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IMISSION PROCED S

Child’s Name: Enrollment Date:

Nickname: Date of BRirth:

Sex:M F Age When Enrolled:

Child’s Home Address (Street/City/State/ Zip code):

Home Phone:

Parent/Guardian 1 Name: _

Cell Phone Home Phone:

Email Address:

Home Address (Street/City/State/ Zip code)- if different from child’s:

Employer/School

Employet/School Address: (Street/City/State/ Zip code)




Employer/School Phone Number

Instructions to reach Parent (1):

ParenUGuardian Q Name:

Cell Phone Home Phone:

Email Address:

Home Address (Street/City/State/ Zip code)- if different from child’s:

Employer/School

Employer/School Address: (Street/City/State/ Zip code)

Employer/School Phone Number

Instructions to reach Parent (2):

Parent/Guardian Name:

Parent/Guardian Signature: Date:

Office Staff Name/ Signature/ Date:

Family Members Live with the Child:




Emergency Contact:

(1) Name: Phone Number:
Address: N

(2) Name: Phone Number:
Address:

(3) Name: Phone Number:
Address:

Authorized to Pick up Child (Must show photo ID)

(1) Name: Relationship to Child;
Phone Number: Address:

(2) Name: ___Relationship to Child:
Phone Number: Address:

(3) Name: Relationship to Child:
Phone Number: Address:

Anybody NOT authorized to pick up your child?




Child’s Name: Date of Birth:

Chronic Medical Conditions:

Does your child have a health care plan?

If yes, the health care plan must be provided on or before the first day the child is in care.

Is your child fully immunized?

Complete immunization records must be provided on or before the first day the child is in care.

Does your child have any allergies? Please provide detailed information:

Allergies Reactions?

Does your child have any Special Needs that need an individual care plan or special

accommodations?

Is your child on any medications? (Explain);

If yes, please describe:

Insurance Information:

Name: Policy Number:




alth Hi ronic or R i

Ear Infections:

Diabetes:

Heart disease/defect:
Convulsions/seizures:
Asthma:

Nosebleeds:

Measles:

Mumps: _
Chicken Pox:
Flu or Flu Shot:
Other:

Allergies (Nature of Reaction)
Hay Fever:

Plant Poisoning:

Insect Stings:

Penicillin:
Other drugs:
Animals:
Food:

Operations or serious injuries (dates):

Physical Limitations:

Describe if yes:
Digtary Limitations:

Describe if yes:

Last Vision Exam:

Last Hearing Exam:




Are there any activities that you prefer that your child NOT participate in?

If so, please list:

Name, address and phone number of the Health Care Facility (Hospital of Preference):

Name, address and phone number of child’s doctor:

Name, address and phone number of child’s dentist:




Authorization for emergency medical care and transportation:

In the event of an emergency, I hereby give my permission for Mama Bear Children’s Center to
access emergency medical services (call a doctor or emergency medical services and for the

doctor, hospital or medical service to provide emergency medical or surgical care for my

child including transport to the nearest health care facility, to

receive emergency medical or surgical care and treatment. It is understood that a conscientious
effort will be made to locate me. I/we will accept the expense of any emergency transportation,

medical or surgical treatment.

Parent/Guardian Signatures:

Date:

Date:

Parent/Guardian Name:

Office Staff Name/ Signature/ Date:




" _ Immunization
SR NP Certificate of Nonmedical Exemption

FLCE . ] S
“Colorado law C.R.S. § 25-4-902 requires all students attending any school in the state of Colorado to be vaccinated against certain
accine-preventable diseases, as established by Colorado Board of Health rute 6 CCR 1009-2, unless an exemption is filed, This law

applies to students attending public, private and parochial kindergarten, elementary and secondary schools through 12% grade,
colleges or universities, and child care facilities licensed by the Colorade Department of Human Services including child care
centers, school-age child care centers, preschools, day camps, resident camps, day treatment centers, family child care homes,
foster care homes, and Head Start programs. “Nonmedical exemption” means an immunization exemption based upon a religious
belief whose teachings are opposed to immunizations or a personal belief that is opposed to immunizations. Prior to kindergarten, a
nonmadical exemption must be filed each time 2 student is due for vaccines according to the schedule developed by the ACIP. %2
From kindergarten through 12% grade, a nonmedical exemption must be filed every year during the student’s school enroliment/
registration process.” Students with a recorded immunization exemption may be kept out of a child care facility or school during a
disease outbreak; the length of time will vary depending on the type of the disease and the circumstances of the outbreak.

