Downe Township Elementary School .
Kids’ Center Powered by ¥ Wy
A CompleteCare Health Network COm paeﬁeéﬁﬁ e

School-Based Youth Services Program

Counseling * Recreation/Envichment » Academic Support ¢ Community Resources © Prevention

CONSENT FORM

The goal of Kids’ Center, a School-Based Youth Service Program funded by generous grants from the new Jersey Depart-
ment of Children & Families {DCF) and under the direction of CompleteCare Health Network (CCHN), is to help youth people
navigate their adolescent years, finish their education, obtain skills leading to employment or continuing education, and
graduate happy, healthy, and drug/alcohol free, With this purpose in mind, Kids' Center provides a comprehensive set of
services to students and families with the Downe Township Elementary School community. Any student attending this
school is eligible to receive services with parental consent.

Services include:
» Individual, Group, and Family Support Counseling
« After-School Recreation & Enrichment Opportunities
+ Alcohol, Drug, and Violence Prevention Programs & Health Education
+ Healthy Youth Development & Life Skills
- Academic Support, Tutoring, Mentorship, and Post-Graduation Planning, Linkage to Commuinity Resources

X ‘ consent to have
Parent/Guardian {PRINT) Student Name (PRINT)

receive services provided by the School-Based Youth Service Program (SBYSP) of Downe Township Elementary School, ex-
cept:

| consent to the Kids’ Center School-Based Program obtaining appropriate school records and collaborating with DTE staff.
I understand important information about by child will not be released without prior consent. | also consent to allow my
child to be photographed in group settings for media publications about the school program and to participate in School-
Based Program surveys to determine the effectiveness of our services.

(Initial Here} | understand that CompleteCare Health Network abides by all state/federal HIPPA laws and that a copy
of the “Notice of Privacy Practices” & “Patient’s Rights” can be found online at www.downeschool.org, at our office within
the school, or at any CompleteCare Health Network site within the southern New Jersey area. Please know that no personal
information will be released unless appropriate permission is given by the student and/or guardian.

{1 1 consent to allow CCHN to treat me via a telemedicine visit as needed or requested,
L] lunderstand that copy of my rights as a patient is hanging in the health center and a copy is available upon request.

(] lunderstand the notice of privacy practices is posted in the health center and 1 understand that a copy is available upon
request.

[] Please check here if you want a hard copy of the “Notice of Privacy Practices” & “Patient’s Rights” sent to your home
address.

PARENT/GUARDIAN SIGNATURE DATE STUDENT SIGNATURE DATE



REGISTRATION FORM

Counseling  Recreation/Enrichment » Academic Support ¢ Community Resources ¢ Prevention

1. Student Name: 2. Student ID Number:
3. Address:

4, Phone Number: 5. Date of Birth:

6. Gender: 7. Grade:

8. Ethnicity: Black White Hispanic/Latino Asian Multi-Racial Other

9. Who can we thank for referring you to Kids’ Center?
Self Friend Parent Nurse Guidance/CST Teacher Principal Other

10. What type of medical insurance to you have? (SBYSP does not bill insurance for any service.}
Medicaid NJ Family Care Private Do Not Know Other

11. Parent/Guardian contact information:

Name:

Home Phone; Work Phone: Cell Phone:

Relationship to student:

Name:

Home Phone: Work Phone: Cell Phone:

Relationship to student:

Please answer the following questions:
The following questions will assist us in linking your family with appropriate community resources.

Is your child currently a patient at CompleteCare Health Network: L]Yes
Are you currently receiving state services, like NJ Family Care, TANF, or WIC? £ 1Yes
Do you have a primary care provider? : [Yes

Would you like information on? [} Medical Insurance [ Dental Insurance [1Eye Care []Behavioral Health

Should you have questions or concerns, do not hesitate to contact our office at 856-447-4673 x5. Thank you!

[INo
CINo
[INo



Community Health Care, Inc.

School Based Progrants
KIDS? CENTER
School Age Child Care
REGISTRATION FORM
Stndent Name: PHONE #:
Birth Date ; - Grade: Homeroom Teacher:
Home Address:

Please circle all days you wish your child to attend the Kids’ Center AFTERNOON School Age Child Care Program:

MONDAY TUESDAY WEDNESDAY - THURSDAY - FRIDAY

or

AS NEEDED

* Please Note: Children signed up for Kids’ Centers SACC on an “AS NEEDED” basis MUST have a note seat to school by the
parent or guardian the day you wish your child to attend. Ifthe child does not have a written note, they will not be able to attend.

Persons Authorized To Pick Child\Children From Kids’ Center and act in my behalf in the event of an Emergency;
{ Other than PARENT)

NAME: ] 'RELATIONSHIP: PHONE:
NAME: RELATIONSHIP: PHONE:
NAME: : RELATIONSHIP: PHONE:
Mother’s Name: Home Phone: Cell:

Mother’s Employer: Work Phone:

Father’s Narne: Home Phone: Cell:

Father’s Employsr: Work Phone ;

**Custodial Information:
If a2 non-custodial parent is not inciuded among those persons authorized by the custodian parent to pick up the child, please

explain below and attach a copy of the appropriate documents.

*#*++If there is a CUSTODY arrangement we MUST have a copy.

(Please complete the reverse side of this form and complete all signature sections)

BY MY SIGNATURE, I ATTEST TO THE FOLLOWING:
v :
1. That the information listed on the Teverse side of this form is true and correct.

2. That in the event of a medical emergency, I authorize the Kids’ Center to seek EMEergency medical care for my child as deemed

necessary by the Director,



3. ThatI have received the “Information to Pareafs Document™.

4. That I have received the Kids™ Center Handbook.

5. I consider my child, -, in good health is physically fit and is able to participate in all Kids®

Center School Age Child Care activities.

