
 
 

 
 
 
 
 
 
 
 
 

WELCOME TO HOPE CHILD CARE CENTER 
 
Thank you for your interest in applying for placement in our child care program.  This packet 
contains information that is required to assist you with your application for our full day program, 
before school and or after school program or our part-time program.  
 
The following forms should be completed as soon as possible in order to secure a space in the 
program.  
 
□ Application with non-refundable $50.00 fee 
□ Enrollment Agreement 
□ Acknowledgement form from “Guide to Regulated Child Care” booklet 
 (Not required for part-day students) 
□ “All about:     “Form 
 
The enclosed medical and emergency forms must be completed and returned on your child’s start 
date. 
 
□ Emergency Form/Medical Condition Form 
□ Health Inventory (Part I and II) 
□ Immunization Record (Second Measles Immunization required for Kdg. Entrance) 
□ Health Inventory Addendum (Lead screen for all children under six years old) 
 
Thank you for choosing HOPE as the place where “the bridge of success begins” embodied with 
loving care and excellence. 
 
Sincerely, 
 
 
Valerie Turner 
Intern Director 
 

I.C.O.G’s 
HOPE CHILD CARE CENTER 

19201 Woodfield Road 
Gaithersburg, Maryland 20879 

(301) 926-9085 
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301-926-9085 
www.icog.org 

 
 

Child Care Application 
 
 
STUDENT        DOB    M F  
 
NEW STUDENT   RETURNING STUDENT   SIBLING ENROLLED    
 
STREET       HOME PHONE     
 
CITY/ZIP      E-MAIL      
 
FATHER/GUARDIAN      SS#      
 
EMPLOYER       WORK PHONE    
 
MOTHER/GUARDIAN      SS#     
 
EMPLOYER       WORK PHONE    
 
Government Subsidy Program: Y or N POC   WPA    Other   
 

Programs 
Preschool/Pre-K     Before/After     Before Only   After Only   
 

Payment Schedule 
 
Monthly   Bi-Weekly    Weekly  
A non-refundable application fee of $50.00 per family and a security deposit are required prior to 
admission.  Start date:      
Child must attend the program at least one (1) month and give a (2) week written notice of 
withdrawal to the Director in order to receive a security deposit refund.  Allow 10 business days 
for the refund.    
 
Parent/Guardian         Date     
 

OFFICIAL USE 
 
Interview/Tour/Date      Staff Initial      Copy to Office     Staff Initial   
Application fee:     Date     Check#        
Security Deposit:     Date     Check#        
Monthly Tuition     Class     Written Withdrawal Date    Termination Date  
Prorated First Month?    



HOPE CHILD CARE CENTER 
19201 Woodfield Road 

Gaithersburg, Maryland 20879 
301-926-9085 
www.icog.org 

 
Hours: 6:30 am to 6:30 pm 

 
CHILD CARE TUITION 

 
ENROLLMENT - $50.00 NON-REFUNDABLE APPLLICATION FEE AND SECURITY 
DEPOSIT IS REQUIRED.  The security deposit is refundable if the student has attended the 
program at least one (1) month and a one (1) month written notice to withdraw has been received 
by the director.  
 

TUITION CHART 
 

PROGRAM 
 

WEEKLY 
 

BI-WEEKLY 
 

MONTHLY 
 

SECURITY 
DEPOSIT 

 
BUSY BEES 

(2’s) 
$185.00 $370.00 $801.00 $185.00 

WORKER BEES 
(3’s – 4’s) 

$175.00 $350.00 $758.00 $175.00 

SCHOOL BEES 
(5 – 13) 

    

BEFORE SCHOOL $55.00 $110.00 $238.00 $55.00 
AFTER SCHOOL $65.00 $130.00 $282.00 $65.00 

BEFORE & AFTER $110.00 $220.00 $476.00 $110.00 
 
Drop-in care may be available depending on the availability of space.  Reserve space by pre-
paying and filling out pertinent forms.  
 

