
Diseovery Yecrs, Xne .

Adrnissiom Fsrm

Datel

Childs Name: Birthday:

Addrecs:

Pareat "{nformation
Mother's llame, HomePhone

Cettr NoOccupation:

Place of Employmmt:

TXDL#

Fathet's Name; Home Phoncr

Occupation: Cell $o:

Email:Place of Employment:

TX DL#

Family Physieiarir

Chitd :t ge,{i;eat *aruatis
%WorkNo;

Addressr City: TX. 
---- 

Zip:

Pre&rred Hospital: Phone No;

Policy No.Medical lr$uranee Co.:

(xou,n Allergie*

Otl:er Medieai Coaditisns:

Medical Retease

In the eveat of sudden illngss or a[ acciden! and tiae does aot permit lae to make arrz:rse-erts for€mergercy medical attentioE for ray child, I authorize nimover! y""*, 1".. .Ial*Tf*;-r;: ,ir*."to ta.ke my cldld to the reuest e,otrgency room, doctori;;ffi;.-";;;+a"l_'
I herefu give coaseat for emerg'ency hearment when my child is in the care of a physician, emerge,cy room,or hospital.

Date pareat,/Guardiaa Sigaatue
I hereby autborize Discovery Years, Iac. to allor*' my child to lear.e the ilaycare facilities oNLy wiflr:

Pareut,/Guardian Siglature



WaterActiuities

has my permission to participate in the water activities,
(1.e. spriulders, rrater tables, wadiag pools, etc.)

Parent/Guardia:r Signature Date

Transportation

In case of an emergency, Discovery Years. Inc. has my permission to u-ansport

Parent/Guardian Signature Date

Sp ecial Summg Actiui ti es

has ray pennission to participate ia special activities at
Diseovery Years, Inc. (i.e. train ride, camel ride, petting zoo, pony ride, etc.).

Parent/Guardian Signature

P e rmi s si on to Ph o to sra oJt

Discovery Years, Inc. has my permission to phr:tograph my child

for display prrposes, (i.e. scrapbooks, buiietin boards, website, posts, ot}ler).

Parent/Grrardian Sigxature

First Aid
Discovery Years, Inc, has nry pcrmission to apply Neosporin or H1-drogen Peroxide to my child

for scr.apes, bites, etc.

Parent/Guardiaa Signature Date



Toxaa Dopt of Famlly
and Ptolec{ivg Services ADffi $S$[ON fi ffi FGRMATIOhJ Fonn 2935

Aug2010/Pg r dg

whlle chlld will be in care:

numbcr of person to call in casc oiin e@

lnereoy8Uthorizeth8chlidcaIe.oper9tlonto6llowmychlidtoib
telephonenumberforBach. childrenwilloniybereliasedtoaparentorapersonil"b;;iJilid+;;;;t;;;iliiriifii"Jriiiiiiii"irb]"''

(;IJE(jK ALL TTIAT APPLY:
1. D TRANSPoRTATIoN:

Walk home

l hereby I glve E do no
operation's employees:

f] for emergoncy care D on fletd trlos l-l to and from homa i--l t^
Z. LJ FIELD TRIP$:

Faront'g Comments:
I hereby LJ give n do not glve - my consent for my chitd to particlpate In Flstd Tripsl

e.EwarenACTlVlTlES:lhereby[9}von;.*tg|,"-'^y"onsentformychlldtop.ffi
- : fl sprinkler play- D splashlng/wadlng pools E-swimmlng,pools I water table pla
4. X NECEIPT OF WRITTEN OPERI\TIONAL POLICIES:

I acknowlqdg.e recelpt of the facllity's operationalpqllgles lqcludlng those for dlsciplinE and quidance.
5, I UNDER9TAND THAT THE FOLLOWING MEALS WLL BE SERVED TO IUIY CHILD WHILE IN CARE:

- 
D None 

-QE!'eat<fast 
DAM Snack E Lunch D pRn snactr fl suoper ffEventno snack

I Tuesdays from:
fJ Wednesday$ lrom:
E Thursdays frcm:

I Fridays frcm:

D Saturdays from:
f] Sur]{ays from:

to:
to;

O, NflY CI{ILD IS NORMALLY IN CARE ON THE FOLLOWING DAYS AND TIMES.
E Mondsys from:

to:

to:

to:
to;

P.T,ITI^IORIZATION FOR ENfl ERGENCY MEDIC
ln the €vent I cannot be reached to makE arrangements for emergaricy madlcal care, I authorize the person in charge to take my child to:
l{ame of Physlclan: j Address: I pn.ll,

li
i

Name of Emergency Medicat Care Facilityl Address: t)h.'l:

I g,ve consent for the facility to securo any and all
nscessary emergoncy medlcal care for my child.