6. I give permission for my child/children to be photographed for program use only.

7. I give permission for my child/children to leave the . .M SACC Program and help teachers or support staff.  YES NO

Parent/Guardian Sigaature* Date

#E%ECustodial Information: . .
If a non-custodial parent is not included among those persors authorized by the custodian parent ta pick up the child, please

explain below and attach a copy of the appropriate documents.” (Court Order)

T
-a

MEDICAL INFORMATION

Office Pﬁone:

CHIL];)"S PHYSICIAN’S NANE:

Physician’s Address: -
Dees your child have any allergies or medical conditions? If so piease list:
NO YES*

Is your child allergic to bee stings or have any food allergies?
*If yes, please describe the allergy and what should be done:

Does your child take any medications? NO . YES*
*If yes, please list: '

Is there any information you can share with us that will be helpful for us to know-about your child? If'sc, please list: |

**Should there be any changes Please contact the Kids® Center Office immediately.

revisedsacc.reg 09108 h (85 6) 447—4673 Opth]l #5



Dear Parents,

In keeping with New Jersey’s Child Care Licensing requirements, we are obliged to provide you, as the
parent of a child enrolled in our center, with this informational statement.

The statement highlights, among other things: your right to visit and observe our center at any time
without having to secure prior permission ; the center’s obligation to be licensed and to comply with
licensing standards; and the obligation of all citizens to report suspected child
abuse/neglect/exploitation to the State's Division of Youth and family Services (DYFS).

Please read this statement carefully and, if you have questions, please feel free to contact me at:

856-447-4673 option #5

Sincerely, —_—
/"J \

"/S't@ “oordinator |

Please complete and return this portion to the center. (Please Print)

Name of Child:

Name of Parent\Guardian:

| have read and received a copy of the Information to Parents statement prepared by the Bureau of

Licensing in the Division of Youth and Family Services.

Signature: Date:

Downe Township Elementary Schoot

220 Main Street Box 809 Newpart, N} 08345 (856) 447-4673 option # 5



Department of Children and Families
Office of Licensing

INFORMATION TO PARENTS

Under provisidns of the Manual of Requirements for Child Care Centers (N.J.A.C. 3A:52), every licensed child
care center in New Jersey must provide to parents of enrolled children written information on parent
visitation rights, State licensing requirements, child abuse/neglect reporting requirements and other child care
matters. The center must comply with this requirement by reproducing and distributing to parents and staff
this written statement, prepared by the Office of Licensing, Child Care & Youth Residential Licensing, in the
Department of Children and Families. In keeping with this requirement, the center must secure every parent
and staff member’s signature attesting to his/her receipt of the information.

Our center Is required by the State Child Care Center Licensing law to be licensed by the Office of Licensing
(O0L), Child Care & Youth Residential Licensing, in the Department of Children and Families {DCF). A copy of
our current ficense must be posted in a prominent location at our center. Look for it when you're in the
center.

To be licensed, our center must comply with the Manual of Requirements for Child Care Centers (the official
licensing regulations). The regulations cover such areas as: physical environment/life-safety; staff
qualifications, supervision, and staff/child ratios; program activities and equipment; health, food and nutrition;
rest and sleep requirements; parent/community participation; administrative and record keeping
requirements; and others.

Our center must have on the premises a copy of the Manual of Requirements for Child Care Centers and make
it available to interested parents for review. If you would like to review our copy, just ask any staff member,
Parents may view a copy of the Manual of Requirements on the DCF website at
http://www.n].gov/dcf/providers/licensing/laws/CCCmanual.pdf or obtain a copy by sending a check or
money order for $5 made payable to the “Treasurer, State of New Jersey”, and mailing it to: NJDCF, Office of
Licensing, Publication Fees, PO Box 657, Trenton, NJ 08646-0657.

We encourage parents to discuss with us any questions or concerns about the policies and program of the
center or the meaning, application or alleged violations of the Ma nual of Requirements for Child Care Centers.
We will be happy to arrange a convenient opportunity for you to review and discuss these matters with us. If
you suspect our center may be in violation of licensing requirements, you are entitled to report them to the
Office of Licensing toll free at 1 (877) 667-9845. Of course, we would appreciate your bringing these concerns
to our attention, too.

Our center must have a policy concerning the release of children to parents or people authorized by parents
to be responsible for the child. Please discuss with us your plans for your child’s departure from the center.

Our center must have a policy about administering medicine and health care procedures and the management
of communicable diseases. Please talk to us about these policies so we can work together to keep our children
healthy.

Our center must have a policy concerning the expulsion of children from enrollment at the center. Please
review this policy so we can work together to keep your child in our center.

Page1of2
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Parents are entitled to review the center’s copy of the OOL’s Inspection/Violation Reports on the center,
which are available soon after every State licensing inspection of our center. If there is a licensing complaint
investigation, you are also entitled to review the OOL's Complaint Investigation Summary Report, as well as
any letters of enforcement or other actions taken against the center during the current licensing period. Let us
know if you wish to review them and we will make them available for your review or you can view them online
at https;//data.nj.gov/childcare explorer. :

Our center must cooperate with all DCF inspections/investigations. DCF staff may interview both staff
members and children. :

Our center must post its written statement of philosophy on child discipline in a prominent location and make
a copy of it available to parents upon request. We encourage you to review it and to discuss with us any
guestions you may have about it.

Our center must post a listing or diagram of those rooms and areas approved by the OOL for the children’s
use..Please talk to us if you have any questions about the center’s space.

Our center must offer parents of enrolled children ample opportunity to assist the center in complying with
licensing requirements; and to participate in and observe the activities of the center. Parents wishing to
participate in the activities or operations of the center should discuss their interest with the center director,
who can advise them of what opportunities are available.

Parents of enrolled children may visit our center at any time without having to secure prior approval from the
director or any staff member. Please feel free to do so when you can. We welcome visits from our parents.
Our center must inform parents in advance of every field trip, outing, or special event away from the center,
and must obtain prior written consent from parents before taking a child on each such trip.

Our center is required to provide reasonable accommodations for chiidren and/or parents with disabilities and
to comply with the New Jersey Law Against Discrimination (LAD}, P.L. 1945, c. 169 {N.1.S.A. 10:5-1 et seq.), and
the Americans with Disabilities Act (ADA}, P.L. 101-336 (42 U.S.C. 12101 et seq.}. Anyone who believes the
center is not in compliance with these laws may contact the Division on Civil Rights in the New lersey
Department of Law and Public Safety for information about filing an LAD claim at (609} 292-4605 (TTY users
may dial 711 to reach the New Jersey Relay Operator and ask for (609) 292-7701), or may contact the United
States Department of Justice for information about fl!mg an ADA claim at (800) 514-0301 {voice) or (800) 514-
0383 (TTY),

Our center is required, at least annually, to review the Consumer Product Safety Commission (CPSC), unsafe
children’s products list, ensure that items on the list are not at the center, and make the list accessible to staff
and parents and/or provide parents with the CPSC website at https://www.cpsc.gov/Recalls. Internet access
may be available at your local library. For more information call the.CPSC at (800) 638-2772.