DROP-IN FEE SCHEDULE 
Work Bees………………………$50.00 
Busy Bees……………………….$60.00 

 
SCHOOL BEES 

Before School…………………..$20.00 
After School…………………….$30.00 
Before & After……..…………...$45.00 
Full Day…………………..…….$55.00 



PHOTOGRAPHS AND PUBLICITY 
 
 
 
As part of this agreement, the parent consents to and authorizes the learning experiences of the 
child to be photographed and video-taped while under the care of the HOPE Child Care Center 
staff (including field trips and other off premise activities.)  This consent by parents shall serve 
as a release for the news media and for other public or non-public use of such photographs or 
video tapes of the child’s learning experiences.  No commercial use of such photograph or video 
will be made without further written consent by the parent. 
 
 
 
 
 
       
Child’s Name 
 
 
 
 
       
Parent/Guardian  Signature 
 
 
 
 
       
Parent/Guardian  Date  



DISCIPLINE POLICY 
 

(This form is included for your use.  A signed copy is kept in the child’s folder.) 
 
At HOPE Child Care Center, we have an affective discipline policy in which physical 
punishment is never used.  Our goal is to create an environment where the child is stimulated and 
involved in order to reduce the frustration that can occur in a group setting.  Other techniques 
used are re-directing a child to another activity and modeling behavior that we would like the 
children to follow.  We tell the children when we like the behavior they are showing so that 
behavior is likely to occur more often. 
 
Discipline methods used with a child are always discussed with the parent(s).  In cases of special 
behavioral problems, the staff may work with the parents over a period of time to discover the 
cause of the problem and an effective way to deal with it. 
 
In the unusual case of a child’s behavior requiring special consultation and there is lack of 
cooperation on the parent’s part, we reserve that right to dismiss the child from the Center.  
 
We will comply with Maryland Child Care Standards as follows: 

1. No child shall be subjected to any form of corporal punishment by the staff 
2. No child shall be handled roughly in any way, including shaking, pushing, 

shoving, pinching, slapping, biting, kicking, or spanking.  
3. No child shall ever be placed in a locked room, closet, or box as punishment. 
4. No discipline shall ever be delegated to another child.  
5. Discipline shall not in any way be related to food, rest, or toileting. 

a. No food shall be withheld, or given as a means of discipline. 
b. No child shall ever be disciplined for lapses in toilet training. 
c. No child shall ever be disciplined for not sleeping during rest period.  

 
Please sign below. (A copy will also be kept on file in you child’s folder.) 
 
I have received a copy of HOPE Child Care Center’s Discipline Policy and it has been discussed 
with me during the orientation part of the enrollment process and I will accept responsibility for 
and adhere to its policies.  
 
 
Signature of Parent/Guardian:        Date:     



CONTRACTUAL AGREEMENT 
 
 

I, _______________________________________, enter into a contractual agreement with 
HOPE Child Care Center to provide quality care for my child 
_____________________________________________________. 
 
The tuition cost plan selected is $ _________ per (  ) week, (  ) bi-weekly, (  ) monthly beginning 
on _____/_____/_____. 
 
A security deposit of $ ____________ which is equal to a week’s tuition is required and may be 
paid in two monthly installments.  I understand that this security deposit is refundable upon 
withdrawal of my child from the Center following the procedures set forth in Parent Handbook.   
 
A $50.00 non-refundable application fee must accompany the application and be paid at the time 
of enrollment.  
 
I understand that full tuition is required when my child is absent from the Center due to illness, 
holidays or closures.   
 
 
Parent’s Signature ____________________________________ Date ________________ 
 
Director/Staff initials ____________ 
 
 
 
Amount received $______________      Check # _______________ 
 
 

SECURITY DEPOSIT PAYMENT PLAN 
 
 

⁯ I agree to pay $ _______________ in full.   
 
 
⁯ I agree to pay $ _______________ the first month and $ _____________ the second 

month. 
 