Please complete all required fields below and obtain all required signatures; incomplete forms will not be accepted.

__ Student Information:
e : . -_ T . : _
?ate of Birth: ] _ Sex: [1Female [J Male  OX
Parent/Guardian Completing This Form:  LICheck if an cman
CestName: T T e T
: Relationship to student: _[J Mother _ _OFather  [1]legal Guardian
School/Licensed Child Care Fac;iiity Information:

i Middle Name:

: " [Check if an emancipated student or student over 18 years oid

i Middle Name:

School Name/Licensed Child Care Facility:

S_cﬂo_?_)m;stﬁct“;__ e, RO s "E}*Ehec : ;’ﬁoa\ppucable T
Address: ,
City: State:  Zip Code:

tequired Vaccines for School Entry - Place an “X” next to each vaccine for which you are claiming a nonmedical exemption.
; Diphtheria, tetanus, pertussis (0TaP) " " Inactivated poliovirus (IPV) A o

1 Measles, mumps, rubsila (MMR)
T Peumococcal conjugate (PCVA3) T T

tanus, diphtheria, pertussis (Tdap)
{ Haemophilus influenzae type b (Hib)

" Hepatitis B

: Varicella {cbi“c-izéhpax)

Statement of Exemption
! am the parent/guardian of the above-named student or am the student themself {emancipated or over 18 years of age) and am
claiming a nonmedical exemption from the vaccine(s) indicated above. The information | have provided on this form is complete and
accurate. | can review evidence-based vaccine information at '
far additional information on the benefits and risks of vaccines and the

diseases they prevent. | can contact the Colorado Immunization Information System {CIIS) at or my health care
provider to locate my child’s/my immunization record. 3
REQUIRED Signature: Date:

Parent/Legat Guardian/Student (emancipated or aver 18 years ald)

REQUIRED Provider Signature Section:

REQUIRED Print Name, Title, and Signature: Date:
Physician {MD, DO}, Advanced Practice Nurse (APN), Physiclan Assistant, Registerad Nurse {RN) or Pharmacist fauthorized pursuant to section 12-240-107 {6}, C.R.S.)

REQUIRED Colorado Professional License Number:

"2 Colorado Board of Health rule 6 CCR 1008-2:

42021 8 ted | from Birth through § Years old: - Basad on this schedule, a nonmedical exemption

would be submitted at 2 months, 4 months, 6 months, 12 months and 18 months of age.

3 Under Colorado law, you have the option ta exclude your child’s/your infarmation from CilS 2t any time. To opt out of CHIS, go te
Please be advised you will be responstble for maintaining vour child’s/your immunization recards to ensure school compliance.

Last Reviewed September 2021



General Health Appraisal Form

Parent: rlease complete

Child’s Name:_- ' Birthdate;

Allergies: T None @ Describe:

Type of Reaction:___

Diet: [ Breast Fed [ Formula: Lk Age Appropriate
0 Special Diet: .

Q Preventive creams/ointments/sunscreen may be applied as requested in writing by parent,
unless skin is broken or bleeding.

Sleep: Your heaith care provider recommends all infants jess than 1 year of age be placed on their back for sleep,

i, give consent for my child's health provider, school or camp personnel
fo discuss my child’s health concerns. My child’s health provider may fax this form {and applicable attachments) to my child's
childcare provider, scheol, or camp. FAX Number:

Data:

Parent or Legal Signafure Authorizaion expires 365 days afier this date

after parent section has been completed ¢

‘Health Care Provider: fo.c compion

Date of Last Exam; Recent Weight: "HCOT.______ ™BIPi______ ™Lead Level

Physical Exam: Q Normal O Abtormal (see explanation of significant health concems:)
Significant Health Concerns: T None T Reactive Airways Disease I Seizures O Diabetes 03 Developmental Delays
0 Vision 0 Hearing O Hospitalizations T Severe Allergies 3 Other (dental, nuirition, behavior, ete.)