Anyone who has reasonable cause to believe that an enrolled child has been or is being subjected to any form
of hitting, corporal punishment, abusive language, ridicule, harsh, humiliating or frightening treatment, or any
other kind of child abuse, neglect, or exploitation by any adult, whether working at the center or not, is
required by State law to report the concern immediately to the State Centraf Registry Hotline, toll free at (877)
NJ ABUSE/(877) 652-2873. Such reports may be made anonymously, Parents may secure information about
child abuse and neglect by contactmg DCF, Off:ce of Communications and Leglslation at (609) 292-0422 or go
to www,state.nj.us/dcf/. :

Page 2 of 2
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COMMUNITY HEALTH CARE, INC,
PATIENT RIGHTS

Bach patient receiving services in this ambulatory care facility shall have the following nights:

1. To be informed of these Tights, a¢ evidenced by the patient’s Vritten acknowledgement, or by documentation by staff in the medical
record, that the patient was offered a written copy of these ughts and given a written or verbal cxplanabon of these rights, in terms of any
rules and regulations it has adopted governing patiént conduct in the facility; . . v

2. To be informed of services available in the facility, of the names and professional stafus of the personned providing and/or responsible
for the patient’s care, and of fees and related charges, including the payment, fes deposit, arid refind policy of the facﬂity and any
chayges for semc:s not covered by sources uf third-party payment or not covered by the facl.hty 3 basic rate;

3. Tobe mformed if the facility has authorized other health care and educational institutions to participate in the patient’s treatment. The
patient also shall kave the right to know the identity and fimction of these institations, end to refuse to allow their participation in the
patient's treatment;

4, To receive from the patient’s physician(s) or clinical practitioner(s), in terms that the patient undesstands, 4n explanation of his or her
complete medical/health condition or diagnosis, recommended treatment, treatment options, including the option of no treatment, risk(s)
of treatment, and expected result(s). If this information would be detrimental to the patient's health, or if the patient is not capable of
understasiding the information, the explanation shall be provided to the patient’s next of kin or guardian. This release of information to
the next of kin or guardian, along with the reason for not informing the patient directly, shail be documented in the patient's medical
record;

§. To participate in the planning of the patient’s care and teatment, and to refuse medication and treatment. Such r-:fmsal shall be
documented in the patient’s medical record;

6. To be included in experimental Tesearch, only when the patient gives informed, written consent to such participation, or when a
guardian gives such consent for an incompetent patient in accordance with law, rule and regulation. The patient may refuse to participate”
fn experimental research, including investigation of new drugs and medical devices;

7. To voice prievances or recommend changes in policies and services to facility personnel, the governing authority, and/or outside
representatives of the patient’s choice either individually or as a group, and free from restrnint, interference, coercion, discrimination, or
reprisal; ’

8. To be free from mental and physical abuse, free from exploitation, and free from usz of restraints unless they are authorized by a
physician for a limited period of time to protect the patient or others from injury. Drugs and other medications shall not be used for
discipline of patients or for convenience of facility personme;

g, To confidential treatment of information about patient information in the patient's medial record shall not be yeleased to anyone
cutside ‘the” facility withoui the patient’s approval,.imless another health care facility to which the patient was™ transferred rcqunes
informatiof, or vnless the release.of mformation is required'by and permitted by law, a-third-party payment contact, or 4 peer 1eview, or
unless the information is nesded by the New Jersey State Depa.rtment of Health for statutorily authorized purposes. ‘The facility may
zelease data about the patient for studies containing aggrcgated statistics when the patients identity is maskcd

10. To be treated with courtesy, consideration, respect, and recognition of the patient’s dignity, individuality, and right to privacy,
including but not limited to anditory and viswal privacy., The patient’s privacy shall also be respected when facility personnel are
discussing the patient;

11. To not be required to perform ‘work for the facﬂ:ty waless the work is part of the pa.txent’s treatment and i§ performed voluntary by the
patient. Such work shall be in accordance with local, State, and Federal Jaws and rules;

12, To exercise civil and religious Yberties, including the right to independent pe.rsonal decisiors. No religious benefits or practices, or
any atiendance at religions services, shall be imposed upon thew patient;

13. Ta not be discriminated against because of age, race, religion, sex, nafionality, or ability to pay, or deprived of any constitutional,
civil, and/or legal rights sulcly Because of receiving services from the. facility;-

14. To give nformed, written consent prior to the start of specified’ non—e.mcrgency pmcedmcs or treatments only after a physician has
explained specific details about the recommended procedure or ireatment, the risks involved, the possible duration of incapacitation and
any reasonable medical eltemnatives for care and treatment;

15, To receive a copy of the CHCI payment rates and an itemized bill and an explanation of the charges upon request. The pahcnt has
the right to appeal the charges. . X

16. To have prompt access to the information contained in the-patient’s medical record, unisss a physician prohibits such access as
detrimental to the patient’s health,

17. To be assisted in obtaining public assistance and the private health care benefits to which the patient may be entitled. This includes
being advised that they are indigent or lack the ability to pay and that they may be eligibie for coverage, and receiving the information
and other assistance needed to qualify and fite for benefits or reimbuzeement,

18. To be given a summary of the CHCI patients rights, as approved by the New Jersey State Department of Health, and any additional
policies and procedures estzbiished by the hospital involving patient rights and responsibilities. A summary of these patient rights, as
approved by the New Jersey Department of Health, shall be posted conspicuously in public areas at Comraunity Health Care, Inc.

19, Patisnt(s) or family member{s} who have 2 qusstion or want to file a complaint about pessible patient rights violatons, piease call the
Administrative Staff at Community Health Care, Inc. Bridgeton: 451-4700;

20, Patients have the right to appropziate assessment and management of pain.

21, Patients have the right to be involved in all aspects of care, and the patient care process respects patient’s psychosocial, spiritual and
cultural values.

72, Patieats have the right to receive assistance in formulating advance directives.

