep position.
- Duration the exemption is to be in place
- The licensed physician’s contact information
. Signature of the licensed physician and date of signature

ATTACH REQUIRED DOCUMENTS TO THIS FORM AND MAINTAIN IN THE INFANT'S FILE PURSUANT
TO TITLE 22, SECTION 101429(a)(2)(c) FOR CHILD CARE CENTERS OR SECTION 102425(c)(2) FOR

FAMILY CHILD CARE HOMES.

| certify that all information contained in this form is complete and accurate to the best of my ability.

Authorized Representative Signature Date

LIC 9227 (8/20) Confidential  Page2of2



STATE OF CALIFORNIA
HEALTH AND HUMAN SERVICES AGENCY

IDENTIFICATION AND EMERGENCY INFORMATION

CHILD CARE CENTERS/FAMILY CHILD CARE HOMES
To Be Completed by Parent or Authorized Representative

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
COMMUNITY CARE LICENSING DIVISION

C:HILD_'SWE LAST MIDDLE FIRST I SEX TELEPHONE
ADDRESS NUMBER STREET cIry STATE ziP glFﬂ_'HDATE)
FATHER'S/GUARDIAN'S/FATHER'S DOMESTIC PARTNER'S NAME ~ LAST MIDDLE FIRST | BUSINESS TELEPHONE
HOME ADDRESS NUMBER STREET cIy STATE zZIP .SOME '|'EL|)ngoNE
|
VMOTHER'S/GUARDIAN'SMOTHER'S DOMESTIC PARTNER'S NAME  LAST MIDDLE FIRST gUSmEss)TELEpHONE
HOME ADDRESS NUMBER STREET cITY STATE zIP I(-|0ME TELI)EPHONE -
PERSON RESPONSIBLE FOR CHILD LAST NAME MIDDLE FIRST | HOME TELEPHONE _?%USINESS)TELEPHONE— _
( ) K )
ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY
NAME ADDRESS TELEPHONE RELATIONSHIP
L PHYSICIAN OR DENTIST TO BE CALLED IN AN EMERGENCY .
PHYSICIAN ADDRESS MEDICAL PLAN AND NUMBER TELEPHONE
(
DENTIST ADDRESS MEDICAL PLAN AND NUMBER TELEPHON)E
( )

IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN?

EXPLAIN:

D OTHER

D CALL EMERGENCY HOSPITAL

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)

i
NAME |

RELATIONSHIP

TIME CHILD WILL BE CALLED FOR

SIGNATURE OF PARENT/GUARDIAN OR AUTHORIZED REPRESENTATIVE DATE

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

DATE OF ADMISSION DATE LEFT

LIC 700 (8/08)(CONFIDENTIAL)



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVIGES AGENCY CALIFORNIA DEPARTIMENT 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

NAME
WHATEVER 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 (9/08) (CONFIDENTIAL)




State of California — Health and Human Services Agency California Department of Social Services

CHILD’S PREADMISSION HEALTH HISTORY - PARENT/AUTHORIZED
REPRESENTATIVE REPORT

CHILD'S NAME SEX | BIRTHDATE

"PARENT / AUTHORIZED REPRESENTATIVE NAME DOES PARENT /AUTHORIZED
REPRESENTATIVE LIVE IN
HOME WITH CHILD?

PARENT / AUTHORIZED REPRESENTATIVE NAME | DOES PARENT /AUTHORIZED
REPRESENTATIVE LIVE IN
HOME WITH CHILD?