Explain above concerns (if necessary, include instructions te childcare providers);

Current Medications/Special Diet: 01 None T3 Describe:

(Separale medicalion authtrization form sequired for medicat given in Child Cara)
Fever reducer or pain reliever {mark only one product: max. 3 consecutive days without additional medicaf authorization)
8 Acstaminophen (Tylenol®) may be given for pain or fever over 102° every 4 hours as needed:

Dose ...t Soe attached Dosage Schedule from our office

OR

8 Ibuprofen (Motrin®, Advil®) may be given for pain or fever over 102° every 8 hours as needed:
Dose Li See attached Dosage Schedule from our office

Immunizations: 03 Up-to-date 3 See attached immunization record 1 Administered today:

Signature: Office Stamp: °

Next Well Visit: 0 Per AAP Guidelines* or O Age:

This child Is healthy and may participate in all routine activities, sporis, camps,
and child care. Any concerns or exceptions are Identified on this form.

Signalre af Mealth Care Provider (certifying form was feviewed) Date

Tha Caolorade Chapter of the American Asademy of Pediatiics (AAF}, Healthy Chitd Care Colorado, and Headstart have approved this form B4/04.

* The AAP sexommiends that chitdeen from 8-12 years have heafth appraisal visits al: 2,4, 8, 9, 12, 15, 18 and 24 months, and age 8, 4, 5,8, 8, 10and 12 yesrs.
** Requiied by Head Start programe anly per state ERSDT soheadulo

© Copyright 2004 Colorato Chapter of the American Acstemy of Pedisiins.




n t and ision Use Permissi

I give permission for my child, . to
view television shows, movies, and yse the internet during child care hours,
Internet use will be for educational purposes and will include assignments for
learning as well as supplemental educational games, websites, and videos,
Television and movies will be Limited to educational shows that do not include
violence, inappropriate Ianguage, or inappropriate references or topics. Tt may also
include Cosmic Kids Yoga, Moose Tybe music and videos, or other kid-friendly
videos or music.

Children will not have more than 1 hour of screen time on a regular basis, Children
who are not interested in media activities will have other activities available, such
as reading books, doing puzzies, drawing, or playing quietly.

I£T have any questions or concerns regarding something my child has viewed, 1
will discuss it with the program’s director.

Signature: Date:
Print Parent/Guardian’s Name:




Cot Permission Form

I give my child, permission to sleep on a cot that is provided by
Mama Bear Children’s Center during nap/ res

t time. I understand that each cot is individually
assigned and has clean linens that is only used by my child,

Parent/ Guardian Sj gnature Date



TOPICAL PREPARATIONS (PREVENTATIVE PERMISSION FORM)

This form covers a variety of preventive topical preparations that may be applied to
the skin with parent/guardian permission

Child’s Name: Parent/Guardian’s Name:

| understand that | must provide the topical preparation in the original container labeled with
my child’s name and that no topical preparations will be applied to broken skin or if a skin

reaction has been observed. It is my responsibility to check the ingredients to make sure my
child is not allergic to it. Any skin reaction observed by staff will be reported promptly to the
parent/guardian.

Parent/Guardian Signature: Date:

SUNSCREEN

! give my permission for the staff at to assist with applying
or apply sunscreen to my child’s exposed skin including the face, tops of ears, bare shoulders,
arms, legs, and feet 30 minutes before outdoor activities. It is my responsibility to provide
sunscreen with a minimum 15 SPF.

In the event that my child does not have sunscreen with them, the school may appty

{name of sunscreen & SPF) to my child.

L1 My child may NOT use any sunscreen other than the one that s/he brings.

Parent/Guardian Signature: Date: "

MOISTURIZING LOTION/CREAM/BALM

I give my permission for the staff at to assist with applying
or apply skin lotion/cream to my child.

Name of product:

Special instructions:

LI My child may NOT use any other skin lotion/cream/balm than the one s/he brings.

Parent/Guardian Signature: Date:

DIAPER OINTMENT/CREAM

I give my permission for the staff at to apply over the counter
diaper rash ointment/cream to my child. | understand that | may only provide diaper
ointment or cream, free of antibiotic, antifungal, or anti-inflammatory components without a
written prescription from my doctor.

Name of product:

Special instructions:
[J My child may NOT use any other skin lotion/cream/balm than the one s/he brings.

Parent/Guardian Signature: Date:




Use of Pacifiers for Infants
M

Dear Parents:

I DO grant permission.

- I DO NOT grant permission.

