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April, 2024
Dear Parents!

It is time to re-register for the new school year! 
Please re-register ASAP or by May 1st, before we open up registration to the general 
public. Spots fill up quickly.

As a NJ state licensed center, the following items are required for registration: 

1. Please find enclosed the revised tuition schedule for the 2024-25 school year, 
effective September 1, 2024.

2. Please send a $100 registration fee to secure a space for the new school year. 

3. If any information has changed (enrollment days, phone #s, emergency contacts, 
pick up person, doctor), please fill out the Registration Form and return it with a 
$100 registration fee. 

4. Please read the Family Handbook and policies which are posted on our website. A
hard copy is available at the Jin-A office. 

5. Your child's Universal Health Record has to be renewed. (Records must have 
been signed in the last 6 months.) 

6. Emergency medication Plan has to be renewed. (optional)

7. If your child has Asthma / Food Allergies Action Plan, please update. (Need to 
renew annually.) Don't forget to sign the Medication Authorization for each 
medication.

8. If you are not planning to re-register your child, please call / e-mail the office to 
avoid additional charges. 

9. Dues date is Mayl 1st.

Thank you for your patronage and entrusting your children to our care. If you have any 
questions please do not hesitate to call/email us.

Jin-A Office

mailto:jinaschool@verizon.net


Jin-A  Pre-K Calendar  
2024-2025 

Sep. 2 ………...  Labor Day (closed) 
Sep. 3 ………… First Day of School 
Nov. 28, 29 …... Thanksgiving Recess (closed) 
Dec. 25, 26, 27..Christmas Day off (closed) 
Jan. 1 …………. New Year’s Day off (closed) 
Jan. 2 …………. School Re-opens 

Feb. 17 ……….. President’s Day (closed) 
                    (Teachers Training) 

Apr. 18 …………. Good Friday (closed) 
May 26 …………. Memorial Day (closed) 
Jun.13 ………….. Graduation  
Jun.13 ………….. Last day for 10 month Program 

Jul. 4 …………... Independence Day 

Aug. 18 ~ Sep. 1.  Teachers Training (closed) 
Sep 2……………. First Day of New School Year 
 

(This includes 4 snow days that need not be made up) 

Tel: 973-279-1203    Fax: 973-279-0126 

E-Mail: jinaschool@verizon.net 
Web: www.jinaschool.com 

9/1    9/2   9/3   9/4   9/5   9/6 
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Registration Form 
 
Child's Name_____________________________________________________ Sex____________  
 
Birth Date__________________ Ethnicity________________ Rel. Affiliation_________________ 
 
Home Address __________________________________ Home Phone______________________ 
 

________________________________________________________________________________ 
 

E-Mail Addresses _____________________________  ___________________________________ 
     
Father's Name (Legal Guardian)_________________________Work Phone___________________ 
Company Name _____________________________________Cell Phone_____________________ 
Address _________________________________________________________________________ 
 
Mother's Name (Legal Guardian)_________________________Work Phone___________________ 
Company Name ______________________________________Cell Phone____________________ 
Address__________________________________________________________________________ 
 
Person authorized to assume responsibility for the child if parent is not available 
Name_____________________________ Relationship with family___________________________ 
Home Phone_________________ Work Phone__________________ Cell Phone_______________ 
 
Child's Doctor_____________________________________Phone___________________________ 
Address__________________________________________________________________________ 
 
Other children in your family                                                                     
Name                                Date of Birth              Sex 
________________________________________________________________________________ 
________________________________________________________________________________ 
 
Enrollment  (circle)      Year round program        10 Month program             Summer only 
 
 Full day:   Mo   Tu   We   Thu   Fri           Half day:  Mo   Tu   We   Thu   Fri 
 
 Early Care (7:30-9:00am)    Late Care (5:00-6:00pm)     Early & Late Care (7:30am-6:00pm) 
 
Pick Up 
The child will be picked up by parents only______________ 
I give permission to the following people to pick up my child: 
Name_______________________ Relationship________________ Phone ____________________    
Name_______________________ Relationship________________ Phone ____________________ 
Name_______________________ Relationship________________ Phone ____________________  
   
By my signature, I attest to the following: 
* That the above information is correct. 
* That in the event of a medical emergency, I authorize Jin-A Child Care Center to seek emergency     

medical care for my child as deemed necessary by the director or administrative assistant. 
* That I have received and read the Parents Handbook. 
* That my child is in good health and has no restrictions. 