 
Parent’s Signature ____________________________________ Date ________________ 
 
 
Director/Staff initials ____________ 
 



MARYLAND STATE DEPARTMENT OF EDUCATION 
Office of Child Care 

 
HEALTH INVENTORY 

 
CHILD’S PERSONAL RECORD FOR 

CHILD CARE CENTERS, FAMILY CHILD CARE HOMES, AND 
NON-PUBLIC NURSERY SCHOOLS AND KINDERGARTENS 

 
 
 
Child’s Name: ______________________________________________ Birth Date: ____________________ 
   Last   First  Middle 
 
 
Name of Parent/Guardian: _____________________________________ Relationship: ___________________ 
 
 
Home Address: _____________________________________________________________________________ 
   Street     City   State  Zip Code 
 
Home Telephone: ___________________________________________________________________________ 
 
 
Dear Parent/Guardian: 
 
Every child should have medical and dental health supervision from birth to age 18.  Even healthy children should see a 
doctor and dentist at regular intervals.  Health check-ups should include physical examination and immunizations which are 
necessary to keep your child free of communicable disease. 
 
Maryland law requires you to submit proof of age-appropriate immunizations on the Maryland Immunization Certificate 
(DHMH 896) to the center, home, or school.  This must be done before your child can be admitted. 
 
This form requests health information from you (Part I) and from your child’s Health Practitioner (Part II).  The section you 
complete will be helpful to the Health Practitioner in his evaluation of your child. 
 
 
 
 
PLEASE RETURN THIS COMPLETED FORM TO: 
 
 
Name of: ____________________________________________________________________________________________ 

Child Care Center, Family Child Care Home, School 
 

 
Address: _____________________________________________________________________________________________ 

Street 
 
____________________________________________________________________________________________________ 
 City       State    Zip Code 
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PART I: CHILD’S INFORMATION 
 
To be completed by PARENT/GUARDIAN 
 
IMPORTANT: COMPLETE PART I BEFORE THE HEALTH PRACTITIONER EXAMINES YOUR CHILD.  TAKE THIS FORM WITH YOU 

TO THE HEALTH PRACTITIONER. 
 
 PLEASE CHECK CORRECT ANSWERS TO THE FOLLOWING QUESTIONS IN COLUMNS ON THE RIGHT.  Explanation, if 

needed, can be given in the space provided for “REMARKS”.     YES NO 
 
1. Are you concerned about your child’s general health (eating, sleeping habits, teeth, skin, menstruation, weight,  _____ _____  

bowel/bladder, etc.)? 
 
2.    Does your child have any eye problems (difficulty seeing, crossed eyes, frequently reddened or watery eyes)?  _____ _____ 
 
        Date of last eye examination: _____/ _____/ _____  Doctor’s Name: ___________________________ _____ _____ 
 
        Results: _____________________________________________________________________________________ 
 
        Does your child wear glasses?          _____ _____ 
 
        Contact lenses?           _____ _____ 
 
3.     Does your child have any ear or hearing problems (frequent earaches, difficulty hearing, etc.)?   _____ _____ 
 
        Date of last hearing evaluation  _____/ _____/ _____  Doctor’s Name: ___________________________ 
 
        Results: _____________________________________________________________________________________ 
 
        Does your child use a hearing aid?          _____ _____ 
 
4.     Does your child have any speech problems (difficulty having speech understood, stammering, delayed speech   _____ _____ 
        development, etc.)? 
 
5.      Does your child have any allergies?  If YES, please state what kind of allergies:     _____ _____ 
 
6.      Does your child have any other specific illness, disability or other limiting condition?  If YES, give details  _____ _____ 
         under “Remarks”. 
 
         (a) Does this condition require any special health care in the child care facility or school?    _____ _____ 
 
         (b) Has your child received evaluation, which could help the child care provider or teacher in meeting his/her  _____ _____ 
 health or education needs?  If YES, give details under “Remarks”. 
 