Child’s Name: -

Parent/ Guardian Name: e
Parent/ Guardian Signature: _ e
Date:



Crib Permission Form/ Infants
MM

[ give my child, permission o sleep in a crib that is provided by
Marma Bear Children’s Center during nap time. I understand that individual crib and bedding are
provided and cleaned daily or more often when necessary,

All cribs used by Mama Bear Children’s Center are in compliance with the CPSC and ASTM
standards, and all crib construction i in good repair and free of hazards.

Parent/ Guardian Signature Date



Safe Slgep Practices

Childs name: Birthdate:

Patents name: Classroom:

The American Academy of Pediatrics recommends that healthy, full-term infants sleep on their
back to reduce the risk of Sudden Infant Death Syndrome (SIDS). This is considered to be
primally important during the first six months of age, when a baby’s risk of SIDS is greatest. In
order to reduce the risk of SIDS, staff follows the Safe Sleep Practices as listed below.

Safe Sleep Practices:

3. No objects are attached 10 a crib with a sleeping infant.

4. Appropriate sleep clothing is provided by the school. Mama Bear Children’s Center use sleep
sacks that fit according to the commercial manufacturer’s guidelj

infant’s face,

5. Swaddling is not used unless a written physician’s statement is provided including instructions
and timeframe for swaddling.

6. Individual crib and bedding are provided and cleaned daily or more often when necessary.

7. Infants who fall asleep elsewhere will be moved to a crib to sleep.

8. No positioning devices or wedges are used.

9. Cribs are in compliance with the CPSC and ASTM standards.

10. Crib construciion is in good repair and free of hazards,

e

Eent’s S‘;ié;iature Date



PHOTO PERMISSION

L, = , GIVE PERMISSION T0 MAMA
BEAR CHILDW&WR 10 205T PHOTOS OF MY CHILD ON OUR WEBSITE

AND SOCIAL MEDIA; WELOVE-CAPTURING PRECIOUS MOMENTS OF QUR
KIDDOS T0 SHARE.

WITH MY STGNATURE BELOW, T GRANT PERMISSTON FOR MY CHILD TO
BE PHOTOGRAPHED OR THETR IMAGES USED 10 PROMOTE THE DAYCARE 'S
SERVICES. T UNDERSTAND THAT IT IS My RESPONSIBILITY TO UPDATE

THIS FORM IN THE EVENT THAT I NO LONGER WISH 10 AUTHORIZE THE
USE ABOVE.

CHILD'S NAME:

PARENT/GUARDIAN SIGNATURE:
DATE:




720-]

Mama Bear Children’s Center
10700 E WLiff Ave. Aurora, CO 80014
hildrencenter@

/75-1825 mant

Parent- Family Consent

This consent is between Mama Bear Children’s Center and the Parent and/or Family of

child({ren)’s name(s).

| hereby give my permis
enrolled child(ren)’s inf
education, health, nutr
information for agdreda
Ventures/Early Head St

sian to Mama Bear Children’s Center to share both my family and
ormation at Mama Bear Children’s Center for the benefit of

tion, and all processes which require a consent to share such

te data reporting. This data will be used by Ealy Learning

art program to ensure important milestones are being met.

Parent Name (printed) |

Parent Addiess

Phonhe Number;

Email Address

Parent Signature

Date signed




L, the signee, hereby agree to the following term(s).

For the care providing entity, (Mama Bear Children’s Center), to effortfully, and willingly
provide services, I, (the signee), is obliged to comply to the financial requirement as described
by the care providing entity, (Mama Bear Children’s Center), through its management

or its agent(s).

The terms comprise the required conditions, relevant to the signee: Registration Fees, Tuition Fees,
and parent Fees, The terms stated, are located and provided in the Parents Handbook, found in the ELV.
(Barly Learning Ventures).

This contractual agreement binds the two parties involved: (the signee), and the child care
service provider, (Mama Bear Children’s Center).

(Signature of Parent/Guardian) (Signature)

Child Care Service Provider
Mama Bear Children’s Center

(Printed Name) Date:

Sincerely,

Mama Bear Children’s Center

Date;
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ﬁaycare Policies and Procedures Acknowiedgment Form

Child’s Name:

Parent/Guardian Name:

Date:

Dear Parent/Guardian,

We are committed to providiéng a safe, nurturing, and educational environment for your ehild. To ensure 2
harmonious and effective operation of our daycare, it is important that all parents/guardians understand and
agree to our policies and procedures.