IS / HAS CHILD BEEN UNDER REGULAR SUPERVISION OF | DATE OF LAST PHYSICAL/
PHYSICIAN? MEDICAL EXAMINATION

DEVELOPMENTAL HISTORY (*For infants and preschool-age children only)
WALKED AT* BEGAN TALKING AT* TOILET TRAINING STARTED AT*

MONTHS MONTHS MONTHS

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

DATES DATES DATES

O Chicken Pox O Diabetes O Poliomyelitis
O Asthma O Epilepsy O Ten-Day
O Rheumatic O Whooping Measles
Fever Cough (Rubeola)

O Three-Day

O Mumps

[0 Hay Fever ump Mot
(Rubella)

SPECIFY ANY OTHER SERIOUS OR SEVERE ILLNESSES OR ACCIDENTS

DOES CHILD HAVE FREQUENT | HOW MANY IN LAST YEAR? | LIST ANY ALLERGIES STAFF
COLDS?0OYES ONO SHOULD BE AWARE OF

i Pagg 10f3

LIC 702 (10/19) (CONFIDENTIAL)



State of California — Health and Human Services Agency

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

California Department of Social Services

WHAT TIME DOES CHILD GET | WHAT TIME DOES CHILD GO

|DOES CHILD SLEEP WELL?*

HOW LONG?*

uP?* TO BED?*
DOES CHILD SLEEP DURING WHEN?*
THE DAY?*
DIET PATTERN: | BREAKFAST
(What does child usually eat for
these meals?) LUNCH

DINNER
WHAT ARE USUAL EATING ' BREAKFAST
HOURS? .

LUNCH

' DINNER

ANY FOOD DISLIKES?

‘ANY EATING PROBLEMS?

IS CHILD TOILET TRAINED?* | IF YES, AT WHAT
OYES ONO STAGE:*

ARE BOWEL MOVEMENTS | WHAT IS USUAL
REGULAR?* TIME?*
‘ OYES ONO :

WORD USED FOR “BOWEL MOVEMENT"™

WORD USED FOR URINATION*

PARENT / AUTHORIZED REPRESENTATIVE EVALUATION OF CHILD’S HEALTH

IS CHILD PRESENTLY
UNDERADOCTOR'S CARE?
OYES ONO

IF YES, NAME OF
DOCTOR:

DOES CHILD TAKE IF YES, WHAT KIND

PRESCRIBED AND ANY SIDE
MEDICATION(S)? EFFECTS:
OYES ONO '

'DOES CHILD USE ANY
SPECIAL DEVICE(S):
OYES ONO

IF YES, WHAT KIND:

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

OYES ONO

PARENT/ AUTHORIZED REPRESENTATIVE EVALUATION OF CHILD'S PERSONALITY

LIC 702 (10/19) (CONFIDENTIAL)

Page 2 of 3



State of California — Health and Human Services Agency California Department of Social Services

HOW DOES CHILD GET ALONG WITH PARENT / AUTHORIZED REPRESENTATIVE, 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/AUTHORIZED REPRESENTATIVE SIGNATURE DATE

LIC 702 (10/19) (CONFIDENTIAL) | | Page 3 of 3



CALIFORNIA DEPPARTMENT OF SOCIAL SERVICES

STATE OF CALIFORNIA
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 am./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 (70 BE COMPLETED-BY PHYSICIAN)

Problems of which you should be aware:

"Hearing: Allergies: medicine: o

Vision: " Insect stings: =
“Developmental: ~ Food: -
Language/Speech: Asthma: ——
Dental: -

Ofher (Include behavioral concerns):

Comments/Explanations:

“MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRICTIONS FOR THIS CHILD:

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

VI_\ CCINE DATE EACH DOSE WAS GIVEN
o 1st 2nd 3rd 4th [ 5th |
POLIO (OPV OR IPV) / / / / / / / / ! / /

RI N

ot {“"mm‘:iT“*‘%m /] . I /! j /o
MMR ({MEASLES, MUMPS, AND RUBELLA) / / / /
HIE MENNGITIS. . AEWOPALISB) /! . s
HEPATITIS B /] /] /1
VARICELLA (CHICKENPOX) / / / / -

SCREENING OF TB RISK FACTORS (listing on reverse side)
[J Risk factors not present; TB skin test not required.

[J Risk factors present; Mantoux TB skin test performed (unless

previous positive skin test documented).
____ Communicable TB disease not present.

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

[J Physician [ Physician’s Assistant [ Nurse Practitioner
LIC 701 (8/08) (Confidential) = PAGE10F 2




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.