 
Parent/Legal Guardian Signature__________________________________ Date _______________ 
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Enrollment Agreement 
 
Child’s Name_______________________________________    Date of Birth______________________ 
 
I hereby grant permission for my child_____________________________________ to participate in all of 
the activities of Jin-A Child Care Center and to use all the play equipment with no restrictions. 
 
Financial Agreement 
I agree to give one month’s (four weeks) notice if I plan to withdraw my child. If I fail to give proper notice, I 
understand I am liable to pay one month (four weeks) after my child withdraws. 
 

I have received the center’s tuition schedule and agree to pay tuition on time. I also understand that, if my 
child stays beyond scheduled hours I will be charged additional fees. 
 

I understand that if my payment is delayed for more than five working days I will be charged a late fee. After 
four weeks of delayed payment the child will not be able to attend Jin-A Child until all fees are paid. 
 

I understand that any outstanding tuition bill after two months of termination will be collected by a collection 
agency at my cost. 
 

By enrolling my child at Jin-A, I will become a member of the Jin-A Parents Association. I will attend the 
parent’s meetings and information sessions. I also will be responsible to support the Parents Association by 
raising a minimum of $100 (net/per school year) per child or make an equivalent cash donation. 
 
Policies (See Parent’s Handbook Page 16 to 32.) 
I, the undersigned, have received and read the Parent’s Handbook and agree to comply with the policies and 
regulations. In particular I have read:      (*Please check each policy) 
 

__Health and Safety Policy    __Release / Waiver for Surveillance        __Arrival and Pickup Policy 
__Philosophy of Discipline    __Assessment Policy           __Termination Policy   
__Information to Parents    __Social Media Policy           __Technology Policy 
__I will notify the office in case I need more explanation or translation. 
 
Information and Authorization 
__I agree that my child’s medical information may be shared among staff/teachers/emergency contacts and 

posted in designated areas of the classroom as necessary. 
 

__I give permission for my child to be screened for development. 
 

__I give permission to use my child’s picture and work for school related documentation and publications    
(Jin-A website, documentations, yearbooks, news paper articles).  

 

__I will inform Jin-A Child Care Center if there are any changes in the information of my registration packet 
and promptly update any phone numbers and medical information. 

 
Also, in keeping with New Jersey’s licensing requirements, we are obliged to provide you, the parent, 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 Child Abuse Hotline at 1(877) NJABUSE. 

 
Parent/Legal Guardian # 1_______________________  ________________________   ____________ 
                                                                                   Print Name                                                 Signature                                     Date  
                 
Parent/Legal Guardian # 2_______________________  ________________________   ____________ 
                                                                                   Print Name                                                 Signature                                      Date 
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Medical Authorization Form 

 
 
Medical Authorization For _________________________________________  _____________________ 
      Child's Name                 Date of Birth 
I, the undersigned parent or guardian, having legal custody of the above-named minor, hereby authorize 
Jin-A Child Care Center, into whose care said minor has been entrusted, to consent to any emergency 
medical treatment or hospital care to be rendered to said minor upon the advice of a physician or surgeon 
licensed under the provision of the Medical Practice Act or by a dentist licensed under the provisions of the 
Dental Practice Act. 
I further authorize Jin-A Child Care Center to have said minor released into the custody of a Jin-A Child 
Care Center staff, should hospital care no longer be required. 
 
This form is to be used only in an EMERGENCY, when I am unable to be contacted. 
 