Signature (Patient/Guardian} Date c: Patient Rights: 11/00




COMMUNITY HEALTH CARY, INC.
PATIENT RESPONSIBILITIES

Bach Patient receiving services in this ambulatory care facility shall have the following responsibilities:

)

2)

3)

4)

5)

6)

7

8)

9)

1t is very important that you keep ail of your appointments and you must show up on time or you
may not be seen. If you cannot keep your scheduled appointment, you must call and notify us
before 24 hours prior to your appointment. Failure to do so will result in a “no show” and three
(3) no-shows within a 3-month period can result in dismissai from the practice.

Please bring all of your insurance cards at every visit or you will be required to pay at the time of
the visit. Also, bring with you to every visit — all of your medications. Bring your children’s Shot
Records to each visit.

If you have an emergency on the weskend or after the office is closed, you may call (856) 451-
4700 in Bridgeton or (856) 691-3300 in Vineland.

Please call for prescription refills or routine problems when the office is open. Please note that
referrals and prescription refills will be done within 48 howrs or two working days following
receipt of your callirequest. .

Our doctors work only at Bridgeton and Newcomb hospitals. ‘We request that you only use
Bridgeton and Newcomb Emergency Rooms, unless it is a life threatening emergency and the
ambulance has fo take you to another hospifal. Please call the dector before you go to the
emergency room,

You will be given a card with your own Doctor’s, Nurse Practitioner’s or Dentist’s name on it,
Please always ask for your appointments with that Doctor, Nurse Practitioner or Dentist so you
can see them each visit,

It is your responsibility to provide accurate and complete information about complaints, past
illnesses, hospitalizations, medications, advance directives, ailergies and other matters of care.

Tt is your responsibility to follow the plan of care recommended and/or follow-up instructions
recommended by your Health Care Provider, and understand the consequences of non-compliance.

5

Tt is your responsibility to tell us when you do not understand a treatment course ot care decision,

Patient/Guardian Signature Date

Chart #

c:PatisntResponsibilitiesE . X 11700



EXPULSION POLICY
NAME OF CENTER:

Unfortunately, there are sometimes reasons we have to expel a child from our program either on a short term or
permanent basis, We want you to know we will do everything possible to work with the family of the child{ren)
in order to prevent this policy from being enforced.

The following are reasons we may have to expel or suspend a chiid from this center:-
IMMEDIATE CAUSES FOR EXPULSION: :
o The child is at risk of causing serious injury to other children or himself/herself.
o Parent threatens physical or intimidating actions toward staff members.
o Parent exhibits verbal abuse to staff in front of enrolied children
PARENTAL ACTIONS FOR CHILD’S EXPULSION:
o Failure to pay/habitual lateness in payments.
Failure to complete required forms including the child’s immunization records.
» Habitual tardiness when picking up your child.
Verbal abuse to staff. '
Other {explain):

CHILD’'S ACTIONS FOR EXPULSION:

s Failure of child to adjust after a reasonable amount of time,
Uncontrollable tantrums/ angry outbursts.
Ongoing physical or verbal abuse to staff or other children.
Excessive biting.
Other (explain):

®

SCHEDULE OF EXPULSION:

If after the remedial actions above have not worked, the chitd’s parent/guardian wiil be advised verbally and in
writing about the child’s or parent’s behavior warranting an expulsion. An expulsion action is meant to be a period
of time so that the parent/ guardian may work on the child’s behavior or to come to an agreement with the center.
The parent/guardian will be informed regarding the length of the expulsion period and the expected behavioral
changes required in order for the child or parent to return to the center. The parent/guardian will be given a specific
expulsion date that allows the parent sufficient time to seek alternate child care (approximately one to two weeks’
notice depending on risk to other children’s welfare or safety).Failure of the child/parent to satisfy the terms of the
plan may result in permanent expulsion from the center. '

A CHILD WILL NOT BE EXPELLED IF A PARENT/GUARDJ’AN:

o Made a complaint to the Office of Licensing regarding a center’s alleged violations of the licensing requirements.
o Reported abuse or neglect occurring at the center.

o Questioned the center regarding policies and procedures,

s Without giving the parent sufficient time to make other child care arrangements.

PROACTIVE ACTIONS THAT CAN BE TAKEN IN ORDER TO PREVENT EXPULSION!

e Try to redirect child from negative » Document the child’s disruptive behavior and maintain
behavior. confidentiality.

e Reassess classroom environment, » Give the parent/guardian written copies of the disruptive behavior
appropriateness of activities, supervision. that might lead to expulsion.

¢ Always use positive methodsand . e Schedule a conference including the director, classroom staff, and
tanguage while disciplining children, parent/guardian to discuss how to promote positive behaviors.

» Praise appropriate behaviors. e Give the parent literature of other resources regarding methods of

s Consistently apply consequences for rules. '~ improving behavior,

o Give the child verbal warnings. « Recommend an evaluation by professional consultation on

a Give the child time to regain control. premises.

et C e s Recammend an evaluation by lacal.school district study team....

ODL/EXPULSION POLICY/ 9.6.2017 .



COMPLETE CARE, INC.

POLICY AND PROCEDURE MANUAL

G TR A AT D TR AT AR ST AT ST ARLY EOK

[Subject: TV/Video Game Viewing/Playing Policy _ PAGE: 01 _ OF 01|

EEFECTIVE DATE: 1-1-2016

Department: School RBased - SACC DATED: 1-12016
L Distribution: Kids’ Center Staff, Complete Care Director

Policy:

1. Kids Center Staff will ensure use of TV/computer/video 13
educationalfinstructional and age/developmentally appropriate, and not used asa
substitute for planned activities for passive viewing.

2. For Special Needs students, Kids' Center staff will comply with student's
Individualized Education Plan.

Responsibility

A Director

B. SACC Staff
1. Procedure

A All SACC Staff will monitor TV/computer/video viewing by students during Kids’
Center PM SACC Program.

B Staff Director will be responsible for reviewing IEP for special needs students and
communicated pertinent recommendations to staff.

15



Disciplinary Policy

Methods of guidance and discipline used at Kids’ Center SACC will be positive,
consistent and appropriate for the child's age and developmental capabilities.