LIC 701 (8/08) (Confidential) PAGE 2 0f 2




California Health & Human Services Agency California Department of Social Services

PERSONAL RIGHTS
(_:Liy 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 their personal relationships with staff and other persons.

(2) To be accorded safe, healthful and comfortable accommodations, furnishings and equipment to meet
their 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 their 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 their choice. Attendance at religious services,

either in or outside the facility, shall be voluntary. In Child Care Centers, decisions concerning
attendance at religious services shall be made by the child’s authorized representative.

(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

Department of Social Service - Community Care Licensing Division Child Care Office

ADDRESS

1515 Clay Street, Suite 1102, MS: 29-04

city ZIP CODE AREA CODE/TELEPHONE NUMBER
OAKLAND 94612 (510) 622-2602

~ DETACHHERE
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)
Learn And Play Montessori Pleasanton 4671 Chabot Drive Pleasanton, CA 94588

(PRINT THE NAME OF THE CHILD)

(SIGNATURE OF THE REPRESENTATIVE/PARENT/GUARDIAN)

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

LIC 613A (6/25)



CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

STATE OF CALIFORNIA—HEALTH AND HUMAN SERVICES AGENCY
COMMUNITY GARE 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 CENTERTO A
PARENT/AUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE PARENT/AUTHORIZED REPRESENTATIVE
POSES A RISK TO CHILDREN IN CARE.
For the Department of Justice “Registered Sex Offender’database, go to www.meganslaw.ca.gov

LIC 995 (9/08) (Detach Here - Give Upper Portion to Parents)

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

|, 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.

For the Depariment of Justice “Registered Sex Offender”database go to www.meganslaw.ca.gov

LiC 995 (9/08)



Our Savior’s Lutheran Preschool and Infant Center

Walking Field Trip Permissions

| authorize my child, , to participate in
walking field trips to Our Savior’s Lutheran Church for Chapel and Music
every Monday, Tuesday, Wednesday, Thursday, and Friday. | also permit
my child to walk to the Church kitchen as needed for cooking activities.

| understand that my chiid will be accompanied by the Preschool or Infant
Center staff during these trips.

Parent/Guardian Name and Date:

Parent/Guardian Signature:




Our Savior's Lutheran Preschool and Infant Center
Receipt of Parent Handbook

| acknowledge that | have read and comply with the Our Savior's Lutheron
Preschool and Infant Center handbook.

Signed:

Dote:




Release form Publications, Video, internet Consent, and Release Agree ment

Our Savior's Lutheran School supporters, students, parents, and friends occasionally are asked ®obe a
part of school publicity, publication, and/ or public relations activities. in order to guarantee pegsonal
privacy and ensure your agreement to participate, Our Savior's Lutheran Preschool asks that yo u sign

and return form to the school.

Agreement
{ hereby authorize Our Savior’s Lutheran Preschool to use my student’s name, plcture, art, written work,
voice, verbal statements, and portraits {video or stili) for purposes of public relations, public

information, school marketing and promotion, publicity, and instruction.

With respect to publication on School Web pages, Our Savior's Lutheran Preschool agrees that:

e individuals under the age of 18 will not be identified by personal details other than first name,

or first initial and last name.
Our Savior's will promptly comply with any request by the undersigned to remove any

photograph or text featuring his or her child.

No other personal information relating to a student or minor will be published.

In signing this agreement, | understand, acknowledge, and agree that:

o No monetary or other consideration shall be due or owing in connection with this agreement or

’

any use authorized hereby;
Our Savior’s Lutheran Preschool shall be entitled to use the foregoing materials in subsequent

years; and,
o This agreement may be terminated at any time with written notice.

parent / Guardian Signature: ____ Name: _ e

Students Full Name: _ o —= —



WEER
Week 1
Week 2
Week 3
Week 4
Week 5
Week 6
Week 7
Week 8

SUMMER CARE

A LA CARTE WEEK SELECTION:

DATES
June 15 — June 19
June 22 — June 26
June 29 — July 3
July 6 — July 10
July 13 — July 17
July 20 — July 24
July 27 — July 31
August 3 —August 7

TUITION AND FEES

SELECT

Registration Fee: $50 (non-refundable, due at the time of enroliment)

Infants (3 months - 24 months)

e Weekly Enrollment: $535 per week
e Full 8-Week Program: $4,100 total

Preschoolers (2 - 6 years)

e Weekly Enroliment: $300 per week
o Full 8-Week Program: $2,200 total

Kindergarten Prep (5-6 years)

Program hours: 7:30 AM - 4:00 PM, Monday through Friday.

Program hours: 8:00 AM - 1:00 PM, Monday through Friday.

Available: 7/20-7/31 Program Hours: 9am-12pm, Monday-Friday

e Weekly Enrollment: $250 a week
o Both weeks: $425 total



Summer Program Enroliment Agreem ent

Tuition Owed: $

| understand that if I sign up for all 8 weeks, tuition will be divided into thiree (3)
equal payments due on:

e June 5, 2026
e July 5, 2026
» August5, 2026

| understand that if | sign up for individual weeks, tuition is due one week prior to
the week of attendance.

All tuition payments are payable via Brightwheel.

A 30-day notice is required for withdrawal and eligibility for tuition reimbursement.

Child’s Name & Date of Birth (DOB):

Parent/Guardian Name:

Parent/Guardian Signature:

Date:
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our Savior’'s Lutheran Preschool and Infant
Center
School T-Shirt Order Form

Child’'s Name: _ _ _
T-Shirt Sizes (select one):
o 2T
o3T

04T
05T

Price perShirt: $_ _ _ ______
Total AmountDue: $_________

Payment Method (select one):

o Charge to Bright Wheel Account

o Cash
o Check (Payable to Our Savior's Lutheran RPeeschool and Infant
Center)
i/ |
Signat‘ure:l___________ _______________
()
NUTEBROR



Our Savior's Lutheran Infant Center Supply List

Daily Needs

The following items are required every day at the center. We do
store extra diapers and wipes and will let you know when your
child is running low. PLEASE LABEL EVERYTHING (i.e. bottles,
lids, clothes, bibs, crib sheet) this will ensure your child only
uses the items you have provided and nothing gets mixed up.
Name and dates are required on bottles and food.

Infant Room 304:

- Diapers & Wipes
Pre-Made Bottles
Food (cut into bite size pieces)
Burp Cloth (At least 2)
Crib Sheet (2 preferred)
Noise machine (if needed)
Bibs (silicone preferred)
2 change of clothes
Pacifier
Creams (if needed)

School Year Needs:
Please bring the following supplies to
meet the teacher or the first day of

school.

Required Supplies:
o 1Roll of Paper Towels
o 1 container of Lysol Wipes
o 1 box of Kleenex
o 1set of Watercolor Paints (Toddler Room)
o 1Package of stickers (Toddler Room)
Appreciated Donations:
-Pipe Cleaners
-Egg Cartons
-Paper
-Ribbon
-Paper Towel Rolls

Toddler Room 305:

Diapers & Wipes

Water Bottle

Creams (If needed) with
completed Licensing forms,
message Amy on Brightwheel
for the form
- Extra change of clothes

2 Snacks & Lunch

Crib sheet

Noise Machine (If needed)



Our Savior’s Lutheran Preschool and Infant Center

Academic Calendar,
2026-2027

August 19 Teacher Prep Day 9am-12pm
August 20 Staff Meeting 9am-1pm
August 21 Meeting the Teacher 9am-9:30

Kona Ice Social 9:30-10am
August 24 MWF& M-F Classes Begin
August 25 T/TH Classes Begin