Medical Information: Please mention any information that may be helpful to hospital staff. 
 Allergies to medication or food______________________________________________________ 
 Ongoing Medication use by Child____________________________________________________ 
 Health problems (asthma, heart condition, seizures, diabetes, sickle cell. Etc.…)______________ 
 _______________________________________________________________________________ 
 Other comments_________________________________________________________________ 
  
Child’s Health Care provider 
 Name ______________________________________________ Phone____________________ 
 Address_______________________________________________________________________ 
 
Child’s Health insurance 
 Name of Insurance Plan______________________________ Policy #______________________ 
 Subscriber’s Name__________________________________ Member ID # __________________ 
 
List preference for transportation arrangement in an emergency situation (Parent/guardians are responsible 
for all transportation charges) 
Hospital preference: 1st choice__________________________ 2nd choice__________________________ 
 
Emergency contact to whom child may be released if parent/guardian is unavailable: 
Name & relationship ____________________________________________________________________ 
Home Phone__________________ Work Phone___________________ Cell Phone__________________ 
 
As parent/guardian, I give consent to have my child receive first aid by the Jin-A Child Care staff. 
I authorize Jin-A Child Care Staff to contact and share health information with both my child’s Health Care 
provider and emergency contact if it is considered necessary.  
I give consent for the emergency contact person listed above to act on my behalf until I am available.  
I understand I will be responsible for all charges not covered by the insurance.  
  
 
Parent/Legal Guardian # 1_______________________  ________________________   ____________ 
                                            Print Name                        Signature                             Date                  
Parent/Legal Guardian # 2_______________________  ________________________   ____________ 
                                            Print Name                        Signature                             Date 
 
                  
Home Phone___________________ Mom (work) ___________________ (cell)______________________ 
 
Other Phone___________________ Dad (work)_____________________ (cell)______________________  
 



UNIVERSAL
CHILD HEALTH RECORD

Endorsed by: American Academy of Pediatrics, New Jersey Chapter
New Jersey Academy of Family Physicians
New Jersey Department of Health and Senior Services

SECTION I - TO BE COMPLETED BY PARENT(S)
Child’s Name (Last) (First)

          
Gender

 Male      Female
Date of Birth

           /            /           
Does Child Have Health Insurance?

Yes          No
If Yes, Name of Child's Health Insurance Carrier

          
Parent/Guardian Name

          
Home Telephone Number

          
Work Telephone/Cell Phone Number

          
Parent/Guardian Name

          
Home Telephone Number

          
Work Telephone/Cell Phone Number

          

I give my consent for my child’s Health Care Provider and Child Care Provider/School Nurse to discuss the information on this form.
Signature/Date

          
This form may be released to WIC.

Yes          No

SECTION II - TO BE COMPLETED BY HEALTH CARE PROVIDER
Date of Physical Examination:           Results of physical examination normal?          Yes          No

Weight (must be taken
within 30 days for WIC)           

Height (must be taken
within 30 days for WIC)           

Head Circumference
(if <2 Years)           

Abnormalities Noted:
          

Blood Pressure
(if >3 Years)           

IMMUNIZATIONS  Immunization Record Attached
 Date Next Immunization Due:           

MEDICAL CONDITIONS
Chronic Medical Conditions/Related Surgeries
• List medical conditions/ongoing surgical

concerns:

 None
 Special Care Plan
Attached

Comments
          

Medications/Treatments
• List medications/treatments:

 None
 Special Care Plan
Attached

Comments
          

Limitations to Physical Activity
• List limitations/special considerations:

 None
 Special Care Plan
Attached

Comments
          

Special Equipment Needs
• List items necessary for daily activities

 None
 Special Care Plan
Attached

Comments
          

Allergies/Sensitivities
• List allergies:

 None
 Special Care Plan
Attached

Comments
          

Special Diet/Vitamin & Mineral Supplements
• List dietary specifications:

 None
 Special Care Plan
Attached

Comments
          

Behavioral Issues/Mental Health Diagnosis
• List behavioral/mental health issues/concerns:

 None
 Special Care Plan
Attached

Comments
          

Emergency Plans
• List emergency plan that might be needed and

the sign/symptoms to watch for:

 None
 Special Care Plan
Attached

Comments
          

PREVENTIVE HEALTH SCREENINGS
Type Screening Date Performed Record Value Type Screening Date Performed Note if Abnormal

Hgb/Hct                     Hearing                     
Lead:     Capillary    Venous                     Vision                     
TB  (mm of Induration)                     Dental                     
Other:                               Developmental                     
Other:                               Scoliosis                     

I have examined the above student and reviewed his/her health history.  It is my opinion that he/she is medically cleared to
participate fully in all child care/school activities, including physical education and competitive contact sports, unless noted above.