List any spcclal ploblems that your chlld may have, such as allergles, exlstlng lllness, previous serlous illn6ss, lnjurle$ and hool)italizatiol.loduring the past l2 months, any medicatlon prescrlbed for longteim continuofs use, inO any other informalon urtrtctrcsregtver:i s'iioutcr teaware of:

Child daycaro operations are puqlc a
rnav be practiclns discrimination in violation of Title lli, you may c€u the ADA tnformation r-ine ailaooi'st+oior tioi*Giieo'g).iJ1agir;i 1!Tni

.
D-ignatul.e _ patent or Legal Guardian



SCHOOL AGE CHILDREN:

n My chitd attends the folloullng school:

CHECi( ALL THAT APPLY:

llis / her irnmunizatlon record is on file at the school and all
L_-l requlred immunlzstlons and/or tuberculosls test are curront,

Vlslon and Hearlng screenlng records ere also on flle.

Name of stbllng(s):

Schooi-ph*-

D walk to or from school or home,

f] be relassed to ihe care of hislher
sibling(s) under 18 years old,

N(y chlld hes parmiesion to:

I riae a bus. andlor

Form 2935
Aug2010/Pg2of3

}*1T.IU NIZAT}ON RECORD:

! t have provided the childcare operation with a copy ol my child'e most current immunization record.

ADMISSION REQUIREMENT: lf your chlld does not attond pre.kindergarten or school aw;y trom ttre ctrttO-carE operation, one of tho
follo!rylng must b€ presented when your chlld ig admitted to the child-caie operation or wlthln one week of admlsslon.
Please check only one optlon;
1, El HEALTH-CARE PROFES$fONAL'S STATEMENT; I have examlned the above named chlid wlthin ihe paet ye6r and llnd that he / she is

able to teke part in the dBy csro program,

Health Caro Professlonal's Sign6lure
?. n A slgned and'dated copy of a health care professlonal's stetement is attach€d.

3. [J Medlcal diaghosls and treatmant .onnid 
"itf.tmembar o{; I have attached g siqned and dated sffHavit statino rhls.

4- [ My chlld has been examtned wlthln.the past year by a hsalth care professlonal and ls able to partiilpate in the day care pioor"il-
.= - Wlthll J2 moqtns 9l?dml$slon, lwltl oblaln Lhealth csrE professlbnat'e slgned ststsment ani will iuumit lt to the,shito;;ii'opararon.
Name and Eddress of health care professlonal:

SlgnBture - Par€nt or Lecal Guardlan f)ste

vtst0N R 20/ LzAt _ ---B!ass [] rnrt
SIG|\I TURE DATE

HEARING t000 Hz 20OA Hz 4000 l.lz

n Pnss il reilR

L

SIGNATURE DATE

Texes Dspt of Famlly
and Protectivs $arvlcos ADMfl $$[OB{ IFTFORIHAT$OB{

Signature - Parent or Legal GuEEian Date

Date



Photo Release Form for Minors
Discovery Years Early Learning Center Fry

7020 Fry Rd.

Cypress, TX 77433

l, being the parent/guardian of consent that the
photographs or videos taken of him/her during child care while he/she is enrolled at Dlscovery Years
Eorly Learning Center as a student may be used by Discovery Yeorc Early Learning Center.

These pictures may be used in slideshows, emails, bultetin boards, preschool brochures, church/school
website(r',." . '; ;.ii:.']:'.'...\: t.'1 1,,. :,,;),PreSChOOl FaCebOOkpage,etc.WhenanypiCtUreSOf StUdentSdo
appear on the web site there will not be any personal identification {i.e., student name).

Furthermore, I consent that such photographs and or videos shall be the property of Discovery Years
Eorly Leorning Centerwhich has the right to duplicate, reproduce, and make other uses as Discovery
Years Earty Learnlng Center deems necessary.

i.-: I give my permission to use my son/daughter's photograph, etc. AS DESCRIBED ABOVE.

C I give my permission for my child's picture to be used in slideshows and emails only.

Ii I DO NOT give my consent to have photographs of my son/daughter used by Discovery Yeors Early
Leorning Center lN ANY WAY, as specified above.