Verbal Warning -Students engaging in behaviors that are in violation of the rules
of conduct or deemed inappropriate will receive a verbal warning. Staff will
identify and discuss with students the infraction and reinforce behavicral
expectations.

Whritten Warning - Parents will receive written documentation of the incident.
Kids' Center staff will discuss the nature of the infraction with parent when they
are presented with the written warning. This wilt give the parent an opportunity to
speak with the child and review the Kids' Center rules of conduct.

Second Written Warning - Parents will again receive written documentation of |
the incident. Kids' Center staff will discuss the nature of the infraction with parent
when they are presented with the written warning. Parents will be advised that
further infractions may lead to a suspension from the program.

Continued infractions, inappropriate behavior may resuit in suspension from the
Kids' Center program. Suspensions may range from cne day to one week based
on the nature of the infraction. |t will be required that a suspended child attend a
conference with a parent and the Kids’ Center Coordinator prior to returning to
the program

Additionally, Kids' Center reserves the right to expel a student for an indefinite
period of time for ongoing conduct issues or inappropriate behaviors that create
an unsafe or inhospitable environment for our students.



POLICY ON THE RELEASE OF CHILDREN

Fach child may be released only to the child’s parent(s) or person(s) authorized by the parent(s) to
take the child from the center and to assume responsibility for the child in an emergency if the
parent(s) cannot be reached.

If a non-custodial parent has been denied access, or granted limited access, to a child by a court
order, the center shall secure documentation to that effect; maintain a copy on file, and comply with
the terms of the court order.

If the parent(s) or person{s) authorized by the parent(s)' fails to pick up a child at the time of the
center’s daily closing, the center shali ensure that:

1. The child is supervised at all times;

2. Staff members attempt to contact the parent(s) or person{s) authorized by the parent{s); and

3. Anhour or more after closing time, and provided that other arrangements for releasing the
child to his/her parént(s) or person(s) authorized by the parent(s), have failed and the staff
member(s) cannot continue to supervise the child at the center, the staff member shall call the
24-hour State Central Registry Hotline 1-877-NJ-ABUSE (1-877-652-2873) to seek assistance in
caring for the child until the parent(s) or person(s) authorized by the child’s parent(s) is able to
pick-up the child,

If the parent(s) or person(s) authorized by the parent(s) appears to be physically and/or emotionally
impaired to the extent that, in the judgment of the director and/or staff member, the child would be
placed at risk of harm if released to such an individual, the center shall ensure that:

1. The child may not be released to such an impaired individual;

2. Staff members attempt to contact the child’s other parent or an alternative person(s)
authorized by the parent(s); and

3. If the center is unable to make alternative arrangements, a staff member shall call the 24-hour
State Central Registry Hotline 1-877-NJ-ABUSE (1-877-652-2873) to seek assistance in caring for
the child.

For school-age child care programs, no child shall be released from the program unsupervised except
upon written instruction from the child’s parent(s).

OOCL{ POLICY ONTHE RELEASE OF CHILDREN/9.12.2617



Policy on the Management of Communicable Diseases

If a child exhibits any of the foliowihg symptoms, the child should not attend the center. if .;;uch symptoms occur at
the center, the child will be removed from the group, and parents will be called to take the child home.

s Severe pain or discomfort

e Acute diarrhea

¢ Episodes of acute vomiting

e Elevated oral temperature of 101.5 degrees Fahrenheit

o lethargy

¢ Severe coughing

e Yellow eyes or jaundiced skin

e Red eyes with discharge

» Infected, untreated skin patches

s Difficult or rapid breathing

e Skin rashes in conjunction with fever or behavior changes

e Skin lesions that are weeping or bleeding

e Mouth sores with drooling

e Stiff neck

Once the child is symptom-free, or has a health care provider’s note stating that the child no longer poses a serious
health risk to himself/herself or others, the child may return to the center unless contraindicated by local health
department or Department of Health.

EXCLUDABLE COMMUNICABLE DISEASES .
A child or staff member who contracts an excludable communicable disease may not return to the center without a
health care provider’s note stating that the child presents no risk to himself/herself or others,

Note: If a child has chicken pox, a note from the parent stating that all sores have dried and crusted is required.
If a child is exposed to any excludable disease at the center, parents will be notified in writing,

COMMUNICABLE DISEASE REPORTING GUIDELINES

Some excludable communicable diseases must be reported to the health department by the center. The
Department of Health’s Reporting Requirements for Communicable Diseases and Work-Related Conditions Quick
Reference Guide, a complete list of reportable excludable communicable diseases, can be found at:

http://www.nj.gov/health/cd/documents/reportable_disease_magnet.pdf.
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Reporting Requirements for C@mmumcable
Diseases and Work-Related Conditions

- {see New Jersey Administrative Code Title 8, Chapters 57 and 58)

Communicable Disease Service
Disease Reporting Requirements and
Regulations can be viewed at:
http:/nj.govhealth/cd/reporting.shtml

Health care providers required to report: physicians, advanced pract:ce
nurses, physician assistants, and certified nurse midwives.

Administrators required to report: persons having control or supervision
over a health care facliity, correctional facility, schoof, youth camp, child care
center, preschool, or instliutlon of higher education.

Laboratory directors: For speclfic reperting guidelines, see NJAC 8:57-1.7.

CONFIRMED or SUSPECT CASES
TELEFHONE IMMEDIATELY to the
LOCAL HEAITH DEPARTMENT

Anthrax

Botulism

Brucellosls

Diphtheria

Feodborne Intoxicatlons (Inciuding, but
not imited to, ciguatera, paralytic shellfish
poisoning, scombrold, or mushroom
poisoning)

* B & & &

, Invasive disease
Hantavlrus pulmonhary syndrome
Hepatitls A, acute
Inflienza, novel stralns only
Measles
Meningocaceal Invasive disease
Outhreak or suspected outbreak of lliness,
including, but not limited te, foodborne, -
waterborne or nosocomial disease or a
suspected act of bloterrorism
Perjussis
Plague
Pollomyelltis
Rables (human iliness)
Rubella
SARS-CoV disease {SARS)
Smallpox
Tutaremia
Viral hemorrhagle fevers {Including, buf
not limlied to, Ebola, Lassa, and Marburg
viruses)

" ®# 5 & & 5 85 & B

Cases should be reporied 1o the local health
department where the patlent resldes. If
patlent residence Is unknown, report to your
own local health depariment. Contact
information Is avaliable ai: locathealth.nj. gov

Ifthe indlvidual dees not live in New Jersey,
reporl the case to the New Jersey Department
of Health at: 609-826.5964.