Name of Health Care Provider (Print)
          

Signature/Date
          

Health Care Provider Stamp:
          

CH-14     SEP 08 Distribution:  Original-Child Care Provider     Copy-Parent/Guardian     Copy-Health Care Provider
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EMERGENCY MEDICATION PLAN 

JCCC is not able to give any medication (prescription and non-prescription) without written 
permission from parents and directions from a healthcare provider. 
 
Name of Child ________________________  Date of Birth___________________________ 
 
                                                                
*FEVER ACTION PLAN  

Due to past seizures, other medical conditions, or distance of parent’s work from childcare 
facility, Jin-A Child Care request a standing prescription for fever reducing medication. 
Medications should be brought to the office.  
  

Temperature   Medication How Much How Often/When 

100°F    
101°F    
102°F    
103°F    
 

 
 

 

 
 
 
 

 

 

 
OTHER  

Jin-A Child Care requests parent’s permission for the following over-the-counter medications. 
Medications should be brought to the office. 
 
_____  I give permission for my child to have his/her own sun lotion and sun protection 

applied. 

_____  I give permission for my child to have his/her own diaper cream applied.   

 
                                                                                                   

Physician's Name___________________________ Phone#____________________________   

Physician's Signature ____________________________________ Date__________________     
                                                                                                                                         * valid one year 
 

Parent / Guardian's Name___________________________ phone#______________________   

Parent / Guardian's Signature ______________________________ Date__________________     
                                                                                                                                         * valid one year 
 

I give permission for my child to receive the above named medication(s) as prescribed.  

Parent / Guardian's Name___________________________ phone#______________________   

Parent / Guardian's Signature ______________________________ Date__________________     
                                                                                                                             * valid one year 
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 Medication Authorization Form   
 
I hereby give permission for my child to receive the below listed medication, according to the given 
directions and cautions, from Jin-A Child Care Center Staff. I confirm that I have given at least one dose of 
medication without any evidence of side effects or adverse reactions. I understand that it is my responsibility 
to provide the medication in its original container with the child’s full name and measuring device needed for 
accurate administration. A maximum of two doses of medication will be given at school. 
 
I authorize Jin-A Staff members to contact the Pharmacist or Health Care Provider for more information 
about this drug, if necessary.  
 
Name of Child__________________________________________ Date________________________ 
 
Name of Medication___________________________________________________________________ 
 
Prescribing Health Professional's Name____________________________ Phone__________________ 
 
Illness or condition____________________________________________________________________ 
 
Dosage/Amount (tsp, ml, tablets) ________________________________________________________ 
 
Where to administer (circle):         mouth       ear      eye      skin      other:____________ 
 
Time of day to be given (circle):   9am   10am   11am   Noon  1pm   2pm   3pm   4pm   5pm 
 
Dates to be given:       Start Date: ______/_____/______         End Date: ______/______/______ 
                                   month    day     year                               month     day       year 
 
Describe any side effects the medication may have: __________________________________________  
 
___________________________________________________________________________________ 
 
Suggestions to make the administration of medicine to my child easier: ____________________________ 
 
___________________________________________________________________________________ 
 
 
I understand that it is my responsibility to pick up the medicine daily from our office or classroom. (except 
emergency medications) 
 
 
Parent’s signature __________________________ Print ______________________ Date ___________ 

 
I have received and understood the information provided. I will make sure that the right child receives the 
right medication, in the right dose, at the right time and by the right method as directed above. 
 
 
Signature of staff____________________________________Date_______________________________ 