Name of Student

Signature of Parent

Street Address

City, State, ZIP Phone

Please sign and return this to the Preschool office. This forn will be kept on file in the student's
permanent record in the Preschool office. Parents may update or make changes to this form at any time,

DOB



NEW tr UPDATE tr DROP IN N
lnstituiion Name: Anita Moreau Foqd Program Sprcialist Agreement Number:

facility/Provider Nanre. Discovery Years Learning Center - Addicks 008

Child and Adult Care Food Program (CACFP)

Participant Enrollment Form
Your day care facility participotes in lhe U.S. Deparhrent of Agriculture (USDA) Child and Adult Care l:md Progran (CACFP). The

eruolled padicipalt lvill receive nutritious meals and snacks at no cost Io you- CACFP needs verificatiofl of eMollment for each participant

in this facility. Please tilt out the parenrguardian section ofthis tbrm- sign it and retum it to thc above facility/provider. Provide

iilibnlration fbr one participarlt per section. (In ordcr for the institution to receive reimbursement for meals servedlclaimed, this form
must he complcled for each enrollcd partieipaot annually.)
Parent/Cuardian Please Cornplete

Pa rtitipantrs (Child) Name:

Date pnrticipant enrolled in the lacility

llate olBirth: Age:

Sexr I uut" l-l Fcrnete

Irood Allergies. DV., D *o If ,'yes" specig.

{If tbc psrtiripaot (tEot ba *ncd th. CACFPluet Pratcrn, i rtt.tE.r, tlm ah. partitip.ot't ll.rlth ('rr Pmridcr murl b. pmfid.d.)

chcck Doys of Normal Carc at thcitity: f] sunaay fl ltoncay [ 'ruesoay I wttnestlay fl mrurv]ay fl nrioay I Sanrrda;;

Check rneals normally earen at facility: f--l Breaklast n nilt Snack fl luncn I rn snocx D S,,pr*r I Evening Snack

Please list the normal iimes ofarrival and departure (che€k am or pm): Arrive:

RACE Of' PARtlclPANl: You are NOT required to answer this question-

I rvr,it.' f] Black trr Atiican American I-l A*eri"u lndiarVAlaska Narire

D a.iun f] xatiue llawaiian or Other Pacillc Islanrler

E'l Hi\-lC IDEN f l I Y: You Ire NOT requircd to 0nsN'er this question

l-l llrspanic or Latino f] xo, Hisponic or L^atino

I hereby cettify the information gi\ren on this sheet is true and correc,t to the best of my knoudedge. I also certify that lvras given CACFP Meal
Benefits lncome Eligibility Form Letler to Household, the WC irltormstion, Building for the Future Flyers, Clvil Rights Appeals Procedures.

Parent/Cuarclian Signature; Dat., _
Print Narne

Addre.!s: Cibl

llonre'l-clcphonc Number:

lVork lblephone Numbcr;

Date Dropped

Emergency lelephonc Number;
In a6crqam ulh Fsdcta, La{ 6t}d U S- oeparidert ot Agnc.tshfr po!€r. lh;s instrtui,of is pro,)6;t€d frm drstniaatsg m tE baes o, Eco, colcr, natf€l or,gir, sex, age, oi
d,sbirily. Toriea@mpla;rtotdJrciminalior.wilsUSDAOiredo{OF;6otAdludicdionandComp,irrc.i4O0lrdrpsidemAwFsSyJ,!ibshirglm,DC20250.9401 6rGjt
{8sB)632'999?,(202)260.1{126o.(202)401-0216{roD). Thisinst.tu$disar69€toppc{ru.iirprovidqafrqpb€r.

f]o* [p* Dcpart: 

-f]o,, 

[pn,

State: Zip Code:

If oarllcioant is an infant {&l l-months). pleese comntete this bor. Chcck gll soolicable cholce{s) below:

'flri\ il,ctrrrilioi/thcrlit!- oflerq tbrmilia for inlehts fhrough CACFP. It is your choicc

lrhetheroruottousethisi-ormulabasedonl'ourinfanlsnecds Ilabyfoodsprovidedbytheilrtitutionllhcilityrnustbeincomplianceuiththe
infart meal patem as required by TCFR 226.20.

netd[, tp\ Ftol \1 ish to talk r th latr il'l(' trruitirnist @ 

'eur 
chthl care panrtt*,r.