In cases of immediately reportable diseases
and other emergencies - If the lacal health
department cannot be reached - the New

‘Jersey Department of Health malntalns an
emergency after hours phone number:
609-392-2020,

July 2013
wwww.nj, gov/health/cd

REPCORTABLE WITHIN 24 HOURS
OF DIAGNOSIS to the
LOCAL HEALTH DEPARTMENT

Amoebiasls

Anlmal bites treated for rables
Arboviral diseases

Babeslosls
Campylobacterlosls

Cholera

Creutzfeldt-Jakob disease
Cryptosporidlosis
Cyclosporiasls

Diarrheal disease {child In a day care center
or a fcodhandler)

* Ehrlichiosls

, shiga toxIn producing stralns
(STEC) onty
Giardiasis
Hansen's disease
Hemalyile uremic syndrome, post-diarrheat
Hepatitls B, including newly diagnased acute,
perinatal and chronic [nfections, and pregnant
wornen who have tested posltive for Hep B
surface antlgen
Influenza-assoclated pediatric mortality
Leglonefiosis
Listeriosls
Lyme disease
Malarla
Mumps
Psittacosis
Q fever
Rocky Mountain spotied fever
Rubeiia, congenital syndrome
Salmonellosis
Shigellosis

, with intermediate-

level resistance {VISA) or high-level-
resistance (VRSA) to vancomycin only

* Streptococcal disease, Invaslve group A
s Streptococcal disease, Invasive group B,

* % & ¢ b & &

neonatal

Streptococcal toxlc shock syndrome
, Invaslve disease

Tetanus

Toxle shock syndrome {other than

Sireptococcal)

Trichinellosis

Typhold fever

Varicelia (chickenpox}

Vibriosls

Viral encephalitls

Yeilow fever

Yersinlosis

REPORTABLE DIRECTLY to
the NEW JERSEY
DEPARTMENT QF HEALTH

Hepatitis C, acute and chranic, newly
diagnosed cases only
Written report within 24 hours

HIV/AIDS ‘
609-984-55640 or 973-6848-7500
Written report within 24 hours

* AIDS
s HIV Infection
* Chlid exposed 1o HIV perinatally

Sexually Transmitted Diseases
609-826-4869
Report within 24 hours

+ Chancroid

» Chlamydia, including neonatal
conjunctivitls

Gonorrhea

Granuloma inguinale
Lymphogranuloma venereum
Syphllls, all stages and congenital

$ & & o

Tuberculosis (confirmed or suspect cases)
609-826-4878
Written report within 24 hours

Occupational and Environmental
Diseases, Injuries, and Poisonings
609-826-4520
Report within 30 days after -
diagnosis or treatment

* Work-related asthma (possible,
probable, and confirmed)
Sliteasls
Asbeslosls
Pneumoconlosls, other and unspeclfied
Extrinsic allergic alveolltis
Lead, mercury, cadmium,
arsenlc toxicity in adults
¢ Work-refated Injury in
children {< age 18)
* ‘Work-related fatal injury
» Occupational dermatltis
* Poisoning caused by known or
suspected occupational exposure
¢ Pestlclde toxiclty
s Work-related carpal tunnal syndrome
o Qther occupational disease

H5697




NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY,

I Who We Are

. This Notice describes the privacy practices of Community Health Care, Inc., its employed physicians, nurses, and other
personnel, It applies to services furnished to you at all inpatient and ocutpatient facilities at which Community Health Care, Inc.
provides services to patients.

iL. Our Privacy Obligations

We are required by law to maintain the privacy of your health information (“Protected Health Information” or “PHI”) and to
provide you with this Notice of our legal duties and privacy practices with respect to your Protected Health Information. When we
use or disclose your Protected Health Information, we are required to abide by the terms of this Notice (or other notice in effect at the
time of the use or disclosure).

I1l. Permissible Uses and Disclosures Without Your Written Authorization

In certain situations, which we will describe in Section IV below, we nwst obtain your written authorization in order to use
and/or disclose your PHI, However, we do not need any type of authorization from you for the following uses and disclosures:

A. Uses and Disclosures For Treatment, Payment and Health Care Operations. We may use and disclose PHI
{including, if any, your HIV/AIDS, Sexually Transmitted Disease (STD) or Tuberculosis information), in order to treat you, obtain
payment for services provided to you and conduct our “health care operations™ as detailed below:

e Treatment. We use and disclose your PHI to provide treatment and other services to you--for example, to diagnose and
treat your injury or illness. In addition, we may contact you to provide appointment reminders or information about
treatment alternatives or other health-related benefits and services that may be of interest to you. We may also disclose
PHI to other providers involved in your treatment.

e Payment. We may use and disclose your PHI to obtain payment for services that we provide to you--for example,
disclosures to claim and obtain payment from your health insurer, HMO, or other company that arranges or pays the
cost of some or all of your health care (“Your Payor”) to verify that Your Payor will pay for health care.

e  Health Care Operations. We may usc and disclose your PHI for our health care operations, which include internal
administration and planning and various activities that improve the quality and cost effectiveness of the care that we
deliver to you. For example, we may use PHI to evaluate the quality and competence of our physicians, nurses and
other health care workers. We may disclose PHI to our Patient Relations Department in order fo resolve any
complaints you may have and ensure that you have a comfortable visit with us.

We may also disclose PHI to another health care facility to which you have been transferred when such
PHI is required for it to treat you, receive payment for services it renders to you, or conduct certain health care
operations, such as quality assessment and improvement activities, reviewing the quality and competence of health care
professionals, or for health care fraud and abuse detection or compliance.

B. Use or Disclosure for Directory of Individuals in Community Health Care, Inc. We may include your name,
location in Community Health Care, Inc., general health condition and religious affiliation in a patient directory without obtaining
your authorization unless you object to inclusion in the directory. Information in the directory may be disclosed to anyone who asks
for you by name or members of the clergy; provided, however, religious affiliation will only be disclosed to members of the clergy.