Please read the following acknowledgment carefully, sign, and return this form to us.

L. Pelicies and Psﬁef;dazss. Receipt
I acknowledge that I have received a copy of the daycare’s policies and procedures manual. I
understand that it is, my responsibility to read and familiarize myself with the information contained
therein, j

2. Compliance Agreement
l'agree to abide by all the policies and procedures outlined in the manual. T understand that these
policies are in place to ensure the safety, well-being, and development of all children in the daycare.
1 understand that it is important to communicate openly and promptly with daycare staff regarding any
concerns, changes in my child’s health or routine, or other relevant matiers.

4. Updates and Changes
L acknowledge that the daycare may update or revise its policies and procedures from time to time. I
agree to review any updates provided and adhere to the revised policies.

5. Consent and Authorization
I corisent-to the daycares’s provedures i ldndiing cmergenicics, ddiiniviering iediation (with proper
authorization), and managing behavioral issues as outlined in the manual.

By signing below, I confirm that I have read, understand, and agree to comply with the daycare’s policies and
procedures.

Parent/Guardian Signature: Date:

Daycare Representative Signature: Date:

Thank you for your cooperation and partnership.

Sincerely,
Ella Khalil
Mama Bear Children's Center

10700 E. Iliff Ave
Aurora, CO 80014



‘-\ COLORADO
< W*L’ B e, 2024-2025 Income Eligibility Form (IEF) for Child Care
STEP 1: List ALL children in day care

Children in Foster care or Heead Start and children who meet the definition of Homeless, Migrant or Runaway are eligible for free meals. Review the Dear Parent Letter for more
details. If there are more than three children, please complete an additional form.

Check all that apply
——— Circle Normal Days/ Circle Meals and Foster i 'l Head
Chitd’s First and LastName Age Print Normal Hours o!\c' Care Snacks Normally Received Child Migrant | Runaway | Homeless Start
Sun Mon Tu Wed Th Fri Sat | Breakfast ~ A.M. Snack  Lunch
Normal Hours ___to P.M. Snack  Supper Eve. Snack
Sun Mon Tu Wed Th Fri Sat Breakfast A.M. Snack  Lunch
Normal Hours __ to_ P.M. Snack  Supper Eve. Snack
Sun Mon Tu Wed Th Fri Sat Breakfast A.M. Snack  Lunch
Normal Hours ___to__ P.M. Snack  Supper Eve. Snack

¥

STEP 2: Do any household members (including you) currently participate in one or more of the following assistance programs: SNAP, TANF, or FDPIR?

IF YES -> Write the case number here & proceed to STEP 4 (Do not complete STEP 3) CASE NUMBER: (Write only one case number in this space.)
IF ND - Go to STEP 3

STEP 3: Report Income for ALL Household Members (Skip this step if you answered Yes to Step 2)
Flip the page for information on sources of income for child income and Household Members.

A. Child Income . Circle one:
Sometimes children in the household earn-or receive income. Child .
Please include the TOTAL income received by any children listed in STEP 1. Income: Yearly ‘Monthly Bi-weekly Weekly

B. All other Household Members (including yourself)
List other household members not listed in STEP 1 (include yourself) even if they do not receive income. For each household member listed, if they do not receive
income, report total gross income {before taxes) for each source in whole dollars (no cents). If they do not receive income from any source, write ‘0’ If you enter
‘0’, you are certifying that there is no income to report.

How Often? How Often? Pensions/ How Often?
Yearly (Y) Welfare/ Yearly:(Y) Retirement/ Yearly (Y)
deail ?;.?::‘;Z:E::tem:;g;mbem Earnings from Work Monthly (M) Child _Smpport/ Monthly (M) Stocial ' Monthly (M)
Bi-Weekly (B) Alimony Bi-Weekly (B) Security/SS17VA Bi-Weekly (B)
Weekly (W) Weekly (W) Benefits Weekly (W)
5 $ $
$ $ S
$ $ $
' T Last Four Digits of Sccial Security Number (SSN) of primary . o
Total household Members {Children and Adults) wage eamer or other adult household member. XXX-XX Check if no SSN

STEP 4: Contact Information and Adult Signature

“I certify that all information on this application isitrue and that all income is reported. | understand that this information is given in cornection with the receipt of Federal
funds and that CACFP officials may verify that information. | am aware that is | purposely give false information, the participant/center may lose meal benefits and | may be
prosicuted under applicable State and Federal laws.”