Plesc trarl ,ou 1xcfqai*
(chse dt thet moly)

_Iev-l9ji:
Bir.I . J rmnthr

-:*ll?:!_-_6- ll rmnrhs

I urll hrir,g crpremd brertnrilh for nry infaot

*3el the pfovi&r to gori& rhc infat fomula for my infant

I oill hring the infat aodf,ula fil lrry infan!
ple!.e list the liod oiirrfanr fomula you rtill briag

Accordisg lo CACFP {cqlirslcnts, iD Ndet Plcrc mrk your pcfrene .lq!ryJ-P**-
6- ll

proridcr rnust proridc ilfsrt cqeal md

other foqls *hs tour infant it
der clopmarlallv r*dy to 4.dpt thcil.

I wut the pro! ide, to prolidi the illart cereal ad ottrq fwds fm orj, infant.

i xrll bring the in&rt r'real o&u uher l'q>d: for my iufaot

Vy child is NOI'&\.lopfr$tairy renbl fi{ sljd fo$dr. I w;t, ioionn llrc P|orids
nhm ad dsignete thc soli<l ford(s) to be fukodrcrd lo rny irfs,rt &l rhst lime.



CACFP MEAL BENEFIT INCOME ELIGIBILITY FORi, (Child Care)

Part l. All flouichold llembcrs
i!{amc oLf, nrclled Child(reni:

itiames olrll housrbold members

(Irirst. lUiddle Initial, I.ast)

CHECK IFAFOSTER CIITLD (THE

LEOAI, RESPONSIBILITY OT A

II'ELFARE AGENCY OR COURI')
I IT ALL CHII"DREN LISTED BELOW

ARE TOSTER CHILDREN, SKIP'TO

PART S TO SIGNTHIS FORM

CHECK

IF NO

INCO||{ti

D l
t] !
tJ
D

rl
Part 2. Benefits: lfany member ofycur household receives SNAP, TANF, or FDPIR, provide the natnB and eligibility nuntrer for the person

rvho receives benefits. If no one rtceives (hesc bencfits, skip to part 3.

NAME; ELIGIBILITY NUMBTJR:

Parl 3, (Applies only lo parents/guardlans rith childrco enrollcd in a dny cart hornc) If any member ofyour household receives benefits
listedonlheenclosedl,istofEligibleFederullStateFundedPrograns(H1660),providethenameoftheprogramandeligibility nurnber:

NAME: ELlClBILll Y Nl;ivtBER:
Check here if no case ftumber fl
Part 4. Total Houschold Grcss locome-You must t ll rs how much aad how oftcr

A- Name

{Lisi only househdd members with
incone)

B. Cross incomc and how often it rvrs rectived
Note: Self-employed reForl incorne after expenses in box 1

1. Eamings fom \rtrk
betor€ deduc-lions

2. \^Eifare, child
supporl, alimony

3. Pensions, retirement,
Social Security, SSl, VA
lFncfils

4. All Olher lncome

(ExanPte)

$200/*eeklv Sl50/t\ric€ ar(tolth Sl00/monthlv 52O0,/bi-monthly

s S $ S

S s/ $ S

s $_ /. (
S

$ __---/-__.__ ._ S </ s_-___, /.__
lq $-* __ _i- $ $

Psrt S, Signoturc rnd L.st t.onr Dlgits ofsorlol Serurtty N*mber (Adult must sigo)

An adult household member must sign rhis lbrm. If Psrt 4 is complered, rhe Edutt signing thG form must rtso lbt rhc tsst four digits of his or her
Smlal Smurlty f{umber or mark lhe "I ds nol hrre a Sochl Scrurliy Numbtr" bor, (See Privacy Act Statement on the next pige.)

I cerlifu lhol oll lnfarmallon an lhlsform ls lrae and lhsl all htcome is rcporled. I andersland thal lhe cedter or dus^ tare home wlll ga Fedcral {unds
b6ed od (he ldjrotfrqrioa f gtee I lnde6lud thal CACFP otlciers frry- ve.lly ,he lnfomotioh, I uideEtand thil lf f porposet, gio.tdlse
ln/ilmo1lon, lhc participnnt rscpit'lag mesls da! lose the meal benefits, nnd I moy be prosecflled.

Sign herc

Date:

Print name:

Addrcss Phona Number:

City: State: Zip Code:

i ast four digits of Social Secrrritl'Nurnaur. B t do not have a Sociat Securitv Nu,nler

C.{CFP l\real BeEEt lncsme Eligibiliry*

Child Cuc l:onn
Posc t

\{arch 2C2}



CACFP MEAL BENEFIT lNCOlltE ELIGIBILITY FORM (Child Care!