C. Disclosure to Relatives, Close Friends and Other Caregivers, We may use or disclose your PHI to a family
member, other relative, a close personal friend or any other person identified by you when you are present for, or otherwise available
prior to, the disclosure, if we (1) obtain your agreement; {2) provide you with the opportunity to object to the disclosure and you do
not object; or (3) reasonably infer that you do not object to the disclosure.

If you are not present, or the opportunity to agree or object to a use or disclosure cannot practicably be provided
because of your incapacity or an emergency circumstance, we may exercise our professional judgment to determine whether a
disclosure is in your best interests, If we disclose information to a family member, other relative or a close personal friend, we



would disclose only information that we believe is directly relevant to the person’s involvement with your health care or payment
related to your health care. We may also disclose your PHI in order to notify (or assist in notifying) such persons of your location,
general condition or death,

D. Fundraising Communications. We may contact you to request a tax-deductible contribution te support important
activities of Commnwnity Health Care, Inc.. In connection with any fundraising, we may disclose to our fundraising staff
demographic information about you (e.g., your name, address and phone number) and dates on which we provided health care to
you, without your written authorization. If you do not want to receive any fundraising requests in the future, you may contact our
Privacy Office at (to be identified at a later date).

E. Public Health Activities. We may disclose your PHI for the following public health activities: (1) to report health
information to public health authorities for the purpose of preventing or controlling disease, injury or disability; (2) to report child
abuse and neglect to public health authorities or other government authorities authorized by law to receive such reports; (3) to report
information about products and services under the jurisdiction of the U.S. Food and Drug Administration; {4) to alert a person who
may have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading a disease or condition;
and (5) to report information to your employer as required under laws addressing work-related illnesses and injuries or workplace
medical surveillance.

F. Victims of Abuse, Neglect or Domestic Vielence, If we reasonably believe you are a victim of abuse, neglect or
domestic violence, we may disclose your PHI to a governmental authority, including a social service or protective services agency,
authorized by law to receive reports of such abuse, neglect, or domestic violence.,

G. Health Qversight Activities. We may disclose your PHI to a health oversight agency that oversees the health care
system and is charged with responsibility for ensuring compliance with the rules of government health programs such as Medicare or
Medicaid.

H. Judicial and Administrative Proceedings. We may disclose your PHI in the course of a judicial or administrative
proceeding in response to a legal order or other lawful process, such as, under New Jersey law, the request of a person (or his/her
insurance carrier) against whom you have commenced a lawsuit for compensation or damages for your personal injuries.

L Law Enforcement Officials. We may disclose your PHI to the police or other law enforcement officials as required
or permitted by law or in compliance with a court order or a grand jury or administrative subpoena.

J. Decedents. We may disclose your PHI to a mecdical examiner as authorized by law.

K. Organ and Tissue Procurement. We may disclose your PHI to organizations that facilitate organ, eye or tissue
procurement, banking or transplantation,

1. Research. We may use or disclose your PHI without your consent or authorization if our Institutional Review
Board approves a waiver of authorization for disclosure.

M. Health or Safety. We may use or disclose your PHI to prevent or lessen a threat of imminent, serious physical
violence against you or another readily identifiable individual.

N. Specialized Government Functions. We may use and disclose your PHI to units of the government with special
functions, such as the U.S, military or the 1.8, Department of State under certain circumstances,

0. Workers’ Compensation. We may disclose your PHI as authorized by and to the extent necessary to comply with
state law relating to workers' compensation or other similar programs.

P As required by law, We may use and disclose your PHI when required to do so by any other law not already
referred to in the preceding categories.

Iv. Uses and Disclosures Reguiring Your Written Authorization

A Use or Disclosure with Your Authorization. For any purpose other than the ones described above in Section 1II,
we only may use or disclose your PHI when you grant us your written authorization on our authorization form (“Your
Authorization™). For instance, you will need to sign an authorization form before we can send your PHI to your life insurance
company or to the attorney representing the other party in litigation in which you are involved.

B, Marketing. We must also obtain your written authorization {“Your Marketing Authorization™} prior to using your
PHI to send you any marketing materials. (We can, however, provide you with marketing materials in a face-to-face encounter



without obtaining Your Marketing Authorization. We are also permitted to give you a promotional gift of nominal value, if we so
choose, without obtaining Your Marketing Authozization.) In addition, we may communicate with you about products or services
relating to your treatment, case management or care coordination, or alternative treatments, therapies, providers or care settings
without Your Marketing Authorization.

C. HIV/AIDS Related Information. Your Authorization must expressly refer to any HIV/AIDS related information
about you in order to permit us to disclose any HIV/AIDS related information about you. However, there are certain purposes for
which we may disclose your HIV/AIDS information, without obtaining Your Authorization: (1) your diagnosis and treatment; (2)
scientific research; (3) management audits, financial audits or program evaluation; (4) medical education; (5) disease prevention and
control when permitted by the New Jersey Department of Health and Senior Services; (6) to comply with a certain type of court
order; and (7) when required by law, to the Department of Health and Senior Services or another entity. You also should note that
we may disclose your HIV/AIDS related information to third party payors {such as your insurance company or HMO) in order to
receive payment for the services we provide to you.

D, Genetic Information. Except in certain cases (such as a paternity test for a court proceeding, anonymous research,
newborn screening requirements, or pursuant to a court order), we will obtain your special written consent prior to obtaining or
retaining your genetic information (for example, your DNA sample), or using or disclosing your genetic information for treatment,
payment or health care operations purposes. We may use or disclose your genetic information for any other reason only when Your
Authorization expressly refers to your genetic information or when disclosure is permitted under New Jersey State law (including,
for example, when disclosure is necessary for the purposes of a criminal investigation, to determine paternity, newborn screening,
identifying your body or as otherwise authorized by a court order.)

E. Sexually Transmitted Disease Information. Your Authorization must expressly refer to any sexually transmitted
disease information about you in order to permit us to disclose any information identifying you as having or being suspected of
having a sexually transmitted disease, However, there are certain purposes for which we may disclose your sexually transmitted
disease information, without obtaining Your Authorization, including to a prosecuting officer or the court if you are being prosecuted
under New Jersey law, to the Department of Health and Senior Services, or to your physician or a health authority, such as the local
board of health. Your physician or a health authority may further disclose your sexually transmitted disease information if he/she/it
deems it necessary in order to protect the health or welfare of you, your family or the public. Under New Jersey law, we may also
grant access to your sexually transmifted disease information upon the request of a person (or his‘her insurance carrier) against
whom you have comimenced a lawsuit for compensation or damages for your personal injuries.