        (c)   Does your child require any adaptive equipment?        _____ _____ 
 
7.      Do you have concerns about your child’s behavior or emotional well-being which the child care provider or  _____ _____ 
         school teacher should know about?  If YES, give details under “Remarks”. 
REMARKS  (Clarify any “YES” answers): 
 
 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

PARENT’S STATEMENT – ALL MUST SIGN AND DATE BELOW 
 
I GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART II OF THIS FORM.  I UNDERSTAND IT IS FOR 
CONFIDENTIAL USE IN MEETING MY CHILD’S HEALTH AND EDUCATIONAL NEEDS IN CHILD CARE OR SCHOOL. 
Please fill in, if child is school age: 
 
I give my permission to ___________________________________________________ School to release ____________________________________________________ 
           Name of Child 
 
Health information to _______________________________________________________________________________________________________________________. 
     Name of Child Care Center, Family Child Care Home, Non-Public Nursery School 

 
I ATTEST THAT INFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE AND BELIEF. 
 
       _________________________________________________ _____________________ 
        Signature of Parent/Guardian    Date 
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PART II: MEDICAL INFORMATION 
 
To be completed by a HEALTH PRACTITIONER 
       CHILD’S NAME: ___________________________________________________ 
 
1.     Date of this child’s most recent tuberculin test: _____/ _____/ _____ Result: ________Positive ________Negative 
 
2. This child has the following which may significantly affect his/her child care or educational experience: 

COMMENTS 
 

a.   Vision problem      YES    NO ___________________________________________________ 
 
b.   Hearing problem      YES    NO ___________________________________________________ 
 
c.   Speech or language problem     YES    NO ___________________________________________________ 
 
d.   Other physical illness or impairment    YES    NO ___________________________________________________ 
 
e.   Mental, emotional or behavior problems    YES    NO ___________________________________________________ 
 
f.   Developmental delays     YES    NO ___________________________________________________ 
 
g.   Allergies       YES    NO ___________________________________________________ 
 
Significant physical findings, comments and recommendations: ___________________________________________________________________ 

 
3.     This child has a health condition which may require care or emergency action while at child care/school. _____ YES _____ NO 
 
        Please specify (e.g., seizures, bee sting allergy, diabetes, etc.): ____________________________________________________________________ 
 
        _______________________________________________________________________________________________________________________ 
 
        Recommendations: _______________________________________________________________________________________________________ 
 
4. This child has or is a known carrier of a communicable disease which should prevent his/her admission to a child care facility or school. 
 

_____YES _____ NO If YES, please specify: ________________________________________________________________________ 
 
5.     This child requires a modified diet and/or special feeding procedures. _____ YES _____ NO 
 
         If YES, please specify: ___________________________________________________________________________________________________ 
 
ANSWER THE FOLLOWING QUESTIONS ONLY IF RELEVANT: 
 
6. If this child cannot fully participate in all areas of the child care program, what areas should be limited or altered to suit his/her needs? 
 

______________________________________________________________________________________________________________________ 
 
7.       Does this child’s physical activity need to be restricted?  _____ YES _____ NO 
 
          If YES, please specify: ___________________________________________________________________________________________________ 
 
8.       Does this child require any specialized treatment?   _____ YES _____ NO 
 
          If YES, please specify: ___________________________________________________________________________________________________ 
 
9.       Does this child require any adaptive equipment (braces, crutches, etc.)?  _____ YES _____ NO 
 
          If YES, please specify type: _______________________________________________________________________________________________ 
 
          Special instructions for use: _______________________________________________________________________________________________ 
 
10. Additional comments: ___________________________________________________________________________________________________ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

HEALTH PRACTITIONER’S STATEMENT 
I conducted a physical examination of the above-named child on ____________________and find that he/she   IS     /     IS NOT   medically cleared to 
attend child care or school.             (circle correct response) 
 
________________________________________________________________ (_______)__________________________________________ 
Name of Health Practitioner (Please Print)         Telephone Number 
 
________________________________________________________________ ___________________________________________________ 
Signature of Health Practitioner        Date 
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PART III – ADDITIONAL COMMENTS 
 
This page is to be used by child care personnel to record signs of illness or accidents observed by the staff and to record when the parent 
was notified. 
 
It may be used to record reasons for absences and other information related to the child’s health status. 
 
Written recommendations by health practitioner or parent following absences may be attached to this record. 
 

DATE RECORDER DETAILS 
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