Part 6, Particlperitrs Gthoic and recial identities (optlonal)
Mark one ethrric idenlity: Mark one or rnore racral ldentrties:

f] Hispanic or Latino

fJ Not liispanic or Latino

Asian

Whitc

Black or A&icarr American

tr
n

tr
n
n

Americart lndian or Alaska Native

Nalive l{arvaiian or O&er Pucific Islander

Part 7. Sharing lnformation llYlth Other ProgEms: OPTIONAL
The above infolmation may be disclosed for the purpose of enrolling children in the Children's Heahh lnsuraflce Program
(cHlP). Parents/guardians are not required to consent to such disclosure and electing not to allow disclosure will nol
adversely affecl a child's elQibility.

E I C9 oloct to allow my household information to be disclosed.

tr t dg-no! glect to allow my housahotd information to be disclosed.
Don't flll out ihis prrt, 'fhis is for ofliciel usc only.

Annual lncome Conversion: Weekly x 52, Every 2 \Yceks x 26, Trvice A Month x 24, Monthly x l?

Iotal lncome:-Per: E u'*r, D Ercryz\tets, E r*;*rt:rt**, El vonttr, fl y* Housrhsldsizc:

Cat€gorical Eligibility:_ hte WhMra$n:

R€ason:

Eligibility: fr.c_ Reduc€d_ Denied_ Tierl__ Tierll_

Determining Otlicial's Signthrre: Date:

Coniirming Ol'licial's Signature:

F olloq.up ORiciaj's Sigrature:

PrhecX,lct Strtementl
Tite Richard B, Russeil National School Lunch Act requires tJrc inlbrmation on dris applicatioa You do not have to givE ihe information, but ifyou do not,

$e canno! approee the participant lbr l'ree or reduced price rncals. \bu must includc thc last four digits ofthe Social Security Number ofthe adult household

metnber rvhn signs &e applicaticn. 1 he Social Securily Nurnhcr is not ruluiretl rhen you apply on hehallola fo:tcr clrild or you list a Supplemental

N[tritionAssis(ance Program (SNAP), 1'ernporary Assistance forNecd]' Farnilies (1ANir) Prograrn or Ijood Distribution Progmm on Indian Re.seryations
(SDPIR) eligibilit) rumber for rhe participrnt or other (FDPIR) identitier or rvhen you indicate thzt the adull household member signing the application
dces *ot hale a Social Security Number. \Ye *ill use your info:mation to determine ilthe participant is eligitrle for free or reduced price mealq end i'or

administrati0n and eniorcement of the Program.

Non-dlstrimlnetion Stetcmcnt:

and employes, ond institutioff panicipating in or adminisierinS USDA progmms cre prohibited fiom discriminating based on racg cotor, national origin, sex,

disability, agc, or repr,sal ot retaliation lor pnor civil rights activiB- in eny program or aflivity conducted or funded by USDA.

Persons uith disabilities *hn reqoirc alleorative means ol'conununication for program infornration (e.g. Braille, large print, aucliotape, American Sigo
Language. etc ), should contact th€ A8ency (Stale or lxol) *hcro thcy opplied for trncfia. hldivi{ruals rtho Ere deaf, hard ofhearing or have speech

disabilities may contaci USDA through the Federal Rela1, Service at (800) 8??-8339. Additionally, program inlormation muy be marle availabie in languages
other than English.

To file a program complainl of diserinrinatio& eomplele the i \ r:.'r i,,, r-,,.:,;: l.:r \ , ,:,trr i.ri t,:r. ( ii,tr.::.:ii:i I ..r rt, , {AD-3027) found oniine al:

the lelter all of the infonnaliott requested in the fom. To reguBt a copy of llre cornplaint fonn, call |S$trr 637-q992. Submit your compleled th.m or leler
to LJSDA hy:

{l) mail:U.S.DepanrnentofAgrieultura (2}t-ax:(202}6m-74421 or{3)email:,-:,.:,,,,,,:'.;.'.,,1 .;,1i.,;,ru
Offrce of the Assislant Secretary for Civil Righrs
1400 Independence Avenui:, SW
Washington, D.C. 2025G94t 0.
This instilution is an equal opportuniry povider.