F. Tuberculosis Information. Your Authorization must expressly refer to your tuberculosis information in order to
permit us to disclose any information identifying you as having tuberculosis or refusing/failing to submit to a tuberculosis test if you
are suspected of having tuberculosis or are in close contact to a person with tuberculosis. However, there are certain purposes for
which we may disclose your tuberculosis information, without obtaining Your Authorization, including for research purposes under
certain conditions, pursuant to a valid court order, or when the Commissioner of the Department of Health and Senior Services (or
his/her designee) determines that such disclosure is necessary to enforce public health laws or to protect the life or health of 2 named
person.

G, Psychotherapy Notes, We must obtain your written authorization to use psychotherapy notes kept as a result of
treatment of you except under certain circumstances,

V. Your Rights Regarding Your Profected Health Information

A. For Further Information; Complaints. If you desire further information about your privacy rights, are concerned
that we have violated your privacy rights or disagree with a decision that we made about access to your PHI, you may contact our
Privacy Office. You may also file written complaints with the Director, Office of Civil Rights of the U.S. Department of Health and
Human Services. Upon request, the Privacy Office will provide you with the correct address for the Director. We will not retaliate
against you if you file a complaint with the Director or us.

B, Right to Request Additional Restrictions. You may request restrictions on our use and disclosure of your PHI (1)
for treatment, payment and health care operations, (2} to individuals {such as a family member, other relative, close personal friend
or any other person identified by you) involved with your care or with payment related to your care, or (3} to notify or assist in the
notification of such individuals regarding your location and general condition. While we wiil consider all requests for additional
restrictions carefully, we are not required to agree to a requested restriction. If you wish to request additional restrictions, please
obtain a request form from our Privacy Office and submit the completed form to the Privacy Office. We will send you a written
response.

C. Right to Receive Confidential Communications. You may request, and we will accommodate, any reasonable
written request for you to receive your PHI by aliernative means of communication or at aiternative locations.



would disclose only information that we believe is directly relevant to the person’s involvement with your health care or payment
related to your health care, We may also disclose your PHI in order to notify (or assist in notifying) such persons of your location,
general condition or death.

D. Fundraising Communications, We may confact you to request a tax-deductible contribution to support important
activities of Community Health Care, Inc. In connection with any fundraising, we may disclose to our fundraising ‘staff
demographic information about you (e.g., your name, address and phone number) and dates on which we provided health care to

you, without your written authorization. If you do not want to receive any fundraising requests in the future, you may contact our
Privacy Office at (10 be identified at a later date).

E. Public Health Activities. We may disclose your PHI for the following public health activities: (1) to report health
information to public health authorities for the purpose of preventing or controlling disease, injury or disability; (2) to report child
abuse and neglect to public health authorities or other government authorities authorized by law to receive such reports; (3) to report
information about products and services under the jurisdiction of the U.S. Food and Drug Administration; (4) to alert a person who
may have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading a disease or condition;
and (5) to report information to your employer as required under laws addressing work-related illnesses and injuries or workplace
medical surveillance.

F. Victims of Abuse. Neglect or Domestic Violence. If we reasonably believe you are a victim of abuse, neglect or
domestic violence, we may disclose your PHI to a governmental authority, including a social service or protective services agency,
authorized by law to receive reports of such abuse, neglect, or domestic violence.

G. Health Oversight Activities,. We may disclose your PHI to a health oversight agency that oversees the health care
system and is charged with responsibility for ensuring compliance with the rules of government health programs such as Medicare or
Medicaid. :

H. Judicial and Administrative Proceedings. We may disclose your PHI in the course of a judicial or administrative
proceeding in response to a legal order or other lawful process, such as, under New Jersey law, the request of a person {or his/her
insurance carrier) against whomn you have commenced a lawsuit for compensation or damages for your personal injuries.

1. Law Enforcement Officials. We may disclose your PHI to the police or other law enforcement officials as required
or permitted by law ot in compliance with a court order or a grand jury or administrative subpoena.

I Decedents. We may disclose your PHI to a medical examiner as authorized by law.

K. Orean and Tissue Procurement. We may disclose your PHI to organizations that facilitate organ, eye or tissue
procurement, banking or transplantation.

L. Rescarch. We may use or disclose your PHI without your consent or authorization if our Institutional Review
Board approves a waiver of authorization for disclosure.

M. Health or Safety. We may use or disclose your PHI to prevent or lessen a threat of imminent, serious physical
violence against you or another readily identifiable individual.

N. Specialized Government Functions. We may use and disclose your PHI to units of the government with special
functions, such as the U.S. military or the U.S. Department of State under certain circumstances.

Q. Workers’ Compensation. We may disclose your PHI as authorized by and to the extent necessary to comply with
state law relating to workers' compensation or other similar progrartns.

P. As required by law. We may use and disclose your PHI when required to do so by any other law not already
referred to in the preceding categories.

Iv. Uses and Disclosures Requiring Your Written Authorization

A Use or Disclosure with Your Authorization. For any purpose other than the ones described above in Section III,
we only may use or disclose your PHI when you grant us your written authorization on our authorization form (“Your
Authorization”). For instance, you will need to sign an authorization form before we can send your PHI to your life insurance
company or to the attorney representing the other party in litigation in which you are involved.

B. Marketing. We must also obtain your written authorization (“Your Marketing Authorization”) prior to using your
PHI to send you any marketing materials. (We can, however, provide you with marketing materials in a face-to-face encounter



PARENT
RECEIPT OF INFORMATION:

Information to Parents Document

Policy on the Release of Children

Policy on Methods of Parental Notification

(Appllcable only if a method other than a phone call is used to notify parents of an Injury to a child’s head, a
bite that breaks the skin, a fall from a height, or an injury requiring professional medical attention.)

Policy on Communicable Disease Management

s

Expulsion Policy

Policy on the Use of Technology and Social Media

I have read and received a copy of the information/policies
listed above. |

Child(ren)’s Name:

Parent/Guardian’s Name:

Signature Date
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