Print Name of Adult Signing the Form Signature of Adult Today’s Date

Address City, State, Zip Phone/Email



COLORADO

| o4

D tment of Publi s sl ame .
7 | Hoatth & Environment 2024-2025 Income Eligibility Form (IEF) for Child Care
Source of Income for Children Source of Income for Adults
Sources of Child Income Examples Earnings from Work Public Asstistance/Alimonyl Pensions/Retirem_ent/
. A child has a regular full or part-time job Child Support All other sources of income
Earnings from work where they earn a salary or wages. Salary, wages or cash bonuses Unemployment benefits Social Security (including
. : A child is blind or disabled and receives Social Net income from self- Workers compensation railroad retirement and black
social Sea‘mty. . Security benefits. employment {farm or Supplemental Security Income: lung benefits)
* E’1sal?lllty Payme?nts A parent is disabled, retired or deceased, and business) (SS1) Private Pensions or disability
e  Survivors Benefits their child receives Social Security benefits. If you are in the U.S. Military (Cash assistance from State or penefits
Income from person outside of A friend or extended family member regularly ?Sgclzrlpo?y'anld ;ash botr)lutses ;LAolFal govemmen: X‘C‘)”_‘te_ from trusts or estates
household ives a child spending money. inciide COMbAL pay, RIHNONY paymenis AiiLes
i child rec:eiveps res'u%ar inco)r{'ne from a private FSSA or privatized housing Child support payments Investment income
Income from any other source pension fund annl;%ty or trust, allowances) Veterans benefits Earned interest
: IAllowances for off-base Strike benefits Rental income
STEP 5: Children’s Ethnic and Racial Identities patislig fowd st <laming gl il

We are required to ask for information about your children’s race and ethnicity.
Responding does not affect your children’s eligibility for:receiving meals during care. Check all boxes that apply to the child(ren) in care.

Ethnicity: EI Hispanic or Latino D Not Hispanic or Latino
Race: [] White (Includes Hispanic and Latino) D Black or African American D Asian D Native Hawaiian or Other Pacific Islander D American Indian or Alaskan Native

Nondiscrimination Statement Revised May 2022

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is prohibited from discriminating on the
basis of race, color, naticnal origin, sex (including gender identity and sexual orientation), disability, age, or reprisal cr retaliation for prior civil rights activity. Program
information may be made available in languages other than English. Persons with disabilities who require alternative means of communication to obtain program information
(Braille, large print, audiotape, American Sign Language), should contact the responsible state or local agency that administers the program or USDA’s TARGET Center at 202-
720-2600{voice and TTY) or contact USDA through the Federal Relay Service at 800-877-8339. To file a program discrimination complaint, a Complainant should complete a
Form AD-3027, USDA Program Discrimination Complaint Form which can be obtained online, from any USDA office, by calling 866-632-9992, or by writirig a letter addressed to
USDA. The letter must contain thie complainant’s name, address, telephone number, and a written description of the alleged discriminatory action in sufficient detail to inform
the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter must be submitted to USDA
by: Mail: US Department of Agriculture Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410; or fax: (833) 256-1665 or
(202) 690-7442; or email: program.intake@usda.gov This institution is an equal opportunity provider.

For center staff use onlv -
Annual Income Conversmn Weekly x 52, Blweekly X 26, Monthly x 12

Household Last Name:

: Yearly Monthly | ; _ ' — o e ‘ _ Free | Reduced| Paid
: 2 . . How Often? e L ; _ : i - :
e (Circle One) | Bi-Weekly  Weekly | Household size: 0 HEbig
Detexrmmmg Ofﬁcxal s S1gnature . Month/Year , o Explratlon Date (Month/Year) Today’s Date

*This form expires 12 months after the month in which the institution makes the determination.

Example: If the determination is July 2023, the form is valid from July 1, 2023 through July 31, 2024, The institution may use the date the parchpant/ guardlan signs: the

Income Eligibility Form OR the ‘date the institution’s official make the determmahon and signs the lncome Ellg1b1l1ty Form. The same approval method _
_ selected nnust be used for aLL forms approved by the institution. : , . , : | Revised 04/2025