September 7

School/Infant Center Closed: Labor Day

November 2

School / Infant Center Closed:
Professional Development Day

November 5 & 6

School / Infant Center Closed:
Parent/Teacher Conferences

November 11

School/Infant Center Closed: Veteran’s Day

November 23-27

School/Infant Center Closed: Thanksgiving Break

December 18

School / Infant Center Closed at Noon

December 21--January

School / Infant Center Closed: Christmas Break

2
January 18 School / Infant Center Closed: Martin King Jr. Day
February 12 School / Infant Center Closed: Lincoln Day
February 15 School / Infant Center Closed: Washington Day
March 1 School / Infant Center Closed:
Professional Development Day
March 2 & 3 School / Infant Center Closed:
Parent/ Teacher Conferences
March 26 School/Infant Center Closed: Good Friday
April 5-9 School / Infant Center Closed: Spring Break
April 26-April 30 Teacher Appreciation Week
May 31 School Closed: Memorial Day
June 3 Last day of school / Infant Center: Closed at noon
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OSLS Sickness Guidelines

Can return after 24 hours of sickness (after symptoms are gone):

The iliness prevents the student from participating in school activities
The illness results in a greater care need than the staff can provide
without compromising the health and safety of the students

Runny nose (thick or runny secretions), coughing, difficuity breathing,
lethargy, persistent crying and/or irritability

Diarrhea, increased number of stools, increased stool water, and/or
form

Vomiting-once incident

Mouth sores with drooling or draining sores

Rash with fever or behavior change

Conjunctivitis (pink eye)

Scabies, head lice, or other infestations-requires a doctor’s note to
return

Impetigo

Strep throat

Chicken Pox- the student is excluded from the school until all sores
have dried and healed

Mumps- the student is excluded for six days after the onset of rash
Measles- the student is excluded for six days after the onset of rash
Rubella - the student is excluded for six days after the onset of rash
Shingles

Respiratory iliness

Can return after 72-hours (after symptoms are gone).

Fever of 100.4 Fahrenheit or higher
Dry cough

Shortness of breath

Chills

Loss of taste and/or smell

Sore throat

Muscle aches

Appearing generally unwell



Need a little extra care?
Drop-in. we're always
there!
W Early Start
vl Half Day

s Full Day N\ .
% Lunch Bunch S5

If you need to adjust your child’'s usual schedule, we
offer convenient drop-in days to accommodate
your needs.

These flexible options ensure your child receives
the care they require, even on short notice. Feel free

to reach out through Bright Wheel to arrangea
drop in day whenever you need additional /
' support.




OUR SAVIOR’S LUTHERAN PRSCHOOL

LATE
PICK-UP
POLICY

If you arrive after your
child’s program end time
you will be charged a late

fee of $15 every 5 minutes.
There is no 5-minute grace
period.
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» COOL WHIP AND
FRUIT

« OUTSHINE
POPSICLES

« PARTAKE COOKIES
(BRAND AVAILABLE
AT TARGET)

e« FRUIT KABOBS

« MADE GOOD CRISPY
SQUARES (BRAND
AVAILABLE AT
TARGET)



Our Savior’'s Lutheran-_Preschool

SNACK

Snacks will be provided daily by the parents for their child. Bee D
A minimum of two food groups is suggested. 8. %
Please place your child’s snack in their teacher's snack { X
basket located in the kitchen window. NN

The following is a list of suggestions that are allergy friendly: N N

Brand Specific Snacks:
Go-Go Squeeze Yogurt
Go-Go Squeeze Apple Sauce

Partake Graham Crackers .

original Cheerios B
Veggie Straws Sea Sait ( /
[ ]
\

Good and Gather Blue Tortilla Chips X
Annie’s Gummy Fruit Snacks AR
Pirates Booty
Wheat Thins
Synder’s Pretzels
Natures Fig Bars (no blueberry)
Meat:
Applegate Turkey

Applegate Salami ’ _ i
Non-Brand Specific Fruits, Veggies, and Dairy products: = //
Fruit: ]
N )

Blackberries
e Cuties
5 Bananas -
: Cut Strawberries NN
SIS e oy v 7 Cut Watermelon S
o . Raspberries :
Veggies:
Carrot Chips
5 Cut Cucumbers
™ / Dairy:
i S/ String Cheese
\ g Milk Boxes
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EFFECTS OF
LEAD EXPOSURE

OIZEB: 1-6 years old are the Bomm .m_n.

risk for lead poisoning.