C'nCFP l{al Bcrelit ID.iltr€ Eli€ilriiirv
( hild C{e fo$r

plEe 2

\'lach 2021



Solutions

Parent Orientation Checklist

Name of child:

Name of parent/guardian:

i: Opportunity to tour the facility

: lntroduction to the staff

r: Parent visit with the classroom caregiver

; Overview of the parent handbook

,: Policy for arrival and late arrival

r Opportunity for an extended visit in the classroom by both myself and my child for a period of time to

allow us both to be comfortable

n Explanation of the Texas Rising Star Program

u Encouragement to share elements of my CCS enrollment so that the provider may assist, if applicable

r: Family support resources and activities in the community

r Child development and developmental milestones

Expectations of fa milies:

:-r The significance of consistent arrival time, including:

-before the educational portion of the school begins

-impact of disrupting other children's' learning

-the importance of consistent routines in preparing children for the transition to Kindergarten

= Statement about limiting technology use on site to improve communication between staff,

children and families

r Statement reflecting the role and influence of families

I acknowledge that I have received the information above.

ParentlGuardian Signature Date

Staff Signature

lvoridorce Solutions i an equ3l opportunity employer/program. Ar_rxiliary

aicis and seruices are available upon request to individuals with disabilities.
Relay Teras; 1.8m.735.2989 (TOD! 1.800.735.2988 {voice} or 71i

Date

i ': ,rn*r*r,fiif,*f::ie i':tri.



Dlscoyerv -Yea rs. I nc. Pol icies ? ngl G u idel ines

Parent's Aeknowledgement

Ihis is to acknowledge that I have been provided with a copy of Discovery Years lnc.'s Policies and Guidelines

(Signature-Parent) (Date)

(Child's Name)

iChild's Namei

(Child's Namei



Discovery Years
Early Learning Center

Doctor's Statement

Child's Name

?tI have examined the above named child yithin the past 12 months
aad:have found him&er to'be'in good health, *J a!" a"* *v
coatagious disease. Helshe Eay partielpate in all goup activities,

Physician's'Name:

Address:

Phone:

FhSrsician's Signature Date



Emergency Preparedness PIan
Discovery Years Early Learning Center

6847 Addicks Satsuma Rd.

Houston, Texas 77A84

When Fire Alarm Sounds

Teachers must take their classroom roll sheets and ali of their students to the fence at the rear of
the property. Each teacher is then responsible for taking roll for their class. Once all children

are accounted for, teachers and students should stay put, and wait for further instructions- When
the "all clear" signal is given, everyone may re-enter the building, and report back to their

respective classroom.

Emergency Evacuation Plan

If relocation is needed in an emergency situation such as fire, flood, toxic fumes, etc...
The first responsibility of staffis to move children to a designated safe area.

Designated safe area:

Discovery Years
7020 Fry Rd.

Cypress,'Iexas 77433
28 1-861-87ss

Teachers will take children to the barn area and shut the gate behind them. Teachers rvill
supervise children until buses arrive- Teachers will kick out a few boards in the fence so

children can be loaded one at a time onto a bus. Roll will be taken to make sure all children are
accounted for. Information for notifuing parents and child care licensing will be found in tiie
emergency preparedness binder. Teachers are responsible for keeping children safe and calm.

In Case of Inclement Weather

Teachers must take their classroom roll sheets and all of their students to the hall nearest their
toom. Students should be instructed to sit, facing either wall (north or south), with their heads in

their laps, and their hands over their heads. Each teacher is then responsible for taking roll for
their class. Once all children are accounted for, the teachers should assume the same sitting

position as the children, and *'ait for further insffuctions. When the "all clear" signal is giver:.,
everyone may report back to their respective ciassrooms.

Signature of employee Date
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I gLASSRooM suPPLY LrsT Il-r
I MARKERS 2 PKG.'' II ffitfi$S-ruMBo *RLG 2 PKG.,' i
I cLUE z BorrLES I
I xt EENEx 2 BoxES I
I BABY WIXPES - 80 COUNT 2 PKG.'S I
I PLAYDOUGH-QTY4 I PACK I
I GALLON ZTPLOCK BAGS 2 PKG.'S 

II r

I cLorHES I
| ,rffi-mErcN sHouLD HAvE A ruLL cHANGE oF cLorHES rN THErR I1 CUBBIES. PLEASE PLACE CLOTHES IN A GALLON SIZE ZIPLOCK BAG \trITH II SHILD,S FULL NAME PRINTED oN CLoTHING ITEMS AND oN THE BAG. II I
I DTAPERS I
I EHILDffisTILL IN DIAPERS NEED To SUPPLY: I
I :DIAPERS I
I "TWO 80 COUNT BOXES Or BABY WrPES AT THE BEGrr$NrNG OF EACH MONTH. 
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I BLANKETS II 

-

I 
,ISCOVERY YEARS WILL PROVIDE EACH CHILD WITH A MAT AI{D BLANKET. 
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