Lead poisoning can harm a child’s
nervous system and brain when they

are still forming, causing iearning

and behavior problems that may last

a lifetime.

Lead can lead to a low blocd count

(anemia).

Even small amounts of lead in the
body can make it hard for children to
learn, pay attention, and succeed in

school.

Higher amounts of lead exposure
can damage the nervous system,
kidneys, and other major organs.
Very high exposure can lead to
seizures or death.

LEAD POISONING FACTS

Buildup of lead in the body is
referred to as lead poisoning.

Lead is a naturally occurring metal
that has been used in many products
and is harmful to the human body.
There is no known safe level of lead

in the body.

Small amounts of lead in the body

can cause lifelong learning and
behavior problems.

Lead poisoning is one of the most
common environmental illnesses in

California children.

The United States has taken many
steps to remove sources of lead, but

lead is still around us.

IN THE US:
Lead in house paint was severely
reduced in 1978.

Lead solder in food cans was banned

in the 1980s.

Lead in gasoline was removed in the

early 1990s.

|
)

LEAD IN TAP WATER
mmms o:_w éw,\ 6 x:mﬂ:.mm‘u Em._:ﬁm‘qﬂm.ml |
lead is to have it tested.

Tap water is more likely to have
lead if:

Plumbing materials, including
fixtures, solder (used for joining
metals), or service lines have
lead in them.

Water does not come from a
public water system (e.g., a
private well).

To reduce any potential
exposure to lead in tap water:

Flush the pipes in your home
Let water run at least 30
seconds before using it for
cooking, drinking, or baby
formula (if used). If water has not
been used for 6 hours or longer,
let water run until it feels cold (1
to 5 minutes.)”

Use only cold tap water for
cooking, drinking, or baby
formula (if used)

If water needs to be heated, use
cold water and heat on stove or
in microwave.

Care for your plumbing

Lead solder should not be used
for plumbing work. Periodically
remove faucet strainers and run
water for 3-5 minutes.*



e Filter your water
Consider using a water filter
certified to remove lead.

WARNING! Some water crocks

have lead. Do not give a child water
from a water crock unless you know
the crock does not have lead.

(*Water saving tip: Collect your
running water and use it to water
plants not intended for eating.)

« For information on testing your
water for lead, visit the
Environmentai Protection Agency
at their website or call (800) 426-
4791. You can also visit the
California Department of Public
Health’s website at

www.cdph.ca.qov.

POTENTIAL SOURCES OF LEAD

Old paint, especially if it is chipped or
peeling or if the home has been
recently repaired or remodeled

House dust

Soil

Some imported dishes, pots and water
crocks. Some older dishware,
especially if it is cracked, chipped, or
worn

Work clothes and shoes worn if
working with lead

Some food, candies and spices from
other countries

Some jewelry, toys, and other
consumer products

Some traditional home remedies and
traditional make-up

Lead fishing weights and lead bullets
Water, especially if plumbing materials
contain lead

SYMPTOMS OF LEAD EXPOSURE

Most children who have lead
poisoning do not look or act sick.
Symptoms, if any, may be
confused with common childhood
complaints such as

stomachache, crankiness,
headaches, or loss of appetite.

BN B

A blood lead test is free if you
have Medi-Cal or if you are in the
Child Health and Disability
Prevention Program (CHDP).
Children on Medi-Cal, CHDP,
Head Start, WIC, or at risk for
lead poisoning, should be tested
at age 1 and 2. Health insurance
plans also will pay for this test.
Ask your child's doctor about
blood lead testing.

For more information, go to the
California Childhood Lead
Poisoning Prevention Branch's
website, or call them at (510)
620-5600.

The information and images found
on this publication are adapted from
the California Department of Public
Health Childhood Lead Poisoning
Prevention Program.
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